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

pital, 9, Chesterfield-street, Mayfair, W. (C. 1866-8. S. 1869-71.

v.- P. 1872-4.)

1872 Diver, Ebenezer, M.D., Kenley, Caterhain-valley, Surrey.

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

Moorfields J
Harroulands, Dorking, Surrey. (C. 1852-6. V.-P.

1860-2.)

1874 DoNKiN, H. B., M.B., Assistant-Physician to the Westminster Hospital,

50, Harley-street, Cavendish-square, W.

1872 Doran, Alban Henry Griffiths, Surgeon to Out-Patients, Samaritan

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

geons, 20, Lower Seymour-street, Portman-square, W.

tl866 Down, John Langdon H., M.D., Physician to the London Hospital, 39,

Welbeck- street. Cavendish-square, W. (C. 1872-4.)

1872 Dowse, Thomas Stretch, M.D., Central London Sick Asylum, High-

gate, N.

1866 Drewry, George Overend, M.D., 15, Queen Anne-street, W.

1865 Duckworth, Dyce, M.D. (C), Assistant Physician to St. Bartholomew's

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

1863 DuDFiELD, Thomas Orme, M.D., 8, Upper Phillimore-place, Kensington,

W.

1847 Dudgeon, Robert E., M.D., 53, Montagu-square, W.

1852 Duff, George, M.D., High-street, Elgin.

1865 DuFFiN, Alfred Baynard, M.D., Physician to King's College Hospital,

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

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

tagu-square, W.

1868 Duke, Oliver Thomas, M.B., India.

1871 Dukes, Clement, M.D., B.S,, Horton-crescent, Rugby.

1877 Dunbar, J. J. M., Assistant House Physician to St. George's Hospital

77, Ladbroke-grove, Kensington, W.

1861 Dunn, Robert William, 13, Surrey -street. Strand, W.C.



XV

Elected

18G5 Dd Pasquikii, Claudius Pbancis, Surgeon- Apothecary to tlie Queen, G2,

Pall-mall, S.W.

1858 Durham, Arthur Edward, Surgeon to Guy's Hospital, 82, Brook-street,

Grosvenor-squarc, VV. (C. 1869-71.)

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

18i7 Ellis, James, Sudbrook-park, Richmond, Surrey.

1873 Enqelmann, George Julius, M.D., A.M., 3003, Locust-street, St. Louis,

Miss., U.S.

1816 Ericiisen, John Eric, F.R.S., Surgeon to University College Hospital,

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

1863-4.)

1853 Evans, Conway, M.D., 5, Tavistock-street, Covent-garden, W.C. (C.

1867-8.)

1873 Evans, George Henry, M.D., Assistant Physician to the Middlesex

Hospital, 29, Devonshire-street, Portland-place.

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

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

1876 EwART, James Cosar, M.B., CM., University College Hospital.

1877 EwART, William, M.B., 33, Somerset-street, Portman-square.

J1859 EwENS, John, Barton Lodge, Cerne Abbas, Dorset.

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

Pathology at, Guy's Hospital, 11, St. Thomas's-street, Southwark, S.E.

(C. 1870-2.)

1862 Farquharson, Robert, M.D. (C), Lecturer on Materia Medica at St.

Mary's Hospital, 23, Brook-street, Grosvenor-square, W. (C. 1876-7.)

1872 Fayrer, Sir Joseph, C.S.I., M.D., F.R.S. Ed., Hon. Physician to the Queen,

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

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

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

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

;

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

1863 Fenwick, Samuel, M.D., Physician, with charge of out-patients to, and

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

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

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

1876 Finlay, David W., M.D., Medical Registrar, Middlesex Hospital, 8, Old

Cavendish-street, W.

1870 Fish, John Crockett, M.B., 92, Wimpole-street, W.

1859 Fisher, Alexander, M.D., Assistant Surgeon, R.N., Her Majesty's Ship
" Endymion."

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

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



XVI

mevtfid

1872 FOEBES, Daniel Mackay, L.K.C.P. Ed., Shoreditch Workhouse,

Kingsland.

1852 Forbes, J. Geegoey, 82, Oxford-terrace, Hyde-park, W. (C. 1860-3.)

fO.M. Foestee, John Coopee, Surgeon to Guy's Hospital, 29, Upper Gros-

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

J18G6 FosTEE, Balthazar Walter, M.D., Physician to the General Hospital,

Birmingham, 16, Temple-row, Birmingham.

1873 FoTiiEEBY, Heney J., M.D., Physician to the Metropolitan Free

Hospital, 3, Finsbury-square, F.C.

1862 Fox, Wilson, M.D. (V.-P,), Holme Professor of Clinical Medicine in

University College, and Physician to University College Hospital,

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

1865 Fox, W. Tilbuet, M.D., Physician to the Skin Department of University

College Hospital, 14, Harley-street, W.

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

Army.

O.M. Frere, J. C.

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

J1858 Gaiednee, William Tennant, M.D., Professor of Medicine in the Uni-

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

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

1870 Galton, John H., M.D., 1, Woodside, Anerley-road, Upper Norwood, S.E.

1855 Gamqee, Joseph Sampson, Surgeon to the Queen's Hospital, Birming-

ham, 20, Broad-street, Birmingham.

1855 Gamgee, J.

1877 Garlick, George, M.D., 33, Great James-street, Bedford-row, W.C.

1846 Garrod, Alfred Baring, M.D., F.R.S., Consulting Physician to King's

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

V.-P. 1863-5.)

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

O.M. Gay, John, Senior Surgeon to the Great Northern Hospital, 10, Finsbury-

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

1853 Gibbon, Septimus, M.D., 39, Oxford-terrace, Hyde-park, W.

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

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

College Hospital ; Demonstrator of Anatomy University College ; 22,

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

1875 Godson, Clement, M.D., 8, Upper Brook-street, Grosvenor-square.

1871 GoODHART, James Frederick, M.D. (C), Assistant Physician to, and

Teacher of Clinical Medicine at, Guy's Hospital, 27, Weymouth-

street, Portland-place, W. (C. 1876-7.)
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Elected

1875 Gould, Alfred Pearce, M.S., Lecturer on Anatomy at the Westminster

Hospital, 93, Gower-stroct, W.C.

1870 GowERS, William Richard, M.D., Assistant Physician to University

College Hospital, 50, Queen Anue-strect, W.

1858 Gowlland, Peter Y., Surgeon to St. Mark's Hospital, 34, Finsbury-

squarc, E.G.

1867 Green, T. Henry, M.D. (C.), Physician to Charing Cross Hospital,

Assistant Physician to the Hospital for Consumption, Brompton,

74, Wimpolc-street, W. (C. 1871-3, 1877. S. 1875-6.)

1873 Greenfield, William Smith, M.D., B.S., Assistant Physician to, and

Lecturer on Morbid Anatomy at, St. Thomas's Hospital, 93, Wimpole-

street, W. (C. 1877.),

1856 Greenhalgh, Robert, M.D., V2, Grosvenor-street, W.

J1855 Greenhill, William Alexander, M.D., Carlisle-parade, Hastings.

1863 Greenhow, Edward Headlam, M.D., F.R.S. (V.-P.), Physician to the

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

1877.)

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

1871 Grigg, William Chapman, M.D., Assistant Obstetric Physician to the

Westminster Hospital, and Physician to the In-Patients, Queen

Charlotte's Lying-in Hospital, 6, Curzon-street, Mayfair, W.

1861 GuENEAU DE MussY, Henri, M.D., 15, Rue du Cirque, Paris.

1863 Gull, Sir William Withey, Bart., M.D., D.C.L., F.R.S., Consulting

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

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

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

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

1851 Hacon, E. Dennis, 249, Mare-strcet, Hackney, N.E. (C. 1872.)

1848 Hare, Charles John, M.D. (V.-P.), late Physician to University College

Hospital, 57, Brook-street, Grosvenor-square, W. (C. 1852-4. V.-P.

1874-7.)

tl856 Harley, George, M.D., F.R.S. , 25, Harley-street, Cavendish-square, W.
(C. 1862-5.)

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

11858 Hart, Ernest, 37, Great Queen-street, Lincoln's-iun-fields, W.C. (C.

1867-8.)

tl859 Hastings, Cecil William, M.B., 13, Queen Anne-street, Cavendish-

square, W.

1870 Haward, John Warrington, Assistant Surgeon to St. George's Hospital,

5, Montagu-street, Portman-square, W.
O.M. Hawkins, Cjesar H., F.R.S., Consulting Surgeon to St. George's Hospital,

26, Grosvenor-street, W. (V. P. 1816-51. Fres. 1852-3.)

h



XVIII

Elected

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

for Consumption, 17, Cheyne-walk, Chelsea, S.W.

1869 Hay, Thomas Bell, L.R.C.P. Ed., Christchurch, New Zealand.

1856 Heath, Cheistophek, Holme Professor of Clinical Sm-gory in University

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

square, W. (C. 1866-7.)

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

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

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

mingham.

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

pital, 1, Chesterfield-street, Mayfair, W. (C. 1846-52. V.-P. 1854-7.

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

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

pital, 36, Berkeley-square, W. (C. 1865-7.)

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

1, Dorset-square, N.W.

1860 Hill, M. Berkeley, M.B., Surgeon to University College Hospital, and

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

Cavendish-square, W. (C. 1874-5.)

1867 Hill, Samuel, M.D., 22, Mecklenburgh-square, W.C.

fO.M. Hilton, John, F.R.S., Consulting Surgeon to Guy's Hospital, 10, New
Broad-street, B.C. (C. 1848-50. V.-P. 1863-4, 1873-4. Fres.

1871-2.)

1875 Hitchcock, Haery Knight, M.D., St. Clare College Park, Lee, Lewisham,

S.E.

1852 Hogg, Jabez, Surgeon to the Westminster Ophthalmic Hospital, 1, Bed-

ford-square, W.C. (C. 1860-2.)

1874 HoGGAN, George, M.B., 7, Trevor-terrace, Rutland-gate, S.W.

1847 Holman, H. Martin, M.D., Hurstpierpoint, Sussex.

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

to St. George's Hospital, 18, Great Cumberland-place, Hyde-park, W.
(C. 1862-3. S. 1864-7. C. 1868. V.-P. 1869-71.)

1850 Holt, Baenaed Wight, Consulting Surgeon to the Westminster Hos-

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

O.M. HoLTHOUSE, Caesten, 7, George-street, Hanover-square, W. (C. 1852-4.

V.-P. 1874-5.)

1864 Hood, Wharton P., M.D., 65, Upper Berkeley-street, Portman-square, W.

1865 Hooper, John Haewood, M.B., 67, High-street, Wandsworth, S.W.

1870 Hope, William, M.D., 5, Bolton-row, Mayfair, W.

1866 Howard, Edwaed, M.D.

1875 HowsE, Heney Greenway, M.S., Surgeon to Guy's Hospital, and to the

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



XIX

Elected

11856 Hudson, John, M.D,, 11, Cork-street, Bond-street, W.

1854 HuLKE, JouN Whitakee, p. U.S. {Treasurer), Surgeon to the Middleaex

Hospital, and Surgeon to the Royal London Ophthalmic Hospital,

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

T. 1877.)

1854 HuLME, Edward Chaeles, Woodbridge-road, Guildford.

1853 HuMBY, Edwin, M.D., 83, Hamilton-terrace, St. John's Wood, N.W.

1874 Humphreys, Henry, M.D., Medical Registrar, Middlesex Hospital.

1866 HuNTEE, Charles, Ben Rhydding, near Leeds.

1852 Hutchinson, Jonathan, Surgeon to the London Hospital, and to the

Royal London Ophthalmic Hospital, Moorfields, 15, Cavendish-square,

W. (C. 1856-9. V.-P. 1872-3.)

1875 Irtine, J. Pearson, M.D., 3, Mansfield-street, Cavendish-square.

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

Physician to the National Hospital for the Paralysed and Epileptic,

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

1859 Jackson, Thomas Carr (C), Surgeon to the Great Northern Hospital,

91, Harley-street, Cavendish-square, W. (C. 1875-7.)

1876 Jackson, Ernest Carr, 91, Harley-street, Cavendish-square, W.

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

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

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

O.M. Jenner, Sir William, Bart., M.D., D.C.L., K.C.B., F.R.S., Physician to

University College Hospital, 63, Brook-street, Grosvenor-square, W.
(C. 1850-3. V.-P. 1862-4, 1875-6. Fres. 1873-4.)

1875 Jessett, Frederic Bowreman, Pier-road, Erith, Kent.

1866 Jessop, Thomas" Richard, 31, Park-square, Leeds.

1876 Johnson, Charles Henry, late Staff Surgeon, Turkish Contingent, 18,

Westbourne-place, Eaton-square, S.W.

O.M. Johnson, George, M.D., F.R.S., Physician to King's College Hospital,

11, Savile-row, W. (C. 1846-50. V.-P. 1863-4.)

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

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

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

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

Sick Children, 19, Chapel-street, Belgrave-square, S.W.

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

1860 Jones, Walter, College-yard, Worcester.

1867 Kelly, Charles, M.D., Medical Officer of Health for the West Sussex

Combined Sanitary District, Worthing, Sussex. (C. 1874.)



XX

Elected

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

1852 Keksuaw, VV. Wayland, M.D., Kinj^'stou-ou-Tluunes.

1872 Kesteven, William li., M.D., 401, llolloway-roiid, N.

1859 KiALLMARK, Henky Walteb, QQ, rriuce's-siiuare, Buyswater, W. (C.

1875-6.)

1867 Kino, Edwin Holborow, Killcott, Goilalming, Surrey.

1871 Kino, Uobeet, M.U., Assistant Physiciau to the Middlesex Hospital, 48,

Harley -street, W.

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

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

J1856 Kingsley, Henry, M.D., Pliysician to the Stratford lulirniary, Stratfbrd-

on-Avon, Warwickshire.

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

1875 Koch, Edwin Lawson, M.D., Principal of the Medical School of Ceylon,

Colombo, Ceylon. [Agents : Messrs. Henry S. King & Co.,65,Coruhill.]

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

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

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

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

1858-61.)

1865 Langton, John, Assistant Surgeon to St. Bartholomew's Hospital, 2,

Harley-street, Cavendish-square, W.

1869 Larcher, O., M.D. Par., Laureate of the Institute of France, of the

Medical Faculty and Academy of Paris, 97, Bue de Passy, Paris. [M.

Kliensieck, Libraire, Hue de Lille, 11, Paris, per Messrs. Longman.]

1873 Latham, Peter Wallwork, M.D., Physician to Addenbrooke Hospital,

and Downing Professor of Medicine, Cambridge University, 17,

Trumpiugton-street, Cambridge.

1876 Law, William Thomas, M.D., Resident Medical Officer, Brompton Con-

sumption Hospital.

1853 Lawrence, Henry John Hughes, Surgeon, Grenadier Guards' Hospital,

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

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

Boyal London Ophthalmic Hospital, Moorfields, 12, Harley-sti'eet,

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

1857 Leared, Arthur, M.D., Physician to the Great Northern Hospital, 12, Old

Burlington-street, W. (C. 1874-5.)

1875 Lediard, Henry Ambrose, M.D., Medical Superintendent to Cleveland-

street Asylum, 42, Cleveland-street, Fitzroy-square.

1852 Lee, Henry, Surgeon to St. George's Hospital, 9, Savile-row, W.

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



XXT

Elected

1877 Lees, David B., M.D., Assistant Physician to Charing Cross Hospital,

2, Thurloc Houses, Thurloe-square, S.W.

1867 Lees, Joseph, M.D., 112, Walworth-road, S.E.

1877 Leeson, John Rudd, M.B., CM., Bushey-park Cottage, Tcddington.

1868 Legg, John Wickham, M.D., Physician to the Casualty Department,

and Demonstrator of Morbid Anatomy, St. Bartholomew's Hospital,

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

1852 Leggatt, Alfred, 13, William-street, Lowndes- square, S.W. (C. 1866-7.)

J1S67 Lepdet, T. Emile, M.D. Par., Professor of Clinical Medicine, 49,

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

de Lille, 11, Paris, per Messrs. Longman.]

1861 LiCHTENBEBG, George, M.D., 47, Finsbury-square, E.C.

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

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

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

1874 Liveing, Edward, M.D., 52, Queen Anne-street, Cavendish-square, W.

1863 Liveing, Robert, M.D., 11, Manchester-square, W. (C. 1876.)

1876 LoNGHTJRST, ARTHUR Edwin Temple, M.D., 13, Wilton-street, S.W.

1873 Lucas, R. Clement, M.B., M.S., Assistant Surgeon to Guy's Hospital,

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

1873 LucET, William C, M.D., Ben Rhydding, by Leeds.

1876 Ltell, Robert Wishart, M.D., Surgical Registrar at the Middlesex

Hospital, 26, Harley-street, Cavendish-square, W.

1871 McCarthy, Jeremiah, M.A., Surgeon to the London Hospital, 26, Fins-

bury-square, E.C.

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

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

1871 Mac Cormac, William, Surgeon to St. Thomas's Hospital, 13, Harley-

street, W.
1876 MacGrath, H. M., L.Q.K.C.P.I., 14, Colville-terrace East, W.

1858 Mackat, Allan Douglas, M.B,, Stony Stratford, Bucks.

1875 Mackellar, Alexander Oberlin, Assistant Surgeon, St. Thomas's Hos-

pital, Albert Embankment, S.E.

1873 Mackellar, Peter H., M.B., Medical Officer, Fever Hospital, Stockwell,

S.W.

1870 Mackenzie, George Welland, 15, Hans-place, Sloane-street,- S.W.

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

14, St. James's-square,]

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

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

pital, 19, Harley-street, Cavendish-square, W.



XXII

'Elected

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

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

1876 Macnamara, Charles, Surgeon to the Westminster Hospital, 13, Gros-

venor-street, VV,

1875 Mahomed, Frederick Akbar, M.D., Pathologist and Medical Tutor,

St. Mary's Hospital, 31, Lower Seymour-street, \V.

1877 Makins, GEOuaE Henry, St. Thomas's Hospital, Albert Embankment, S.E.

1876 Mallam, Benjamin, 316, Camden-road, N.

1876 Maples, Reginald, Spalding, Lincolnshire.

1857 Marcet, William, M.D., P.R.S., Villa Bianca, Cannes. (C. 1869-71.)

1868 Marsh, F. Howard (C), Assistant Surgeon to the Hospital for Sick

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

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

1876 Marshall, Francis John, St. George's Hospital.

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

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

1856 Martin, Robert, M.D., 51, Queen Anne-street, Cavendish-square, W.

(C. 1871-2.)

1860 Mason, Francis, Assistant Surgeon to St. Thomas's Hospital, 5, Bruok-

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

1867 Mason, Philip Brookes, Burton-on-Trent.

f1858 Maunder, Charles F., Surgeon to the London Hospital, 16, Queen Anne-

street, Cavendish- square, W. (C. 1869-71.)

tl852 May, George, Jun., M.B., Surgeon, Royal Berkshire Hospital, Reading.

1874 Meredith, William Appleton, M.B., 14, Old Burlington-street, W.

1859 Messer, John Cockburn, M.D., Assistant Surgeon, R.N., Her Majesty's

Ship "Edinburgh," Queensferry, N.B.

J18G7 MicKLEY, Arthur George, M.B,, Derby-road, Nottingham.

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

1877 MiLNER, Edward, Surgical Registrar, St. Bartholomew's Hospital, 32, New
Cavendish-street, Portland-place, W.

.

f1859 MoNTEFlORE, NATHANIEL, 36, Hyde-park-gardcns, W.

1861 MoREHEAD, Charles, M.D., 11, North Manor-place, Edinburgh.

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

1875 Morgan, John H., 12, Chapel-street, Grosvenor-square.

1874 MoRisoN, Alexander, M.B., CM., 70, Marquess-road, Canonbury, N.

1869 Morris, Henry, M.A., M.B. (C), Assistant Surgeon to, and Lecturer on

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

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

1S75 Morton, John, M.B., Guildford.

1860 ?iIoxoN, Walter, M.D. (V.P.), Physician to Guy's Hospital, 6, Finsbury-

circus, E.C. (C. 1868-70, V.P. 1876-7.)



XXIII

Elecled

1876 MuNRO, William, M.D., CM., 311, Battersca-park-road, S.W.

1854 MuECiiisoN, CiiAKLES, M.D., LL.D. Kdinb., F.K.S. (Peesident), Physician

to, and Lecturer ou Cliuical Mcdiciue at, St. Thomas's Hospital, and

Cousulting Physician to the London Fever Hospital, 79, Wirapole-

street, W. (C. 1859-62. S. 1865-8. T. 1869-76. Fres. 1877.)

1872 MUREAT, J. Jardine, 99, Moutpcllier-road, Brighton.

1861 Myers, Arthur B. R., Surgeon to 1st Battalion Coldstream Guards,

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

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

1873 Nettleship, Edward, 4, Wimpole-street, Cavendish-square, W.

1875 Newby, Charles Henry, Surgical Registrar, St. Thomas's Hospital.

1865 Nevs^man, William, M.D., Stamford, Lincolnshire.

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

1876 Nicholson, John Francis, St. Thomas's Hospital, S.E.

1865 Nicoll, Charles R., M.D., Resident Medical Officer to the Charter

House, 17, Charterhouse-square, E.C. (C. 1872-8.)

1864 Norton, Arthije T. (C), Assistant Surgeon to St. Mary's Hospital,

6, Wimpole-street, Cavendish-square, W. (C. 1877.)

1856 NuNN, Thomas William, Senior Surgeon to the Middlesex Hospital, 8,

Stratford-place, Oxford-street, W. (C. 1864-6.)

1871 Nunneley, Rev. Feedeeick Baeham, M.D., Mickleover, Derbyshire.

1873 O'Faeeell, George Plunkett, M.B., Tangier House, Boyle, Ireland.

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

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

V.-P. 1865-8.)

1876 Oliver, John Ferens, M.D., 12, Old Elvet, Durham.

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

1875 Ord, William Miller, M.B., Physician to, and Lecturer on Medicine at

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

1875 OsBORN, Samuel, 17, Gresham Park, S.E.

1876 Ottley, Walter, M.B., 7, Nottingham-place, W.

1874 Owen, Charles William, QQ, Kennington-road, Lambeth.

1865 OwLES, James Allden, M.D., 204, Burlington-street, Liverpool.

1875 Page, Herbert William, M.B., M.C., Assistant Surgeon to St. Mary's
Hospital, 28, New Cavendish-street, W.

1870 Paget, Sir James, Bart., D.C.L., F.R.S., Consulting Surgeon to St.

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

1872 Parker, Robert William, 8, Old Cavendish-street, W.

1874 Parker, Rushton, M.B., B.S., 65, Rodney-street, Liverpool.



XXIV

FJected

1853 Parkinson, George, 50, Brook-street, Grosvenor-square, W.

1865 Pavy, Feederick William, M.D., F.R.S., Physician to Guy's Hospital,

35, Grosvenor-street, W. (C. 1872-4.)

1868 Payne, JosErii Frank, U.A., M.B., Assistant Physician to, and Lecturer

on Forensic Mediitine at, St. Thomas's Hospital, 78, Wimpole-street,

W. (C. 1873-5.)

O.M. Peacock, Thomas Bevill, M.D. (Trustee), Physician to St. Thomas's

Hospital, and Physician to the City of London Hospital for Diseases

of the Chest, 20, Finsbury-circus, E.C. (C. 1846-9. S. 1850-1.

V.-P. 1852-6. C. 1858-61. Pres. 1865-6. V.-P. 1867-70.)

1872 Pearce, Joseph Chanino, M.B., CM., The Manor House, Brixton-rise,

S.W.

1863 Pearson, David R., M.D., 23, Upper Philliraore-place, Kensington, W.

1871 Phillips, Charles Douglas F., M.D., 107, Lancaster-gate, W.

1877 Phillips, Richard, 27, Leinster-sqnare, Bayswater, W.

1875 Philpot, Harvey John, Crcsingham House, Peckham Rye, S.E.

1863 Pick, Thomas Pickering, Assistant Surgeon to, and Lecturer on

Anatomy at, St. George's Hospital, 13, South Eaton-place, S.W. (C.

1870-1.)

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

28, Gordon-square, W.C.

1867 Pitt, Edward G., M.D., 1, Cowley-vlllas, Leytonstone.

1876 Pitts, Bernard, M.A., M.B., Tharning Rectory, Oundle, Huntingdon-

shire.

1862 Pollock, Arthur Julius, M.D., Physician to Charing Cross Hospital,

85, Harley-street, Cavendish-square, W. (C. 1874-5.)

1846 Pollock, George D., Surgeon to St. George's Hospital, 36, Grosvenor-

street, W. (S. 1850-3. S. 1854-6. V.-P. 1863-5. P. 1875-6.)

1850 Pollock, James Edward, M.D., Physician to the Hospital for Consump-

tion and Diseases of the Chest, Brompton, 52, Upper Brook-street, W.

(C. 1862-4.)

1870 Poore, George Vivian, M.B., Assistant Physician to University College

Hospital, 30, Wimpole-street, W,

1876 Port, Heinrich, M.D., 48, Finsbury-square, E.C.

1854 Potts, William, 26, South Audley-street, Grosvenor-street, W. (C.

1870-2.)

1866 Powell, Richard Douglas, M.D. (Hon. Secretary), Physician to the

Hospital for Consumption and Diseases of the Chest, Brompton,

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

1865 Power, Henry (C), Ophthalmic Surgeon to St. Bartholomew's Hospital,

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

1856 Priestley, William Overend, M.D., Consulting Physician-Accoucheur

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

Hertford-street, May fair, W.
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tl848 PuRNRLL, John James, Surgeon to the Royal General Dispensary, Wood-
lands, Streatbam-hill, S.W. (C. 1858-61.)

1865 Pye-Smtth, PniLir Henry, M.D. (C), Assistant Physician to, and

Lecturer on Physiology at, Guy's Hospital, 56, Harley-strcct,

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

O.M. QuAiN, Richard, M.D., F.R.S. (Trustee), Consulting Physician to the

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

Harlcy-street, Cavendish-square, W. (C. 1846-51. S. 1852-6.

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

1859 Radcliefe, Charles Bland, M.D., Physician to the Westminster Hos-

pital, 25, Cavendish-square, W.

1872 Ralee, Charles Henry, M.D., M.A. (C), Physician to the Seamen's

Hospital, Lecturer on Physiological Chemistry at St. George's Hos-

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

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

to the National Hospital for the Paralysed and Epileptic, 5, St.

Helen's-place, Bishopsgate-street, E.C.

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

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

1875 Ranger, W. G., 4, Finshury-square.

1857 Rane:e, Henry, M.D., Munich.

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

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

1870 Ray, Edward Reynolds, Dulwich, S.E.

1871 Rayner, Henry, M.D., Medical Superintendent, Middlesex County Lunatic

Asylum, Hanwell, W.
1858 Reed, Frederick George, M.D., 46, Hertford-street, Mayfair, W.

1866 Reeyes, Henry Albert, Assistant Surgeon to the London Hospital, 27a,

Finshury-square, E.C.

1875 Reid, Frank, Almond House, Upper Edmonton.

1875 Reid, Robert William, M.B., St. Thomas's Hospital.

1854 Reynolds, J. Russell, M.D., F.R.S., Physician to University College

Hospital, 38, Grosvenor- street, W. (C. 1868-9.)

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

Asylum, Hanwell, W.
1866 RiYiNQTON, Walter, M.S. Lond., Surgeon to the London Hospital, 22,

Finshury-square, E.C.

3:1865 Roberts, David Lloyd, M.D., Physician to St. Mary's Hospital, Man-
chester, 23, St. John's-street, Manchester.

1871 Roberts, Frederick Thomas, M.D., Assistant Physician, University Col-

lege Hospital, and to the Hospital for Consumption, &c., Brompton,

53, Harley-street, Cavendish-square, W.

i
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Ulected

1859 Robinson, Frederick, M.D., Surgeon-Major, Scots Fusilier Guards,

47, Clavertou-terrace, St. George's-road, S.VV. (C. 1871-3.)

1856 Robinson, Thomas, M.D., 35, Lamb's Conduit-street, W.C.

1858 RoLLESTON, Geoeqe, M.D., F.R.S., Liaacre Professor of Anatomy, Uni-

versity of Oxford, Park Grange, Oxford.

1876 Roper, Arthur, 17, Granville Park, Blackheath.

1858 Rose, Henry Cooper, M.D., Surgeon to the Hampstead Dispensary,

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

1876 Rose, William, M.B., B.S., Assistant Surgeon to King's College, 13, Old

Cavendish-street.

1875 Rossiter, George Frederick, 14, Melina-crescent, Weston-super-Mare.

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

Grosvenor-place, S.VV.

1869 Rutherford, William, M.D., F.R.S., Professor of Physiology in the

University of Edinburgh.

1853 Salter, James A., M.B., F.R.S., Dental Surj2:eon to Guy's Hospital, 17,

New Broad-street, City, E.C. (C. 1861-3.)

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

square, W.
1854 Sanderson, John Burdon, M.D., F.R.S., Jodrell Professor of Human

Physiology at University College, 49, Queen Anne-street, Cavendisli-

square, W. (C. 1864-7. V.-P. 1873-4.)

1875 Sangster, Charles, 15, Lambeth-terrace, S.E.

1877 Sankey, H. R. O., National Hospital for Epilepsy, Queen-square, W.C.

:J:1847 Sankey, W. H. Octavius, M.D., Sandywell-park, near Cheltenham.

(C. 1855.)

1871 Saunders, Charles Edward, M.D., 21, Lower Seymour-street, Portman-

square, W.
1873 Savage, George Henry, M.D., Lecturer on Mental Diseases at Guy's

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

1854 Scott, John, 49, Harley-street, Cavendish-square, W.

J1847 Seaton, Edward C, M.D., Medical Officer of the Local Government

Board, 14, Gordon-street, Gordon -square, W.C. (C. 1859-61.)

1877 Semon, Felix, M.D., 6, Chaudos-street, Cavendish-square.

1852 Semple, Robert Hunter, M.D., Physician to the Bloomsbury Dispensary,

8, Torrington-square, W.C. (C. 1859-61.)

1872 Sergeant, Edward, Medical Officer of Health, Bolton.

1876 Sharkey, Seymour, M.D., St. Thomas's Hospital, S.E.

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

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

1855 Sibley, Septimus W., 4, Savile Row, W. (C. 1863-5.)

1875 Siddall, Joseph Bower, M.D., CM., 24, The Mall, Clifton, Bristol.
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Elected

1847 SlEVEKiNO, Edward II., M.l),, Pliysiciiin to St. Mary's Hospital, 17,

Manclicstcr-s(inaro, W. (C. 1854-7. V.-P. 1864-5.)

O.M. Simon, John, C.I3., D.C.L., F.R.S., Consultini^ Sur<rfion to St. Thomas's

Hospital, 40, Kensington-square, W. (C. 18M3-8. V.-P. 1855-9.

Pres. 1807-8. V.-P. 18(59-71.)

1866 Sims, Francis Manley Boldero, Assistant Surgeon to the Hospital for

Diseases of the Skin, and Surgeon to the St. George's Dispensary, 25,

Half- moon-street, Piccadilly, W.

1865 Sims, J. Marion, M.D., 267, Madison- avenue, New York.

1875 Smee, Alfred Hutchinson, 7, Finsbury-circus.

1872 Smith, Gilbart, M.B., Physician to the Royal Hospital for Diseases of

the Chest, City-road, Visiting Physician to the Margaret-street Infir-

mary for Consumption, 68, Harley-street, Cavendish.square, W.

1875 Smith, George John Malcolm, M.B., Hurstpierpoint, Sussex.

1863 Smith, Henry, Stirgeon to, and Professor of Surgery at, King's College

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

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

tugal-street, Grosvenor-square, W.

Smith (P. H. Pye), see Pye-Smith.

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

street, Grosvenor-square, W.

1873 Smith, Richard T., M.D., Physician to the St. Pancras Dispensary, 53,

Haverstock-hill, N.W.

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

Medical School, 1, Leicester-place, Rokeby House, Clifton, Bristol.

1856 Smith, Spencer, Surgeon to St. Mary's Hospital, 43, Oxford-terrace, W.

1856 Smith, Thomas (V.-P.), Surgeon to St. Bartholomew's Hospital, 5, Strat-

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

1866 Smith, William, Melbourne, Australia.

1870 Smith, William Johnson, Surgeon, Seamen's Hospital, Greenwich, S.E.

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

road, W.

1870 Snow, William Vicary, M.D., Richmond Gardens, Bournemouth.

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

Harley-street, Cavendish-square, W.

1873 Sparks, Edward Isaac, M.B. [abroad].

1868 Spry, G. Frederick Hume, M.D., 2nd Life Guards, Army and Navy Club,

Pall-mall, S.W.

1855 Squire, William, M.D., 6, Orchard-street, Portman-square, W. (C.

1870-2.)

1861 Squire, Alexander Balmanno, 24, Weymouth-street, Portland-place, W.

1876 Startin, James, 17, Sackville-strcet, Piccadilly, W.



XXVIII

Elected

1854 Stewart, William Edward, Ifi, Harlcy-street, Cavendish-square, W.

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

Moorfields, and Ophthalmic Surgeon to University College Hospital,

15, Upper Brook-street. W.

1875 Sturge, W. a., M.B.

1863 Stdrges, Octavifs, M.D., Physician to the Westminster Hospital, 85,

Wimpole-street, W.

1871 Sutherland, Henry, M.D., 6, Richmond-terrace, Whitehall, S.W.

1876 SuTRO, SmiSMtJND, M.D., Senior Physician to the German Hospital, 37a,

Finsbury-square.

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

London Hospital, Physician to the City of London Hospital for

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

J1867 Swain, William Paul, 20, Kcr-street, Dcvonport.

J1857 Symonds, Frederick, Surgeon to the Radcliffe Infirmary, 35, Beaumont-

street, Oxford.

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

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

J1856 Tafp, W. Denning, Hillside-house, Hatherlcy-road, Cheltenham.

1864 Tatham, John, M.D., Physician to the Hospital for Consumption and

Diseases of the Chest, Brompton.,1, Wilton-place, Knightsbridge, S.W.

1870 Tay, Waren, Surgeon to, and Demonstrator of Practical Anatomy at, the

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

1871 Taylor, Frederick, M.D., Assistant Physician to Guy's Hospital, 15, St.

Thomas's-street, S.E.

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

Portman-square, W.

1870 TnoMAS, John Davies, M.B., University College Hospital (India).

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

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

1859-63. C. 18G5-67. V.-P. 1868-70.)

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

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

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

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

street, Portland-place, W.
1865 Thorowgood, J. C, M.D. (C), Lecturer on Materia Medica at the Mid-

dlesex Hospital, Physician to the City of London Hospital for

Diseases of the Chest, 61, Welbeck-street, W. (C. 1876-7.)

1877 TiBBiTS, Herbert, F.R.C.P. Ed., Medical Superintendent of the National

Hospital for the Paralysed and Epileptic, 30, New Cavendish -street,

W.
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Elected

1856 Tomes, J., T.ll.S., Consultin«5 Dental Surgeon to the Middlesex Hospital,

37, Caveudish-sciuure, W. (C. 1867-9.)

1864 ToNQE, MoRKis, M.D., llarrow-ou-the-hill, Middlesex.

1872 TovvNSEND, Thomas Sutton, 68, Queen's Gate, South Kensington.

1876 Tbedennick, William Magee, M.D. [51, Warwick-road, South Ken-

sington (travelling)].

1851 TiiOTTEE, JouN W., Surgeon- Major, Coldstream Guards, Bossall

Vicarage, York. (0. 1865-9.)

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

Household, 23, Old Burlington-street, W.

1867 Tuckwell, Heney Matthews, M.D., Physician to the RadclifFe In-

firmary, 64, High- street, Oxford.

1858 Tudor, John, Dorchester, Dorset.

tl875 Turner, Francis Charlewood, M.D., Assistant Physician to the London

Hospital, 15, Finsbury-square, E.G.

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

George-street, Hanover-square, W.

1858 Turtle, Frederick, Clifton Lodge, Woodford, Essex.

1854 Vasey, Charles, 5, Cavendish-place, Cavendish-square, W.

1867 Venning, Edgcombe, Assistant Surgeon, 1st Life Guards, Knightsbridge

Barracks, 87, Sloaue-street.

1875 Verdon, Walter, 252, Kennington-park-road, S.E.

1868 Vincent, Osman, Surgeon to the National Orthopsedic Hospital, 45,

Seymour- street, Portman-square, W.

tl867 Wagstapfe, William Warwick, B.A. (Hon. Secretary), Assistant

Surgeon to St. Thomas's Hospital, 2, Palace-road, Albert Embank-
ment, S.E. (C. 1874. S. 1875-7.)

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

Dispensary, 3, Old Burlington-street, W.

1873 Walsham, William J., M.B., CM., Demonstrator of Anatomy and

Operative Surgery at St. Bartholomew's Hospital, 27, Weymouth-
street, Portland-place.

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

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

1858 Wardell, John Eichard, M.D., Calverley-park, Tunbridge Wells.

1855 Watson, Sir Thomas, Bart., M.D., F.R.S., 16, Henrietta- street. Caven-
dish-square, VV. (Pres. 1857-8. V.-P. 1859-63.)

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

Surgeon to the Eoyal South London Ophthalmic and to the Central

London Ophthalmic Hospitals, 7, Henrietta- street, Cavendish-square,

W. (C. 1875-6.)



XXX

Elected

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

tl858 Weber, Hermann, M.D., Physician to the German Hospital, 10, Gros-

veuor-street, Grosvenor-square, W. (C. 1867-70.)

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

1864 Welch, Thomas Davies, M.D., Wilton Lodge, Queen's-road, Weybridge,

Surrey.

1861 Wells, John Soelbero, Ophthalmic Surgeon to King's College Hospital,

and Surgeon to the lloyal London Ophthalmic Hospital, 16, Savile-

row, W.

1853 Wells, Thomas Spencer (V.-P.), Surgeon to the Samaritan Free Hospital

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

V.-P. 1876-7.)

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

Children, 61, Wimpole-street, Cavendish-square, W. (C. 1856-7.)

1867 Whipham, Thomas Tillyer, M.B., Physician to St. George's Hospital,

37, Green-street, Grosvenor-square, W.

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

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

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

:J:I868 Whitehead, Walter, 248, Oxford-road, Manchester.

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

1870 WiCKSTEED, Francis William, Field House, Walthamstow, Essex.

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

1869 Wilkin, John F., M.D., M.C., New Beckenham, Kent.

1871 Wilkinson, J. Sebastian, Surgeon to the Central London Ophthalmic

Hospital, 83, Wimpole-street, W.
1864 WiLKS, Alfred G. P., M.A., M.B., Charlemout House, Spencer-road,

Ryde, Isle of Wight.

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

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

1869 Williams, Albert, M.B., 4, York-terrace, Dartmouth-road, Sydenham,

S.E.

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

for Consumption and Diseases of the Chest, Brompton [47, Upper

Brook-street, Grosvenor-square, W.]. {Pres. 1846-7. V.-P. 1848-52.

C. 1853-5. V.-P. 1858-61.)

J1858 Williams, Charles, Assistant Surgeon to the Norfolk and Norwich

Hospital, 9, Prince of Wales-road, Norwich.

1866 Williams, Charles Theodore, M.B. (C), Physician to the Hospital for

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

street, Grosvenor-square, W. (C. 1875-7.)

1872 Williams, John, M.D., Assistant Obstetric Physician to University

College Hospital, 28, Harley-street, Cavendish-square, W.



XXXI

Elected

1864 Williams, W. Ruts, M.D., Lecturer on Mental Diseases at St. Thomas's

Hospital, Betlileiu Royal Hospital, Lanibetli-road, S.E.

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

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

1859 Wilson, Kdwaed Thomas, M.B., Montpclier-terraee, Cheltenham.

1859 Wilson, Robeet James, F.R.C.P. Ed., 7, VV^arrior-square, St. Leonard's-

on-Sca.

1863 Wiltshire, Alfred, M.D., Joint Lecturer on Midwifery at St. Mary's

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

J1861 Windsor, Thomas, Surgeon to the Salford Royal Hospital, 44, Ardwick-

green, Manchester.

1874 Wiseman, John Greaves, Dearden- street, Ossett, Yorkshire.

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

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

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

1872-4.)

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

street, W.

1876 Wood, William Edward Ramsden, M.A., 99, Harley-street, W.

1877 Woodhouse, Thomas James, M.D., Ranelagh Lodge, Fulham, S.W.

1865 Workman, Charles John, M.D., Titherley, Teignmouth, Devon.
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The Council have every reason to congratulate the members upon

the continued success of the Society during the past year, and upon

its prospects for the future.

The number of members is now 582, and of these forty-four

have been added during the financial year 1876. This number of

new members exceeds that of any year since the formation of the

Society, and when, with other facts of equal importance, it is also

borne in mind that the number added during the financial year 1875

was unusually large, there is ground for the confidence which the

Council feel in the present and future of the Society, both in respect

of the earnestness and usefulness of the work done and of the

appreciation in which it is held by the profession.

But while they have so much reason for congratulating the

members upon the numbers added to their ranks, they have still

more reason to mourn the loss of so many members, and those so

highly esteemed. They have to record the death of Charles

Campbell, M.D., Campbell de Morgan, F.E.S., Greorge G. Gascoyen,

Edward Johnson, M.D., Francis Sibson, M.D., F.E.S., Thomas E.

Eden, and Samuel Martyn, M.D. Mr. de Morgan was at the time

of his death a Yice President, and the Society has lost in him one

of its most distinguished ornaments and most disinterested friends;

but his example will remain to the members as a model of sagacity,

earnestness, and prudence in the pursuit of pathological knowledge.

Dr. Sibson was at one time a Yice President of the Society, and

contributed some valuable papers to the early volumes of the

' Transactions.'

During the past year five members have retired.
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The attendance at the ordinary meetings of the Society has far

exceeded that of any previous year, and the specimens exhibited have

not been of less interest or importance than before.

The debate upon syphilis occupied four evenings and part of a

fifth, and the very large attendances at these aflbrded evidence of

the interest which the subject excited. The Council desire to convey

their thanks to Mr. Jonathan Hutchinson for his masterly thesis, and

to him and to those who took part in the debate for their subsequent

remarks. The Council cannot but think that the object they

originally had in view in introducing these discussions, that of utilising

the large mass of facts in pathology which this Society has been

instrumental in recording, and of epitomising the different views

held upon important general questions in pathology, has been again

most satisfactorily effected. They have proposed, however, a modi-

fication of the plan for the present session, and have se^ apart

certain evenings for the exhibition of specimens illustrating some

one particular kind of disease. The second meeting in January

will, therefore, be occupied with the exhibition of specimens illustrat-

ing the pathology of visceral syphilis, and it is anticipated that a

larger number of important facta relating to this obscure subject

will thereby be recorded and made available for future research.

The Council have carefully considered the question of the advisa-

bility of the President holding office for one year only, and have

come to the conclusion that the interests of the Society will be best

secured by the President still retaining office for two years, but

being nominated annually as has been the custom hitherto.

The laws of the Society w^ere last revised in 1869, and have been

modified, to a slight extent, from time to time. Since that issue the

Council have undertaken a fresh revision of them, and without

altering them in any essential respect have brought them into con-

formity with the actual practice of the Society at the present time.

A copy of the revised regulations has been sent to all the members

with the annual circular.

The Committee on Morbid Grow'thshave continued their labours,

and the name of Mr. Howse has been substituted for that of Mr.

Arnott, whose past services have earned for him the gratitude of

the Society.

A special committee, consisting of Dr. Hare, Dr. Bristowe, Dr.

Wilks, Dr. J. "Williams and Dr. Legg, was appointed to report upon

the subject of movable, floating, and displaced kidney, and a
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valuable communication from them is to be found in the volume of

the ' Transactions ' for 187G.

Durinp^ the past year the International Medical Conpfrcss was held

in Philadelphia, and the report of the delegates, Dr. Hare and Mr.
Brudenell Carter, is of unusual interest as indicating the high

character of the work brought forward at the meetings, and the

earnestness of our American brethren in the investigation of medical

science. The cordiality with which the delegates were received is

referred to in the warmest terms in their report, which has been

read to the Society, and which will appear in full in the next [the

present] volume of the ' Transactions.' The Council desire to ex-

press their thanks to Dr. Hare and Mr. Brudenell Carter for their

services on behalf of the Society.

The Treasurer's Balance Sheet for the financial year 1875-6 is

appended, and from this it appears that the total amount invested

in the names of the Trustees has increased to £1067 15*. Id., and
the balance now at the bankers is £30 8s. 2d. The total receipts for

the year amounted to £535 ll^. 6d., which, with the balance of

£148 6s. from last year, makes a sum total of £683 17s. 6d. Of
this sum £653 9s. 4<d. has been expended, including £278 2s. 11^.

the cost of the volume of ' Transactions,' and the sum of £230
invested in 3 per cent. Consols.

aEOEGE POLLOCK.
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EEPOET OF DELEGATES TO PinLADELPIIIA
CONGEESS.

To tlie President of the Vatliological Society of London.

Dear Mr. President,

The honour which you were pleased to confer upon us,

by appointing us delegates to represent the Pathological Society of

London at the International Medical Congress lately held at Phila-

delphia, renders it our duty to report to you, and to the Society,

some of the circumstances of our reception at that great centennial

gathering, and to give some account of the good work done at the

various meetings of the Congress.

The meetings were held in the large and handsome buildings of

the University of Pennsylvania, under the presidency of Dr. Gross
;

and although the President was prevented, by recent domestic

affliction, from taking so active a part in the proceedings as he ha d

originally contemplated, yet the Congress had the advantage of his

presence on many occasions. Dr. Gross commands, in his own as

in more distant lands, the reverence which is justly paid to those

who are full of years and honours, and whose lives have been so

spent as always to shed lustre upon the profession to which they

belong.

In the great hall of the University several highly eloquent

addresses were read by the leading medical men of America, while

the general work of the Congress was carried on in various

sections, for the whole of which the University afforded ample and

admirable accommodation; and over one of which, that of ophthal-

mology, one of your delegates—Mr. Brudenell Carter—was elected

to preside.

There was no section specially devoted to pathology, but in nearly

all of the sections many questions of a pathological character and of
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the highest interest were introduced ; and these questions were

treated in a manner so able and exhaustive, alike by those who

introduced and by those who afterwards discussed them, as to

show that pathology and pathological anatomy have received their

full share of professional attention in America. It would be difficult

for us to make a selection from among the subjects of debate
;
and

it is the less necessary to do so as the proceedings of the Congress

will be published in full ; but we may mention papers on the micro-

scopical study of the brain in cases of insanity, on the pathological

histology of cancer, on calculous diseases, on the pathology of

syphilis, on fibroid tumours of the uterus, on orbital pulsating

disease and pulsating exophthalmia, and on the present condition of

the evidence concerning disease-germs, merely as illustrations of the

wide field which the essentially pathological work of the Congress

embraced.

At the great final gathering of the Congress, one of your dele-

gates (Dr. Hare) was requested by the delegates from Great

Britain to present on their behalf an address, in which they congra-

tulated " the president and the several committees on the complete

success of the Congress, on the high value of the various addresses

presented to it, and on the forward impulse which it had given to

the progress of medicine, in the widest sense of the word. They

desired at the same time to express in the strongest and warmest

terms their sense of, and their thanks for, the unwearied kindness

and courtesy, and the unbounded hospitality, with which they had

been received on this centennial occasion ; adding, that they would

all carry back with them a most grateful recollection of the warm

right hand of fellowship which had been so invariably extended to

them by their brethren of the United States."

These, Mr. President, were terms which by no means expressed

more than the delegates felt, and which indeed failed to do full

justice to feelings which were somewhat restrained, lest any com-

plete utterance of them might have seemed to trench upon the

borders of flattery. We can assure you that, by whatever standard

measured, whether by the numbers of those who day by day attended

the meetings, or by the range and thoroughness of the knowledge

displayed in the reports and papers, or by the readiness and bril-

liancy of the debates, or by the care with which the deductions and

conclusions of authors were weighed and sifted before they were

accepted by the sections, or for general completeness in all its parts,
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the International Medical Congress of Philadelphia may serve as a

very model for all future meetings of like kind. We may even add,

that it increased the admiration which we had previously enter-

tained for our transatlantic brethren ; whose zeal, energy, and intel-

ligence in their profession are only equalled by the warmth of the

reception which they gave us, by the hospitality, public and private,

which they extended to us, and by the innumerable evidences of

kindly feeling, which now enable us to count as personal friends

many of those who assembled, from many distant parts of their

broad continent, with the object of reviewing, on this centennial

occasion, the progress of medicine during the century the lapse of

which they had met to commemorate, and also in order to promote, to

the best of their ability, its further and continued development.

We are, dear Mr. President, yours very faithfully,

Chaeles J. Hare, M.D.

E. Bkudenell Caeter.

London ; November 21st, .1876.
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EEVISED REGULATIONS AND BYE-LAWS

OF THE

MORBID GROWTHS COMMITTEE,

1877.

REGULATIONS.

I. The name o£ the Committee shall be the "Committee on

Morbid Growths."

II. The object of the Committee is to examine and report upon

specimens of diseased structures submitted to them.

III. The specimens to be submitted to this Committee are such as

the President may deem proper. "With regard to specimens so

referred, the following regulations must be complied with :

1. The specimen must be either fresh or in a jar or bottle,

with some preservative fluid (see Bye-law VII).

2. The specimen must be accompanied by a written descrip-

tion and clinical history.

3. The specimen to be examined must be placed at the dis-

posal of the Committee at the close of the Meeting.

IV. Where the above regulations have not been complied with,

the specimen will not be reported upon by the Committee, nor will

the case be published in the ' Transactions ' without the express

sanction o£ the Council.

V. In the case of specimens taken from persons still living, it

will be understood that the exhibitor undertakes, as far as possible,

to inform the Society of the progress of the case, for publication in

the * Transactions.'

VI. The Eeports of the Morbid Growth Committee shall be

appended to the description of the specimen furnished by the

exhibitor.

VII. The composition of the Committee shall be determined from

time to time by the Council, and shall be reconsidered at the com-

mencement of each Session.
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YIII. One of the Honorary Secretaries shall act as Secretary of

the Committee.

BYE-LAWS,

Ado;pted by the Committee 07i December 6th, 187G.

T, Each specimen shall be examined by two Members of the Com-

mittee, who shall undertake the duty in rotation. In case of dif-

ference of opinion the specimen shall be referred to one or more

other Members of the Committee. The names of those who take

part in the inquiry shall be appended to the lleport.

II. The drawings of the microscopic appearances of the morbid

tissue which accompany the Eeport ought to show, not only the

elementary structures, but their relation to one another and to the

surrounding healthy tissues. They ought to be made, as far as

possible, with the assistance of the camera, and each should be ac-

companied by a scale of measurements in fractions of an English

inch.

III. Tlie Reports of the Committee should be, as far as possible,

simply descriptive, and the use of terms which are ambiguous should

be avoided.

IV. The Committee shall meet at least once in each Session on

the last Monday in May, with the object of discussing the individual

Reports, and Members shall bring for inspection any microscopic

specimens on which Reports have been founded.

V. When a specimen is referred to the Committee the Secretary

shall intimate the circumstance to one of the two members whose

turn it is to examine it. If the specimen be bulky, or for any other

reason not portable, the Secretary shall cause it to be transmitted

to the house of one of the Committee at the expense of the Society.

VI. When the Committee shall have concluded their examination

of any specimen they shall, if the exhibitor wishes, cause it to be

returned to him, and any reasonable expense attending its return

shall be defrayed by the Society.

VII. When a specimen cannot be perfectly fresh at the time of

exhibition the Committee recommend that small portions be removed

from typical or important parts of the specimen, and preserved in
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some suitable medium. They would suggest the use of one of the

following solutions

:

a. Midler's fluid (2^ per cent, potassium bichromate and

1 per cent, sodium sulphate in distilled water).

h. Chromic acid solution (^- per cent, or 2\ grains to the

ounce of water).

c. Alcohol solution (equal parts rectified spirit and water,

frequently changed).

The nature of the medium used should be indicated by the

exhibitor.

YIII. Special Meetings of the Committee may be called by the

Secretary upon the written request of three Members, or from time

to time as he shall think necessary. At least a week's notice of

Meetings shall be given.
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I.—DISEASES, ETC., OF THE NERYOUS SYSTEM.

1. Memorandum on leprous nerve disease.

By H. V. Carter, M.D.

IN the twenty-seventh volume of these Transactions (1876), will

be found a description and illustration of the appearances both

macroscopic and microscopic of leprous nerve disease, as commonly
noticed after death. "While it may be said that such appearances,

in their wide extent, are not present in any other disease than true

leprosy, there need yet be little hesitation in interpreting them as

the result of neuritis or inflammation of the nerves. I still regard

this neuritis as a constant—perhaps the most constant—feature of

leprosy, and as the direct cause of many marked and permanent

symptoms : but, whilst agreeing that the state of the nerve trunks

in leprosy is one of inflammatiou, I have recently ascertained the

presence of attendant conditions which seem to pertain more
closely than ** inflammation" to the essence of the leprous disease.

Eirst, however, it should be observed that there are cases of

incipient or mild leprosy where it is yet impossible to detect in the

living subject any other symptoms than those of simple neuritis

;

and hence this small series of cases must, for the time, be regarded

as obscure in character. I say " for the time,'* because hereafter it

may be found that a skin aflfection really precedes these localised

nerve changes.

Indeed, neuritis is not leprosy, and at present it may be admitted

1



X NERVOUS SYSTEM.

that some rare cases of so-called '' ana)sthetic " leprosy would seem-

ingly be better termed instances of " neuritis." And, again, there

are seen individuals in whom the nerve affection whether cutaneous

or muscular, or both, is so remarkably limited, e. g. to the hand

below the wrist, that one is impelled, as it were, to infer some

strictly local change not a2)parently of a leprous nature. With

reference to these and similar phenomena the observer may most

safely suspend his judgment, but he should also recollect, first, that

idiopathic neuritis of a persistent and destructive character is, to

say the least, an excessively rare disease ; next, that many patients

clearly describe the beginning o£ their undoubted leprosy, as being

marked by purely nerve symptoms ; further, that such nerve sym-

ptoms may alone be present in a limb or segment of the body,

whilst an eruption or some coexistent mark of true leprosy will be

found in other regions ; and, lastly, that as we have yet to learn

how, when, and where the assumed specific infection of this disease

enters the frame, it cannot be correctly asserted that such infection

has not taken place, even although no other sign is visible than a

local ncuritic aff'ection.

For all these reasons I should in India or other leper-infested

country regard local anfcsthesia, &c., as suspicious symptoms, when
they are not owing to any known cause of neuritis other than

leprosy.

Adverting now to the later results of my inquiries, I would state

that in about one half of fifteen post-mortem dissections of lepers

made last year (1875) in Bombay, there was noticed an alteration

in the cutaneous nerves which is remarkable enough to merit

special attention. Thus, for instance, in radial and ulnar cuta-

neous branches going to the dorsum of the hand

—

vide the

appended illustration and Plate—and in similar branches of the

long saphenous and external popliteal nerves supplying the skin of

the leg and back of foot, certain filaments lying immediately

beneath the skin have presented a deep brown tint, and a flat,

expanded contour at intervals in their course. Traced to the

integument such filaments may frequently be followed direct to

leprous spots in the skin or to ulcerating "nodules" and sores;

and when traced backwards towards the main nerve trunks, they

are seen to continue as brownish or greyish cords, firm and of

rounded contour, which are obviously in direct continuity with

diseased (inflamed) funiculi forming part of the main trunk of





DESCKIPTION OF PLATE I.

Plate I illustrates Dr. Carter's Memoraudum on Leprous Nerve
Disease. (Page 1.) From drawing by himself.

Dissection of back of left hand of Hlm<,'00 Vittul, a Koli fisherman, a^t. 40, and
about four years a leper. He was affected with the mixed form of nodular and
nerve lepra ; had been under various treatment (including the plan of the late

Mr. lihan Daji, of Bombay) without benefit, and, suffering from poverty and
neglect, was finally exhausted by diarrha-a and gangrene of the right hand and
left foot. Post-mortem examination made three and a half hours after death, so

that the nerve changes here depicted are not due to decomposition of the tissues.

Entirely similar changes were found in tlie cutaneous nerves of the right leg and
foot. The nerves pertaining to the gangrenous extremities were diseased; the

arteries were pervious; viscera not unusually changed.

a. Sadial cutaneous nerve. It is much enlarged on emerging from beneath
the tendon of the supinator longus muscle. At its outer side is a small cord

seemingly unchanged. The terminal branches are of a deep brown colour.

b. A branch of the external cutaneous nerve. As it approaches the wrist it

becomes of large size and acquires the brown tint. It freely communicates with a.

c. Ulnar cutaneous nerve. The outer branch soon after being given oft* assumes

an increase of volume and a brown tint. It anastomoses with a and b. The

inner branch is also changed in colour.

d. A dark brown spot in the reflected skin, to which, on the surface of the in-

tegument, a dark stain corresponds. To this part some of the nerve filaments

indicated above seemed to go.

e. A similar spot on the dorsum of the hand.

The other tissues, including the veins, &c., were unchanged.
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compound function, })orhapH their sensory part. Hence it is

inferred tliat the nerve changes Iiad commenced in the skin and

were propagated centrewards in the form of the wide-spread

neuritiy, whose histological characters I have long since described.

These remarkable changes in the subcutaneous nerves I find to

be due to the presence of countless numbers of orange-brown,

granular bodies, which are aggregated around and lie parallel with

the smaller nerve fasciculi, being seated in their areolar investment

(? lymphatic sheatlis) ; and which are attended with "neuritis " of

the parts thus invested. It has seemed to me that the presence of

these foreign growths determines the neuritis, and that, inevitably,

the inflammation thus induced would extend itself beyond their

limits. The ovoid, tinted, finely granular bodies just alluded to are

apparently identical with those found in the skin itself, where a non-

faded eruption or a ripe nodule (" tubercle") exists (vide vol. xxvii,

pi. xii, fig. 1, illustrating a previous Note) ; and judging from ordi-

nary dissection they appear to spread, or be conveyed, from the skin

along the nerve filaments concerned, by a sort o£ preference which

must, I imagine, be due to anatomical conditions as yet unlearned,

but possibly connected, with the disposition of the lymph channels

investing the nerve structures adjoining or belonging to the afl'ected

skin area. That the lymphatics are a chosen channel for the con-

veyance of leprous material is abundantly evident from the con-

dition of the vaginal and axillary lymph glands as invariably found

after death in lepers.

It is probable that in all cases of early disease, as well as in parts

of the body recently attacked, these characteristic changes in the

nerves would be apparent upon careful dissection ; and whenever in

the course of post-mortem examination they were wanting (and this

was not unusual), it has appeared to me that, by degeneration in

lapse of time, these brown bodies had become absorbed, leaving only

their efiect, i. e. inflammation and more or less destruction of the

nerve structures proper, as evidence of their previous existence.

This view is in accordance with all that I have personally ascer-

tained on scrutiny of several corpses ofi'ering illustrations of leprosy

in difi'erent stages, and if one remembers that, commonly, fatal cases

are of long duration, it will not appear surprising that in my earlier

dissections neuritis and its results claimed prominent attention.

Now we can understand also the changes of tint assumed by the

skin, nerves, and lymph glands in leprosy, but I do not propose, on



4 NERVOUS SYSTEM.

this occasion, to enter upon other details for which, it is hoped, a

future occasion may be found. June, 1870.

Postscript.—Since last year, 1875, when the preceding observations

were made, the author has had opportunities of examining the struc-

tures in some other skin att'ections, (mostly chronic and not sus-

pected of analogy with leprosy), and in these, too, he finds pig-

mented particles diffused in position similar to that described above.

Hence, he would be understood to employ the term " leprous

elements" as used in the present notes and illustrations, only in

the provisional sense yet applicable, until, by prolonged inquiry, the

whole series of local changes characteristic of leprosis shall be fully

determined.

2. Cerebral abscesses folloiving three iveeks after successful

operation for empyema.

By P. H. Pye-Smith, M.D.

WS— , a previously healthy youth of eighteen, a railway

• porter, was admitted into Guy's Hospital under my care

on the 16th of August, 1876. He had suffered from a cough

for three weeks, with severe pain in the left side and increasing

dyspnoea. When I saw him, there were present all the signs of large

effusion into the left pleura. But, although the heart was pushed

over to the right side, auscultation showed that a good part of the

lung behind still admitted air.

From the oedema, the febrile disturbance, and a local fluctuation

between the second and third ribs in front, it was clear that the

effusion was purulent. I therefore asked my colleague, Mr. Lucas,

to make a free opening. He did so with a scalpel in the seventh

intercostal space, behind the midline o£ the axilla, and gave exit to

about five pints of laudable pus. The patient, as soon as he re-

covered from the effects of ether, said he was wonderfully relieved.

The heart moved back towards its normal position, and breathing
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quickly became tranquil. Next day the temperature had sunk from
103-8° to 97°.

A great deal of pus was discharged, and the cavity was kept well
washed out with dilute tincture of iodine (one part to twenty of

water). The patient improved rapidly, and when I left town early

in September was almost convalescent. The discharge gradually

diminished, and by the 5th of October had not only ceased, but the
wound had healed over. The lung had expanded again remark-
ably, and the patient was out of bed and eating and sleeping well.

Next day, while walking about the ward, he was attacked by sick-

ness and severe headache. The vomiting continued, the pain

became more violent, the pupils were contracted, the left side para-

lysed, and the head rigidly turned to the right. Delirium came on
and the temperature rose to 101*8°.

He died comatose three days after the cerebral seizure. On the

last day great dyspnoea showed itself, with physical signs of air in

the chest near the healed wound. A puncture here gave exit to some
gas, without mending his condition.

At the post-7Jiortem examination we found the wound healed and
the left lung crepitant throughout. At the junction of its up)per

and lower lobes, on the outer surface, the empyema was represented

by a cavity capable of holding not more than three or four ounces.

This was shut off from the lung by a thick wall of false membrane,^

broken only by two small and apparently healing ulcers. There had

been no purulent expectoration, but air must have escaped through

one of these into the sac a few hours before death. The pleura

elsewhere was firmly adherent, and there was no trace of pus to be

found in the chest, or anywhere but in the brain and cord. The
other lung, the pericardium and mediastinum, the bronchial and

other lymph glands, were perfectly normal.

On opening the cranium, the brain (which weighed fifty-six ounces)

looked swollen, and there was a layer of pus under the visceral

arachnoid in the usual situations—the Sylvian fissure, the base, and

the transverse fissure. Two abscesses were found in the right

hemisphere, each about as large as a marble, one in the gyrus forni-

catus, posterior genu, and back of the thalamus, the other in the

' *' The lymph which I have called caseous and tough was not in a pultaceous

state. It was quite tough, and much of it fibrous-looking, but on section some

fatty changes had gone on and tinged it opaque yellow."—(E.\tract from Dr.

Goodhart's entry in the Records of Post-mortem Examinations.)
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front part of the corpus striatum. Both had opeueil mto the ven-

tricular space, and filled its right, left, third and fourth compart-

ments with greenish inodorous pus. The walls ot" the right ventricle

were deeply injected, '* velvety," and covered with adherent pus.

There were two smaller abscesses in the right lobe of the cerebellum.

The pia mater of the cord was infiltrated with pus ; the cord itself

was unaffected.

Beside its interest from the unusually rapid and complete

recovery of the lung and cure of the empyema, the case appears

worthy of record from its bearing on the pathology of pyaemia. From

the condition of the ventricles pus must have been there for many

hours, probably from tlie time that cerebral symptoms appeared.

If so, the abscesses must have been forming while the patient was

apparently convalescent. That four small abscesses may form in the

white substance of one of the hemispheres of the cerebrum or the

cerebellum without symptoms is far from unprecedented, and even

theoretically is not surprising. But that purulent infection should

take place from a suppurating cavity with thick walls, and should

produce secondary abscesses in the brain, while the original abscess

was being cured is certainly unusual. Nor is it common for the

brain to be the only organ affected, while the other viscera escape.

It was no doubt by cases like this that the old theory of metastasis

wms suggested and maintained.

The course of events I conceive to have been as follows

:

Acute suppuration of the pleura occurred in a healthy subject,

and was accidentally limited by adhesions, which prevented carnifi-

cation of the back of the lung. From neglect before admission to

the hospital, the abscess had not only begun to point externally but

also towards the lung, for an abscess between the ribs seen from

outside would correspond to an ulcer in the wall of the empyema

seen from within. Both processes were stopped by the operation, and

the local disease was cured. But through one of these ulcers

absorption took place and pyaemia was the result. This produced

several foci of suppuration in the right half of the brain ; but the

febrile disturbance passed away, and the local disease produced no

symptoms, until one of the abscesses burst into the lateral ventricle

and thence filled the rest of the ventricular cavity and subarachnoid

space of the cord with pus.

If we accept exclusively the embolic theory of "metastatic" ab-

scesses, we must assume several minute solid fragments to have been
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carried into the pulinouary circulation and at last to have lodged in

the capillaries of the brain, where they set up suppuration like that

of which they were the product.

When, in pyajmia from systemic thrombosis, an infarctus is found

in the lung, this forms an adequate link between the thrombus in

the vein and the embolus in the systemic artery. When nothing of

the kind can be discovered, we are forced to assume that particles

which have passed through the pulmonary capillaries are arrested

in the narrower vessels of the brain and cord and retina, or of the

joints. Even then it is remarkable that the kidney, with its com-

paratively wide capillaries, is so frequently the seat of fibrinous

blocks and secondary abscess. JSTor is the difficulty explained by

the anatomical fact that in the brain the arteries are terminal, i. e.,

communicate only with their corresponding veins ; for in most cases

of pyaemia abscesses in the lung do occur, while they are rare in the

cord.

In cases like the present the infective thrombus reaches the left

side of the heart directly, and is carried to the brain or kidney,

just as in cases of ulcerative endocarditis. The seat of secondary

abscess seems to depend on two conditions, the vascular supply of

the infected organ, and the seat of the primary thrombus.

On the one hand, we see the frequency of lobular pneumonia in

all forms of purulent infection, of hepatic abscesses in portal pyaemia,

and of renal suppuration from cystitis even when there is no con-

tinuity by inflammation of the ureter.

On the other hand, we have the connection noticed by Percivall

Pott betwen injuries of the skull and abscess of the liver, the fre-

quency of abscess of the heart and kidney from acute necrosis

observed by Drs. Wilks and Moxon, the chronic polyarthritic sup-

puration of which Sir James Paget has written, and cases like the

present, where a single organ in the body has been the sole seat of

suppuration, and death has taken place, not from the constitutional

disturbance, the " typhoid " condition, the septicaemia, but from the

local secondary lesion. In this patient there were no typhoid

symptoms during life, no fever, no sweating, no diarrhoea, anorexia,

or muscular weakness, and after death the spleen was not swollen

or soft, there was no extravasation of blood, no staining of the

tissues, no congestion of the lungs, no lack of ordinary coagula.

He died, in fact, not from pyaemia, but from abscess of the brain.

Nov. 1th, 187G.
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3. Br'ain of a microcephalous child.

By Tuos. Baelow, M.D.

CD— , a male child sot. G weeks, was brought to the out-patient

• room at Great Ormond Street, on the 20th October, 187G, for

congenital jaundice. In about five days the fseces became bile-

stained and the jaundice diminished slightly.

The cause of it at the j905^ mortem was quite^ inexplicable. The

ducts were well formed and quite patent, the liver to naked-eye in-

spection healthy, and there was some bile-stained thin faecal material in

the duodenum and the upper part of thejejunum. AVhether there had

been at a previous period catarrh of the duct I will not pretend to say.

The child had been born probably about full term. It was

perhaps a little smaller than a child ought to be at six weeks,

but we noticed from the first that the head was ludicrously small

compared to the body. It measured about ten and a half inches

round and six and a half over the vertex from meatus to meatus.

It was rather pyramidal in shape, with the occipital protuberance

forming quite a ledge. The fontanelles were all but closed and the

edges of the sutures were quite approximated. The child coukl

suck and cry, and, its mother said, sometimes smile. The movements

of the eyeballs were co-ordinated ; there were no nervous symptoms

except that at times the head was retracted on to the neck, though

not excessively. The child died apparently from asthenia when it

was rather more than seven weeks old.

Fost morte^n.—There w^as a patent foramen ovale, and in both

pulmonary artery and aorta just above the sigmoid valves there

were some thin bridles of connective tissue, which extended right

across the calibre of the vessel, being attached at contiguous cusps.

The brain weighed nine drachms. The convolutions could not

be recognised over a great part of the cpnvexity. In the pia

mater and beneath it, invading the cortex, were some thin calcareous

granular masses. These were best felt over the temporo-sphenoidal

lobes.

The lateral ventricles were dilated. The foramen of Monro was

distorted ; it was widely open on the right side, but on the left side it

was nearly closed.



NERVOUS SYSTEM. 9

There was no corpus callosum developed. The choroid plexuses

of the lateral ventricles were partly calcified, and so was the super-

ficial part of the corpora striata to a slight extent. The front part

of the base was rather torn in removal ; at the posterior part the only

thing noticeable was the relatively large size of the olivary bodies.

This, then, was a case of hydrocephalus in a microcephalous child

where the fontanelles and sutures were all but closed. The succes-

sion of events must, I think, have been intra-uterine meningitis

followed by partial calcification of the inflammatory products and

some atrophy of subjacent brain substance. The bones of the skull

closed in over the diminished brain and the fluid was poured out in

the ventricles to fill up the space which remained.

Dec. Uh, 187G.

I

4. Sections of spinal cord and of the phrenic nerves in the two

forms ofprogressive muscular atrophy.

By Mr. T. W. Nunn, for Dr. Chaecot.

THE sections of the spinal cord in the cervical region and of the

phrenic nerves, which Mr Nunn was enabled by the kindness of

Dr. Charcot, of Paris, to lay before the Society, illustrated the

relation between certain changes in the spinal cord and the two forms

of progressive muscular atrophy.

In preparation No. 1 the anterior cornu of the grey matter of the

spinal cord was chiefly and primarily afl'ected, the mischief having

extended thence, and having involved the seat of origin of the

anterior roots of the sj)inal nerves, the zone radiculaire anterieure,

either by irritation of the root fillets or by simple continuity of

tissue. The specimen showed that special nerve-cells of the

anterior cornu had disappeared and that there was an excessive

development of the capillary plexus : the zone anterieure being

sclerosed and i\iQ filets radiciilaires atrophied. The cordons de Tiirchj

the cordons lateraux and the cordons posterieures, were normal.

Preparation No. 2 showed that whilst the anterior cornu was

markedly affected by the disappearance of the special nerve-cells, the
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cordons de Tilrck and the cordons lateraux were Bclerosed, aud, in

contrast, the state of matters in preparation No. 1, the zone radicu-

laire anterleure or region of origin of the anterior roots of the

spinal nerves, was normal. The cordon posttrieure was also

normal.

The sections of the phrenic nerves showed that the nerve tubules

were atrophied and that the intertubular connective tissue was

hypertrophied.

Dr. Charcot describes the malady in connection with the patho-

logical changes shown in preparation No. 1, as " atropine musculaire

protopatJiiquCy^ and has fully stated his views in the 'Archives de

Physiologic,' No. 5, 1875 ; and the malady in connection with the

pathological changes shown in preparation No. 2, as ''atropine,

musculaire deuteropathiquej'' and has in second volume of his ' Lec^ons

sur les Maladies du System Nerveux ' given his explanation of the

clasnification of the affections in question. Ma2/ 1st, 1877.

5. The pathological anatomy of hydrophobia,

ByAV. R. GowEES, M.D.

THE microscopical sections now exhibited show examples of

the morbid appearances found in the medulla oblongata and

spinal cord in four cases of hydrophobia. For an opportunity of

examining two of these (those from Cases 1 and 4) I am indebted

to Dr. Lockhart Clarke, to whom they were sent, and I have to

thank Dr. AYickham Legg for the organs from Cases 2 and 3,

which occurred at St. Bartholomew's Hospital.

The changes shown in these cases resemble in the main those

which have been described as occurring in the convolutions of the

dog, by Benedikt : in the lower parts of the nerve centres, by Dr.

Joseph Coats : and, in other localities, the less definite changes

brought under the notice of this Society some years ago by Dr.

ClitFord AUbutt, and those described by Dr. Hammond.

A change common to all four cases is the great distension of the

minute vessels of the grey matter of the cord and medulla, a dis-





DESCRIPTION OF PLATE II.

Plate II illustrates Dr. Qowers' Observations on Hydrophobia.

(Page 10.) From drawings by himself.

Fig. 1. From Case 1. Medulla oblongata. Upper part of hypo^^lossal

nucleus. Longitudinal section of vessel compressed by a dense accumulation of

round cells in perivascular sheath.

Fia. 2. From Case 1. Medulla oblongata. Shows clot in vessel (vein),

beneath hypoglossal nucleus, gome of the cells of which are seen in the upper

part of the drawing. Outside the vein, cells are accumulated in the peri-

vascular lymphatic sheath, and are well seen where the anterior wall of the vein

is divided at a bend, at which some of the fibres of origin of the hypoglossal

nerve cross it. The middle portion of the clot is changed in a peculiar manner

(described fully in the account of the case, page 12), and here the inner coat of

the vein is thickened.

Fio. 3. From Case 1. Medulla oblongata. Section of grey substance of floor

of fourth ventricle of left side, just above highest point of hypoglossal nucleus.

E. Raphe, f. Median fissure of floor, t. Commencing prominence of eminentia

teres. X. Nucleus of glosso-pharyngeal nerve, the fibres of which pass down at

x'. Several dilated vessels are seen encrusted with leucocytes; one of these

is just below t, others are close to the raphe. To the inner side of the glosso-

pharyngeal nucleus is a very large vein containing old clot.
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DESCRIPTION OF PLATE III.

Plate III further illustrates Dr. Gowers' Observations on Hydro-

phobia. (Page 10.) From drawings by himself.

Fig. 4. From Case 3. Medulla oblongata. Upper part of hypoglossal

nucleus. Longitudinal section of vessel. Perivascular accumulation of cells and

their infiltration into the adjacent tissue, beyond the lymphatic sheath.

Fig. 5. From Case 1. Medulla oblongata. Showing " miliary abscesses."

A dense accumulation of cells is seen in tissue between hypoglossal and pneu-

mogastric nuclei. The cells on the left are those of the hypoglossal nucleus;

among these is a second smaller accumulation.

Fig. 6. From Case 3. Medulla oblongata. Showing infiltration of round

cells, like leucocytes (" miliary abscess "), between the bundles of hypoglossal

nerve, just below the hypoglossal nucleus. The vertical lines indicate the fibres

of origin of the nerve.

Fig. 7. From Case 2. Medulla oblongata. Showing accumulation of round

cells—" miliary abscess"— adjacent to the fibres of the glosso-pharyngeal nerve

in the middle of its passage through the medulla to reach the floor of the

fourth ventricle. The fibres of the nerve course in a transverse direction in the

figure.
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tension which in degree is certainly ])athological, even allowing for

the effect of the asphyxial mode of death.

This vascular distension was most marked, as were other vascular

changes to be presently described, in the neighbourhood of the grey

nuclei of the medulla oblongata, in the floor of the fourth ventricle.

In two of the four cases many of the medium-sized vessels con-

tained clots, parts of which were evidently of ante-mortem for-

mation as is shown by the peculiarities they presented. In three of

the cases the medium and larger veins of th e medulla presented

aggregations of small cells within the perivascular (lymphatic) sheaths.

These were sometimes in a single layer, sometimes in many layers,

and so densely packed as to compress the vessel they surrounded.

Evidence as to their nature will be described presently. They were

as a rule enclosed by the perivascular sheath, and however densely

massed did not extend beyond it. Where an empty space was

adjacent to a vessel the cells had accumulated within the sheath on

the unsupported side of the vessel. In a few instances they had

extended beyond the perivascular sheath (whether by its rupture

could not be seen) and had infiltrated the adjacent tissue. Here

and there a diffuse local infiltration of similar cells into a small area

of the tissue could be seen, and in the centre of the infiltrated area

a small dilated vein without lymphatic sheath. In other places

spots of larger size were thus infiltrated, especially in the neigh-

bourhood of the hypoglossal nucleus. Between it and the pneumo-

gastric nucleus in Case 1, on the right side, an area of some size was

very densely infiltrated in this manner. Other areas of infiltration

existed in this case in the opposite hypoglossal nuclei, and were seen

in the other cases, about the fibres of the hypoglossal and glosso-

pharyneal nerves. The areas thus changed corresponded to the

condition which has been termed " miliary abscess." Similar small

round cells, resembling the nuclei of the connective tissue, were

scattered through the tissue much more abundantly than in health.

In every case many vessels were surrounded by spaces, empty or

containing granular debris. In some of these there was material

of less uniformly granular aspect and staining with carmine, as if of

recent origin.

Many vessels, veins especially, were distended by blood, and in

two of the cases the portions of clot had evidently been formed

ante-mortem and were distinguished by certain peculiarities. Some
had undergone a granular change. The appearance of blood-cor-
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puscles had given place to fine granules which, by transmitted light,

appeared darker than other portions in which the corpuscles were

still distinct. In other places the clot had undergone a peculiar

change, the outlines of the corpuscles had disappeared, and had

given place to a spongy structure, which seemed formed by the

swelling and fusion of the corpuscles. Many clots presented

evidence of having been exposed to pressure from the blood current,

the meshes of the spongy portion had undergone compression so

that their long axes were across the vessel, and the lines thus formed

presented curves due to the pressure, the concave side of the

curve being turned towards the direction from which the pressure

was exerted. Such curved pressure-lines were seen in clots which

had not undergone this spongy transformation. In one case, in

which a large vein contained clot, the lines were concentric to the

mouth of a branch which opened into the vessel at right angles, indi-

cating that the clot during its formation had been exposed to

pressure from this branch. I think these curved lines may be

taken as important evidence that a clot was formed in situ. Other

evidence was afforded by the gradation which could be traced

between the unaltered and altered portion of clot.

These points of distinction were important in some cases in

which the position and aspect of a portion of clot in a vessel were

such as to resemble an embolus. In one instance, for example, a

portion of dark clot lay at the branching of a vessel which was

probably an artery. But a gradation could be traced between its

granular centre and the adjacent unaltered clot, and it presented the

lines of pressure which have been mentioned. The only instances

in which granular masses were seen sharply limited from the

adjacent normal clot were in vessels which were unquestionably

veins. One large vein was empty of clot, except for two granular

masses, one of which, rounded, occupied the lumen of the vessel just

as it passed from view, while the other lay half within the mouth of

a branch to which it corresponded in shape. The resemblance to

emboli was complete, but the vessel was certainly a vein, and

the granular masses must have been formed within it, although it is

difficult to explain their origin.

"What is the nature of the cells which thus cram the perivascular

sheaths and are in some places infiltrated into the tissue? They

are small cells, round, or angular from compression, and vary in size

in the hardened specimen from 3-0^0 t^ 35^0 of an inch, the average
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being tlie jjj^u ^^ ^^^ iucli. Many of them contain a relatively-

large nucleus. In aspect, and manner of staining with logwood

and carmine, they agree closely with the pale corpuscles within the

clot. (It must be remembered that all cells are reduced in size by

the hardening process, red blood- corpuscles in the sections in which

these measurements were made having a diameter of only y,JjjQ of an

incli.) The average size of the corpuscles within the vessels was a

little larger than that of those within the perivascular sheath. I

think, however, that a strong reason to believe that they are really

migrated leucocytes is afforded by their resemblance in characters

and by their position, and that this is strengthened by the appear-

ance presented by a vessel on one of the sections. Within a

portion of altered, spongy clot, leucocytes are contained in much
larger numbers than in the adjacent normal clot. Opposite the

changed portion the intima of the wall is considerably thickened,

and similar leucocytes lie within the substance of this thickened

intima. The middle coat of the vessel is very thin, and in the

perivascular sheath just outside is a layer of corpuscles, sepa-

rated from those of the intima by not more than the width of a

corpuscle. The slight disparity in size is little evidence of non-

identity, since it may possibly be that corpuscles during diapedesis

part with a little of their outer protoplasm. If these cells are thus

merely migrated leucocytes, it is an interesting fact in the process

of migration that corpuscles which can traverse without difficulty

a thick vascular wall are effectually arrested by an extremely thin

perivascular lymphatic sheath.

The nerve-cells themselves presented comparatively little change.

Many of them had a granular appearance, more marked in some than

in others that lay near them, and therefore presumably not due

altogether to post-mortem changes. Other cells had a somewhat

swollen appearance. Adjacent to or around many cells were spaces,

in some cases apparently empty, in others containing granules. In

one case (4) the nerve-cells of the hypoglossal nucleus contained

many pigment granules, and the whole of the medulla contained

many corpora amylacea, but neither of these appearances can be

specially connected with the disease.

The position of these lesions is of much interest in relation to

the symptoms of the disease. In ihe spinal cord the changes

were comparatively slight. Distension of the vessels of the grey

substance was, it is true, found in all cases, but in two only was
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there any collection of round cells about the vessels, chiefly within

the perivascular sheaths. In one case, in the lumbar region, there

was cell infiltration adjacent to the vessels among the nerve ele-

ments. In each case, also, many vessels of the cord were sur-

rounded by the spaces already mentioned, containing more or less

granular debris.

Above the decussation of the pyramids the changes became much
more marked. The hypoglossal and vagal nuclei contained many
vessels the walls of which were crammed with cells, and the resti-

form and post-pyramidal nuclei presented similar although slighter

changes. Above the point of the calamus scriptorius these changes

became still more marked, and in two of the cases the ante-mortem

coagula were here observable in the veins, and " miliary abscesses " in

the nerve tissue. These changes were most intense in the region of

the hypoglossal, pneumogastric, and glosso-pharyngeal nuclei, and

slighter in the auditory, facial, and fifth nuclei. Extensive vascular

changes, however, existed in the neighbourhood of the prolongation

downwards of the facial nucleus which lies on the inner side of the

hypoglossal nucleus, which probably subserves the movement of the

lips. The higher part of the pons was much less aifected ; here and

there a vessel was surrounded by a single layer of cells, but as a

rule they were healthy, although the round cells scattered though

the tissue appeared more numerous than usual.

The region in which the lesions were most intense corresponds to

that in which experiii^ental physiology has located the " respiratory

centre" of the medulla. It is of interest to note that the

paroxysms of spasm which constitute the chief feature of the

developed disease are paroxysms of respiratory spasm. In Case 1,

in which the lesions in this region were so intense, the paroxysms

are described as strong elevation of the diaphragm, an inspiratory

effort so strong that the clavicles almost touched the lower jaw,

while the lips were pressed against the teeth and the angles of the

mouth were drawn outwards. There was further evidence of the

participation of the hypoglossal nucleus in the disturbance in Case

3, in which each paroxysm is said to have commenced with a noise

as if the tongue were smacked against the roof of the mouth, and

although this appeared to come from the throat, it must have been

produced by the agency of the tongue.

It is difficult, if not impossible, to say from the specimens

whether the vascular changes are the primary lesion in the nerve
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centres or are secondary to irritation of the nerve elements. The sec-

tions prove, I think, tliat no process of embolism plays any part in the

changes. That coagulation in the vessels has no special signiiicance

is shown from the fact that it was absent in two of the cases. That

the degree of vascular change, which has for its expression the

accumulation of cells around the vessels, is not essential to the

nu)rbid process, is proved by the circumstance that in one of the

cases the only vascular change was dilatation. On the other hand,

it is to be noted that the changes in some of the thrombi suggest

that they must have been formed some time before death, and as the

changes in the symptoms in the case in which they were most

marked lasted only three days, their occurrence would seem to have

been coincident with the early manifestations of the disease.

There is certainly nothing in the histological characters of the

lesions which can be regarded as specific of the disease. The col-

lection of cells in the perivascular sheaths has been observed in

other diseases and formed the most conspicuous feature in a case

of canine chorea lately brought (by Mr. Sankey and myself)

before the Medical and Chirurgical Society. But the distribution

of these lesions, their intensity in the lower part of the medulla

and in the neighbourhood of certain nerve nuclei, is, as far as I am
aware, peculiar to the disease, and constitutes a distinguishing ana-

tomical character. That this lesion is sometimes slight or irrecog-

nisable, is no more than is the case with the lesions (eruptions for

instance) of the acute specific fevers. The cases brought forward

at any rate afi'ord ground for the conclusion, which is supported by

other recorded cases, that in three cases out of four the disease

might be identified by a microscopical examination of the nerve

centres.

Cases.

Case 1 is that of a boy ?et. 13, who died at the General Infirmary,

Hertford, on April 22nd, 1876. The account of his symptoms is

condensed from an admirable report of the case by Mr. "William

Odell, which appeared in the 'Lancet' for July 15th, 1876. The

boy was bitten by a dog on the upper lip on April 1st ; eighteen

days before the first symptoms of the disease and twenty-one days

before his death. The wounds were cauterised three hours after

the bite, and healed quickly. The first symptoin was restlessness

on the night of April 18th, succeeded next day by malaise, and in

the afternoon by a peculiar " catch " in the breath, which on the
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following day was the most troublesome symptom. It was excited

by a draught of air on the face, by an attempt to swallow even

saliva, by an attempt to whiatle, and even by closing the eyes. The
" catch " consisted in spasmodic elevation of the diaphragm, an

inspiratory efibrt in which the clavicles almost touched the lower

jaw ; the lips were tightly drawn across the teeth, the corners of

the mouth were depressed, the eyes were prominent, the pupils

dilated. During the night a maniacal paroxysm occurred, the lad

thought he saw a pig in the ward and was with difficulty pacified.

The paroxysm returned with evidence of intense terror ; he kicked

and tried to bite. These attacks increased in violence and death

occurred from exhaustion just seventy-two hours after the onset of

the symptoms. The temperature rose to 102° before death.

The post-mortem examination was made forty-eight hours after

death, the body having been placed on the face for twelve hours

after death. The chief naked-eye appearance was great fulness of

the vessels of the meninges of brain and cord, and of the grey

matter of the convolutions of the brain and of the corpus striatum.

The latter \yere described as resembling the colour of muscle from

their intense hypersemia.

The spinal cord, medulla, and pons were submitted to micro-

scopical examination after hardening in the usual manner.

Spinal cord.—In each part there was great distension of the

blood-vessels, especially in the grey substance. The larger vessels

in the neighbourhood of the central canal were surrounded by large

spaces. The nerve-cells in the lumbar region appeared normal,

but in the cervical region they were very granular and were sur-

rounded by clear areas. These spaces were partly due to shrinkage,

but were not altogether to be thus accounted for, since some spaces

around both cells and vessels contained granular debris. Here and

there clear spaces or granular areas existed near the nerve-cells,

away from vessels. In the cervical region the dilatation of the

vessels of the grey matter was very conspicuous, and their peri-

vascular sheaths in places contained collections of round cells.

Here also the connective-tissue nuclei in the lateral columns were

very abundant, and the white substance of the nerve-fibres pre-

sented in some places evidence of disintegration, as if the columns

were in a state of commencing myelitis.

The medulla oblongata presented extensive changes. Through-

out, the dilatation of the vessels, especially the veins and capillaries
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was very great, but it Avas most marked on the neiglibourliood of tlio

grey nuclei. In mau}^ places the perivascular sheaths around the

veins were distended by collections of round cellw, and in places

similar collections of cells were scattered through the nerve tissue.

In tlie lowest part of the medulla tlie restiformand post-pyramidal

nuclei contained many dilated vessels. At the lowest part of the

hypoglossal nucleus the larger dilated vessels had their sheaths dis-

tended with cells and some vessels contained granular-looking clot.

A similar change existed in the spinal-accessory nuclei. The nerve-

cells of both were somewhat granular, but otherwise little changed.

Many blood-vessels were surrounded by large spaces, clear or con-

taining granular debris. Just below the point of the calamus scrip-

torius the perivascular accumulations of cells were very numerous,

and the inner part of the posterior pyramids, just above the vagal

nuclei, were much disintegrated. A little higher, where tlie hypo-

glossal nucleus comes to the floor of the fourth ventricle, the

vascular changes were very intense. Several of the larger vessels

near the floor of the fourth ventricle were distended by clots, which

in some places difl'ered in texture from that in the rest of the vessels

and had evidently been formed at a difl'erent time, and had

undergone special changes alluded to. There were the same collec-

tions of cells in the perivascular sheaths, and in places a more

dift^Qse infiltration of similar cells ; the largest of these was outside

the right hypoglossal nucleus, between it and the highest part of

the vagal nucleus, and it occupied the whole ar^a between the two.

A smaller infiltration occurred into the middle of the hypoglossal

nucleus, the round corpuscles surrounding and concealing the nerve-

cells. Two other smaller infiltrations existed in the left hypoglossal

nucleus. In the middle of some a dilated vein could be seen, in

others several smaller veins. In most cases in which a distension

of the perivascular sheaths with cells had occurred the cells did not

pass beyond the limits of the sheath, but in one or two places they

appeared to have done so, and to have infiltrated the adjacent

tissue.

The changes in the vagal nuclei were similar but slightly less

in degree than in the hypoglossal. Just below the level of the

glossopharyngeal nucleus the disorganisation of the grey matter of

the floor of the fourth ventricle from one auditory nucleus to the

other was very great; scattered through it were large veins dis-

tended with clot and surrounded by cells, granule-containing

2
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spaces iirouiid the vessela, distended capillaries, and collections of

infiltrating cells.

The cells of the glossopharyngeal nucleus were very granular and

the perivascular accumulations of cells were very marked. The

minute capillaries of the nucleus were so distended that in places

they seemed to occupy the whole space between the nerve-cells.

Eound cells similar to those within the perivascular sheath occurred

abundantly, scattered through the nucleus. On the left side a very

large vessel adjacent to the nucleus contained granular clot.

The anterior regions of the medulla presented slighter changes.

As a rule the vessels about the olivary bodies presented no peri-

vascular accumulation of cells, but there were in places slight

accumulations around the radicular and septal arteries. The veins

were, however, extremely distended. Through the white columns

the scattered round cells (connective-tissue nuclei) were very

abundant.

The auditory nuclei appeared little changed ; here and there was a

slight cellular accumulation in the perivascular sheath.

Higher up the pons, in the position of the common nucleus for

the facial and sixth nerves, there was less change ; no vessels could

be seen containing any old clot. The vessels, large and small, were,

however, dilated, especially in the facial nucleus, and numerous

round cells lay among the nerve elements.

The motor nucleus of the fifth nerve was fairly healthy. The

sensory nucleus presented here and there some perivascular accu-

mulations of cells and areas of disintegration, but the changes were

much slighter than those of the nuclei in the lower part of the

medulla.

The highest portion of the pons presented much less change.

Here and there were distended vessels, with a slight accumulation of

cells outside them. The scattered corpuscles were very numerous,

but the nerve-cells appeared fairly healthy.

Case 2.—The subject of this case was a boy, a)t. 13, who died in

St. Bartholomew's Plospital, September 6th, 1875, under the care of

Dr. Black. An account of the case (by Dr. Bridges), with a note of

the results of my examination of the nerve centres, appears in Dr.

AYickham Legg's Pathological Eeport, in vol. xii of * St. Bartho-

lomew's Hospital Eeports.'

The boy had been bitten by a cat eight months before. The
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(.lurjitiou of the symploiiia was five dciya. Afc first tlicy consisted

cliiefiy in attacks of spasm on drinking and also on being spoken

to. " The body was thrown into a curved position, and he seemed

to struggle with something in his throat." The paroxysms were

not excited by the sound of water nor by a draught of air on

the face. The respiration was irregular. During the last twenty-

four hours there were attacks of furor, in which he raved, thought

the ceiling was coming in on him, and that there were animals in

the ward. He spat at those about him, tried to bite, and actually

did bite one of the Sisters in the hand. The attacks of spasm

lessened as the furor came on. His pulse became irregular, and he

died of exhaustion. His temperature was 101".

The post-mortem examination was made thirteen hours after death

by Dr. Wickham Legg. Two scars such as might have been

caused by the canine teeth of a cat were seen on the right w^rist.

All the organs appeared healthy to the naked eye, including the

brain and spinal cord.

Microscopical examination of the spinal cord after hardening

revealed great distension of vessels throughout the grey substance,

mainly of the veins and capillaries. Here and there, especially in

the lumbar enlargement, the perivascular sheaths contained round

cells, and round cells were infiltrated into the adjacent tissue in

definite foci. Everywhere many vessels were surrounded by spaces,

some of which contained granular debris. The debris in some of

these spaces was partly homogeneous and partly granular, and the

former stained readily with carmine. This must be regarded as of

recent origin. The nerve-cells appeared granular, but this might be

in part the result of post-mot^tem decomposition. The white sub-

stance presented a large number of nuclei, and was much softened.

In the lower part of the medulla, just above the decussation of

the pyramids, most of the distended vessels were encrusted with

round cells, and the change was extremely marked in the neighbour-

hood of the hypoglossal and vagal nuclei. There was, however, very

little diffuse infiltration of the tissue with these cells. Many vessels

were surrounded by spaces. Several vessels with their sheaths dis-

tended lay to the inner side of the hypoglossal nuclei, in the position

of the prolongation from the facial nucleus. The nerve-cells of the

nuclei appeared fairly normal in appearance. Vessels distended

with clot and surrounded by cells were seen in the neighbourhood

of the glosso-pharyngeal nuclei, especially the left. A difi:used col-
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lection of round cells, " miliary abscess " lay adjacent to the fibres of

the glosso-pharyugeal nerve, a little distance from its origin in the

nucleus. It had infiltrated one border of the nerve. Similar

changes, although slighter, were seen in the auditory nucleus.

One large vein passing to the floor of the fourth ventricle contained

a granular clot, and there was an extravasation of red blood-cor-

puscles into the perivascular sheath. The common nucleus of the

facial and sixth nerves contained many vessels surrounded by cells,

and the capillaries in the nucleus were much dilated, and many of

them contained clot. Some vessels appeared compressed by the

accumulation of cells in their sheaths.

The same distension of minute vessels was conspicuous among the

motor and sensory fibres of the fifth nerve, within the pons, and in

the sensory root many round cells were scattered through the tissue.

An extravasation of blood existed outside the motor nucleus of the

fifth nerve. The restiform bodies contained many distended vessels

filled with clot.

The anterior part of the pons also contained many vessels with

perivascular accumulations, and one or two very large veins existed

in the olivary bodies.

Case 3.—A boy set. 5, died in St. Bartholomew's Hospital,

October 9th, 1876, under the care of Dr. Andrew.

Dr. Wharry, late house-physiciao, has kindly furnished the fol-

lowing note of the case.

Ten weeks before admission the lad was bitten by a dog in the

right forefinger. The wound healed slowly, and gave rise to no

local irritation. He remained well till the evening of October 5th,

and then became restless, and did not sleep during the night.

After the morning of the 5th he refused all drink, and took only a

tcaspoonful of milk. "When brought to the hospital, between 11

and 12 p.m. on the 12th, he was quiet and subdued. He protruded

his tongue readily when told to do so ; it was black and dry. Pulse

132, temp. 100'1°. The skin was moist, the forehead bathed in

sweat. AVhen offered some water he sprang from it with a shriek,

and for some time he screamed whenever anybody held out a hand

towards him. He was put to bed and chloroform was administered,

against which he struggled very much. He inspired deeply, then

ceased to breathe (owing to spasm), till he became livid, and then

went on breathing quietly. When under chloroform an enema
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((•oul:iinin«; milk, cg-g, and cliloral liydriite, giv. xv) was adminis-

teri'd. AVliilo under this inllucnco (narcotised) lie lay as if asleep

and at intervals of about ten minutes he had spasmodic attacks.

lie would make a noise as if snuicking the tongue against the roof

of the mouth (the sound appearing to come from the throat), then

roll liis head from side to side, and throw his arms about ; next ho

made an cllbrt at inspiration and sprang up in bed screaming, and

saying some few words (deliriously) and then sank back apparently

asleep, each attack occupying about thirty seconds. Towards 4,

tlie intervals becoming shorter, and the paroxysms more violent,

the chloroform and the nutrient enema (again with gr. xv of

chloral) were repeated, and again about 5 a.m. During the morning

delirium became a more prominent feature of the paroxysms. At
12, noon, chloroform and the chloral enema were repeated, and again

at 4 p.m. From 4 p.m. to 8 p.m. the paroxysms rapidly increased

in frequency and severity, and the spasms became general and

tetanic. There was opisthotonos and complete rigidity of the limbs,

followed by delirious chattering. He died exhausted at 10 p.m.

October 9th.

The post-mortem examination was made by Dr. Wickham Legg,

thirteen hours after death. The finger-nail of the right forefinger

showed a wound not yet healed. The pharynx, heart, lungs, liver,

and intestines were natural. The kidneys showed well-marked

cloudy swelling. The brain was soft but natural in appearance.

No naked-eye changes were seen in the spinal cord.

Microscopical examination.—The spinal cord presented through-

out its extent general dilatation of the small vessels of the grey

matter, but nowhere any evidence of perivascular accumulation

of cells. The nerve-cells appeared granular and in many instances

were surrounded by spaces containing granular debris.

The medulla and pons had unfortunately been divided longitu-

dinally, and a good deal of post-mortem softening had occurred.

Only the medulla could be examined microscopically. At the level

of the decussation of the pyramids the distension of the vessels of

the grey matter was extreme, and those in the enlarging cervix

cornu posterioris on each side presented accumulations of cells in

their perivascular sheaths. On the right side, in front of the

cervix cornu posterioris, the nerve tissue around some dilated

veins contained a large number of round corpuscles, aggre-

gated into a definite focus. A little higher these accumulation
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were very nunuTous in tho neighbourhood of the hypoglossal

nucleus. Tho cells of this nucleus appeared swollen, more globular

than natural, and very granular. In many places the accumulation

of cells in tho perivascular sheath was very dense. Some of these

collections were situated in the position of the group of nerve-cells

which descends from the facial nucleus. One or two small dift'iised

infiltrations of cells were seen outside the hypoglossal nucleus*

The upper part of this nucleus appeared less diseased than the

lower part.

In front of the nucleus among the cells and fibres through which

the fasciculi of origin of the nerve pass to the surface were several

vessels incrusted by cells, and around one an abundant infiltration

of cells had occurred into the tissue.

The nucleus of the vagus on each side presented dilated capil-

laries and accumulations of cells around the larger vessels. In the

outer part of the nucleus there was much disintegration of tissue

between the large nerve-cells. One vein was distended with a

granular clot. The glossopharyngeal nuclei presented areas of

disintegration, and just outside the right was a distended vessel

surrounded by cells.

The outer auditory nuclei appeared normal, but the inner, adja-

cent to that of the vagus, showed distended vessels with the cellular

incrustation.

Some perivascular accumulations of cells existed in the neigh-

bourhood of the common nuclei of the sixth and facial nerves,

Avhich were otherwise healthy.

The lower part of the sensory, and the motor nuclei of the fifth

nerve appeared fairly healthy.

Case 4 occurred in the practice of Mr. Barber, of Sheffield.

A man, a>t. 25, was bitten on the left thumb by a cat, on

December 26th, 1873. The wound was cauterised three hours

after infliction, and healed. On January 18th, 1874, twenty-three

days after the infliction of the bite, he felt pain in the hand, and

depressed, ill and nervous. He is believed to have been nervous

from the time of the bite to the onset of the symptoms. He was

first seen on the afternoon of January 22nd, and died the same

evening.

The chief symptoms noted were profuse perspiration, constant

hawking-up of viscid saliva, which was abundant and ran out of the
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corners of tlie mouth the occurrence of painful spasm of the throat

when he tried to swallow citlier solids or liquids, and great restless-

ness; no delirium, but great i'ear of impending death ; no trismus or

tenseness of the back muscles betweeen the paroxysms ; respiration

was sliallow and jerking
; voice feeble and hoarse.

(The same cat had bitten two other persons, one of whom died of

liydrophobia in the ShefHeld Greneral Infirmary ; the other had his

linger amputated and is still alive and well.)

Tho) post-mortem examination was made on January 23rd, by Dr.

Hime, who preserved the brain and spinal cord, but only the pons

Varolii and medulla oblongata were in a condition for microscopical

examination.

The morbid appearances were very unimportant. Throughout,

many corpora amylacea were scattered in all parts, but these cannot

be considered to have any relation to the disease. There was also

much pigmentary degeneration of the nerve-cells, especially of the

hypoglossal nuclei. The vessels throughout were large, but nowhere

could there be seen any cells in the perivascular sheath or the

adjacent tissue. Nowhere was there any evidence of ante-mortem

coagulation. Behind the vagal nuclei, just below the point of the

fourth ventricle, the tissue was much disintegrated, but this is a

frequent post-mortem appearance. Everywhere large spaces ex-

isted around the vessels, but these had the appearance of senile

erosions rather than acute changes. Several large spaces of this

kind lay in and about the hypoglossal nuclei. "With these excep-

tions the several collections of grey matter in the pons and medulla

which were examined very carefully presented no abnormality.

IlaylUh, 1877.

7. Recurrent tumour of sciatic nerve. Extensive secondary

growth in mediastinum and pleura.

By Sidney CourLAND, M.D., for Mr. Daniel Balding.

THE earlier history of this case is contained within the twenty-

seventh volume of the ' Transactions,' p. 23, where will be found

a description of the characters of the primary growth, by Messrs.
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Butlin and Crodlee, on belialf of the Committee on Morbid Growths,

The primary tumour, together with five inches of the sciatic nerve

was removed by Mr. lialding on July 2lBt, 1871. In order to

complete the account of tlie case given in the hxst number I am
enabhnl to furnish the following details supplied to me by Mr.

Balding, who has requested me to show tiie accompanying speci-

mens.
*' December 9th, 1874.—George E— was readmitted into the

Eoyston Cottage Hospital, with progressively increasing oedema of

the left leg, as high as the knee. The foot and toes were left in a

position of extreme extension, and the ankle-joint was fixed. There

was a very offensive ulcer on the heel, partially covered by gangrenous

skin. In the thigh there was evident recurrence of the disease ; and

there was considerable discharge of pus from the wound at the seat

of operation.

" After some months' residence in hospital, his general condition

improved
; the ulcer on the heel and the wound in thigh completely

healed. There was, however, continued increase in the size of the

tumour in the thigh.

" On May 28th, 1875, the patient was sent to the Middlesex

Hospital, and placed under the care of Mr. C. De Morgan, with

the view of ascertaining his opinion as lo the probable result of any

future operation for the removal of the disease in the nerve.

Amputation at the hip-joint was considered to be the only pro-

cedure likely have a f\ivorable result ; and even this being considered

doubtful it could not be urged on the patient. He therefore returned

to the country in a few days.

" For about twelve months but little change occurred in the

patient's condition. The tumour in the thigh, which continued to

enlarge up to December, 1875, seemed to become stationary, or at

least to undergo no very marked increase. But in the early summer o£

1870, he began to suffer from a very persistent hacking cough, and to

fail in his general health and strength. He was not readmitted into

the hospital, and was for some time without medical treatment, until

he was taken into the Eoyston Union workhouse, at the beginning

of November, almost in a dying condition. He stated that he had

been steadily getting weaker, and that his cough of late had become

much more troublesome ; but, so far as can be learnt, the symptoms

were by no means proportionate to t!ie large amount of intra-

thoracic disease found after his death, which toolc place on November
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IOlIi. Jle liad coiiliiiLieil to wiilk about on cruiclics to vvitliiri two

months of liis death ; there had been no return of the a'dema in the

leg ; and he had been eonfined to liis bed for four weeks."

The post-mortem examination was made by Mr. Mortimer

Bakling, wlio sent me the specimens which I exhibit to-niglit.

They comprise the contents of tlie thorax ; the sciatic nerve and its

recurrent growtli ; the upper extremities of the popliteal nerves, and

the mass of hamstring muscles surrounding tlie tumour and nerves
;

certain portions of skin containing nodular growths, and a small

portion o£ the muscles of the leg on the affected side. It will bo

convenient to incorporate the notes of the post-mortem examination

furnished me by that gentleman with the more detailed description

of these various morbid parts.

There was a well-marked cicatrix in the upper part of the ham
corresponding to the deep incision made in the removal of the

primary growth. In the specimen before the Society, the position

of this cicatrix is marked by a dense mass of fibrous tissue, occupy-

ing a space four inches in length, intervening between the lower

extremity of a large tumour and the rounded upper divided ends of

the popliteal nerves, the division of the latter having been made
just at their origin. The specimen includes the hamstring muscles,

and the whole remaining length of the sciatic nerve, from the sciatic

notch above. The tumour occupies the lower six inches of this

nerve, the fibres of which are spread over the upper part of the

growth. The tumour is somewhat spindle-shaped, or rather conical,

the base of the cone being lowermost. Encapsuled by a firm fibrous

investment, formed in part by the altered nerve sheath, and also

blending with the inter-muscular septa, it can be dissected away
from the hamstring muscles between which it lies, and which are

stretched over it. "When freed from its attachments to these muscles,

it is found to measure nine and a half inches in circumference at its

lower extremity ; whilst above, at one inch below the point where

the nerve becomes blended with it, its girth is from three to four

inches. The surface of the tumour is roughly tuberous, and lobulated,

and one of the outgrowths from the main mass is especially

prominent ; it occurs at the lower extremity, measures two and a

half inches in length by two inches wide, and is separated from the

main tumour by a shallow groove. The tumour, on being bisected

by an incision carried vertically through the posterior surface from

the point of blending with the sciatic nerve^ is seen to be composed



2() NKRVOUS SYSTEM.

of a number of firm, translucent lobules of semi-cartilaginous con-

sistency, separated by septa of fibrous tissue passing inwards from

the investing capsule.

As regards the popliteal nerves, the external presents a fusiform

swelling at one inch and a half below the cut end of the nerve, the

swelling being an inch in length, and of a smooth, pale yellowish-

white section. The internal popliteal is healthy.

The inguinal and 'pelvic lymphatic glands were free from disease;

a few of the retro-peritoneal and mesenteric glands were enlarged, but

not to any great extent, and the liver, kidney, spleen, and intestines

were all natural.

In the thorax, however, a great mass of disease was seated. Mr.

Balding states that on opening that cavity the heart and pericardium

were seen to be much displaced to the right by a solid tumour,

which occupied the whole of the left pleural sac from apex to base

;

both lobes of the lung, compressed and airless, being pushed forward

and upwards and occupying a space less than one third of that taken

by the normal upper lobe alone. Below and posteriorly the lung

was adherent to the tumour. This, it will be seen, consisted mainly

of three distinct portions. The largest of these, forming the main

mass of the growth, extended from the clavicle to the diaphragm, and

was moulded to the wall of the tliorax, with which it was blended

above, but from which it was separated below by a thin layer of recent

lymph. The mass measured twelve inches from above down, and

nine inches in breadth below and six inches above, the thickness

of its lower half being more than three inches, and of the upper, two

inches. It is of fleshy consistency, and of a pale yellow colour

throughout ; on its inner side it was blended with the lower lobe of

the lung, which was, as it were, spread over an outgrowth from the

main mass, and also adherent to the pericardium, a considerable

ingrowth of the main mass projecting behind the heart below the

root of the lung. Distinct from this mass another tumour six

inches in length, ovoidal in shape, occupied the posterior medi-

astinum, and was in such close contact with the vertebral column as

to require to be cut ofl:' from it. It was adherent to the back of the

upper lobe of the lung ; the oesophagus passed round its right

surface, and the root of the lung crossed over it above. The growth

did not invade the walls of the gullet or any of the structures in

the root of the lung. This mediastinal mass is of softer consistency

than the main tumour, and is almost purely white on section. A





DESCEIPTION OF PLATE IV.

Figs. 1 and 2 illustrate Dr. Coupland's report on Recurrent

Tumour of Sciatic Nerve. (Page 23.) From drawings by himself.

Fig. 1. Section from secoudary mass in mediastinum and left pleural cavity.

X 250. The growth is to a great extent composed of small spindle-shaped cells,

arranged in bands running in various directions. The cells are embedded in

an abundant intercellular matrix.

a. Small spindle cells, h. Sections of spindle cells, transverse and oblique.

Fig. 2. Section of skin, including portions of one of the subdermal nodules

described in the text (page 28). The nodule is well defined, and is deeply placed

beneath the cutis. It is composed of fine fibrillary tissue, studded with spindle-

shapetl nuclei, and contrasts strikingly with the coarse wavy bands of the dermal

connective. x 50.

Figs. 3 and 4 illustrate Dr. Greenhow's specimens of Chronic

Interstitial Pneumonia and Haemorrhage into Supra-renal Capsule.

(Page 231.) From drawings by Dr. Coupland.

Fig. 3. Section from the medullary portion of the right supra-renal capsule.

Shows a great increase in the connective-tissue elements, with wasting of the

normal cells, x 250.

Fig. 4. Section through portion of thickened pleura and subjacent alveoli.

In the former a large vessel (? lymphatic), empty of contents, has been divided.

The alveoli contain catarrhal cells and serous exudation, x 250.
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third and smaller growth, very soft and vascular, measuring three

inches in length by two in breadth, was contained within the costal

pleura, at the upper part of the thorax. Some vascular adhesions

passed between it and the upper pulmonary lobe. Otlier massen,

varying in size from a crown to a sixpenny piece, and in thickness

from one eighth to one third of an inch, were met with in the costal

pleura and infiltrating the intercostal muscles.

Opposite to the site occupied by the central mass the vertebra]

column was bent acutely in an antero-posterior direction, the angle

of the bend being between the fifth and eighth dorsal vertebrae. But

it was not ascertained whether this curvature were due to actual in-

filtration of the bones by the new growth, or to simple atrophy from

pressure.

The right lung was quite free ; it was not adherent, and was

healthy in appearance.

Microscopical examination was made of— (1) the tumour of the

sciatic nerve, (2) the intra-thoracic growth, (3) some cutaneous

nodules removed (I believe) from the thigh, but of which several

existed in various parts of the body, and (4) of the muscles of the

leg.

(1.) The minute structure of the recurrent tumour was much the

same as that of the primary, reported on| by Messrs. Butlin and

Oodlee. There was the same subdivision of the growth into larger

and smaller areas by bundles of fibrous tissue and spindle-cells.

The spaces included within these areas were filled either by

concentric whorls of spindle-cells, or by numerous and variously

viscid round and oval cells, embedded in a clear homogeneous

matrix, the relative amount of matrix and of cell element varying

extremely in different parts. Most of the cells had ill-defined

nuclei, and a few of the larger ones showed the appearance de-

scribed in the report of last year—of shrinking away from the

surrounding matrix so as to produce a resemblance to cartilage cells.

The chief diff'erence between this recurrent mass and the primary

tumour lay in the great preponderance of small spindle-cells, some
sections showing nothing else but series of these cells, arranged just

as in spindle-cell sarcoma. Where this tissue occurred the amount
of intercellular material was at a minimum, whilst in other parts it

was in far greater abundance and perfectly homogeneous, probably

from mucoid change. Lastly, in other places the matrix was
fibrillated and exhibited numerous oat-shaped nuclei, which stained
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uniformly throughout, and which bore some resembhince to the

nuclei of plain muscular fibre. A few round nuclei were interspersed

with these bodies.

(2.) The intra thoracic tumour was in the main composed of small

spindle. cells, embedded in a granular matrix and arranged in

parallel whorls and bundles, running in various directions. The

softer parts of the tumour were wholly composed of this sarco-

matous tissue, and it was well seen infiltrating the intercostal

muscles in sections taken from the masses seated beneath the costal

pleura. But the firmer parts of the tumour approximated some-

what to the fibro-myxomatous structure of the growth on the thigh.

In places numerous vessels traversed the growth.

(3.) The cutaneous nodules occurred beneath the cutis, and were

about the size of peas. ^licroscopicallyjthey seemed, when examined

with a low power, to consist of fibro-nucleated tissue, the bundles of

which were arranged in concentric whorls and contrasted strikingly

with the coarser bundles of the connective tissue of the cutis. The

structure, indeed, bore a considerable resemblance to that of an

ordinary fibrous tumour. But when submitted to a higher magnify-

ing power it was obvious that these bands were made up o£ more or

less distinct spindle-cells, and that this growth accordingly dificred

only in the size and compact arrangement of its elements from the

evidently sarcomatous growth in the thorax and the remarkable

myxomatous mass which occurred originally in the nerve.

(4.) The muscular fibres of the leg were in a condition of extreme

granular degeneration and atrophy, the connective tissue being

apparently increased, and studded everywhere by small "indiff'erent"

cells. There was also a considerable quantity of interstitial adipose

tissue.

The case just related is certainly remarkable in many respects

;

and that it is rare is evident from there being no similar case on

record in our 'Transactions' (see below). The two main points of

rarity lie in the nature of the growth, and in its mode of dissemi-

nation. Doubtless the majority of "neuromata" belong to the

sarcomata, fibromata, or myxomata, and in the present case there is

a combination of all the?e varieties of growth. The case may, indeed,

be an instance of a simple tumour, a fibro-myxoma, becoming the

seat of sarcoma and taking on malignant characters, just as in rare

instances a fibroid of the uterus may become sarcomatous. How-

ever that may be, it appears that the specimen shows that it 19
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possible to get any sort of combination of the connective-tissue

series of new growths arising from the nerve-sheath ; and there is

nothing improbable or strange about this. The alliance between

fibroma and myxoma, on the one hand, is as close as between fibroma

and spindle-celled sarcoma on the other ; and the case exemplifies

well the probable truth of the view taken by Lancereaux and others

that the spindle-celled sarcomata represent embryonic forms of the

fibromata, for the cutaneous nodules had, as has been pointed out, a

structure which nearly approached that of fibrous tumours.

The enormous secondary tumour within the thorax raises the

question whether it took its origin in the mediastinal glands or in

the lung. The known immunity of lymphatic glands to sarco-

matous infection, and the limitation of the tumour to the left side

of the thorax, is in favour of the latter hypothesis. But against it

is the fact that the lung, although extremely compressed by the

growth and adherent to it, is not in any part actually invaded by it.

However, whilst it is impossible to be quite certain of this in the

present advanced state of the growth, it is not a little remarkable

that, if of pulmonary origin, it should have caused so little destruc-

tion of the lung substance, and yet should have invaded the pleural

sac to the extent it has done. The posterior mediastinum itself

was occupied by a tumour, and it would be perhaps safest to say

simply that the secondary growth implicated the pleura and the

mediastinal glands. It is further noteworthy that, with all this

mass of disease in the chest, the abdominal organs should have been

wholly free.

The following is a list of the specimens of tumours of nerves

exhibited before the Society. One, Mr. Beck's case, was a purely

spindle-celled growth ; others, including " multiple neuromata,"

appear to have been either fibromata or fibro-sarcomata ; and one,

Mr. De Morgan's case, was thought to be a myxo-sarcoma. In none

of the completed cases does the growth appear to have been truly

malignant, in the sense of giving rise to secondary growth in remote

regions of the body.
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at some length in the ' Medico- Chirurgical Eeview ' for July, 1855.

* Osteoid,' according to Paget, ' is simply fibrous or^medullary cancer

ossified.' It usually occurs as a primary aflection in the lower

third of the thigh, and as a secondary affection in the chest. In my
case there was a large cancerous mass in the posterior mediastinum,

and deposit on the pleura). I think it would be as well to direct

attention to the sequence of morbid phenomena which has been

repeatedly observed in these cancer cases, observed, in fact, so

constantly that, after death from certain forms of cancer in the

lower part of the thigh it is usual to find secondary deposits in the

posterior mediastinum, the pleura), and the bronchial glands

One of the earliest cases illustrating this subject is that published

by Mr. Pott, surgeon, in the * Philosophical Transactions ' for

17J;0. In this case Mr. Pott informs us that, in November, 1737, a

gentleman, aged twenty-seven, had a ' loose steatomatous tumour

'

cut out from the inside of the right thigh, between the vastus

internus and sartorius. He continued well for a year, when
secondary deposits occurred, and he died May 2nd, 1740. After

death, in addition to other deposits, there was a ' large scirrhous

mass ' lying across the spine and aorta, above the diaphragm, the

aorta lying in a sinus formed in its lower part. This mass weighed

14-2- oz., and Mr. Pott thought it took its rise from some of the

lymphatic glands lying about the thoracic duct. ' From the origin

of the aorta, from the heart quite up to the base of the cranium, all

the blood-vessels were surrounded with those scirrhous bodies, and

the thyroid gland was diseased in like manner, and bony wdthin.'

The middle of the right femur had a tumour of similar character, and

similar tumours were found in the abdomen, one of which, on the left'

side, weighed 9f oz,"

Ueport of tlie Morhid Growth Committee on the foregoing case.—-

"We have examined the specimens of the tumours recurrent to Dr.

Balding' s tumour of the sciatic nerve on which we reported last year

(' Transactions,' vol. xxvii, p. 24). "We have nothing to add to the

present account o£ Dr. Coupland.

He^'rt T. Biitli]^-.

ElCKMAN J. GODLEE.
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il. DISEASES, ETC., OE THE ORGANS OF RESPIRATION.

1. Medullary sarcoma of bronchial ylands and lung.

By T. B. Peacock, M.D.

A MAN, sot. 38, a dock labourer, was admitted into the Victoria

Park Hospital on the 20th of July, 1876 ; he then complained

of aching pain in the chest and difficulty of breathing. His symp-

toms had commenced at Christmas, 1875, and he had had some dys-

pna^a ever since, and his neck began to swell about a month before

admission. Erom that time the difficulty of breathing increased

and he had a frequent and harassing cough and much expectoration,

and the sputum was sometimes tinged with blood.

When admitted there was great axlema of the head and neck, and

the upper part of the trunk and both arms and hands and large

tortuous veins were seen on the upper part of the chest. The

face was suffused and the lips purple. The right side of the chest

did not expand on inspiration, and there was entire dulness on per-

cussion in the mammary region and in the back, and absence of

all respiratory sounds. Subsequently the breathing became stridulous

and he was compelled to sit upright in bed. He died October 2nd.

On post-mortem examination the pericardium was distended with

bloody serum. The heart was found displaced on the left side and

large ncdules of medullary sarcoma were found on the surfaces of

the lung, and the tumour passed upon and partially occluded the

inferior cava and compressed the right side of the heart and entirely

occluded the right bronchus. The masses were also found in the

lung, and in the lower and middle lobes portions had ruptured and

broken down, producing ragged cavities. The bronchial glands were

similarly affected and there was a large mass projecting above the

right clavicle. There was no similar disease elsewhere, but the

glands in the right groin were enlarged.

Octoher 17th, 1 876.
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2. Case offatal h(cmopli/sis associated with tuberculosis.

By FilliDEllICK lloi3iNsoy, M.D.

PRIVATE Alfred Tuck, aDt. 29, service nine years, a soldier in

the Scots Fusilier Guards, \vas admitted into the hospital of the

regiment at 10.45 on the evening of October 5th, 187G. lie was

attacked with hicmoptysis when in bed some three hours previously,

and brought up about half a pint of blood. At the time he was visited

there was a good deal of excitement of the circulation, a jerky

frequent pulse, and hot skin. These symptoms, associated with

loose crepitation in the left lung extending from the clavicle to

nipple, led to an anticipation of continued haemorrhage of a severe

character. In physique the man was of somewhat spare frame, but

moderately muscular, the chest prominent and well developed. He
had led a dissipated life, suffered from cough for a month although

doing regular duty, and been frequently under treatment for

syphilis, viz.

:

In 1870, sixty-seven days, with a sloughing sore on the penis,

followed two months afterwards by secondary symptoms. Eor

the former local remedies alone were used ; for the latter mer^

curials.

In 1874, seventy-eight days, with a soft sore for which no mercury

was given. There would appear to have been no secondary disease

subsequently developed. He was married and had a child, now
above a year old, who presented at first the characteristics of heredi-

tary syphilis in a modified degree. Prom these he recovered and is

now in good health.

It is not necessary to enter into details as to the course of the

case. The patient experienced relapses, with the exception of two

days (eleventh and twelfth) at intervals of about twelve hours until

his decease on the fourteenth. The seizures were sudden, pre-

ceded by very little cough ; the blood gushed up to the extent of

some twelve ounces at a time and then stopped, leaving but

scanty expectoration after it, chiefly mucous, during the intervals.

There was but little uneasiness experienced in the chest and the

dyspnoea was not urgent from the beginning to the end of the case.

Two days before death, and at a time when the blood had ceased to

3
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be discharged, he complaiued of feeling very cold and inclined to

shiver. At this time the Bkin was hot, temperature 101°. Soon

afterwards the hsemoptysis returned. On the 13th the quantity of

blood coughed up in the afternoon amounted to about twenty-four

ounces and a fatal issue was imminent—the pulse IGO.

The hsDmorrhage was checked, apparently, by treatment, and the

pulse improved under the free administration of stimulants. But

on the evening of the 14th he brought up about a pint of blood and

immediately expired. The system had been quite exhausted by the

constant drain of vital fluid and consequently, as was anticipated,

relapse after the 13th proved immediately fatal. The prognosis was

unfavorable almost from the outset. It was founded alike on the

nature of the attacks, so suggestive of lesion in a large vessel, and the

corroboration afforded by the persistence o£ loose crepitation at the

seat of lesion uninterruptedly from first to last. There was an

absence ofany symptoms pointing to aneurysm. Prom the condition

on of the patient auscultation was limited to the seat of the bleeding.

Dulness, but not to a marked degree, was found there, when com-

pared with the right lung anteriorly. Were the haemorrhage overcome,

a speedy termination of the case by acute phthisis was expected.

The remedies used appeared to be of little or no avail. Gallic acid

or turpentine—medicines which past experience has led me to find

most effective in such cases—proved valueless. Claret at one time

seemed beneficial.

Autopsy tliirty-six hours after death.—Body well developed and in

fair condition ; no cicatrices of ulcers anywhere or bony enlarge-

ments. Lungs blanched very white; throughout infiltrated with

tubercle either in a miliary form or flattened nodules the size of

a haricot bean. Some were hard, others beginning to soften. At
the extreme apex of left lung were two cysts each as large as a

walnut. They were separated by a thin septum and the wall of the

sacs, formed by the apex of the organ, was of like calibre. The surface

internally was uniformly smooth. One was filled with recent blood

clot ; the other with laminated, decolorised, firm fibrine, which could

be traced to a vessel of the size of a crowquill.

The other viscera were healthy ; liver perhaps a little more friable

than normal. No gummata anywhere.

BemarJcs.—Although the history in this case is in a marked
degree syphilitic it may reasonably be doubted whether that disease

bad any direct bearing on the causation of the tubercle and
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liiemoplyBls. Certainly all constitutional traces were wanting.

Kather wc may view this as an oxairiplc of rapid tuberculosis

engendered in a mau whose health had been impaired not by one

but by several prejudicial influences. Heated guard rooms, a

tight-pressing tunic and drink, were associated with a frame pre-

viously weakened by syphilis.

Lung haemorrhage is unfortunately frequent—often very copious

and dangerous—among soldiers, but after an experience of nearly

thirty years the present is the only instance I have met with in

which death has resulted from such a cause. Nature had made

reparative efforts in one cyst where it may be assumed the bleeding

primarily occurred. October 17th, 1876.

3. Aneurysm of a branch of the jmlmonary artery in a cavity in

the lung of a child.

By C. Hilton Fagge, M.D.

BERTHA A— , aBt. 2|, was admitted into Guy's Hospital under my
care, while I had charge of Dr. Habershon's ward, in the autumn

of 1874, and she subsequently became a patient of his. She was

said to have had a cough for three months, and to have been

gradually losing flesh. There were the ordinary signs of phthisis

on auscultation ; but tbere was also marked hyper-resonance on per-

cussion, and over a large part of one lung this coincided in position

with moist rales and other indications of phthisis.

The child improved considerably under treatment, but on Decem-
ber 14tli she brought up half a pint of blood, and from that time

until her death at 12.30 a.m. on the morning of the 15th it was

evident that haemorrhage was going on, for she seemed to be almost

choked by it ; but scarcely any more blood was evacuated.

I made a post-mortem examination on the 15th. The body was

considerably wasted. Both lungs were exceedingly emphysematous,

feeling soft and cushion-like at all parts,—even over the whole of

their diaphragmatic surfaces. However, a considerable portion

of each lung felt indurated, especially the back of the upper
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lobes. On section it appeared that there was a great increase of

fibrous tissue in the substance of the organs in the form of septa

between the lobules, and also along the course of the vessels and

tubes. In the right lung the disease appeared to be spreading from

the apex downwards ; in the left lung it was not evident that this

was the case. There were some white grains scattered here and

there, which appeared to me to be tubercles, and several cavities of

about the size of cherries, many of them having opaque caseous walls.

In the upper part of the lower lobe of the right lung, near its root,

one such cavity contained a perfect little aneurism, nearly as large

as a nut. I had sliced it across in cutting into the lung. A probe

introduced into the right division of the pulmonary artery passed

almost directly into the aneurysm, the mouth of which was just of

such a size as to admit it readily. The sac was, in fact, situated

within half an inch of the point at which the right division of the

artery first began to branch. I could not trace the continuation of

the vessel beyond the opening into the aneurysm
;
probably it had

been obliterated. I did not detect the aperture in the sac through

which the blood had escaped, but there was no doubt that it had

been the source of the huemorrhage, for its roof was covered with a

black clot. The trachea and bronchi and most of the tubes through-

out the lungs contained narrow pieces of clot. Some blood had also

been inhaled into the pulmonary tissue, for this had the peculiar

mottled appearance which is produced in that way.

The stomach was healthy, but it contained a solid mass of black

coagulum, which weighed an ounce, and the surface of which was

undergoing digestion. The liver and kidneys were markedly

anremic. The other organs were healthy.

Many specimens of aneurysms of branches of the pulmonary artery

in vomicsD have been exhibited to the Society by Dr. Douglas Powell

and others. The interest of the case just related lies chiefly in the

occurrence of such an nftection at so early an age. The rapidity

with which the blood was poured forth is shown by the fact that it

actually coagulated into a solid mass after reaching the stomach.

The coexistence of extreme emphysema with the phthisis in a child

so young is curious. One cannot help suspecting that pertussis

may^have been the starting-point of the disease. However, although

tubercles appeared to be present, the aflfection exhibited a fibroid

character in a marked degree.

Octoher llth^ 1876.
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4. Two cases of acute mediastinal inflammation.

By James F. Gooditatit, M.D.

CASE 1.—Eobert L— , act. 57, was admitted to Guy's Hospital

under the care of Dr. Wilks, on October 14th, 1876. The
only history that could be obtained was that, quite well till October

9th, he w\as struck by a log of wood in the loft chest. This waa
followed by great pain and distress in breathing. lie has had some
cough but no expectoration.

He was admitted with great dyspnoea, and pain and tenderness at

a spot a little outside the left nipple. No fracture of the ribs

could be made out. As there was some dulness at the left base, with

fine crepitation and distant bronchial breathing the case was con-

sidered to be one of pleuropneumonia of a somewhat abortive

though severe form. The tongue was very dry and slightly furred.

Bowels confined. Urine 1023, containing a small quantity of

albumen; temp. 101-6°
j
pulse 136; resp. 60; evening temp. 101°;

pulse 136 ; resp. 60.

15th.—He seemed much in the same state, but there was tubular

breathing at the right base also. Pulse 160 ; resp. 60. The left

side hardly moved at all, and the lower spaces seemed to be sucked

in during inspiration. He died the same night.

The autopsy showed acute suppurative inflammation (cellulitis)

of the mediastinum, double pleurisy and pericarditis. In more
detail, there were some old adhesions of the bases of the lungs to

the diaphragm. The right pleura contained about two pints of a

purulent serum, and in the groove alongside the spine the lung was
adherent, and the adhesion infiltrated by pus. The adhesions were

of old date. There was general pleurisy on the left side, and the

mediastinal tissues were much thickened from gelatinous and puru-

lent infiltration as high as the sternal notch. The glands were

swollen and fleshy, and with ecchymoses about them. No old

caseous inflammation anywhere. On the other side was an early

pleurisy which had apparently spread from the mediastinum by
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contiguity. Both luDgs were quite healthy except that the left

was compressed by fluid. The pericardium was rather intensely

inflamed, but contained no fluid or pus. The testes were small and

fibrous. No other disease at any part.

Case 2.—Edwin D— , set. 44, by occupation a baker. There was

a strong hereditary taint of rheumatism. He had never had a day's

illness in his life before. Seven or eight months ago ho was eating

his dinner, when a piece of meat seemed to stop opposite the ensi-

form cartilage. He ate no more till tea-time, and then on attempting

to swallow, bread and tea were soon returned. Upon this he sent

for half a quartern of brandy, which was swallowed and retained. So

he took a second half quartern, but vomited this, and with it apiece

of meat about an inch long by half an inch. This quite relieved

him, all pain passed off and he took his supper as usual. He con-

tinued quite well for a month, when he again began to feel

difllculty in getting food to pass a certain spot. Since then he had

varied, on some days he had been unable to keep even tea down, at

others well-masticated meals could be retained. He had been

wasting for six months, and had fallen away altogether four and a

half atone.

He was pale but fairly nourished, with a cool skin. The chest

was rounded, nowhere dull. Expiration long, no distension of the

veins over the thorax. No tender spot along the spine. The voice

decidedly husky. On auscultating the oesophagus there was a

somewhat sudden splash heard over the eighth and ninth dorsal

vertebrae behind, but nothing very definitely indicative of obstruc-

tion. No difliculty in swallowing liquids. Food usually came up

immediately, but it was often felt to stop at one spot, referred by

the patient to the scrobiculus cordis, and then gradually to pass

onwards with a very plain sensation of its so doing by the patient.

He came nominally for his dysphagia, but it was soon evident

that the dyspnoea he suff'ered from was of equal urgency, and this

increased rather rapidly. His chest when examined on the 10th

did not give much indication of mischief. There was some defi-

ciency of breath sounds at the left base and loss of resonance, but no

more. Morning temp. 100-8°; pulse 120; resp. 44. Evening

temp. 101-8°
;
pulse 120 ; resp. 40.

11th.—Pain in side aud dyspnoea increased.

On the 12th he was again carefully examined, but all the signs

I
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were negative except a questionable friction sound over the left

scapula. Both lungs gave an occasional rhoncbus. The laryngo-

scope sbowed nothing abnormal. The respiration got vrorse and he
died on the 13th inyt.

The autopsy showed that there was a mediastinal abscess about
the bifurcation of the trachea, and acute interstitial inflammation of

the lung.

To describe the post-mortem appearances more in detail, acute

pleurisy was present on both sides, with much yellow lymph on the

right. The pleural surface on both sides, particularly over the

lower lobes, was seen to be streaked by fine yellow lines, which ran

at angles to eacli other, and were evidently distended lymphatics.

These exuded yellow pus on section, and in some places it appeared
that the pus had extravasated beyond the channel and lifted up the

pleura slightly. The section of the lung was also very peculiar,

something like a tubercular lung, yet the tubercles were arranged

in an unusual pattern. On close examination it was evident that

the tubercles were but the ends of the streaky lines of pus before

mentioned in the pleura, and this state existed throughout all the

lymph-vessels of the lung. In one or two places this streaky state

merged into disease of the parenchyma, producing a yellow hepati-

sation, but, as a rule, the lung tissue was not affected, the inter-

vening septa were.

An extensive abscess was found in the mediastinum in front of

the oesophagus, and thence surrounding the bifurcation of the

trachea, passing to the front mediastinum, infiltrating its tissue to

the sternal top. It contained thick good-looking pus in small

quantity. The glands at the root of the lungs were very slightly

swollen, but there was no evidence whatever of any chronic or

caseous disease. The mucous membrane of the bronchi at this part

was intensely reddened, with some tendency to the formation of a

diphtheritic pellicle on its surface and slight ulceration. There was
no evidence of any obstruction or implication in any way of the

oesophagus, and I think the dysphagia must have been due to some
reflex nerve irritation. Such could hardly have been wanting with

such an extensive suppuration around the main pneumogastric nerve

trunks.

The points in these cases which seem to be of interest are

several. In the first place they are of considerable rarity, and also
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of extreme, if not certain, fatality, and no descriptions of any quite

similar cases appear to be on record.^ Two casea are given in former

volumes of the ' Transactions' (xxiv and xxvii) by Dr. Moxon, in which

the disease in the lung was quite the same as that described in Case

2, but in both these cases the primary disease appeared to be a

pleuritia, and the suppurative form which supervened was attributed

to the intensification of the less severe inflammation, by reason ot

old disease in the mediastinal glands which had arrested the diffu-

sion of the inflammatory juices and concentrated them upon one

part. It did not appear that there was any such sufficient pre"

disposiug cause in the two cases now recorded, nor did they com-

mence as serous inflammations. On the contrary, and in this lies

their peculiarity, they were instances of primary difi'use cellulitis

of the mediastinum, which had extended along the septa of the lung

from the mediastinum outwards. I have seen a similar state of

things as the result of the extension downwards of inflammation from

the cellular tissue in the neck after surgical operations; but, agaio,

these cases were without a wound. I would further remark that

they occurred at a time when erysipelas and pyaemia were occurring

not unfrequently, and I am therefore disposed to regard them as

examples of cellulitis of the mediastinum, just as we find cellulitis

and the so-called phlegmonous erysipelas in other parts of the con-

nective tissue. Indeed, with so much loose connective tissue as may

be found in the mediastinum the wonder is not why such an inflam-

mation should occur, but rather why it docs not occur more often.

Both Dr. Moxon's cases and these died very rapidly with fever and

tendency towards a typhoid state ; all had dyspuava of cousiderable

urgency, but none appear to have had any paroxysmal attacks of

dyspnoea, such as we are accustomed to associate with mediastinal

tumours.

The symptoms then appear to be moderate fever (in no case has

it been more than 102°), considerable dyspnoea without any ex-

planatory history, and indefinite or no signs of pneumonia or

pleurisy at both bases. Possibly pericarditis may be present.

With regard to the rarity of this aff"ection I append a table of all

the cases of mediastinal inflammation occurring at Guy's Hospital

in 1873, 1874, and 1875. My colleague, Dr. Pye-Smith, obtained

them for other purposes, and has kindly allowed me to make use

^ See note at end of paper.
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of his labour. They aro foiirtccu iu nutnbor, aad thua inado

up:
Chronic fibrous inflammation with overgrowth . . .2
Chronic caseous inllaininatiou wltli thin pus . . .3
Acuto inflamuuiLiou (not yet suppurating) in the course of pneu-

monia . . . . . .2
Acute inflammation with suppuration

—

(a) In course of morbus lU'ightii . . 1

(i) Spreading clown from the neck . , 4

(c) „ up from the abdomen . . 1

(<^) „ by juguhir vein (caries of petrous bone) 1 7

14

Novemher 2lst, 187G.

5. Diphtheritic false membrane.

By W. S. Greenfield, M.D.

THE specimens exhibited consisted of the pharynx and oesophagus,

larynx and trachea of a child four years of age, who died from

very rapid diphtheria, and of microscopical sections of the false

membrane and subjacent structures made in the fresh condition,

the object being to show the structure and relations of the false

membrane when unaltered by decomposition or by reagents.

The false membrane covered the posterior surface of the soft

palate, the tonsils, the mucous membrane of the posterior nares,

and extended into the nasal sinuses. There were also small patches

on the epiglottis and the lower part of the pharynx, and it was from

these two situations that the sections shown were taken. The

small patches of membrane were here quite separable as pellicles

from the mucous membrane, leaving a smooth surface beneath.

With the microscope it was seen that the exudation was almost

entirely separable from the mucous membrane, some epithelial cells

remaining in most parts beneath it, though here and there they

were entirely replaced. The superficial layers of the false mem-
brane appeared to consist of leucocytes and variously altered and

decomposed catarrhal cells. The greater part, however, was com-

posed of a highly refractile substance, which appeared to consist of
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epithelial cells infiltrated by thiw substance and variously swollen,

their outline having become obscure, so that the appearance of a

network of homogeneous, highly refractile, yellowish substance, the

interstices of which were filled with a less refractile material, was in

some places produced.

The specimens were believed to support Wagner's views as to the

mode of formation of diphtheritic membrane in the pharynx by the

transformation of epithelial cells, and to show that in parts covered

with stratified epithelium there is not necessarily any implication of

the deeper layers of the mucous membrane or of the subjacent

parts.

There wore, however, signs of inflammation visible in the sub-

jacent tissues, but these were not limited to the immediate neigh-

bourhood of the false membrane. December 19/A, 1876.
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DISEASES, ETC., OF THE ORGANS OE CIRCULATION.

1 . Unobliterated ductus arteriosus without other malformation

of the heart and great vessels, from a man, cet. 47.

By W. J. Walsham.

'l/fR. AValsiiam showed a specimen of an unobliterated ductus
-JJ. arteriosus, taken from the body of a male subject, vet. 47,

brought to St. Bartholomew's Hospital for dissection.

The unobliterated duct was half an inch long, and joined the

aorta one inch below the origin of the subclavian artery. At its

aortic end it was a quarter of an inch in diameter, but it was con-

tracted to the size of a No. 4 catheter, where it sprang from the

pulmonary artery. The heart was healthy, and the foramen ovale

closed ; no contraction of the aortic and pulmonary orifices, or of

the aorta where it was joined by the duct, existed. Both lungs

were consolidated at their bases. The patient, who was supposed

to have pericarditis, died a few hours after his admission into the

workhouse, from which his body was afterwards removed to the dis-

secting rooms. No notes of his symptoms could be obtained.

The body was well nourished and not cyanotic. No pericarditis

or other disease besides the consolidation of the lungs could be
discovered.

The first point of interest referred to was the existence o£

the open duct, without any other malformation of the heart or

vessels, in a man who had reached the age of forty-seven ; for

although many cases had been reported in which an open duct had

been found in advanced life associated with some other malforma-

tion of the heart, and although a delayed closure was common in

infants suffering from some temporary obstruction of the pul-

monary circulation at the time of birth, still a combination of these

conditions, i. e. an open duct, advanced life, and absence of any
other malformation, was certainly rare. Mr. "Walsham had looked

through the ' Transactions of the Society,' and several works on the
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subject, but had found ouly ono case, recorded by Dr. Hilton

Pagge, in which such a condition existed. In that case, the patient,

who was forty-two years of age, presented an open duct without

other disease to account for it ; the pulmonary artery was greatly

dilated, and there was much hypertrophy of the right cavity of the

heart.

A somewhat similar case had been noticed bj Dr. Peacock, in

which, however, the foramen ovale was found open. Another point

of interest in this case was, that the duct had begun to close from

below upwards, instead of above dowmwards, as is normally the case.

Dr. Peacock, in his work on this subject, states that this abnormal

manner of closing only exists where there is contraction of the pul-

monary orifice, whereby the greater part of the blood reaching the

lungs has to travel round the aorta and pass down the duct. In the

specimen now shown, no contraction of any kind could be discovered

to account for the manner of closing. December ^yth, 1870.

.2. Hyperty'ophy of heart with primary renal disease.

By W. E. GowEES, M.D.

THE heart and kidneys shown were from a blacksmith, oet. 36, who

died in University College Hospital, under the care of Dr.

AVilson Pox, on January 11th, 1877. Since his childhood he had

had occasional attacks of hsematuria, for which he had been on two

occasions in the surgical wards of the hospital, under the care of

Sir Henry Thompson and Mr. Berkeley Hill. He had been

sounded for stone, but none was found. Por three years he had

been liable to palpitation, and for a year and a half he had been

somewhat short of breath. Six months previously he had a mild

attack of scarlet fever, which did not, he believed, increase his sym-

ptoms. Three months before admission his ankles became oede-

matous, and two months later the swelling became general.

On admission the cedema was moderate in degree, and general in

distribution. His pulse (84) was small but markedly incompres-
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sible. The pulsation of tho larger arteries was very conspicuous.

There was no bulging over the cardiac region, but the heart's

dulness was increased in area, and extended two fingers' breadth to

the right of tho sternum ; the impulse was heaving, diffused, and
strong, tho apex beat being 2^ inches below and I2 inch outside the

nipple, in tho seventh interspace. The sounds were weak, not

roughened, nor accentuated. The lungs presented signs of slight

bronchitis. There was no evidence of ascites. The urine had a

specific gravity of 1012, and contained one third albumen. A few

granular casts were seen under the microscope.

The left retina presented evidence of albuminuric retinitis
; small

white patches, and one or two haemorrhages.

The OGdema in the legs and scrotum rapidly increased to a degree

which necessitated puncture, and next day an erysipelatous blush

appeared, which increased and extended to the thighs, and was

accompanied by sickness and pyrexia. In two or three days blebs

formed upon the legs.

On January 10th, pericardial friction was audible. The albumen
in the urine during the progress of the erysipelas steadily decreased

in quantity, till on the 9th it became a mere trace, and on the 10th

not even a trace could be discovered. He died on the 11th.

At the post-morfetn examination it was found that the left kidney

was very small, only 3^ inches long, 2 inches wide at the upper

end; 1|- inch thick. Its weight was 3 oz. On section no trace of

kidney substance remained. The lower half contained three large

masses of putty-like material, while the upper larger part of the

organ was converted into a cavity, filled with a lemon-coloured

matter, having the consistence of Devonshire cream. The walls of

the cavities which contained this material v\'ere of cartilaginous

appearance. Under the microscope the pultaceous matter appeared

to consist of granules and the remains of degenerated pus cells.

The pelvis of the kidney was contracted, and the ureter appeared

obliterated, but no calculus could be found.

The right kidney was very large, measuring 5 inches long by 2$
wide, and 1 2^ inch thick, and weighed 8 oz. Its consistence was

rather less than normal. On section the cortex appeared dark

mottled with opaque white areas. It was, on the average, consider-

ably narrowed, varying in width from l- to i of an inch. The
pyramidal portion was very white and opaque, and the normal stria-

tion was lost in the opaque white mottling. The surface was dis-



46 ORGANS OF CIRCULATION.

tinctly granular, although there wub uo undue adheflion of the

capsule.

The heart was much enlarged and more globular in form than

natural. The vertical and transverse measurements were each G^

inches ; the weight, when empty, was 23 oz. The right auricle was

scarcely dilated. The right ventricle was rather larger than normal,

but the walls were of the natural thickness (I inch), and the

tricuspid orifice was not dilated (it measured 43- inches in circum-

ference). The pulmonary orifice and valves were healthy. The

left auricle was not dilated. The mitral orifice was rather larger

than normal, 4^ inches, but its valves were healthy. The cavity of

the ventricle was greatly dilated (internal mid-circumference 5£

inches). The thickness of the wall varied from f inch near the

base, to .} inch at the apex, but in front and behind, near the

apex, it was only ^ inch. The wall was a little tougher than

normal, but uniformly pale ; no swelling. The fibres under the

microscope everywhere presented distinct granular degeneration.

On the posterior surface, 2 inches from the apex and -3 inch from

the septum, was a depression externally, and corresponding to it, on

section, was an area of softening ^ inch from above down, and y

incli from side to side. It did not quite reach either the inner or

the outer surfaces of the ventricles. The softening was not uni-

form, across the patch there passed bundles of undestroyed mus-

cular tissue, separated by greyish translucent tissue, consisting,

under the microscope, of round and spindle-cells.

The liver was large, weighing 77 oz., and presented a mixture of

fibroid and fatty degeneration and congestion.

Bemarks.—The condition of the left kidney was that which usually

results from calculous disease, and, although no calculi was found

post-mortem, the early and repeated attacks of hsematuria make it

probable that the aftection was of that character.

The right kidney had apparently undergone hypertrophy, com-

pensatory to the atrophy of the left, and in this hypertrophied organ

degeneration had occurred. The tissue elements of all hypertrophied

organs are known to undergo degeneration more readily than those

of normal organs, and it is possible that the strain thrown upon the

kidney by the attack of scarlet fever six months before death, may

have further increased the tendency to degeneration. The organ

appeared to be in the stage of commencing contraction after paren-

chymatous degeneration. The extent to which the renal disease had

1

I
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affected the system was sliown by the commencing retinal degenera-

tion. It seems reasonable, therefore, to associate the remarkable

hypertrophy of the heart with the kidney affection, and to regard

the concurrence of the three changes in the kidney, heart, and eye,

as similar to that so frequently seen in cases of the contracted

granular kidney. The enlargement of the heart depended, aa it

usually does in these cases, mainly on the enlargement of the loft

ventricle ; the right ventricle and left auricle had participated little

in the change. The left ventricle was greatly dilated, as well as

hypertrophied ; this is probably the consequence of the marked

degeneration of the walls.

In associating the cardiac enlargement with the renal disease, it

must, however, not be forgotten that the man's occupation (a black-

smith) was one in which hypertrophy of the heart is apt to occur,

and the mechanical strain on the heart during his work may have

assisted in determining its dilatation.

3. Fibrinous clot in the heart of a child seven years of age,

probably from sewer-gas poisoning.

By W. MuNBO, M.D.

INFORMED by mother that he was in good health up to dinner time

on Saturday, May 5th. About two o'clock he came in, looking

pale and complaining that he felt sick, and ran at once to the water

closet, and his mother then put him to bed as he looked pale. He
took his tea that evening, slept pretty well, and took a light break-

fast in the morning. His mother then gave him some rhubarb as

he seemed very quiet, and she thought he had a bilious attack ; after

this he vomited " something like bile," but he took tea, though he

was not able for dinner, and his bowels were opened several times

during the day. He complained of no pain anywhere. He slept

occasionally during Sunday night, but was restless, and about two

in the morning pulled aside the blind and looked out. About 4.30

on Monday morning his eyes suddenly became fixed and he passed
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away very quietly, his face having a darkish appearance. Mr.

O'Neill, of Battersea, was sent for, but the child was dead before he

arrived. There was never any frothing at the mouth.

I may here add that at the inquest, which was held a few days

later, a neighbour woman came forward and swore that she saw the

boy stoop, then stagger and fall on his side, over a grating from

which foul gases often arise. The grating is in communication with

a chemical works in which sulphide of ammonium is being largely

manufactured, and which is regarded as a nuisance by the neighbour-

hood. Strangely enough, however, the woman only lifted him and

helped him to his mother's gateway, but said nothing of the circum-

stances until after the child's death. In passing quickly over the

same grating I noticed a bad smell.

Mr. O'Neill asked me to assist at the post mortem.

Post mortem, on AVednesday 9th May, at 5 p.m., sixty hours after

death. Eigor mortis in legs
;
pupils dilated ; all the lower ])arts of

the body as it lay on the back were red, except the buttocks and

shoulders where its weight pressed. There was also slight redness

on the skin of the groins. The body was moderately well nourished,

and there were no marks of violence.

Thorax.—Muscles very dark ; lungs dark, crepitant, very dark

and congested posteriorly ; dark blood oozes out when they are

cut.

Heart.—Pericardium healthy, containing about two drachms of

serum. Veins on surface of heart somewhat distended. Eight side

of heart full of blood ; left not so full, but biood dark on both sides.

Heart in every respect healthy, but on the right side was a firm

fibrinous clot extending from the apex of the ventricle, where it was

entangled and firmly fixed among the columnse carne^e, to the walls

of the auricle, where it was fixed in like manner. The largest piece

was in the auricle, the shape being a kind of mould of the cavity of

the auricula. It was much constricted where it passed through the

tricuspid valve. Both the pulmonary artery and aorta when pressed

on were shown to contain dark fluid blood.

Liver.—Normal in size, but dark, and darkest posteriorly.

^Zeen.— Normal.

Stomach.—Healthy externally ;
appears to be empty (not opened ;

having to be kept for possible chemical analysis). Bowels healthy,

small intestines containing liquid bilious faeces. Large intestine

empty*
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Head.—Muscles dark. Dura nmter, veinH and sinuses full of dark

blood. Brain healthy, but when cut dark blood oozed out.

Ventricles did not contain any serum. There was no offensive

smell at any time.

On microscopic examination of the fibrous clot I found a fibril-

lated appearance and granular matter. The fibrillated appearance

disappeared on the addition of acetic acid, leaving only the granules.

At the inquest (at which I was not present) a verdict of '* died

from natural causes" was brought in, the coroner being apparently

satisfied that the clot I have mentioned was the cause of death. It

is more difficult, however, to say what was the cause of the clot.

The symptoms, and more especially the morbid appearances post-

mortem, are very like those described by Drs. Ilolden and Letheby in

the 'Lancet' for February 23rd, 1861, of cases poisoned in the

Fleet Lane sewer, in which it is worthy of note the poison seemed

to have been generated suddenly, probably from a large quantity of

acid being thrown into the sewer. There was no oflTensive smell felt

at the post-mortem of the one body examined.

The same post-mortem appearances were observed in the case

reported by Dr. Alexander Crichton of Mortlake in the ' Lancet ' for

July, 1875. But in none of these cases was there any coagulation
;

on the contrary, the blood is specially noted to have been very fluid.

The only case of poisoning by gas in which coagulation of the blood

is spoken of that I have found is mentioned by Taylor, but that

was from coal gas carbureted hydrogen, and the lungs were of a

bright red colour.

I have ventured to bring this case before the Society, although it

is not nearly so perfect as I could wish, partly from the wish that

remarks may be made on it tending to clear up some of its obscuri-

ties, and partly from a belief that such ca?es should not be allowed

to be put quietly aside, but should be put on record for compari-

son with others in the future. Several questions may arise in regard

to the clot. Firstly, is it ante- or post-mortem ? Secondly, if ante-

mortem how long did it exist previously to death ? Thirdly, is it at all

likely that it could have formed of itself, from general derangement

of the system, of which, however, we have no history, the boy having

always been healthy though not robust ? Fourth, w^ould poisoning by

sewer gases account for all the symptoms and post-mortem appear-

ances ?

I am inclined to the belief that the child was poisoned by sewer

4
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gas, that the primary eflfecta of that poisoniug had in great meaaure

passed away, but tlmt one secondary result, the formation of the

clot, ended in death. May 15^/*, 1877.

4. Disease of tricuspid, milral, and aortic valves.

By A. Pearoe Gould.

THE specimen shown was the heart of a patient lately under the

care of Dr. Einger, in University College Hospital—a woman,

aBt. 42, who had never had rheumatic fever, but was subject to

" slight rheumatic pains." She had been ill for two years with

dyspnoea, palpitation, cyanosis, and oedema. The symptoms pre-

sented while in the hospital were orthopnoea, cyanosis, general

oedema, and bronchitis. The apex beat of the heart was irregular,

very weak, displaced to the left. There was a presystolic and

systolic thrill, and a systolic murmur heard at the left apex,

another at the right apex, and a third—the loudest of the three—at

the base ; on two occasions a presystolic apex murmur and a

diastolic basic murmur were noted. The jugular veins were greatly

distended, and filled rapidly from below. Pulse rapid, small,

irregular. The patient's condition improved under the use of

digitalis on three occasions, but she at length died, and the

following conditions of organs were found to exist.

Autopsy.—Six ounces of fluid in pericardium. Heart consider-

ably enlarged on the right side. Auricular appendices greatly

distended with old clots. Eight auricle considerably dilated, and

hypertrophied ; the right auriculo-veutricular orifice is narrowed,

just admitting the little finger ; the segments of the tricuspid valve

are adherent by their edges, and somewhat thickened and shortened

;

the corda) tendinesB are shortened, and some of them are blended

together into thick cords. The right ventricle dilated and hyper-

trophied ; it forms the apex of the heart. Pulmonary valves

healthy. Left auricle dilated and hypertrophied. Mitral orifice

very constricted, not admitting end of little finger ; segments of the

mitral valve are adherent by their edges, very much thickend and

shortened, and cannot now be distinguished. The cordse tendineae

are blended together into two short thick cords, one from each
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papillary muscle. Loft ventricle not dilated or hypertrophied ; au

old firm decolorised clot adherent to the lower end. Aortic valves

thickened, adherent along their contiguous edges, narrowing the

orifice. Aorta healthy. Fluid in each pleural cavity, with

adhesions at the bases of the lungs. Lungs emphysetnatous,

bronchi dilated, cartilages gritty. Liver and spleen tough. Kidneys

small, capsule adherent, cortex wasted.

Bemarhs.—All tlie previously published cases of this variety o£

valvular disease are collected in a paper in the ' Transactions ' o£

this Society for the year 187G, by Dr. Greenfield. One other case

has recently occurred among the surgical patients of University

College Hospital where it was associated with disease of the aortic

and mitral valves ; the cusps of the tricuspid valve were shortened,

and adhere at to each other. December 19^A, 187G.

5. Mitral disease ; compensatory enlargement of anterior flap ;

high arterial tension.

By W. E. GowEES, M.D.

THE heart now shown is from a man, set. 44, who suffered from

dyspnoea, lung congestion, venous engorgement, and the

physical signs of dilatation and hypertrophy of both sides of the

heart, and of incompetence of the mitral and tricuspid valves. (The

details of his case are appended.) Both ventricles and auricles are

seen to be enlarged, and their walls thickened. The orifices of the

right side of the heart are considerably dilated, but the valves are

free from disease. The mitral orifice is also much dilated, its

circumference being 5f inches. The posterior segment of the valve

is reduced to very small dimensions. The greatest depth does not

amount to a quarter of an inch. Except for slight thickenino-, it

appears free from disease. The cordaB tendineae attached to it

are fine. The anterior or aortic segment of the valve presents an
increase in size which may be said fairly to correspond to the

atrophy of the other segment. Its depth is If inches, its width 2\
inches, its circumference 6 inches. Thus, the circumference of this

flap (G inches) is actually greater than the circumference of the

dilated orifice (5f inches). The cordae tendineae are long and thick.
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The valve is a little thickened, and in its central part, on the aortic

surface, is an area of degeneration, a quarter of an inch in

diameter, in which calcification has occurred.

This flap was thus capable, alone, of closing the orifice. That it

actually did so may be doubted, but it is probable that, at times, it

prevented much regurgitation, because, during the short time the

patient was in the hospital, very marked variations were noted in

the apex murmur. On some days it was loud and almost musical

in character ; and on others so slight that its existence was

questioned, a tricuspid regurgitant murmur being always present.

This enlargement of the valve is an interesting example of the

compensatory enlargement of one segment under the increased

mechanical strain to which it is exposed, in consequence of the

atrophy of the other segment.

The patient had had several attacks of rheumatic fever, the first

being a severe attack at the age of twenty-two. The atrophy of

the posterior flap may have been due to mischief during this attack

of rheumatism, or possibly during an earlier attack of rheumatism,

o£ which no history was to be obtained.

It is probable that the aortic segment is alone capable of such

compensatory enlargement, first, because it is naturally so much

larger than the other, and secondly, because the direction of the

blood current during the ventricular systole is such as to expose

this segment to greater pressure.

The aortic valves are enlarged, bulged, and irregularly thickened.

After death the valves permitted slight regurgitation, but as no

diastolic murmur could be heard during life, it is probable that they

were competent.

The condition of the wall of the left ventricle is of some interest.

Besides the muscular hypertrophy, it is the seat of some amount of

fibroid disease. The section is seen to be traversed in various

directions by fine bluish-white lines, and here and there by similar

wider tracts. Under the microscope many of these present well-

developed wavy fibrous tissue, with oat-shaped nuclei, others

elongated linear fibre cells, and others an amorphous finely-granular

tissue dotted with oil-globules. This is the condition associated by

Sir William Jenner with passive congestion of the cardiac walls,

but the point to which 1 would call attention is that, in spite of

this change, the consistence of the wall is considerably diminished.

This is in part due to the degeneration of the muscular fibres, which
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present a moderate degree of granular change. It is in part, I

think, due to the softness of tlie fibrous tissue.

A tliird point in tlie case to which I would call special attention

is that, during the week the man was in the hospital, his pulse

showed uniformly a very high degree of arterial tension. It was of

moderate size, but very incompressible. ^ The condition has been

noticed by Friedreich as occurring as a late effect of mitral disease,

but he does not suggest any explanation of it. The probable

mechanism is a subject of considerable interest.

There are, I think, three conditions which may aid in producing

this effect.

(1.) An increase in the total volume of the blood. It is gene-

rally held that overfilling of the lungs and venous system of the

body involves underfilling of the arterial system. This, however,

involves the assumption that the volume of the blood remains the

same as in health. But the phenomena of these cases suggest very

strongly the idea of a permanent increase in the total volume of the

blood. The capacity of the vascular system in such cases must be

enlarged. When we see, for instance, the cavities of the heart

dilated and loaded with blood, the larger pulmonary vessels dilated,

the lungs intensely congested, and their capillaries, as Buhl has

shown, enormously and permanently enlarged, the visible veins of

the body dilated and distended, the surface cyanotic, the viscera

enlarged—the liver perhaps, in consequence mainly of its distended

vessels, double its normal size,—the portal system congested, and

when in addition the arteries are found to be full, even to hard-

ness, and the pulse full and incompressible, it is difficult to resist

the impression that the total amount of blood is increased,

especially when it is remembered that the condition of such an

increase, scanty urinary secretion, is almost always present and

rarely supplemented, as far as a rough observation goes, by other

water-excreting organs.

(2.) The dilatation of the right side of the heart, secondary to

the mitral disease, may, in some of these cases, act as an independent

source of obstruction to the movement of the blood, and so tend to

increase the tension in the systolic arteries. In the case I have

1 Unfortunately no sphygmographic tracing was taken. I have given a tracing

from a very similar pulse in another case of high tension in mitral disease, in

' Reynolds' System of Medicine,' vol. iv, art. " Hypertrophy of the Heart,"

p. 714.



54 ORGANS OF CIRCULATION

brought forward to-niglit, as in some others I have seen, there was

present a condition which must assist this eft'ect. There was

dihitation of tlie right side of the heart, there was certainly

tricuspid regurgitation, there was great dilatation of the surface

veins of both limbs and trunk, and a high degree of cyanosis, but to

the last there was no anasarca, and only on the last day was there

a trace of albumen in the urine. This indicates an ability in the

walls of the capillaries to resist the pressure to which they are

exposed. But the eflfect of such resistance will be to facilitate the

transfer of the venous pressure to the arterial system.

(3.) In some cases of mitral disease the amount of regurgitation

becomes after a time lessened. This occurs in some cases of mitral

constriction, in which a systolic murmur, present at onetime, ceases

to be heard, the murmur of the obstruction alone remaining ; and

the contraction of the orifice may diminish or prevent the regurgi-

tation which the diseased valves permitted. Or the enlargement of

one of the flaps of the valve may, as in this case, lessen the amount

of regurgitation. When the left ventricle, as an ultimate result of

the overdistension consequent on the regurgitation, becomes, as it so

constantly does, dilated and hypertrophied, a diminution in the

regurgitation must increase the effect of the character of the

enlarged ventricle on the arterial system. A larger proportion of

the blood contained in the ventricle is sent into the aorta. It

is obvious that such a change will tend to increase the arterial

tension, and if this occurs after the right side of the heart has

become dilated, and a practical obstruction has become developed

there, the effect must be to augment greatly the tension of the

arterial system.

Thus, these three influences may assist in producing the effect,

and the action of each was, I think, to be traced in the case I have

brought forward.

Cask.—W. H— ,
porter, aet. 42, was admitted into University

College Hospital, December 7th, 1S76, suffering from dyspnoea and

cyanosis. He had had several attacks of acute rheumatism, the

first, so far as the patient knew, was a severe attack at the age of

twenty-two. At twenty-three he contracted syphilis. For some

years he had suffered from a wiater cough, and two months before

admission he caught cold, and palpitation of the heart, with

increased shortness of breath, compelled him to give up work and

take to his bed.
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On admission there was mucli cyanosis and constant ortliopnooa.

Respiration was hurried (11). Counjli troublesome; expectoration

abun(hint, mucoid. The cliest presented all the signs of emphy-

sema of the lungs. In addition breathing was bronchial at each

base, and everywhere abundant moist rales could be heard. The

heart's dulness was masked by the distension of the lungs. A
weak, diffused apex impulse could be felt in the sixth interspace,

just outside the nipple line. A strong impulse could be felt behind

the lower part of the sternum and adjacent rib cartilages, and at

the epigastrium. The rhythm was regular. The heart sounds

were free from murmur at the base, but at the ensiform cartilage a

systolic murmur could be heard of moderate loudness, audible also

over the lower part of the sternum and between the epigastrium

and apex beat ; at the apex a fainter systolic murmur was heard.

Dilatation of the superficial veins of the neck was present at same

time, but not uniformly. The surface was cyanotic, and the

superficiiil veins of head, trunk, and limbs greatly dilated. There

was, however, no anasarca, and not a trace of albumen in the urine.

PJis pulse was moderately full, bounding, and very incompressible.

A few days later the heart was found to intermit occasionally,

and the murmur at the apex was louder, and was heard as far as the

middle of the axilla. It varied much from time to time, being

sometimes rough and harsh, and at other times almost musical in

character. Tlie occasional intermittence of the heart's action became

more frequent, and the pulse became softer and less full. Dis-

tension of the jugulars became more uniform, but still they did

not fill from below. The cyanotic tint of surface became more

intense. The heart sounds became weaker ; the patient more

lethargic, and he died, after a sudden paroxysm of dyspnoea, on

December 7th. To the last there was no anasarca ; on the last day

of life a trace of albumen appeared in the urine.

At the post-mortem examination the heart was found generally,

though not very firmly adherent to the pericardium. It was much
enlarged, wider than natural, and weighed 25 oz. All its chambers

were greatly dilated. The tricuspid orifice was dilated, measuring

5| inches, and the valves being of normal size and healthy. The
pulmonary valves were also healthy

;
the orifice measured 3^ inches.

The right ventricle was considerably dilated and hypertrophied ; the

walls I inch in thickness, and the columnar carnse much enlarged.

The dilatation of the left auricle was very great. The mitral orifice
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was considerably dilated, measuring Sf iaclics. The posterior

segment of the valve was very small, the Hap being not more than

i inch in its greatest depth. It appeared healthy except tor slight

thickening. Its corda) tendinea) were fine. It did not a[)pear as it*

WCODCUT 1.

it could have taken any part in the closure of the orifice. The

anterior or aortic segment of the valve was, however, very large. It

measured 2} inches from side to side and If inches in depth. Its

circumference was 6 inches. Ou the aortic surface, in its centre, was

small patch of changed texture in which calcification had taken

place. Just above the attachment of the smaller flap of the valve

were some fine granulations of recent endocarditis.

The aortic valves were enlarged, bulged, and irregularly thickened.

They did not quite close the orifice when tested after death. The

circumference of the orifice was 2j inches.

The left ventricle was much dilated and moderately hypertrophied.

The wall was thick. The substance was distinctly softer than

natural. Pale greyish lines and tracts extended irregularly through

it, not more abundant towards one surface than the other. These

consisted under the microscope of fine wavy fibrous tissue, long

fibre cells, and fusiform cells, and in some places of an amorphous
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material containing numerous oil-globules. The muRcular fibres

showed a good deal of granular degeneration.

The lungs were eniphyseiuatous and intensely congested
; weight,

right 21 oz., lei'L It) o/.

The liver was moderately, not intensely, congested, not tougher

than normal ; weight 55 oz.

The spleen was large and soft, loaded with blood ; weight oz.

The kidneys were large, and loaded with blood, otherwise they

were healthy ; weight, each 7 oz. January 2ndj 1877.

C). Case of recovery from pyopericardium.

By A. Pearce Gould.

rilHE specimen consisted of the heart and pericardium removed
J- from a patient under the care of Dr. Ringer, in University

College Hospital. The man, aged forty-six, had been a publican

and latterly a gardener. There was no history of any acute illness.

For ten years he had not been able to stoop down owing to a sensa-

tion of fulness at the epigastrium. Eor eighteen months he had

been losing flesh and strength. For twelve months he had suffered

from rheumatic pains about the body. He was admitted to the

hospital suflering from cancer of the liver, and bronchitis ; there

were no special cardiac symptoms. Pulse 114, full, bounding •

marked pulsations of carotids. No alteration in the shape of cardiac

region ; the dulness extended from lower border of third to lower

border of fifth rib in nipple line ; impulse variable in intensity, apex

beat half an inch below the left nipple ; sounds difficult to distin-

guish owing to the bronchitic rales, no murmur. He died in a fort-

night.

In the pericardium, over the front of the heart, was a collection of

dark grey chalky paste occupying a cavity rather larger than a

turkey's egg, quite shut off from the rest of the sac; the walls of

this cavity were calcareous. Over the back of the heart the two

layers of the pericardium were blended in one calcareous plate. On
the left side of the left ventricle near the base was a small collection

of very firm calcareous material. Over the apex of the heart the

cavity was unobliteraterl, and the surfaces of the membrane quite
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healthy. Pericardium universally adherent over the auricles.

Valves of the heart healthy, ventricles a little hypertrophied ; not

notably dilated. Right pleura adherent throughout by old

adhesions ; no adhesions on left side.

Itemarks. —This specimen is of interest as showing recovery from

a severe case of pericarditis with formation of pus, causing little or

no disturbance of the circulation, and also not associated with

valvular disease of the heart or marked alteration in the nutrition

of the walls of the heart. Niemeyer speaks of this as one of the

terminations of pericarditis, describing the residua of the exudation

as appearing " iu the form of puruloid or cheesy masses, which

afterwards not unfrequently are converted into a chalky paste," and

evidently had seen this condition. I cannot find a reference to any

similar case in any recent English autlior. In vol. xx of the

Society's * Transac tions ' a case is recorded by Dr. Murchison in

which there was a large mass of calcareous deposit within the peri-

cardium, which elsewhere was partitioned off into cavities of various

sizes, containing quantities of well-formed pus. There was no

history of the case. In vol. ix of the * Transactions ' is recorded a

case shown by Mr. Obre and reported upon by Mr. J. Hutchinson,

where the pericardium was " adherent to the heart by old cellular

attachments ;" at the most dependent part of the sac there was " a

small cyst lined by a dense fibro-cartilaginous false membrane con-

taining a drachm to a drachm and a half of pus." There are many

cases recorded of calcareous plates developed iu the pericardium.

The freedom of the apex of the heart from all adhesions is note-

worthy ; it may account for the absence of any alteration in the

character of the apex beat. December Idthj 1876.

7. Pericardial diaphragmatic hernia of the omentum.

By W. MoRiiANT Baker.

THE patient from whom the specimen was taken was a man fifty years

old, who had been under my care as an out-patient at St. Bartho-

lomew's Hospital for several weeks, on account of a stricture of the

urethra. Subsequently he was admitted into the hospital under





DESCEIPTION OF PLATE V.

Plate V illustrates Mr. Morrant Baker's ease of Pericardial Dia-

phragmatic Hernia of the Omentum. (Page 58.)

A. Pericardium laid open and reflected so as to expose the omentum, which

covers the front and sides of the heart.

B. The diaphragm.

c. The stomach.
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tho caro of my colleague, Mr. Callender. For a, day or two he

seemed to imj)rovo under tlio influence of rest and other treatment;

but soon afterwards liia pjcneral condition became vvorse, and he died,

apparently from exhaustion, about ten days after admission.

It should be stated, as a fact interesting in connection with the

specimen, that the chest was carefully examined by the house

surgeon, Mr. W. Pye, on three or four occasions, and that no

abnormal heart sounds were detected.

At the post-mortem examination, which was made by the surgical

registrar, Mr. Macready, the diagnosis of pyelitis was fully con-

firmed. The kidneys were much dilated; and the ureters, bladder,

and urethra iresented the usual appearances of disease produced by

stan(' i; obstruction in the urethra. The whole urinary tract

-"01.0 membrane was also acutely inflamed, and, in many parts,

covered by a quasi- diphtheritic membrane.

On opening the pericardium a very remarkable condition pre-

sented itself. At the first glance it seemed as if the heart were

thickly covered by inflammatory lymph, the result of extensive

pericarditis ; but a moment's further investigation showed that the

appearance was due, not to lymph, but to a large piece of the great

omentum, about the size of the outstretched hand and fingers, which

lay spread out uniformly over the front and sides of the heart, so as

almost completely to hide it from view. The omentum was found

not in the least altered in structure. There were no signs of

thickening from inflammation or any other cause, and there was no

adhesion between it and the surface of the heart or of the parietal

pericardium ; neither was the surface of the heart altered in any

way from its normal characters, nor was the inner surface of the

parietal pericardium changed. Ail seemed perfectly normal.

The omentum had entered the pericardium through an aperture

in its base or floor, the apei-ture in the diaphragm being well-defined

and capable of admitting readily the tip of the little finger. The

omentum was adherent to the edge of the opening ; but the adhesions

were not such as to present any obstacle to the pulling or, as it were,

the doubling back of the omentum into the abdomen, when traction

was made from below.

On making an examination of the skin over the cardiac region, a

transverse linear scar, nearly an inch in length, was found a couple

of inches below and about the same distance to the right of the

nipple ; and corresponding exactly to the position of this scar, the
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structures occupying the space between the fifth and sixth ribs were

found thinned and depressed, and, when held up to the light,

translucent, as if from some long-past injury. At the upper

boundary of this part of the intercostal space a piece of the

cartilage of the fifth rib lay partly separated from its proper

connections, suggesting unmistakeably that it had been cut off at

the time at which the wound in the chest had been inflicted. All

the parts had, however, evidently long healed ; and if one had to

guess the date of the injury it would be reckoned at years ago

rather than weeks or mouths. The scar in the skin suggests the

same idea. It was found only after a rather close scrutiny ; and

now, in the separated piece of skin, after soaking in spirit, it can

scarcely be detected. It is, however, unmistakeable.

No other of the thoracic or abdominal viscera was found diseased.

There were, however, indications of old disease in the spine. The

body of the last dorsal vertebra had almost disappeared, its remains

being firmly anchylosed by continuity of bone with its neighbour

above and below. The diseased process which had led to the

deformity must have come to an end apparently many years ago.

The discovery of the diseased condition of the spine was quite

unexpected, as the patient had, during life, an upright and somewhat

martial bearing.

Very unfortunately, the past history of the patient is almost a

complete blank. He had, so far as could be discovered, no relative

in this country ; and his employer told me that he knew little of

him, and only gave him work occasionally. He had travelled

backwards and forwards to America, several times, so it was said

;

and when admitted into the hospital, he stated that he had been

a Canadian volunteer. He said nothing regarding the wound in

the chest. The date of the infliction of this wound must, therefore,

remain a matter of inference. That it occurred many months

before death is certain, from its appearance ; and that it occurred

many years ago is more than probable. That the opening in the

floor of the pericardium was also made at the same time as the

wound in the chest-wall, will not probably be doubted. Had no

scar, indeed, been discovered in the chest-wall, many would have

believed that the pericardial hernia, or, at least, the aperture in the

diaphragm, was congenital ; but, under the present circumstances,

this will scarcely be thought a tenable proposition. There is, so

far as I am aware, no specimen existing of a congenital defect in the

\

I
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pcrit'iirdium jit all reHcmbliiif; that in the present case; and there is,

moreover, no concomitant structural alteration in nei^^libouring

parts to suggest that the deformity was a defect in development.

The mere coincidence, without further relationship, of a wound in

the chest-wall, at a point corresponding exactly with what might be

expected if the pericardial opening were the result of a stab,

involves, too, a combination of events which, on any doctrine of

chances, is practically inconceivable.

It is worthy of remark, in connection with this question, that

several cases o^ pleural diaphragmatic hernia have been recorded ^

in which, without any doubt, the prolapse has been primarily

cauv«^ed by a perforating wound of the chest-wall and diaphragm
;

and such cases may, therefore, be quoted in support of the

probability of a similar mode of production of the pericardial hernia

here described.

Another question of some interest in connection with the

specimen is : Why should so large a hernia be the result of so small

a wound ?

It may be said that this is only what might be anticipated, from

the pressure to which the abdominal contents are subject, and that

the protrusion of the omentum into the pericardium corresponds

merely with what occurs mutatis mutandis in the cases of incised

wound of the anterior abdominal wall, in which the escape of a

considerable quantity o£ omentum is not uncommon. Without
doubt this abdominal pressure is the chief cause of the hernia ; but

I venture to suggest in connection with this unique specimen of

pericardial hernia, as well as in the case of the comparatively com-

mon pleural herniae, that another condition must be noted, namely,

the so-called negative pressure within the pericardial and pleural

cavities, produced by the ever-present tendency of the elastic lungs

to contract away from the chest-wall. Hence the increased

tendency on the part of the abdominal contents to enter these

cavities when a wound of the diaphragm affords them the oppor-

tunity of doing so ; this tendency to be protruded being measureable

not merely by the force which causes the more common kinds of

hernia, inguinal, femoral &c., but this force, plus the negative

pressure, whatever it may be, in the chest-cavities.

It seems possible that this diminution of tension, or so-called

^ See paper by Dr. John Reid, * Edin. Med. and Surg. Journal,' 1840, vol. i,

p. 104.
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negative pressure, within the cavity of the pericardium may bo

increased, not only by the act of inspiration, but by the action of

the heart also. If in its contraction the heart become smaller by

expelling blood from its ventricles, there must be a momentary

increase of the negative pressure within the pericardium unless the

diminution of the size of the heart from this cause be compensated

for by a synchronous flow of blood into the auricles ; and thus every

beat of the heart may help, although to only a slight degree, to'

increase the hernial protrusion.

The following are the conclusions to which the foregoing con-

siderations seem to lead :—1. That the aperture in the base of the

pericardium was traumatic in its origin, and produced almost

certainly by a stab which passed through the fifth intercostal space

at a point corresponding very nearly with the position of the apex

of the heart. 2. That the hernial protrusion of the great omentum

through this opening in the diaphragm was caused chiefly by the

pressure to which the abdominal contents are subject from the

elastic, and, far more, the muscular contraction of the abdominal

walls ; this pressure being much increased in the case of a patient

who would be obliged to strain on account of a stricture of the

urethra. 3. That the so-called negative pressure within the peri-

cardial cavity must be taken into account as a possible influence

which assisted in the formation of the hernia ; the amount of this

negative pressure being increased with each act of inspiration, and

possibly with every beat of the heart. 4. That the readiness with

which diaphragmatic pleural hernia) occur, when a wound of the

diaphragm afl"ords the opportunity, and their frequently large size,

may be explained in part by the same physical conditions ; the

positive pressure on the abdominal side of the diaphragm being

favoured, as to the production of a hernia, by a negative pressure on

the pleural aspect. May 15M, 1877.
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8. Double aneurysm of thoracic aorta, compression of left

bronchus, and consequent extensive lumj-changes (Intkkstitial

Pneumonia).

By J. Pearson Irvine, M.D.

THE patient from whose body the apecinien was removed, a

woman set. 44, came under the care of Dr. Silver in Charing

Cross Hospital on October 27th, 1875. She had borne two children,

and had suffered from two miscarriages. As regards work her life

had been unusually easy. There was no history of rash or of sore

throat, and though after her confinements her hair fell off it grew

again directly. Beyond these facts her previous history was

unimportant. In the autumn of 1872 the first symptoms of her

present illness set in, and began with substernal pains, shooting to

the shoulders and back, mostly continuous, but at times marked by

great exacerbations. Then followed choking sensations in swallowing,

which obliged her to be careful in the mastication of her food, and

to take liquids and solids together. Attacks of dyspnoea were next

added, and her friends pronounced her " asthmatical." For a year

her history was chiefly one of pain, cough, dyspnoea, and slight

difficulty in swallowing, and at the end of this time she noticed that

her chest was '* too high," while a swelling, the size of a marble,

appeared at the upper part of the sternum. This gradually increased

up to rather more than six months prior to the date of her admis-

sion into hospital, when it attained its maximum size, and therewith

pain and cough, previously very troublesome, practically ceased.

Shortly afterwards a smaller swelling appeared just below the large

one. The voice had been "weak and thin" for several months

before the patient's entrance into hospital.

On admission she was found to be a small and slightly-built

woman, and much emaciated. Her cough had renewed itself and

was troublesome, especially on the least exposure to cold, but slie

suffered little pain. Her voice was described as thin and weak, her

dysphagia as slight, and increased by the least excitement, as if it

were, in part at least, emotional. A tumour the size of a split

orange was seated on the chest walls, having all the signs of a

thoracic outgrowth ; it extended from the upper sternal notch to a

level with the second space, and was bounded on the right by a line
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vertical from sterno-clavicular articulation, and on the left by a like

line three quarters of an inch outside the left sterno-clavicular

articulation. On the right side of the sternum a smaller tumour

was found immediately below and separated by a slight furrow from

the upper, and was the size of a walnut. Both swellings exhibited

expansile pulsation and oft'ered much resistance to the finger. On
the larger there was distension of superficial veins. A thumping

second sound could be heard and a systolic bruit, especially over the

smaller sac. The heart's apex was carried out an inch beyond the

nipple in the fifth space ; its impulse was not heaving, but its

action was weak. There was no murmur at the apex ; that at the

base was traceable up to the neck, and a similar murmur could be

heard in the left back generally as low as the angle of the scapula.

There was absolute dulness over the site of the tumours described ;

beyond these, to the right the chest being resonant, but on the

left yielding a more or less flat note. In the left back also there

was loss of resonance irregularly, dulness being greatest at the base.

Breath sounds over right lung were everywhere harsh and loud in

marked contrast with those on left side, which were generally

bronchial, but very weak. Over the first upper dorsal spines and

along the spine to the seventh vertebra was well-marked tracheal

respiration, and this existed also in the left vertebral groove. The

sputa were frothy and white, but not very great in quantity. In

spite of treatment her cough continued severe, and on November

27th she was slightly delirious. In the evening she seemed better,

but during the night was found in a state of unconsciousness,

though free from motor paralysis. Three hours afterwards she died,

and after death about four ounces of pus escaped by the nostrils.

At the post-mo7'tem examination the thoracic viscera were removed

en masse, and to do this it was necessary to tear away the upper 2)art

of the thoracic aorta from the vertebra which it bad partly eroded.

The aneurysm was found to commence immediately above the aortic

valves and to involve the whole vessel as low as the sixth dorsal

vertebra, but it was partly divided into two patches by a narrower,

though dilated, portion at the end of the transverse part of the arch.

The upper portion was more or less globular and the size of a full-

grown foetal head, the lower fusiform and about three inches in length

and two in diameter. The large mass had eroded the sternum and

appeared externally as described. Its main body occupied a great part

of the thorax, and inclined more to the right than to the left. Both
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lungs adhered to it, but more especially the left by its upper lobe. The

anterior part of its cavity was filled with firm laminated clot, which

was well seen after thorough hardening in strong spirit, a channel

for the blood lying ponleriorly. The oesophagus and trachea were in

immediate contact with this tumour and displaced to the left. The

descending cava was found after much dissection imbedded in its

walls, but quite pervious ; the right vagus crossed the tumour for

four or five inches. The left recurrent laryngeal was found turning

round the aorta at the part of division between the aneurysmal sacs,

yet must have been subjected to considerable stretching. The

smaller (a fusiform) sac on the thoracic aorta had its greatest

diameter directly opposite the left bronchus, which by pressure had

become perforated about an inch from the bifurcation, the walls of the

aneurysm remaining unimpaired. The opening into the bronchus

was the size of a pea, and on the anterior bronchial wall, directly

opposite, were considerable ulcerations. A collection of puruloid

matter, the size of a Brazil nut, was found in the connective tissue

about the perforation, partly encysted, and evidently, though not

recently, escaped from the bronchus. The smaller sac, which contained

no firm clot, had caught the bronchus and compressed it so as to

load to vast destruction of the left lung, the immense mass of the

aneurysm having apparently no share in this change.

The right lung, which was extensively encroached upon by the larger

tumour, was simply emphysematous, but the left was in various stages

of change from apex to base. It was not diminished in size, was hard,

firm, and solid to the touch, and in removing it the apex broke down,

thus revealing " cribriform cavities " containing vast quantities of

puruloid matter. With these the bronchi were loaded ; their calibre

was irregular, dilatations of very nondescript character occurring

frequently, and, indeed, in many places dilated bronchi seemed to be

a part or the whole o£ the cavities mentioned. Where the bronchial

walls were more perfect their mucous membrane was deeply con-

gested or stained by recent extravasations or by the pigmentary

remnants of older extravasations. The lower lobe of the left lunsr

was also very solid and firm, and its cut surfaces, while in part

cribriform as in the upper lobe, were mostly uniform, of a red or

greyish-red colour, across which whiter bands ran as a network.

In some places nodular masses, yellow and hard, having the appear-

ance of being distinctly circumscribed, were found. In this lobe

existed also an abscess-like cavity the size of a pigeon's egg, filled

5
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with yellow pus, and surrounded by a distinctly fibrous wall from

which passed various intersecting bands across the cavity. The

pleura was in places immensely thickened, and at the base of the

lung it cut almost like cartilage ; the two lobes had become uuited

by a pleural hypertrophy of similar nature. The puruloid contents

of the lung varied in colour and consistence, but their chief consti-

tuent microscopically was pus-cells.

The heart was hypertrophied universally ; the pericardium was

thickened like the pleura ; where it joined the aneurysm its diameter

was three quarters of an inch. The bronchial glands on the left

side were large and either fleshy or cheesy. The liver weighed

three pounds twelve ounces ; the kidneys seemed normal. The

spleen was enlarged. In no one of these organs was there any trace

of recent or old embolism. The friends refused an examination of

the head.

I ventured to think this specimen interesting to the Society for

several reasons. The aneurysm was one of immense size, and yet

size had very little to do with the more serious clinical phenomena

observed, and perhaps little to do directly with the final result. So

to speak, two aneurysms existed, one involving the arch of the aorta

almost from its origin to the end of its transverse portion, and

enlarging forwards from the spine so as to perforate the sternum in

the manner described ; the other small and obscure on the de-

scending aorta, not recognisable during the life of the patient, and

yet the more serious in consequences as leading to vast destruction

of the left lung simply from the accident of its position. Plad this

latter division of the aneurysm alone existed, error in diagnosis

would have been unavoidable, at any rate diagnosis could not have

been complete, for there would probably have been no symptoms or

physical signs except those arising from the extensive changes in

the left lung. Aneurysm of this part of the aorta occur over and

over again without leading to a suspicion of their existence, and yet

they frequently cause death by rupturing into bronchus, oesophagus,

or pleura. In this case various changes followed the smaller

aneurysm, and, had no large additional tumour existed, physical

signs would not have been ascribed to aneurysmal compression of

bronchus, because similar signs may arise without pressure on

bronchus existing at all.

The marked changes which followed pressure of the smaller

pouch became doubly interesting on comparison with those pro*
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duced by ilio Jar<^er tumour, wliicli, tliough it dKsplaccd the

oesophagus, right vagus, and descending cava, gave rise to few

prcsHure-sigus. The smaller aneurysmal sac caught the left

bronchus and compressed it from behind forwards, and thus pro-

bably led to the interstitial lung changes described. IIow cliangcs

actually arise where there is pressure at the root of the lung has

been a matter of dispute, but this case tends to show that simple

compression of a bronchus may lead to vast pulmonary disinte-

gration. Gradual consolidation of the lung is the result of such com-

pression : secretions must accumulate in the large and then in the

small bronchial tubes, because their exit is impeded by the gradually

increasing constriction of their main outlet,^ There follows in

consequence imperfect circulation, and thus we get all the condi-

tions which favour such extensive lung-changes as those of lobular

and interstitial pneumonia. In the case recorded it is likely that

accumulated secretions acted backwardly on the air-cells of the

lungs, and thence on the interstitial tissues. A chronic train of

phenomena must have been set up with the results seen in the

specimens exhibited. The degree of change was a matter of time.

Cases have been recorded in the Society's * Transactions' by Drs.

Peacock and Ogle, in which complete collapse of lung occurred from

pressure on the left bronchus by aneurysms of the thoracic aorta. The

case I report is not only an advance on, but differs from, these in which

death happened earlier, because the aneurysms ruptured into the air-

tubes.

In regard to the question how the lung-changes in those cases

of pressure by tumours at the root of the lung arise, whether by

pressure of nerves, vessels, or bronchi, I should like to say that

the instances in which collapse occurred (given by Drs. Peacock and

Ogle) argue decidedly in favour of the opinion that direct bronchial

compression has most to do with these secondary changes. In my
case it is impossible that the nerves at the root of the lung could

have been gripped like the bronchus, caught as it was directly by

the largest diameter of the smaller aneurysmal sac. The bronchus

indeed by its less flexibility must have protected adjacent nerveii,

vessels, and other yielding tissues, from the pressure of the aneu-

rysm. The eflfects of pressure on a main bronchus are worthy of

consideration for many reasons. For example, interstitial pneu-

monia, when it occurs in persons with a syphilitic history, is some-

* Emphysema is, perhaps, the first cousequence of gradual compresrsiou.
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times described as a specific pneumonia, though there coexist

constrictions from fibroid thickening and twisting of the main

bronchus of the lung aftected. In such cases while the thickening

is most likely specific, the lung change is simply a mechanical con-

sequence of such thickening, which, as in the above case, has

prevented free exit of secretions and free entrance of air. The

appearances in many cases of so-called syphilitic pneumonia are

identical in kind if not in degree with those I have detailed as

resulting from mere external pressure on a bronchus. It is because

the changes which follow such pressure have not been described

in the Society's ' Transactions' or elsewhere that I venture to ask

attention to the specimen. October 17t7i, 1S76.

9. Ulceration of aorta from friction of growths on segments of

the aortic valve ; minute aneurysm of aorta in consequence,

and rupture into pericardium ; dilatation of orifices of

coronary arteries by impacting valvular vegetations.

By J. Pearson Irvine, M.D.

THIS specimen was removed from the body of a man between forty

and forty-five years of age, who was admitted into Charing

Cross Hospital in July, 1876, under the care of Dr. Pollock, to

whom I am indebted for an opportunity of exhibiting it. The man

was under observation only a few hours, and his condition during

that time was so precarious that but a scanty history and few

clinical facts could be obtained. These are, however, perliape,

enough to illustrate the morbid anatomy of the case, and thus

enough for the purposes of the Society.

AYhen seen at 11 o'clock on the morning of his admission he was

suftering from symptoms of collapse : his pulse was slow and feeble

and the surface of his body cold and clammy, and his pupils were

dilated. The countenance was pallid and anxious. He stated that

while standing at his work in apparently good health he felt dizzy

and then suddenly fainted away. He rallied in a short time from this

attack, as also from the partial collapse existing at the time of his

admission, and then complained of a dull pain limited to the

proecordial region. He was ordered ammonia and digitalis to be

taken at frequent intervals, cardiac mischief requiring such remedies
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being suspected, though its true nature could not be determined.

In the course of the ufternoon tlio man sliowed more unfavorable

symptoms, and, in the absence of Dr. Pollock, was seen by me. His

condition had become still more puzzling ; his temperature had

risen to 101° J'^ahr., his respirations were not unlike those of a

severe pneumonia, but more panting than is usual in the latter

disease. His face was livid and full of distress, his manner anxious,

his pulse rapid and feeble (exact number of beats not recorded).

There was no marked orthopnoea, a fact which seemed to me after-

wards very striking, The heart's sounds were muffled and mur-

murous, and nothing could be exactly or nearly exactly determined,

for the heart was acting very irregularly. The notion was given that it

was labouring in a strong struggle. It was absolutely impossible to

make a thorough examination, and the little made was more annoying

to the observer than to the patient. Percussion was imperfect, and I

can only say that generally the cardiac area was increased. The
cardiac impulse was peculiarly fluttering and irregular, suggestive of

a moribund condition of the patient, I ventured to make a short

examination of the back ; there was slight dulness at the bases, with

exceedingly harsh breathing over the same, and subcrepitant rales,

physical signs being most decided on the right side. About two

hours afterwards (5 o'clock) the man, while talking rationally to one

of his children, raised himself in bed ; suddenly he clenched his

hands, a slight tremor passed over his body, and he fell back dead.

The post mortein was made forty hours after death. The body was

well nourished, and the thorax remarkably well formed. The face

was livid. Interest centred on the heart and vessels. There was a

large deposit of fat on the heart. From the pericardium were

removed fourteen ounces of dark fluid blood, while enveloping the

heart was found a layer of coagulated blood, firm enough to be

removed entire. The heart weighed 18f oz. ; the left ventricle was

largely dilated and hypertrophied, its walls averaging 1\ inch in

thickness, and their tissue being more or less fatty. The wall of

right ventricle was J inch thick, but its cavity was little dilated.

Each flap of the aortic valve was extensively diseased ; on each were

cauliflower growths, large and small, irregular in kind, so that the

valves were completely distorted and deformed, their membranous
parts being either broken through or overgrown. On the aorta,

exactly opposite a large vegetation on the left posterior flap of the

aortic valve., was a localised ulceration (exceedingly well seen and
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defined when the specimen was fresh). This ulceration had led to

corrugation and thickening of the arterial coats around itself, but

to complete perforation immediately above the attachments of the

valves ; as a consequence a small aneurysm had been formed about

the size of a pea, whose wall consisted simply of adventitia. Unfor-

tunately, before opening the heart, the cause of hemorrhage into

pericardium could not be determined, and the incision made to open

the left ventricle and aorta passed immediately over the apex of tlie

little aneurysm, which could, however, be well seen in the specimen.

It contained a firm and hard clot, which must for a long time, pro-

bably, have guarded against its rupture. Opposite the right poste-

rior fiap two distinct ulcerated surfaces could be seen on the aorta,

corresponding exactly to points of impact and shape of vegetations

on the aortic side of this fiap. A large growth on the third flap

must have struck against the orifice of the right coronary artery,

which was altered in shape and dilated, so that the vegetation fitted

exactly into it. There were, therefore, distinct changes on the

aorta opposite growths on the three aortic flaps, and these were all

the more striking because the aorta generally was remarkably healthy.

The mitral valve was diseased, its aortic segment being especially

thickened and opaque. Both coronary arteries were dilated through-

out, and their walls were thickened, the left measuring an inch from

its origin, five eighths of an inch in circumference ; and the appear-

ance of the arteries was strikingly unlike those of normal vessels.

The lungs were gorged with blood, but not pneumonic ; the right

base was especially hypersemic, and was slightly adherent to the

diaphragm, the adhesion being old. The spleen weighed 22 oz.,

and contained traces of old embolisms, one measuring at the surface

two inches by three inches. The liver weighed 85 oz., and was

" nutmeggy." Kidneys were simply congested and slightly fatty.

The brain was so softened from putrefaction that it was put in

strong spirit for future examination and search for aneurysm, but

unfortunately was mislaid. There was no naked-eye sign of recent

embolism in any organ.

In spite of many imperfections I ventured to bring this specimen

before the Society, more especially as I could find in its records or

elsewhere no account of a like lesion. It is perfectly clear that the

original disease in this case was one of the aortic valves, accom-

panied chiefly by regurgitation and its consequences, left dilatation

and hypertrophy, and followed by extension of the disease to the
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mitral valves. The aortic incompetence had been compensated by a

huge hypertrophy, bo that the man had continued his ordinary

hibour and had not been known to complain of anything serious.

Einbolisiu had occurred, as tlie condition of the spleen showed, but

another mischief had of late been developing, even more insidious

than embolism, and certainly more fatal. The ulcerations described

had been set up as a direct consequence of the valvular mischief, as

a result of the continued impact on the arterial surface of large

growths on the aortic flaps. This view is strengthened by the par-

ticularly healthy condition of the aorta generally. Its disease was

peculiar and localised ; on each aortic flap were vegetations, and,

opposite each, morbid changes hardly to be explained on any other

than the above view. The changes opposite the left posterior flap

were striking ; two irregular holes had been made in the wall of the

artery, and into these irregular vegetations exactly fitted. Ulcera-

tion had resulted as well as distortion ; it had invaded the aorta so

far as to lead to the formation of a small aneurysm whose walls

consisted simply of the adventitia. This ruptured, blood escaped

into the pericardium—at first in small quantities, though suddenly

—the man became faint, &c., and left his work. The first blood

coagulated, and the symptoms observed almost up to the moment
of death must have been due to its presence. But on sudden

movement the clot guarding the fatal orifice gave way and blood in

sufficient quantities to cause sudden death was poured into the

pericardium.

Dr. ]\Ioxon in the Society's ' Transactions ' (vols, xix, xx) has

called attention to ulcerations caused by friction of vegetations.

He has recorded three cases in which ulcers of the aorta were found

corresponding to the impact-points of growths on the valves. In

one case all but complete perforation had occurred. My specimen

very strongly supports Dr. Moxon's views, and difi'ers from his only

in degree. I would suggest that aortic ulceration from friction is

less common than one would expect, because in the majority of

cases the vegetations grow on the ventricular aspect of the aortic

valves, and thus do not strike the aortic wall in systole. Possibly

cases of the nature recorded may be of use in determining whether

the coronary arteries are filled in the systole of the ventricles or in

the aortic reflux. I have for several reasons thought the latter

more probable, and certainly in this instance the circulation

through one coronary artery must have been all but completely
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blocked by vegetations during systole, and yet the heart muscle did

not betray in any great degree those changes which follow cutting,

off of blood. I am not prepared to argue the question, but possibly

some facts of my case may be of value to those who have given their

attention to this particular part of physiology.

Perhaps it is not out of place to allude here to another fact of clinical

and pathological importance. The patient had two or three hours

before death, and about three hours after the commencement of his

severe illness, a temperature of 104° Fahr., and certain pulmonary

signs and symptoms which I need not repeat, but which were not

unlike those met with in some cases of acute pneumonia. When
one remembers the frequent latency of the latter, its ambulatory

character, and the onset of severe symptoms suddenly during its

latent course, it is easy to conceive that in a case such as the above

pneumonia might be diagnosed, more especially as in pneumonia the

cardiac dulness may be increased, and cardiac sounds be muffled or

murmurous. There was nothing in the lungs 2'^ost mortem to

explain the high temperature, nor elsewhere except in the peri-

cardium and aorta. There was, for example, no trace of those recent

embolisms in brain, spleen, or kidney, which are often the cause of

high temperature in heart disease. The question hence arose, Was
this due to hccmorrhage into pericardium ? It is difficult to con-

ceive that on the morning of the sudden illness the patient, who

was a man of intelligence, could have, as he declared, felt perfectly

well while suffering from a pyrexia of 104° Fahr., and thus it is

likely that his high temperature followed the haemorrhage into the

pericardium, and was possibly due to the sudden shock caused by

the same
;
yet there is much room for doubt, because we know that

ulcerative disease of the aorta, such as was found ^os^ mortem^ often

raises the temperature far higher than that recorded in this case.

We know too that men, the victims of severe fever, will work and

declare themselves all but free from symptoms of disease. Only

repeated observations of like cases can solve the questions hinted at.

As far as I can find, nothing is known of the temperature in peri-

cardial haemorrhage, though oftentimes patients live for hours after

its onset. I cannot but think that thermometrical records in such

may be productive of excellent clinical results, as they have in other

obscure diseases ; and therefore I ventured to ask attention to the

clinical aspects of this case which may possibly be of value in this

direction. April 3r</, 1877.
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10. Aneurysm of ascendinrj aorta; rupture into pericardium;

firm clot found envelopinf/ the heart.

By J. Pearson Irvink, M.D.

WiiJJA^L S— , a potman, ret. 45, was brought dead into Charing

Cross Hospital on Marcli 23rd, 1877. He had died suddenly,

and no more history could be obtained than that he was known as

a great drinker, and had for the last twelve months complained of

pain in the chest and of shortness of breath.

Fost mortem.—The face was found dusky and cyanotic, the

extremities oedematous, with traces of old varicose ulcers on the

legs. The sinuses of the dnra mater were congested ; the pia mater

somewhat thickened and opaque, but beyond an excess of serosity

in the lateral ventricles the brain was healthy. The vessels at the

base of the brain were free from aneurysms, but they had lost

elasticity. The pericardium was distended and four ounces of blood-

stained serum escaped on opening it. The heart was enveloped

completely by a uniform dark firm clot half to three quarters of an

inch in thickness, which could be removed with perfect ease, and

encased the heart like a bag. Pericardial haemorrhage had occurred

from a slit-like rupture about two lines long in an aneurysm the size

of a walnut on the first part of the arch of the aorta, which vessel

below the aneurysm was extremely atheromatous. The left ventricle

was hypertrophied and the mitral valves thickened and contracted.

The liver was fatty and weighed sixty-nine ounces, the spleen large

and soft, the kidneys small, contracted, and granular.

The post mortem was made by Dr. Houghton, the medical registrar,

and the specimen is exhibited chiefly because of the clot in the peri-

cardium. Its great firmness proves its formation gradually during

life, and illustrates what I have urged in another case, that death

does not occur on these pericardial haemorrhages for some time after

their commencement, and that opportunity of careful examination

and especially of using the thermometer is given, and that this, if

takenadvantage of, may ultimately be productive of good clinical

results. April Zrd, 1877.
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11. Aneurysm of arch with dilatation of aorta below.

By H. A. Lediaed, M.D.

CAROLINE B— , act. 54 years, a milliner, was admitted into the

Cleveland Street Sick Asylum on the 17th of February, 187G.

She stated that she had suffered from palpitation and short breath

for many years, accompanied with pain in the chest and cough
;

during the last two or three years a fulness iu the neck had come

on, together with difficulty in swallowing.

She was a short and corpulent woman. Eespiration quiet and

easy when at rest, but short on exertion. Short hacking cough,

sputa scanty, no laryngeal spasm, but rheumatic pains constantly,

complaint of more especially down the left arm.

There was oedema of the neck and the veins there and over the

sternum full. There was a distinct prominence seen over the upper

part of the sternum, more especially to the left edge, and a well-

marked heaving communicated to the hand placed over it. Per-

cussion at this spot was dull and a murmur heard with the first

sound, no murmur at the apex ; and the second sound was much

accentuated.

The left radial artery was not felt. She was unable to take solid

food. On the 30th of August she began to spit up blood and

continued to do so at intervals, bringing up one to two ounces at a

time, and died from exhaustion on the 15th of September.

There was no history of syphilis, but I had it on her husband's

authority that she had been in the habit of drinking freely.

Autopsy.—The body was very fat inside and out, a large amount

of fat lying about the heart and pericardium. The upper portion

of the sternum was carefully removed with the subjacent aneurysm,

and it was found that the manubrium was extensively perforated

near the left sterno-clavicular articulation and a firm and decolorised

clot exposed to view.

On dividing the sternum in the middle line an aneurysmal

dilatation was seen commencing at the transverse portion of the

arch ; this aneurysm had grown forwards and upwards, and behind

the sternum was lined with the clot described, the left subclavian

artery was obliterated and the left carotid was seen to take a cir-

cuitous route over the sac wall, its canal being quite pervious. At
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the commeDcement of tbo descending part of the arch a slight

narrowing of the dilatation was observed, and then for fully seven

inches downwards the aorta was enormously dilated, and w^as found

to ho adherent to the left side of the first second, and third, dorsal

vertebrcT, which were removed with the specimen ; the dilatation then

reached the level of the seventh dorsal vertebra3, where the vessel

abruptly assumed its natural size.

The walls of the dilated portion were thickened and calcareous,

bulged in difierent directions, and lined here and there with thin

layers of firm fibrin.

On opening the trachea a cribriform perforation was found just

above and to the left of the bifurcation, and from within, the seat of

rupture was found to be apparently protected by a rounded portion

of hard clot the size of a nut.

1?he heart was a little hypertrophied. Lungs emphysematous,

but otherwise healthy. December ^th, 187G.

12. Aneurysm of arch, with rupture into oesophagus.

By Henry A. Lediaed, M.D.

ANTHONY H— , set. 32, costermonger, was admitted into the Cleve-

land Street Sick Asylum, under my care on the 2nd of

February, 1876.

He had complained of cough and short breath for the last four

months, with tightness on chest and rheumatic pains about him ; he

had only left ofi" work three weeks.

He was a stout and well-made man of average height, rather

muscular, and had a husky voice. A slight heaving was felt over the

manubrium, and at this point percussion was dull, and a thumping
sound was heard synchronous with the apex beat ; no murmur heard

at the apex, but at the ensiform cartilage there was a short and
sharp systolic murmur ; second sound clear and distinct. There

was a good deal of bronchitis present, and he had a troublesome

cough, which was occasionally complicated with severe laryngeal

spasm, during which he on several occasions became nearly

asphyxiated. Swallowing was often stated to be difficult and the
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point of stoppage referred to the top of the sternum. He complained

of rheumatic pains between the shoulders. On the 10th of April he

spat a trace of blood, and again on the 17th, but on the 22nd, whilst

I was talking to hira, he suddenly brought up blood in a continuous

stream and in enormous quantity, so that he was dead in less than a

minute.

I could not obtain any history of syphilis in this case.

A large aneurysm was found extending from the centre of the

arch to as far as the termination of the descending portion. It had

grown upwards and backwards, and was adherent to the seventh

cervical first, second, and third dorsal vertebra\ which were removed

with the specimen. The aneurysm was then opened from behind,

when a large clot, crescentic shaped, firm, and red, was exposed

;

the weight of this was thirteen drams; on removing this an

opening the size of a sixpence was found communicating with the

oesophagus, and at this point the gullet for one and a half inches lay

half inside the aneurysm.

To the left of this rupture was seen an oval opening leading to

the front portion of the sac ; this aperture was one and a half inches

by one inch and had rounded edges ; on passing the finger through

this, the front portion of the aneurysm was reached and was found

free from clot. It will thus be seen that the entire aneurysm con-

sisted of two portions—an anterior lying in immediate relation to

the transverse and descending portions of the arch, and a posterior

larger portion stretching to the spine. The rest of the aorta was

healthy.

It should be mentioned that the bodies of those vertebrae lying

within the aneurysm were very much eroded. Heart was hyper-

trophied. The left recurrent nerve was evidently much pressed on.

December 5th, 1876.

13. ^ case of aneurysm of the thoracic aorta, iv'Uh repeated

perforations in the oesophagus.

R

By Felix Semon, M.D.

OBEET J— , £et. 40, workman in a sugar refinery, came on the

31st October, 1876, into the Hospital for Piseases of th^
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Tliroat. tic complaiiKMl of dyspnoea, which increased at every

movenieni, and of temporary pains in the chest, which seemed to

orifjjinate under the sternum, at the height of ahout the fourth to the

sixtli vertehra, and to move from there to the back.

These pains were said to be mucli more violent on the left side

than on the right. The patient had no difficulty in swallowing, but

all sorts of food seemed to remain for some time at the same height,

nt the place of the said pain, before entering the stomach.

His disease began about three years and a half ago, after suHer-

ing for several winters from severe cough without expectoration,

with the said pains in the chest which were persistent, only

interrupted from time to time by more severe attacks. They lasted

until about three months before he was admitted into the hos2:)ital,

his general health being in other respects good. They then became

less severe, but in their place palpitations of the heart, the subjective

feelings of pulsation, and a gradually increasing dyspnoea set in.

Two months before his admission he once had a fainting fit without

any known reason, since which he had felt very nervous, and from

which time also the above described feeling of the stoppage of food

is said to have begun. The patient had never been seriously ill

before, and had been for many years a teetotaller. His father died, as

far as he rememheTed, from the rupture of a blood-vessel in the chest,

bis mother died not long ago of old age, his brothers and sisters were

living and in good health.

Status prasens.—Rather short, old-looking man, pale complexion,

slight cyanosis, muscles flabby. Hands, feet, ears, and the tip of

the nose cool. After sitting for some time quietly one does not

hear any abnormal respiratory sound, but it begins at once after he

has taken some steps, or even after he has spoken a few words while

sitting. This noise has the character of a stridor trachealis, and

originates apparently from a great depth. It increases with the

patient's movements, and is raised to a strong subjective and objec-

tive dyspnoea when the patient for some time continues to make

any small effort. The patient is nearly always sitting with his

elbows on the table, resting the head on his hands. When lying

flat on the bed the dyspnoea at once increases to an insupport-

able degree. The patient's voice is said to have changed slightly
;

it is rather weak, but neither hoarse nor aphonic. There is a short

occasional cough without expectoration.

The thorax, well formed, expands equally with respiration ; the
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accessory muscles act duriDg auporlicial respiration. No tumour

or pulsation is visible anyiuhere on the thoraXy nor is it possible

to feel one anywhere, even on repeated examination^j, or while

deeply pressing on the suprasternal notch. The percussion of

the thorax gires over the whole of the anterior surface an cqualf

rather strong, and ficll sound, similar to that which one finds

in cases of emphysema of the lungs. The resemblance becomes

still stronger, from the heart-dulness having, as in emphysema,

almost completely disappeared ! Certainly the sound on the lower

part of the sternum seems a little dull, when one compares it

with the sound of a comparatively remote place, e.g. of the first

intercostal space; but this dulness passes away so gradually that

it is almost impossible to fix any certain limit to it. On the poste-

rior surface of the thorax one hears everyhcre the same equal,

strong, and full sound. The fremitus pectoralis is everywhere very

strong.

The results of auscultation are not very useful as far as regards

the sounds produced in the lungs themselves, the stridor trachealis

being so strong that it completely drowns the sound of respiration.

It seemed to be feebly vesicular.

In other respects, auscultation had the following singular result

:

—There are two distinct sounds to be heard over by far the greater

part of the anterior surface of the thorax. They begin at the left

in the first intercostal space, and descend to the sixth. At the

same time they transgress the nipple line, above a little, below

about one inch. At the right they also begin in the first intercostal

space, descend to the fifth, and reach, but with decreasing intensity,

the nipple line. Over the back one hears both sounds rather feebly

above the pars transversa scapulae on both sides ; their intensity

increases downwards, and reaches its maximum on the left side

near the vertebral column at the height of the fifth vertebra. At

this spot no pulsation, no tumour ; the bones of the vertebral

column are neither spontaneously, nor on pressure and tapping,

painful.

The heart-dulness cannot be defined, as we have before pointed

out, by percussion. The apex beat is feebly felt in the sixth inter-

costal space at the left, one inch outside the nipple line. There is

no visible impulse at this spot. The heart sounds are distinctly to

be heard at the usual places. They seem to be a little dull, as when

heard over a heart which is surrounded by much fat, but healthy in



ORGANS OF CIIICULATION. 79

other respecla ;only over tlio aortic valve tlio first Bound is very dull

and bruit-liko, the second very loud.

In both carotid arleries feeble pulsation, in the right stronger

than in the left. On botli sides o«c systolic sound to be heard. The

radial arteries of a medium volume, apparently not atheromatous
;

puli>es equal, the tension not augmented, frequency Gl<. The

pulse appears on both sides simidiancously, and without a notable

dillcrence of time after the systole of the ventricles, nor is there too

long an interval between the apex beat and the puke in the femoral

arteries. The pupils on both sides are quite equal.

The laryngoscopic examination (made by Dr. Morell Mackenzie

when the patient was admitted, and afterwards repeatedly by myself)

had always, in spite of the patient's complaints, and in spite of the

stridor trachealis, a tliorougMy negative result. There was neither

anatomically nor functionally the slightest change to be found. The

vocal cords acted very satisfactorily. The patient's larynx being

very well formed one could look down to the bifurcation of the

trachea, but there was nowhere an inward bulging of its anterior

wall in consequence of external pressure.

An examination with the oesophagus bougie was never made from

fear of mechanical lesion. The other organs appeared healthy.

. Diagnosis.—The patient's history, in the first place, suggested the

presence of an aneurysm of the aorta.

This idea was, in fact, given out by Dr. Morell Mackenzie in

spite of the negative result of the laryngoscopic examination, when
he transferred the patient to me for further investigation. The

latter, indeed, corroborated completely his suspicion. In the first

place one could exclude with a far greater certainty than usual the

possibility of confounding the state with a tumour in the interior of

the thorax (mediastinal tumour, &c.). For the sounds produced in

the circulatory apparatus were to be heard nearly everywhere over

the thorax, and nearly everywhere with the same intensity. A tumour

in the interior of the thorax which pushes the vessels before it and

towards the walls of the chest can never produce these symptoms.

The consequence of this state (without regard to other symptoms, as

circumscribed dulness, prominence of the wall of the thorax on a

certain spot, pulsation, &c.), could only be, that either the na^tural

sounds (or bruits ifthere is at the same time a disease of the heart or of

the vessels) would be heard more loudly over the noiinal spot and over

a greater area than natural, or that they would be heard over one
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unusual spot. But the equal and notable extension of quite normal

sounds over by far the greater part of the thorax decidedly proves

that we had to deal with an important dilatation of the organs

themselves producing the sounds. The next question was whether

there was a general dilatation of the aorta, or whether a part only

was afteeted. The intensity with which the sounds were to be heard

everywhere made the former hypothesis far more probable, but

there were some reasons to believe that this general dilatation was

not an equal one everywhere.

My conclusions were the following:—The most important sym-

ptoms are those of pressure on the lower part of the respiratory

apparatus and on the oesophagus at the height of the fourth to

sixth vertebrae. These symptoms are most clearly explained by

the presence of a lar^e aneurysmal dilatation either of the end

of the second part of the arch of the aorta, or of the commence-

ment of the third part. Two circumstances speak strongly against

the former hypothesis, viz. 1, the want of any pulsation in the

supra-sternal notch, even on deep pressure ; 2, the negative

result of the laryngoscopic examination. For, in the first place,

one would have expected, if there was such a large aneurysm of the

transverse part, that it would have produced the symptoms before

mentioned, that the anterior wall of the trachea would have been

bulged inwards corresponding to the external pressure, and to the

impediment in breathing. This inward bulging being positively

not present, one had to look lower down for the obstruction. On
the other hand, there would have been most certainly, if there

was a large aneurysm of the second part of the arch, a distortion of

the recurrent nerve, and in consequence of that more or less para-

lysis of the left vocal cord together with aphonia or dysphonia.

This also was not to be found, consequently the former hypothesis

had two strong reasons against it.

The other hypothesis was the more probable ; even if there

was a lar^e aneurysm of the commencement of the third part

of the arch it was not necessary that there should be external

pulsation or dulness. On the other hand, the difficulty of

breathing was then easily to be explained by the pressure of the

aneurysm on the left bronchus, the difficulty of swallowing by the

pressure on the oesophagus at the height of the fourth to the sixth

vertebnw Besides, by tliis hypothesis another phenomenon found

its explanation, viz. the want of heart dulness ; for when the dilated
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aorta occupies a comparatively large i-pace in the thorax, and when

this dilatation is relatively most developed in tlio parts chiefly

situated to the left, the partly (lis])laced left lung cannot give way to

the left and to the back, but must, on the contrary, slide its free

anterior edge still more to the right and to tiie front. In such a

case a far greater part of the heart than usual is covered by the

lung, and the absent heart-dulness explained. 80 it was in our case,

in which there was even enlargement of the heart, as the position of

the apex beat pointed out.

But aneurysm of the commencement of the third part of the arch

was not sufficient to explain the circumstance that the heart-

sounds were audible to the right nipple line. The simplest ex-

planation of this circumstance would have been «/2oM(?r dilatation of

tlie first part of the arch. It was rather bold, perhaps, to think of

this, while I was compelled at the same time by the perfect want of

laryngeal symptoms to exclude nearly positively any mentionable

dilatation of the transverse part ; but while thinking and reading

much about the subject, I found in Professor von Bamberger's

'Handbook on Heart Diseases' (page 413) that a few cases of

multiple aneurysms on the same aorta had been observed before, and

so, the pulse of the different arteries in this case not being capable

of assisting us in our hypotheses about the situation of the aneurysm,

I finally fixed my diagnosis as follows

:

Aneurysm of the arch of the aorta of a considerahle size, hut

nowhere reaching the chest icalls.—The dilatation most developed

at the commencement of the descending part (pressure on the left

bronchus and the oesophagus), less in the ascending, the least in the

transverse part. Tlie heart enlarged ; no distinct proof for the

diagnosis of a valvular lesion. The other organs normal.

Decursus morhi.—The course of the disease did not present any

very remarkable circumstances. During the first few weeks after

his admission the patient seemed to recover a little under the influ-

ence of good diet, tonics, and above all, absolute rest. He did not

complain so much about the difficulty of breathing ; the difficulty of

swallowing at least did not augment; the general health certainly

improved. The physical symptoms of the disease remained un-

changed. But, to begin from the 1st of December, he suddenly

became worse without any external known reason. The pains

in the chest increased very much as well as the dyspnoea; but
above all, nearly regularly after taking solid food (afterwards

6
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also when he took fluids) vomiting set in, which exhauBted

the patient very much, and rapidly deteriorated his general

health. There came on also while the patient was considerably

tired and sleepy an absolute sleeplessness, which 'could scarcely be

relieved by the use of chloral and of subcutaneous injections of

morphia. Finally, during the last few days, a short, dry, distressing

cough set in. An examination of the chest could not again be

made on account of the miserable state of the patient. His death,

daily expected from his rapidly sinking strength, occurred suddenly

on the morning of the 11th of December. The patient threw up

his legs spasmodically ; his face became livid ; two or three drops of

blood came out of his lips ; then he sank down, and in two or three

minutes afterwards he was dead.

Post-mortem examination (made with Dr. Barratt, F.R.C.S,).

—

After opening the chest the pericardium appears covered over a

much greater area than normal by the lungs. This is produced

especially by the forward sliding of the free anterior edge of the

left lung, but also the free edge of the right lung goes further to

the left than normal. A little of the surface of the pericardium

only, under the lower part of the sternum, is uncovered. The left

lung quite normal, containing air everywhere. The middle and

lower lobe of the right in the state of recent congestion, of a

darkish red colour. A small quantity of reddish, frothy fluid runs

from the incision, but both lobes still contain air.

The heart rather enlarged, surrounded by much fat, almost com-

pletely bloodless, as is also the aorta. The enlargement is produced

nearly exclusively by hypertrophy and dilatation of the left heart.

The thickness of the wall of the left ventricle and of the septum ven-

triculorum is nearly half an inch ; the right ventricle is only slightly

dilated and thickened. The muscular tissue of the heart is rather

firm, yellowish brown, between which some lighter yellowish spots

and lines are seen. The valves—including the aortic valves—are

thoroughly normal and fit for their functions, although the com-

mencement of the atheromatous process is very distinctly to be seen

in the heart itself on the tendinous parts of the valvular apparatus.

The arch of the aortafrom the very heginning to the middle of the

descending part considerably dilated ; but the dilatation is not an

equal one. The ascending part has a circumference of three inches

and a quarter near its origin ; further on it is three inches. So it

remains to the commencement of the transverse part. At the
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lioi«;ht of the convexity, betwucii aHcc'iidiiiL; aii'l transvorso part, the

circiiniferoiu'o is nearly four inches and a Imlf. TIic lieight of the

ascending part from its origin to the commencement of tlie innomi-

nate is three inches. The circumference of the transverse part is

everywhere three inches. Exactly on the spot where the trans-

verse pasacH into the descending part there is a sudden and very

marked dilatation of the aorta. There (at the licight of the fourth

to the sixth vertebra) is a nearly globular aneurysm of the size of a

small orange. Its circumference is about six inches and three quar-

ters, but not exactly to be fixed because it is united to the oeso-

phagus and the vertebral column. It presses firmly on the former,

and on the left broncluis, which is connected by some small fibrous

adhesions with its posterior wall. The oesophagus itself, which is at

this spot very much enlarged, is also inseparably connected with the

posterior wall of the aneurysm. So is the left half of the anterior

surface of the bodies of the fourth to sixth vertebra). It is not

possible to remove the aorta without opening the cavity of the

aneurysm. The bodies of the vertebrsB are carious to the extent of

the adhesion. Immediately beyond the sixth vertebra the circum-

ference of the aorta is only two inches and a half.

To begin from the aortic valves to the middle of the third part of

the arch, the walls o£ the vessel are affected by the atheromatous

process ; everywhere the intima is thickened by atheromatous

plaques ; the media and adventitia on the other hand are changed so

little by the disease that the whole thickness of the wall is remark-

ably small. Only in the globular aneurysm of the descending part

close to the above-mentioned adhesions to the vertebral column it is

a little greater, but here also no fibrous coagulations are to be found.

On the other hand, the wall of the aorta is much thinner than

normal over the entire extent of the adhesion to the cesophagus.

The anterior wall of the latter is perforated circularly at the height

of the fifth vertebra. The opening is about the size of half a crown.

In this opening appears a thoroughly organised, conical, brownish-

red thrombus of the size and shape of the first phalanx of the little

finger, which originates from the uppermost part of the posterior

wall of the aorta. Its surface is rough and torn.

In the middle of the posterior wall of the aneurysm one finds a

recent small perforation in the oesophagus, which is here enlarged.

Its wall is not thickened. The whole circulatory apparatus, in-

cluding the aneurysm, being almost completely bloodless, the
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oesophagus and the stomach (which i3 quite normal in all respects),

as well as the commencement of the intestinal tract, are filled with

dark fluid blood.

The bronchial glands are enlarged ; one of them, which is exactly-

situated between the ascending part of the arch and the right

bronchus, is of the size of a cherry stone, thoroughly calcified, and

as hard as a stone.

The other organs (liver, spleen, kidneys, stomach, intestines, &c.)

do not show anything remarkable.

Summary ofpost-mortem finding.—Commencing fatty degeneration

of the heart. Aneurysmal dilatation of the first and second parts

of the arch of the aorta. Saccular aneurysm of the third j)art. Old

perforation in the oesophagus with a thrombus, together with a recent

perforation. Enlargement and calcification of a bronchial gland.

Dilatation of the oesophagus.

HeynarTcs.—The special interest of this case seems to lie in the

corroboration which the rather hypothetical diagnosis found in the

result of t\\epost-mortem examination.

It proves that under certain circumstances an aneurysm, ivliich

does not yet reach the walls of the chest anywhere, can he diagnosed

with certainty hy the extent and the intensity of the bruits or sounds,

which are audible over the chest.

Besides, the following points seem worth while being especially

mentioned

:

1. It appears from thepost-mortem that the right bronchus also was

pressed by the posterior wall of the dilated ascending part of the arch,

and by the enlarged and calcified bronchial gland, which was between

them. This circumstance certainly augmented the dyspnoea.

2. The hyperfemia of the middle and lower lobes of the right lung,

wliich was not diagnosed during lifetime, and which very probably

appeared in the last few days of the patient's life only, was very likely

a passive one, produced by the pressure of the concavity of the

ascending part on the vena? pulmonales dextra).

3. The integrity of the valvular apparatus, opposite the marked

hypertrophy and dilatation of the left ventricle, the great dilata-

tion of the aorta, and the extent of the atheromatous process, is

very peculiar.

4. It is curious that the functions of the larynx had not suffered

at all ; the dilatation of the transverse part, although it is not a very
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lar^c ono, being ncvcrtlu'lcss developed enough to lead one to expect

that there must have been a distortion of the recurrent nerve.

5. Tiie presence of the largo thrombus in the a'sophagus proves

that the first bleediug must have taken place some time previously.

It is not at all improbable that this occurred when the patient had

the fainting-fit mentioned in his history, three mouths before his

admission, and from which he also dated the diihculty of swallowing.

The trickling of blood must have occurred by drops, and through a

very small opening, so that the extravasated blood had time to

coagulate, and to prevent, by the formation of coagulations around

the perforation, an enlargement of the latter. At the same time

this case shows again how very advisable it is never to introduce

an oesophagus-bougie, if there is only a suspicion of aneurysm

!

Even the most cautious introduction of the bougie would have

doubtless, as it will be seen, torn away the thrombus, and caused

the instantaneous death of the patient by hajmorrhage. The spe-

cimen will be preserved in the Pathological Museum of the Hospital

for Diseases of the Throat. Mmj Ist, 1877.

14. Aneurysm of the aorta beneath the pillars of the diaphragm.

By James F. Goodhaet, M.D., for Lewis Maeshall, M.D.

THE specimen shows a large aneurysmal sac of somewhat triangular

shape, which involves the front wall of the aorta underneath the

pillars of the diaphragm. These are pushed forward and expanded

over the sides of the sac, while the central tendon runs round its

upper part. The wall of the coeliac axis has not escaped; it is

dilated and displaced to the right side. The superior mesenteric

and renal arteries are not involved. The opening from the aorta is

about an inch in diameter, and the coat of the vessel is much
diseased both above and below it. The heart is of normal size

and the valves healthy.

These parts were removed from a man 33 years of age, who had
Buflered from radiating pains in the back and left side, with numbness
down his left leg, for more than two years. He gave a strongly rheu-

matic history, but none of syphilis. "With the exception of pain down
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the left leg there were no symptoma worthy of note. He had no

rigidity of the psoas muscle or difficulty in walking. He died

suddenly whilst sitting in bed from rupture of the sac into the left

pleura, which was found nearly filled with blood. A bruit was heard,

and a correct diagnosis made some days before death. The bodies

of the eleventh and twelfth vertebra) were eroded, the latter deeply.

The case is merely brought forward on account of the posi-

tion of the sac beneath the pillars of the diaphragm—a somewhat

rare situation. The specimen is placed in the Museum of the Royal

College of Surgeons, 1675 B. December 5th, 1876.

15. A determining cause of inflammatory arterial disease.

By Arthur E. J. Barker.

mHE specimen I have now the honour of placing before the Society

i is one removed ten days ago from the body of a man, aged

about 27, who died apparently of septicaemia twenty days after

amputation of the left leg below the knee on account of spontaneous

gangrene coming on suddenly. He was a driver of a railway van by

occupation, and of rather intemperate habits.

The first point I would notice in this specimen is the remarkable

bilateral symmetry displayed in the occurrence of the diseased

patches in the arterial system. Before removing any of the arteries

from their bed, and while they were freely exposed, I had the aorta

slit along its anterior aspect from commencement to bifurcation

;

then the common and external iliacs, femorals, &c., downwards,

always carrying the cut along that aspect of the vessels opposite to

the side upon which they rested in their bed. Of course, then, on

arriving at the popliteals, the vessels were opened on their posterior

aspect. The arteries were now slit up from the origin of the aorta

to that of the tibials and their coats laid out flat, when the following

appearances presented themselves in the most forcible manner :

—

Above there was very little trace of disease, one only of the aortic

valves showing a patch of atheroma. Then coming to the common
iliacs, there was distinct disease in the form of circumscribed raised

plaques of gelatinous or pulpy thickening of the internal coat, the
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result of inflnininatory liyperplaHia. This was only seen on the

poaterior surface of the vesacl, the latter being perfectly healthy

anteriorly. It was very well marked on the right Hide, slightly so on

the left. Erom this point onwards the vessels were apparently quite

liealthy until they passed over the pubic bono; hero (exactly at the

same spot on both sides) w\is a distinct patch of the same gelatinous

or pulpy thickening of pearly-grey colour about the size of the

thumb-nail. These plaques corresponded exactly to the spot at

which the vessels lie and pulsate against the pubic bone ;
anteriorly

they were perfectly healthy and for the rest of their circumference.

In the remainder of their course the vessels had more or less of

this same disease, but still chiefly along the side upon which they

lay in their bed, until in the popliteal space, where they rest against

the hard structures of the knee-joint, there was a large amount of it

to be seen on the right side, for the most part on that aspect of the

artery resting against the joint, and in the left leg a small aneurysm

bulging distinctly and for the most part towards the joint. This

aneurysm was blocked up by clot, faintly laminated externally and

filled with soft diffluent coagula.

I may mention, as regards the limits of the disease below, that

it gradually faded out at almost the same height in both tibials
;

on the left side namely, about five inches above the ankle and at a

point not quite so low down in the right leg.

A most interesting fact at once strikes us here, and one which I

pointed out to the attending students as offering one explanation

for the cause of atheromatous disease in arteries, not hitherto

emphasised as far as I knew ; it is this—wherever the vessels

pulsated against a hard structure of distinctly limited area, there

they presented a patch of pulpy thickening exactly corresponding

to the area of the hard substance struck, the rest of the circum-

ference of the vessel remaining to all appearance perfectly healthy.

Thus, in the common iliacs there was on the left side a mere trace of

disease on the posterior surface of the vessel (the rest of its circum-

ference being quite sound), while on the right there was a distinctly

circumscribed elongated plaque, limited to the posterior aspect of

the vessel. And why on the right side and not on the left?

Because, as could be distinctly seen here, the artery lies directly

against the lumbar vertebra) on the right side, while on the left it is

borne off it ^ulliciently by the psoas muscle. Again, under Poupart's

li"rament there was not a trace of disease in the whole circumference
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of the feniural vessel, except at that spot where iii pulsathig it

impmgcs against the pubic bone, where there was a greatly raised

plaque of pearly colour of about the size of the thumb-nail and

distinctly circumscribed. Further, although from this spot down-

wards the vessel was more or less diseased throughout, still most of

the gelatinous thickening was in that aspect turned towards the

harder structures until, in the popliteal si)ace on the right side, there

was a great mass of the pulpy swelling much more marked on the

joint ai^pcct, and on the left an aneurysm distinctly springing chiefly

from the same aspect. It will occur to every one that the positions

of the centres of disease are now altered from the posterior wall of

the artery to the anterior. Above, in the common iliacs and femorals,

the plaques were ou the posterior surface ; below, in the popliteal,

the disease is mainly in the anterior wall, and I have no doubt

when it first sprung up was distinctly limited to that aspect of the

vessel. And 1 think that every one will agree with me in ascribing

that fact to the relation of the artery to the hard structures it lies

against in different parts of its course in this case.

Another point which appears to me of sufficient interest to dwell

on here is our meeting with so many separate, distinctly limited

patches of arterial disease in its very earliest stage, that, namely, of

puljDy or gelatinous thickening. These, when fresh and unaltered

by spirit, were of a pearly, faintly pinkish colour, semi-translucent,

and much and abruptly raised, contrasting markedly with the

unaltered arterial coat around. At no spot was there any unmis-

takable evidence to the naked eye of the presence of fatty degenera-

tion in the substance of these plaques, which I regard as formed by

the recent hyperplasia of the internal coat due to a low form of

inflammation; the view generally held, I believe. In short, they

were not atheromatous patches at all, although had the young man

lived they would probably have become so in time or undergone

calcareous degeneration.

These few facts, sir, may have, I venture to hold, an important

bearing upon our views in regard to the etiology of atheroma. The

opinion most generally held now as to its causation would appear to

be that it results from overstrain of the arterial coats, producing a

low form of inflammation, the products of which may either undergo

fatty or calcareous degeneration, or first the former, and then,

following it, the latter. Few will deny that this is a very sound

yigw, and supported by a series of very welKknowji facts, which it is

I
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nccdlcsM io oinimcralo; but it appearn to mc that aiiotlicr caunc lias

been ovorlookcd, and lliat Isfriciion ov jarring of the arterial vviilia

at certain points. Perhapn some will call the latter but one of the

factors in overstrain, l^e that an il may, I cannot find in any book

or treatise (and I have cooHultcd several in German, French, and

English) any allusion made to the impulse of the vessel against hard

structurea as a delernnning cause for the occurrence of disease at

particular spots. In this particular case, at all events, I think I am
warranted in believing that this striking of the artery against hard

objects undoubtedly determined the position of the centres of disease.

The only fact mentioned in books bearing at all on the question is

this, that where a vegetation hanging on an aortic valve strikes the

wall of the aorta during systole of the heart, there an ulcer is some-

times found. The formation of the white patch on the anterior

surface of the heart where it impinges against the walls of the thorax

has some bearing upon the question, but only indirectly.

I would beg leave to call attention to another point which, I

think, bears me out in my view that the impulse of the arteries

against hard substances is a predisposing cause for the occurrence of

inflammatory hyperplasia leading to atheroma at particular points

;

it is this :—I think I have observed that in those cases in which

there is a limited amount of disease in the basilar artery, it is usually

confined to the under surface of the vessel where it beats against the

bone. I should feel greatly obliged if those members of the Society

whose experience is larger than my own would express themselves

on thia point. The position in which aneurysms are most frequently

found seems also to have some bearing on this view, namely, at

points where arteries are closely applied to bone, e. g. arch of aorta,

subclavian, iliac, femoral near its pubic portion, but not so often in

its farther course, where it has soft relations ; then, again, the

popliteal, where the anterior relations of the vessel are hard. The
tibials, so far as I am aware, are very rarely aflfected with aneurysm.
It would be interesting to know for certain whether the right or

left common iliacs are most frequently aifected, considering the fact

that the right rests more directly against bone. Again, we rarely meet
with aneurysms in the soft parenchymatous organs where the arteries

have nothing hard to impinge against in their pulsations, though
we do meet with simple fatty degeneration of the arterial coats.

I do not for a moment mean to say that atheromatous weakening
will not take place at parts of the arteries which do not pulsate
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against bono ; but I think it would appear as if the disease has

started from such points more frequently than is recognised, however

far it may afterwards have extended.

In conclusion, sir, I feel that much more might be said upon this

subject, but should bo sorry to trespass any further upon the time

of those who have done me the honour of listening already so long

and patiently to my very imperfect report. October VIth, 1876.

16. Ruptured axillary arteryy with formation of true bone callus

at the site of rupture.

By H. G. HowsE, M.S.

JC—, aet. 86, a fitter, was admitted into Q-uy's Hospital on

• September 29th, 1876. About half an hour before admission,

while riding in a cart, the horse fell and he was thrown out. As he

went over the side he caught at the rail of the cart, and clung to it

as long as possible, but was forced to leave go just as another cart

came up. The wheel of the second cart passed over and lacerated

his right hand, and then obliquely across his right shoulder and

collar-bone.

On admission there was a blood tumour about the size of a large

orange in the axilla. This exhibited no signs of pulsation, nor

could any be detected in the bronchial, radial, or ulnar arteries
;

pulsation, however, could be felt in the subclavian and in the

axillary as far as its second portion. The middle and fore-fingers

of the right hand were badly lacerated and the two terminal

phalanges fractured.

The limb became cold in the course of an hour after admission,

in spite of the cotton wool in which it was wrapped. On touching

the arm no sensation was apparent in the supply of the median and

ulnar nerves, but there was some hyperaesthesia in the course of the

internal and external cutaneous nerves. The back of the right

elbow was also considerably bruised. Before amputating any

portion of the damaged member it was deemed advisable to wait

for a few days to see to what extent the collateral circulation would
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supply llio place of the obstructed vessels. To ease the pain m
the shoulder a quarter of a grain of morj)hia wan subcutaneously

injected.

September 30th.—Limb slightly warmer. Shoulder very paijifiil.

There is a dark blotch on the middle of the outer part of the fore-

arm, which appears very like the commencement of gangrene.

Temp, in left axilla 99° Fahr.

October Ist.—Temp, (in left axilla) 101"2°. A large bleb formed

over the blotch on the forearm.

2nd.—Temp. 100°. The injured limb, although still very cold, is

distinctly warmer than it has been, and sensation has partially

returned to the fingers supplied by the median nerve. The bruised

elbow is red, swollen, and painful, and there is a red line of

absorbent inflammation running up from the injured finger.

3rd.—Temp. 999°. Sensation returned to the fingers supplied

by the ulnar nerve. The axillary swelling has diminished very

much in size, and the skin over it is tinged yellow. The red line

of absorbent inflammation has disappeared from the injured arm.

No pulsation could be detected in bronchial, radial, or ulnar arteries.

The blotch on the forearm, which appeared so much like com-

mencing gangrene, has diflfused itself, but is now evidently ab-

sorbing.

In the course of the nine following days the patient continued to

improve. He recovered the use of the uninjured fingers, and the

injured ones began freely to suppurate. The collateral circulation

became more completely established, and it was interesting to note

that, as the blood-supply became perfectly established, the pain in

the part ceased. For example, the painful region was first about

the elbow, and when this got better the painful area swept down
the arm to the wrist-joint, whence it disappeared last. The average

body temperature was 99" 5°. No pulsation could be detected in

any of the arteries below the injury at any time.

On the 13th a change for the worse took place. The temperature

rose to 101'6° ; the patient had slight rigors, headache, vomiting,

with furred tongue, &c. On examining the axillary swelling it was

found red and softening. To be poulticed.

The next day chloroform was given with the view of opening the

axillary abscess freely and amputating the fingers. On removing

the poultice from the axilla, and the cotton-wool from the arm and

hand, however, it was found that the swelling had burst an hour or
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two previously. Tho opening was therefore only enlar<<ed. The

fore-finger wan found granulating, but the tendon.s were wloughy

and exposed as low as the metacarpal bone. It was therefore

amputated, the head of the metacarpal bone being taken away.

The middle finger was also amputated through the first phalanx.

The whole was done under the carbolic spray, and gauze dressings

were applied.

The patient, however, did not improve. The temperature varied

between 101° and 102*5°. The tongue was furred, the bowels with

a tendency to costiveness, the face flushed, and he complained of

much headache.

On the 17th it was noted that the patient had become restless

and that he squinted.

On the 18th the sutures were removed from the fingers, which

were found in great measure united by primary union.

During tho following days he became worse. The squinting

became more marked, and he complained of almost incessant head-

ache. He was delirious during the night, although conscious

during the daytime.

On the 22nd pneumonia of the right base was diagnosed, and on

the 24th he died.

Post-mortem examination.—Brain healthy. Right pleura adherent

by tough membrane. Eight lung : lower lobe consolidated, sinking

in water, only slightly granular, but soft. Mediastinal glands

pigmented, but not swollen. Heart normal. Liver rather granular,

but there was no other visceral lesion.

"When the axillary artery was dissected out it was found for

about an inch of its length imbedded in a very tough mass of tissue,

which involved also the median and ulnar nerves. These nerves,

however, merely ran througli the mass ; tliey were dissected out

subsequently uninjured from it. The axillary vein was involved in

the same mass, but it also was dissected out uninjured and pervious.

On the other hand, the axillary artery was completely obstructed

by fibrinous clot, which projected at either end into the still

pervious portion of the artery as a free rounded thrombus. This

clot had only contracted very slight adhesion to the arterial waU,

except just at the rupture, where it was pretty firm. The centre of

the injured portion of the artery was just opposite the point of origin

of the subscapular branch, which was pervious within half an inch of

the iujury. The whole of the injured portion was very firm an^
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vesistiiif::, as if formed of sonu' material harder than mere inflamma-

tory coniu'ctivL' tissue. When cut open it grated under the knife,

and was theu seen to present ihe naked-eye appearances of can-

cellous bono.

At firwt sight it api)eared as ii' tlu; canal of the artery (though

obstructed witli clot) still existed ; but close examination showed

this not to be the case. The torn proximal end of the artery tailed

olf, and was lost in the surrounding dense connective tissue ; the

distal end was more difficult to trace. It was also difficult to trace

the exact relation of the arterial coats to the bony mass, but it

seems quite clear that in one or two places the bono is produced in

tissue which represents and springs from an altered condition of the

middle coat ; elsewhere the ossifying material appears to have spread

into the external coat and surrounding connective tissue. The

greatest thickness of the ossification is about a quarter of an inch.

Microscopical examination.—On making a section from the ossify-

ing part, and putting it in glycerine under the microscope, it was

seen with a low power to present numerous trabeculae of bony

tissue, running more or less parallel with each other and with the

cavity of the artery. These trabeculae were greyish in colour (by

transmitted light) and enclosed irregular spaces between them.

With a magnifying power of 250 diameters the trabeculae presented

exactly the appearances of the same parts in the collar of a recently

fractured bone ; they were studded with oval cells, shooting out into

angles and processes, just like immature bone-corpuscles, and

arranged with their long axes mostly parallel with the trabecula.

In the spaces were numerous embryonic cells, held together by

fibrillated tissue, and groups of larger granular cells, varying in size

from To'cy^th to 3^(yth of an inch in diameter. Many of the largest

of these cells contained oil, and in one distinct bundles of crystals

were seen. Here and there, scattered in the connective tissue

filling the space, were lumps of amorphous, slightly yellowish

material, apparently fibrin in process of absorption ; and occasion-

ally in the trabeculae irregular masses of reddish-yellow pigment

were to be seen, most probably derived from the degeneration of

blood-corpuscles.

JiemarJcs.—True ossification of the wall of an artery is an exceed-

ingly rare thing, and I have not been able to find any recorded case

exactly similar to this, though one or two cases of ossification in the
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wall of an aueuryMinal wac (moHtly about the innominate artery) are

on record. Nearly all the caHCa of oswification of arterieH, of vvliich

80 many have been published in past years, are found on perusal to

have had no microscopical examination made of the so-called bony

plate, but as this plate is nearly always described as being associated

with atheromatous degeneration immediately surrounding it, it may

fairly be assumed that the supposed ossification is rather a calcifica-

tion of some degenerating products than a growth of true bone-

tissue. In the present case the possibility of some transplantation

of a small portion of the periosteum of the clavicle was suggested,

but this bone was quite uninjured, and the distance of the injured

part of the artery from it seems to make this hypothesis quite

untenable.

No explanation was found at the post-mortem examination for the

squinting, nor for the severe cephalalgia which the patient had

during the last few days of life. Although many things in the

nature of the case would make septicDBmic poisoning a likely cause

of death, yet no evidence of this state was found anyvvliere, neither

in the lungs nor in the shape of the usual hsBmorrhagic spots on the

serous membranes.

In explanation of the state of the lung it should be mentioned

that, six months prior to admission, he had suffered from a very

severe attack of pneumonia, from which he had been ill for three

months. The firm pleural adhesions may, therefore, be assigned to

this attack, and death must be considered due to the second attack

of pneumonia occurring in an already weakened lung.

JDecemher 5th, 1876.

17. Aneurysm of superior mesenteric artery compressing both

renal arteries / death from renal coma.

By J. BuENEY Teo, M.D.

THE history of this interesting speqimen is as follows :~A man,

ret. 52, came as an out-patient to King's College Hospital on

the 5th December last, complaining chiefly of pain in the epigastric
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region and in Iho Bmall of the back. lie Imd becni HufTcring more

or IcBH for six monthH, and so Hovorcly at tiincH that ho had been

obligCMl to ** hiy-by " for poveral weeks at a time. He Htatcs that

llio pain began in the back, and ho was treated for lumbago, but

that afterwards it " shifted," and then he had a severe pain " across

the stomacli." This was relieved by mustard poulticing, and the

pain again shifted into the back. In answer to a suggestive

question, he said he had felt a " beating" in the epigastrium all this

time.

These symptoms were alleviated by rest in bed, and he resumed

his work about the end of August. After continuing at work for a

month he was again laid-up for a fortnight with the same symptoms;

he again returned to his work and kept at it until about three weeks

before his application at the hospital, when he was obliged to give

up from excessive pain, chiefly in the epigastrium.

AVhen he applied as an out-patient he was also complaining of

severe headache, frequent vomiting, and considerable emaciation.

He was a tall, strongly built man, but his complexion was

sallow, and he had a tired, worn look. His family history was good

;

his father lived to be eighty-three, and his mother was still alive

at seventy-seven, and he had three brothers and four sisters, all

healthy.

His occupation for the last thirty-six y€»rs had been that of an

engineer, and at times he had very heavy work, lifting heavy

weights, &c. He had been in the P. and O. Company's service, and

then drank a fair amount of beer and spirits. Never remembered

any particular strain. Twelve years ago he contracted a hard

chancre, and he had a good deal of trouble subsequently with

secondary and tertiary symptoms. There were still on one leg

imperfectly cicatrised sores. Never had any other illness or

accident.

On examination a pulsating tumour could be distinctly seen and

felt m the epigastrium. It was situated about an inch and a half

below the margins of the ribs, and in the median line and a little to

the left of it. It could be grasped by the fingers through the

abdominal walls, and was easily ascertained to be a globular, expan-

sile, pulsating tumour about the size of a Tangerine orange, or

rather larger. It appeared to be so close to the abdominal surface,

and was so clearly circumscribed, that we were at once disposed to

regard it rather as an aneurysm of one of the branches of the aorta
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than of that vessel itself, and it was ho high up we naturally thought

of the coeliac axis. Over the tumour, and to a little distance

around it, there was a dull note on percussion, and on auscultation

a soft but distinct systolic bellows sound was audible. The heart

sounds were normal. He was urged to come into the hospital so

that he might have perfect rest in bed, and the seriousness of the

case was pointed out to him, but he preferred to remain as an out-

patient.

On December the I7th, however, having suffered considerable

increase of epigastric pains, he came to the hospital and anked to be

admitted. He was then sufl'ering much from headache and

vomiting. The tumour appeared to have decidedly increased in

size, the pulsation seemed stronger and more widely diffused, and

the systolic bruit was much louder and harsher.

On the morning of the 18th he still complained of severe headache

and vomiting, and at half-past 4 on the same day he had an

epileptiform attack, with general convulsions and slight foaming at

the mouth, which lasted about five minutes. At 5 o'clock he had

another, at half-past 6 a third, and at half-past 8 a fourth, the

convulsions increasing in intensity with each successive attack, and

conthiuing from five to fifteen minutes. He recovered conscious-

ness slightly after the first attack, but never spoke after the

second. He did not, however, at once pass into a state of complete

insensibility, for he was able to swallow food and would gather

the bed-clothes around him if they were disturbed. There was

no hemiplegia.

On the 19th he was still unconscious. The bowels were relieved

by enemata, and, as no uri?ie had been passed, about four or five

ounces were drawn off by the catheter. Pupils were equal.

On the 20th he had two attacks of convulsions, one lasting fifteen

minutes, the other five.

On the 21st the coma was more complete. During the night he

had had more convulsions, but not so strong as on the previous occa-

sion. Some rigidity of the right upper extremity was noticed. He
had severe attacks of hiccough from time to time. Pulse fairly

strong, 100. It was stated that he had passed some urine

in the bed unconsciously, but on passing a catheter only twa

or three drams could be collected, and this contained about two

fifths albumen. He died on the morning of the 22nd.

At the post ^mortefn examination the specimen which is presented
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to tho Society was removed from the body. There ia an aneurysm

sprinu^ing from llio anterior surface of the abdominal aorta corre-

sponding exactly willi and involving; the ori«j;in and commencement of

tlie superior inosenteric artery, and this artery is continued from its

anterior and upper part. It is globular, and about two inches in

diameter. It is so placed with regard to the renal arteries that, as

it has increased in size, and probably in solidity, its extension down-

w^ards and laterally has led to the complete compression of both

renal arteries for some little distance from their origin. The orifices

of these vessels, as seen from the interior of the aorta, appear as long

slits, one on each side of the orifice of the aneurysm and a little

below it. The opening into the aneurysm itself is elliptical and

about the size of a shilling, and is placed just below the orifice of

the ca^liac axis, between it and the renal arteries. It is nearly

closed by fibrinous coagulum. The walls of the aorta itself, and of

the other abdominal branches, seem perfectly healthy.

The interior of the aneurysm is filled with layers of laminated

fibrine and blood clot, and there is a distinct channel continued

from the orifice of the aneurysm along its upper wall to the trunk

of the superior mesenteric artery.

The brain was perfectly healthy, and there was no noteworthy

disease in any of tlie other organs.

HemarJcs.—Aneurysm involving the superior mesenteric artery is

a disease of rare occurrence (at the origin of this vessel extremely

rare). I find but two cases on record in the ' Transactions ' of this

Society, one in the eleventh volume by Dr. Wilks. This was

situated at the lower end of the vessel, and caused death by ruptur-

ing into the peritoneal sac. The patient had had acute endocarditis
;

there was much disease of the aortic valves and abundant evidence

of embolic plugging in the spleen and kidneys. Dr. Wilks calls

attention to the question whether such an aneurysm is caused by

embolism or is dependent on local disease of the vessel connected

with acute rheumatism. The question of embolic origin is also

raised by Dr. Ogle in recording the only other case in our * Trans-

actions,' viz. in the eighth volume. This was an aneurysm about the

size of a hazel nut on the trunk of the vessel, and which also caused

death by bursting into the peritoneum. In this case also there was

disease of the cardiac valves, with recently formed fibrinous granu-

lations on their margins. Dr. Ogle gives references to four other

7
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cases, which, he says, are the only ones he was able to find on record

in Englisli medical periodicals.

But the chief point of interest in my case is its mode of termina-

tion, and T doubt if there is any other case on record of an aneurysm

of one of the branches of the abdominal aorta compressing both

renal vessels, and causing death by uraemic intoxication. The

pressure on the renal arteries which led to the onset of the renal

convulsions and coma was doubtless determined by some somewhat

sudden expansion of the sac and clotting within it.

April Srd, 1877.

17. Aneurysm of common femoral artery at its bifurcation, with

sac reaching up to spine, probably due to embolism ; ligature

of external iliac artery ; disease of aortic and mitral valves ;

ulcerative endocarditis ; embolic patches in spleen and

kidneys (reported by Mr. H. Lancaster).

By Thomas Bryant.

JAMES B— , set. 29, was admitted into clinical ward, Guy's Hos-

pital, on the 15th November, 1875, under the care of Dr. Wilks.

He was engaged in a corn warehouse, which necessitated his

lifting heavy weights at times.

He had suffered from rheumatic fever three times, the first

attack being in the year 1866 and the last 1870. Ever since the

first attack he had been troubled with shortness of breath, but not

severely. Six months before admission he was laid up with fever

of some kind and bronchitis, and since that time his health had not

been good. He had always been a temperate man, and had

never contracted syphilis. For the last four years he has had a

pain m his right groin at intervals, with some swelling, which

disappeared again, but this appeared to be due to glandular enlarge-

ment.

His history of his present trouble was not very definite, but he

stated that three weeks before his admission into Gruy's he

stumbled in getting out of an omnibus and shook himself. A
day or two after, he felt a pain in his right groin, but the pain

was not severe, it continued however, and four days before admis-
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Bion he discovered a pulsating swelling in his right groin. The pain

and swelling then became worse, and prevented him from moving

his leg. Constitutional disturbance followed, he lost his appetite

and became feverish and unwell.

AVhen admitted he was somewhat emaciated, with a flushed face

and anxious expression. His lingers were clubbed and nails

curved ; his skin had a pale and sallow cast. In the right groin

was situated a hard, pulsating, not fluctuating, tumour, and the

pulsation was of a dilating character. The swelling commenced
an inch above Poupart's ligament, apparently passed beneath it,

and extended to about two and a half inches below, where it

terminated abruptly. Pulsation seemed to be confined to the

portion below the ligament. Situated over the tumour were some

enlarged lymphatic glands, and there was also what appeared to

be the femoral artery running superficial to it ; in this there was a

distinct thrill, but it did not appear in the remainder of the

pulsating swelling. On auscultation there was a double bruit heard

over the swelling, resembling that heard over the aortic valves.

Over the left femoral artery this bruit did not exist, a systolic

murmur alone being indistinctly audible. There was pain of an

aching character in the tumour, which was aggravated by movement,

and limited to it. There was also tenderness, but this was much
greater in the non-pulsating part situated above Poupart's liga-

ment. The man lay with his right thigh a little flexed, and in this

position it was fixed on the pelvis. There was some swelling

of the whole of the right lower extremity from obstruction to

the venous circulation
;
pulsation in the right posterior tibial was

much weaker than in the left, and that in the anterior tibial

was hardly to be felt. On making pressure over the external

iliac artery above the tumour it was found that the tumour
partially emptied. His tongue was clean and moist. Liver dul-

ness began at seventh rib, and extended below the costal margin

for about two inches. He had a little cough. Eespiration

30, abdominal. E-ight apex breath sounds are harsh, and vocal

resonance was increased a little. There was also impaired reson-

ance on percussion. Heart's dulness commenced at fourth rib

above, and internally extended to the middle of the sternum.

The apex beat was behind the sixth rib, an inch and a half external

to nipple line. The impulse was heaving and forcible, action

regular. At the base there were two bruits to be heard, systolic
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and diastolic ; the latter was conducted downwards along the

sternum, and also towards, but was not heard at, the apex. The

first sound at the apex was loud and booming. The pulse was

114, characteristically " water-hammer," full and jerking, regular.

Urine pale, sp. gr. 1020, containing neither albumen nor sugar.

It deposited urates copiously. Temp. 99"7°. He was ordered saline

mixture three times a day, and Dover's powder at night.

November 16th.—The pain in the swelling was about the same,

but extended down the anterior and inner part of the thigh as far as

the knee, although there it was not so severe.

17th.—Painless. Temp. 100°
;
pulse 120.

18th.—The pain in the tumour had increased. There was rather

less pulsation in it, and it did not increase in size. The thrill in

the artery running over it was distinctly diastolic.

19th.—The pain seemed to be relieved when he was in a sitting

position. The pulsation was very slight, but the artery was more

distinctly made out to be running over the swelling ; in this the

thrill was synchronous with the pulse.

20th.—The swelling was smaller, and did not pulsate ; otherwise

he was the same. Temp. 1004°
;
pulse 114.

23rd.—Mr. Bryant saw the case with Dr. Wilks, and was

inclined to think it an abscess coming down beneath Poupart's

ligament and the iliac fascia, fluctuation being so distinct in the

portion of the tumour above the ligament, and the swelling being so

clearly beneath the iliac fascia.

25th.—The swelling had increased in size and prominence ; it

was hard and fluctuating, indistinctly pulsating.

29th.—The swelling had continued to increase, the circumference

of the right thigh measured 22 inches at the largest part, while the

corresponding part of the left thigh measured 13^ inches. Pain was

just as severe. His expression indicated much sufi'ering, and his

skin was anaemic and sallow, but the cheeks and ears were livid.

Temp. 100 G° ; pulse 135. Mr. Bryant as an exploratory measure

introduced a grooved needle into the swelling below the anterior

superior spinous process of the ilium, the patient being under

chloroform. A Kttle dark blood escaped, consisting of perfect

corpuscles, the white being in excess. There was no evidence of

disintegration in them. The diagnosis of a ruptured aneurysm w^as

there formed.

30th.—The pain was still the same, and swelling was increasing

;
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the foot nlno was colder than the opposite one. The patient

was phiccd under the influence of ether, and the operation of

ligaturing the external iliac artery was performed in the usual

manner. Mr. Bryant, however, instead of dividing t]i(3 trans-

versalis fascia, scratched it through. There was but very little

bleeding. Upon recovering from the effects of the anaesthetic

the man complained of much pain in his thigh and groin, and

for this he was given one third of a grain of morphia subcutane-

ously, but it did not much relieve him. He was also ordered

5j Sp. Amnion. Arom. every two hours after the operation. The

pain continued, and he had retention of urine, for which he was

catlieterised. During the evening he complained of pain all over,

and said he was going to die. In this state he remained until

4 a.m. on December 1st, when death took place fourteen hours after

the operation.

Post-moHem examination by Dr. Goodhart.

The brain weighed 54 oz. Growing from the dura mater and

attached to the junction of the falx cerebri with the tentorium

was a tumour 2 by li inches. It lay in a bed hollowed out for

itself between the two hemispheres and upon the corpus callosum,

w'hich it had flattened and stretched out, so that its transverse

fibres showed well by being elongated and somewhat separated.

On removing the brain the tumour remained firmly attached to

the falx, of which it really formed a part. One would have thought

it would have exercised considerable pressure upon the venae

Galeni and straight sinus, but there was not the least distension of

the ventricles, and the choroid plexus of lateral ventricles looked

quite natural. The tumour was yellowish and very firm, with a

sublobulated exterior. It cut in a very firm manner, and the

section looked in parts greyish, like a sarcoma. Under the micro-

scope a very large quantity of fibrous tissue was seen w4th a

quantity of very delicate connective tissue, almost mucous tissue

from its delicacy. With a number of small nuclei, and, in addition,

scattered throughout the tumour, in some places thickly, in others

sparely, were globular bodies with a thick cortex of concentric

rings of fibrous tissue enclosing a bundle of what appeared to be

small cells. They were perfectly round, and none of them had,

as could be seen, any calcareous matter in them. The mem-
branes were thick, and coloured a dark brown from old extra-

vasation of blood. The brain substance was sunken in at this



102 ORGANS OB' CIRCULATION.

part, and on eection the white matter of the brain beneath was

rather extensively degenerated, extending into the aubHtance till

just touching, but not yet invading the corpus striatum. The spot

exactly was the front part of the third left frontal convolution.

The brain substance was extensively changed into granule masses,

but I saw no hsematoidin crystals. A further examination of the

tumour showed that it was very vascular in parts. The substance

of the tumour was a spindle-cell sarcoma.

There were old adhesions about both pleura).

Lungs were healthy, but oedematous.

Larynx healthy.

The heart weighed 21 oz.

Left auricle.—Muscle was very thick, cavity not dilated. Mitral

valve was small at the auricular ring, and surrounded by some

tough vegetations, some recent, some old.

The chordaB tendinea) w^ere thick, and the aortic flap had a large

ulcer with recent lymph upon it, due to the friction of a large tas

of vegetations from one of the aortic valves. The aortic valves

were very diseased, thick, and adherent to each other, and fenes-

trated between the adhesions. The meeting edges were much

altered in form by thickening of old date and recent vegetations

upon them. The aneurysm was removed entire.

Fluctuation due to extravasated blood was obtained from the

middle tliird of thigh to the hinder part of the iliac crest when

the abdomen was opened, thus accounting quite sufficiently for the

rigidity and flexion of the leg that had been observed during life,

accounting also for the symptoms of psoas and iliac abscess which

had been one of the special features of the case.

After hardening in spirit.—" The blood swelling, now hard and

solid by the action of the spirit, extends from the crest of ilium

downwards and inwards in the direction of the psoas and iHacus to

the inner side of the thigh, beneath the iliac fascia, and under-

neath Poupart's ligament, some ten inches in length. In its whole

length it produces a bulging of considerable size, pushing the upper

part of sartorius forwards and outwards and the adductors inwards,

the vessels and nerves of the thigh running tautly over the front of

the swelling. On slitting up the common femoral artery it is quite

entire, but at its bifurcation the deep femoral disappears in the mass

of blood clot to reappear a very short distance downwards flattened

out on the side of the sac beneath it. It thus appears that the
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nnoiirysm lias foniu'd at tlie bifurcation of tlie common femoral

artery in the posterior wall of the vessel, and has then bulged

backwards, that is to say, if there has been any aneurysm at

ail unaccompanied by rupture and extravasation of blood.

The external iliac artery has been ligatured close above Poupart's

ligament, and is full of clot for an inch or so above this, but not

quite to the bifurcation of the iliac. Below the ligament the artery

is pervious ; as is the profunda, except, perhaps, just at its origin.

The femoral vein is plugged by a recent thrombus for two inches

downwards from the junction of the profunda with it.

From the large size of the clot and the hardening process due to

the spirit it was impossible now to say, even if it had at one time

been possible, whether there was any trace of former embolism ; but

it is a significant fact that the disease occurs at the bifurcation of

the vessel in a young man with ulcerative endocarditis and emboli

elsew^here, and whose arteries in general were quite good. Can

there be any doubt that it was the direct result of an embolus ?

Surely, no.

TJlcerative endocarditis upon old heart disease ; aneurysm in calf

of leg at hifurcation of popliteal into anterior and posterior tibials^

prohahly due to emholism ; insertion of twenty feet of horsehair into

sac ; death five days suhsequently from heart disease (reported b}'"

Mr. A. W. Greene).—Wm. B— , a labourer, set. 33, was admitted

into Job ward, under Mr. Bryant's care, on the 21st October, 1873.

He had been subject to rheumatic pains, and his father had been

laid up for seventeen weeks with rheumatism. He himself had

been ailing for seven months after catching a cold. There w^as no

history of haemorrhagic diathesis, but his nose bled once every

month for about half an hour.

A fortnight before admission after walking a mile and a half,

when in the act of getting into a railway train he was suddenly

seized with a pain in his right foot as if it had been sawn in two.

As soon as he got home he noticed a throbbing in his right calf, and

some swelling of the foot.

AVhen admitted he presented a worn look, his right calf was

swoUen, the surface veins being full. Pulsation could be felt

through the whole thickness of the calf, with a radiating impulse.

The foot was cedematous, and the toes moved visibly from the

impulse above. The femoral was rigid, and tender on compression.
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The common carotidw beat forcibly, and there was strong pulnation

in the left popliteal space. There was a tq-and-fro aortic bruit, and

a systolic thudding mitral bruit.

During the nights of the 2l8t and 22nd his nose was bleeding all

night, and he had haemoptysis (clots).

2ith.—At 9.30 a.m. compression on femoral was commenced by

means of a weight. This was continued up to 8.40 p.m. The

tumour then gave decidedly less forcible pulsation. He bore

the pressure fairly. As soon as the weight was taken off he fell

asleep and slept till 1 a.m.

25th, 8.45.—Pressure was recommenced and continued to 9 p.m.,

during which time he complained of a burning feeling from the sac

down to foot, and also under the weight. There was still much

oedema of foot. Pulse 92 ; temp. 989°.

26th.—Pressure was applied for eight hours with tourniquet and

double pad.

27th.—The weight was applied for eight hours and the tourni-

quet five hours. He had no sleep during the night, his nose bled a

good deal, and he was twice nearly choked with clots. The

pulsation in sac did not appear at all diminished.

No pressure was applied again until the 4th November, the

sensation of burning and numbness having been very painful, but it

had much diminished, and on the 3rd of November he felt well

enough to get about but for his leg. The pulsation in the sac was

easily stopped by compressing the femoral, and there was much clot

in the sac.

4th.—Lister's tourniquet was fixed on at 11.45 a.m., and kept on

for nine hours, and for ten hours the following day.

6th.—He felt faint and weak, and was in a cold and clammy

sweat. There was no pressure attempted.

7th.—Lister's tourniquet was applied for 8i hours.

8th.—Ditto ditto 7i „

10th.—The patient's nose bled all night, the clots nearly choking

him. He did not sleep all night, and felt very weak. He was

ordered ten drops of the liquid extract of ergot three times a day,

and the following day there was no bleeding, but on the 12th

and 13th it came on again slightly.

14th.—It was thought that the sac was considerably harder.

The heart was quiet and the pulse stronger.

15th.—The tourniquet was applied 4 hours.
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IGili.—Tlio iourniquct was applied 4 hourH.

17lh.—Ditto ditto G „

18th.—Ditto ditto 4 „

10th.—Ditto ditto 4 „

IIo was unable to bear prcHsurc longer, and became very low

Bpirited, pain like pins and needles troubling him. He had an

injection of morphia given him with relief, but the pain came on

again next day, and was again relieved by an injection.

22nd.—Bleeding at the nose returned, and again on the 24th,

making him feel faint.

25th.—The patient was under the influence o£ chloroform. The

right leg was laid on its anterior side, and flexed at an angle of

about 135°. A very fine trocar and canula was passed into the

aneurysm, liquid blood escaping in a spirt. Black and white

horsehair was then passed in single hairs during this operation down

the canula into the sac, pressure being applied on the femoral.

The hair was pressed down with a probe ; thus about twenty feet

was passed in. Pressure was then taken off the femoral, and as

no blood flowed through the canula it was removed, a piece of gutta-

percha strapping being placed over the opening. The leg was

bandaged with cotton-wool. The anterior tibial could be felt

pulsating. Half an hour after the operation the pulsation had

diminished.

26th.—The sac was less expansive, but slight pulsation in it still

existed. The toes were warm, but he felt as though he had no foot on

his right leg, and complained of shooting pain over the punctured

spot. About 5.30 a.m. severe epistaxis came on, his lips and face

becoming very pale and anaemic. The heart's action was weaker.

He had shivering, thirst, and his tongue and lips were dry. At
1 o'clock he vomited. Temp. 105"5°.

27th.—Temp. 105*8
;

pulse 120. His face was flushed, capil-

laries injected ; feet cold, and tongue dry.

28th.—He was evidently sinking, and died about 8.30 p.m.

Fost mortem.—The heart weighed 18 oz. The right side was

healthy ; the left ventricle much dilated and moderately hyper-

trophied. The aortic valves were the seat of old disease, they were

puckered, thickened, and the left one hung down like a dog's ear
;
pro-

bably its friction had been the cause of acute endocarditis of the ante-

rior flap of the mitral, which was covered with red granulations and its

centre softened, so that a probe could be passed through it with the
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greatest ease ; there were also some small vegetations on the aortic

valves and in the septum below them. The aorta itself was elastic and

healthy, and free from atheroma ; the femoral artery was in the same

state, and so was the popliteal right down to its termination
; here,

however, there was an elliptical opening, its long diameter measuring

half an inch into an egg-shaped aneuryHm, which lay beneath the

Boleus muscle. Its walls were thin at parts, but it was perfectly-

circumscribed and full of clots ; in fact, the sac was nearly oblite-

rated all round its walls by huge laminated clots entangled in the

horsehair which had been introduced. The horsehair appeared in

the clot on section as a number of minute points. The posterior

tibial artery ran dowai in its deep surface, and was almost oblite-

rated.

The liver weighed 107 oz., was rather hard, and yellow.

The spleen was 40 oz., not particularly soft. A large yellow

infarctus, very hard and tough, and well defined, ran through the

whole thickness.

The kidney weighed 16 oz. The cortex was irregular, yellow,

and mottled.

Eemarhs.—These two cases have been recorded as examples of

aneurysm taking place at the bifurcation of an artery and secondary

to embolism. March 20th, 1877.

19. Cases of aneurysm from embolism.

By James F. Goodhart, M.D.

CASE 1.— A. lad of 18, of fair complexion, was admitted to Guy's

Hospital for the third time on September 13th, 1876. He was

under the care of Dr. Wilks. He had had rheumatic fever in the

spring of 1873, and since that time had been in and out of the

hospital for rheumatism. Once he had been under Dr. Frederick

Taylor for erythema nodosum.

For the last three weeks he had been confined to his bed with

general dropsy, and he was admitted with the illness which caused

his death. He had a loud mitral systolic bruit, irregular pulse, and
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a very diffusctl impulse of the heart. Urine lOOC, no albumen.

Totnporature DOG'^.

On October lib ilie splenic dulncHH was noticed to be increased.

The microscopical apj)ea ranees of the blood were normal. lie

wandered in his mind and had didiculty of speech. Eive days after

this, at the very time when I had my hand on his left radial pulse

counting its beals, it was suddenly arrested, and on examining the

region of the ulnar artery that artery also had stopped. This made it

certain that he was suffering, as had been previously supposed, from

ulcerative endocarditis and embolism, the last phase of which had

been the lodgement of a clot on the fork of the brachial artery and

plugging of the vessel there. He gradually got worse, with a good

deal of quiet delirium the last few days, but up to within a few

hours of his deatli he was quite sensible and spoke collectedly when
roused.

On inspection towards the commencement of the right Sylvian

fissure the membranes were stained of a dull brown, evidently from

some old extravasation of blood. About an inch along the fissure

was a small pea-sized aneurysm embedded in the brain substance

projecting from the under surface of the middle cerebral artery, just

as it split up into its terminal branches, and the latter coursed over

what was now the upper surface of the sac. Blood w^as exuding

from the sac on one side in small quantity. The sac w^as filled by
solid clot. On the opposite side, a little further on in the fissure

than that on the right side, was a much smaller dilatation of the

middle cerebral ; it also was full of clot. In both cases the clot was
black and recent in appearance, and without lamination. Tracing

the right Sylvian fissure onwards, a softened spot of brain was
reached at the bifurcation of the fissure, and beneath it w^as an
extensive cavity in the substance of the temporo-sj^henoidal lobe

full of partially decolorised brown clot and brown fluid. The clot

burrowed round the posterior horn of the lateral ventricle and round
its outer walls, so as to damage and tint the white matter in its roof

;

it had also softened and destroyed in parts the tail of the caudate

nucleus of the corpus striatum. The rest of the brain was quite

healthy—vessels, nerves, and substance. The parts around the

island of Eeil were healthy on both sides, except that on the right

the membranes were stained. The vessels were quite healthy except

at the two spots mentioned.

The pericardium was universally adherent. The heart weighed
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twenty-three ounces, the left ventricle being both dilated and

hypertrophied. The muscular tissue was pale, but not bad. The

left auricle was dilated, its posterior wall roughened by ragged-

looking vegetations, tough consistence, and pale appearance. The

auricular endocardium around was thickened and yellow. The mitral

edge was much diseased ; long, tough, stalactitic-looking vegetations

hung from its edge. One of these was nearly an inch long and of a

peculiarly beaded shape. Part of the free flap was quite loose by

means of ulceration and separation of one of the chordae tendineae

at the aortic edge of the valve ; around this spot the vegetations

clustered in force. No ulceration elsewhere. The right anterior

aortic valve had recent lymph on it, the other two were merely

thickened.

The left brachial artery was considerably distended at its bifurca-

tion, and on opening it up a white creamy fluid escaped like pus,

and having the microscopical features of pus. The lumen of the

vessel was dilated and its walls soft. No clot was now present in

the vessel. The stomach contained many haemorrhagic erosions.

The spleen weighed thirty-six ounces, and contained several large

infarcta, whicb had the peculiar feature that they were in the

substance of the organ, and not, as usual, on the surface. The liver

congested. The kidneys weighed sixteen ounces. They were large,

red, and mottled.

Case 2.—A man of 34 was admitted to Guy's Hospital under Dr.

Moxon's care on November 15th, 187G. He had had rheumatism

twice, the last time eighteen months ago. Since then he had had

dyspnoea and palpitation of the heart, with scanty urine and general

dropsy. Shortly before coming to the hospital the right side of his

face fell, and food collected between the gums and cheek. He lost

his speech and memory, and laughed at his wife without cause. He
was never completely unconscious.

On admission dilatation of the right pupil was noticed. No
evident facial paralysis ; numbness of the right side, but he could

distinguish between severe heat and cold, and he had paralysis of the

arm and leg. He recognised names when they were suggested to

him, but could not spontaneously call them forth. He laughed at

his own mistakes ; could write his name with ease. He had a systolic

apex bruit. The urine was sp. gr. 1010, and contained one sixth

albumen. The pulse was 80. Temperature normal. He improved,
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the hemiplegia recovering first in the fingers and then in the arm,

not in the leg. He was doing well when suddenly seized with con-

vulsions, and died quickly, the expiration ceasing some fifteen

minutes before the heart.

Inspection.—A layer of clot 2'" or 3'" thick covered the medulla,

pons, and diamond-shaped space beneath the arachnoid and

buried the nerves, and vessels. It extended along each Sylvian

fissure, but not in large quantity, though sufficiently so to obscure

the vessels. It was pretty well limited to those parts, and appeared

to have got there by escaping beneath the pia mater meshes at the

lower angle of the fourth ventricle. A small amount of clot extended

down the pia mater of the cervical cord. The left side of the brain

was swollen and its convolutions flattened, and at the inferior part

of the posterior central convolution, about on a level with or rather

above the point of junction of the Sylvian fissure with the fissure of

Kolando, was a brown discoloration connected with softening of the

grey matter underneath. Beneath this, though not very evidently

connected with it, and, indeed, appearing of older date, was a large

clot of blood, with considerable softening of the surrounding brain,

extending into the anterior lobe forwards and into the greater part

of the temporo-sphenoidal lobe behind. Horizontal section of the

clot and brain showed the blood was extravasated all round the

corpus striatum, and just damaged the outer part of the lenticular

nucleus. The clot had ruptured into the ventricle, and a moulded

clot filled the left lateral and the third and fourth ventricles. The
vessels in the Sylvian fissure were carefully searched for an aneurysm

without any result at first, but after maceration I was enabled to isolate

a small ball of ^oft brain substance with the vessels at the termina-

tion of the Sylvian fissure. This small ball seemed to me to be the

substance of the island of Eeil itself. Still further scraping and
washing showed that the small ball was an aneurysm of the middle

cerebral artery covered over by shreddy brain tissue. The sac was
filled by clot and opened straight into the large haemorrhage before

mentioned. The vessels were quite healthy everywhere else.

The heart weighed IG oz. Its wall was thick and its cavity

dilated. The mitral valve was much thickened, and one of its

chordae tendineae ulcerated through. The auricular wall was rough-

ened by recent lymph.

The spleen weighed 13 oz., was soft, and contained one large

embolus.
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The kidneys were 20j oz. in weight, and very good specimens of

large red kidneys turning into large white organs.

Case 3.—George B— , set. 19, was admitted to Guy's Hospital

under the care of Dr. Wilks, on March 1st, 1877. He had been in the

hospital in the previous year for a first attack of acute rheumatism,

and during his stay a double aortic bruit developed. Since that time

he has ailed more or less with pain in the heart and short breath.

He was taken ill again on February the 16th with pains in his joints,

and for this remained in bed for some days. On February 23rd he

was sitting up for the first time, when he suddenly fell down

insensible, and so remained for an hour ; when he came to he was

quite unable to speak or to move the right side.

He did not come to the hospital till five days later, and then his

condition was somewhat altered. He could now say what he wished,

though his speech was thick, and he hesitated a little when spoken

to. The right side was paralysed as to motion, but sensitive to touch.

The heart was evidently large, the impulse being two inches external

to the nipple. There was a double aortic bruit, and the pulse

corresponded with this in being soft, compressible, and splashing.

The urine contained one sixth albumen. He became delirious and

died. The temperature has unfortunately been omitted from the

report.

The body was that of a fair youth. The brain showed much

general old staining of brown tint over the whole surface, but it was

more marked over the left side and over the base rather than over

the vault. On the surface of the left hemisphere was a patch some

two inches in diameter of recent meningeal haemorrhage, which had

broken through from a large haemorrhage in its substance. This was

situated for the most part in the white matter outside and above the

lateral ventricle, except when it had broken through to the surface.

The temporo-sphenoidal lobe on this side was much softened,

extending far forwards to the surface of the Sylvian fissure near the

island of Eeil, though there was no actual softening apparent in the

island. The softening round the apoplectic clot was extensive, and

peculiar, in that it appeared to be more a change of the white matter

by infiltration of blood than actual destruction of the fibres. When
cut it retained its consistence and looked like brain matter, except

that its colour was changed to a deep brown. It was, however,

much softened when touched. The clot, about an ounce or so, was
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not all recent, some of it was partially decolorised. No aneurysm

could be seen at this part, and I further failed to find any after

a prolonged maceration of the clot and membranes immediately

surrouiuiing it in water.

The clot liad not destroyed any part of the optic thalamus or

corpus striatum ; so that the aphasia, if he really had true aphasia

which seems to me a little doubtful, must have been due to the

softening in the nciglibourhood of the island of lleil, and the

paralysis to the downward pressure of the extravasated blood upon
the central ganglia.

On the other side tliere was some induration of the posterior lobea

of the cerebrum extending inwards from the surface, and due to old

surface hiemorrhage, which had destroyed the grey matter in part

of the occipital lobes and in the convolutions of the longitudinal

fissure. The actual convolutions involved were the praecuneus and

the cuneus of Ecker.

The vessels of the base of the brain were all quite healthy looking,

except the posterior cerebral as it wound round the crus cerebri

about the middle of the gyrus hippocampi. At this part there was

a small pea-sized aneurysm in the course of the vessel. Its walls

were rather thick, and it did not appear to be as usual on the fork

of a vessel.

The heart weighed 20 oz. ; all its walls were thickened. The
muscle was a little fatty. The three aortic valves were all adherent

;

their edges turned back and thickened, and much distorted by old

and recent lymph. Long fibrinous vegetations were attached to the

valves, and smaller beaded ones extended down the ventricular

endocardium on to the surface of the mitral valves. There was at

present no actual ulceration.

The spleen weighed 32 oz. ; it was soft, but it did not contain any
infarcta.

The kidneys weighed 15 oz., and were in a somewhat advanced

state of epithelial nephritis.

In this case it, perhaps, must be left doubtful whether the cerebral

aneurysm was the result of embolism or was produced by the forcible

action of a large heart. No emboli were found in any of the viscera,

but inasmuch as the state of the valves was just such as would lead

to embolism ;
and that in this, as well as in the enlargement of spleen

with which it was associated, it corresponded with other cases of

cerebral and, indeed, other aneurysms ; and inasmuch as it occurred
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ia a young person without other arterial disease, it is probable

that here also, as in other cases, embolism and aneurysm had the

relation to each other of cause and effect.

Case 4.

—

Aneurysm of the dura mater, with old hcemorrhage

;

aneurysm ofthe ulnar artery ;fungating vegetations on the mitral valve;

pneumonia.—John W— , set. 50, an out-patient under Dr. Moxon's

care in 1872 for heart disease. He complained one day of swelling in

the forearm, and on examination a large, round, hot swelling was

there. He had noticed the swelling some five weeks, but only lately

it had got painful. He had had gonorrhoea, but never syphilis, and

though he had had rheumatism in the ankles he had never been

laid up with it, nor was he subject to it. He was admitted for this

as an abscess, but in a few days it began to pulsate strongly, and

the brachial artery was therefore subjected to digital pressure

under chloroform for seven hours. By this means the aneurysm

was cured, and he was allowed to get up. He looked very ill, and

he was therefore kept in the hospital, and while still in he was

seized with an apoplectic fit, and he died.

At the post mortem made by Dr. Moxon a small tumour about

three quarters of an inch long, and composed of laminated blood-clot

outside and recent clot within, w^as found on the inner surface of the

dura mater at about the hinder part of the second frontal convolution,

in the region of one of the branches (anterior) of the right middle

cerebral artery. Blood was extravasated round it on the surface of

the brain, and there was, in addition, a large apoplectic eflfusion in

the substance of the left corpus striatum. The cerebral arteries

were otherwise healthy.

The heart in this case weighed only 10 1 oz., and was natural in

all its external characters, so that the disease of the mitral valve

must have been of recent origin. The mitral was, how^ever, in an

extremely diseased state. Its edge was retroverted, and on it had

formed a large mass of vegetations, which appeared enough to close

the aperture of the valve. The mass was friable, and easily parted

with parts of its substance.

The systemic vessels were healthy.

The spleen weighed 5 oz., was of pulpy consistence, and con-

tained many embolic patches in it.

The kidneys appear to have been healthy, except for embolic

patches of large size and of several weeks' duration.
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Tho ulnar aneurysm was situated on the main trunk just beyond

the ulnar recurrent, and involved tho origin of the anterior inter-

osseous.

These cases were broiii^ht before tlie Society to prove that

embolism is a cause of aneurysm. I had thought that this was

alreatly sufficiently well recognised by pathologists, but, on stating

the facts as I conceived them to be accepted at tho present day, I

have been met with tlie criticism that evidence in favour of the

embolic source of aneurysm has not yet amounted to absolute proof.

I therefore looked up tlie facts again as recorded in various medical

works, and from whence I had got my information in great part,

and it is quite true that, though many cases are now on record

somewhat similar to those I exhibited, none of their authors seem to

have considered that they were undoubtedly due to embolism, with

some exceptions. Several years ago, indeed soon after Dr. Kirkes

published his original paper on embolism, Mr. JolifFe Tufnell

recorded a case, in the ' Dublin Medical Journal,' of an aneurysm

in the ham in a young man which he considered due to the plug-

ging of an artery. Since then Dr. Ogle (' Path. Soc. Trans.,' vol.

viii). Dr. AVilks (vol. xi), and Mr. Holmes (vol. xii), have all put cases

on record which they considered due to embolism, since they were in

young persons and associated with endocarditis. Since then many
other such cases have been shovsn, but all with no more than the

result that Mr. Holmes, in his article in the latest edition of his

* System,' writes that embolism is a probable cause of aneurysm. It

has, of course, long been known, and chiefly by means of a paper

by Sir "William Gull, in the ' Guy's Hospital Eeports,' 3rd ser.,

vol. V, that cerebral hcemorrhage in young people is generally the

result of cerebral aneurysm. The records of our Society enable us

to go still further, and say that cerebral aneurysm is generally

associated in young people with endocarditis. The cases of Dr.

"Wilks, Dr. Ogle, Dr. Church, Dr. Gowers, Mr. Holmes, and others,

abundantly prove this ; and I think that all these observations,

taken with such a case, for instance, as No. 1 of the present com-
munication,—in which a young man with large heart, ulcerative

disease of the cardiac valves and evidence of embolism in the

solid viscera, has three separate aneurysmal dilatations of arteries,

one of which, from its mode of observation, could hardly have

been produced in any other way than by embolism—the previous

observations taken with cases such as this I say take the questiou

8
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beyond one of prohabilitj/, and make it as certain as anything

can be.

But there is another point, and that is the mode by which

embolism leads to aneurysm. Mr. Holmes gives the very obvious

and reasonable explanation that the plug in the vessel causes

obstruction to the overflow of blood, and the vessel dilates

behind from the resulting increase of tension ; but to this it has

been not unfairly objected that if this is so it is curious, con-

sidering the large number of cases in which ligature of an artery is

performed, that aneurysm behind the ligature is not liable to occur.

Mr. Holmes replies to this by denying the fact. Aneurysm

behind a ligature does occur, but, he adds, rarely. It is, indeed,

sufiBciently rare to make it impossible to explain the occurrence of

aneurysm from embolism altogether in that way.

Ponfick (Virchow's 'Archives,' Bd. Iviii, 18731) gives another

explanation. He states that the detached embolus is calcareous

and spinous. Being lodged in a certain part of an artery, it

projects its spicules into the arterial coat and dilates it. It, at the

same time, does not occupy the whole lumen of the vessel, and in

allowing the blood to pass along it directs the stream against the

weakened wall, which, already dilated by the spiculated embolus,

yields more, and then ruptures, and a false aneurysm is produced.

This does not accord with my experience any better than the

explanation of Mr. Holmes, for it is rare to have any calcareous

embolus such as Ponfick describes.

These cases show, and this is corroborated by many others of

simple embolism, that dilatation occurs not behind the obstruction

but in the obstructed spot. From w^hat I have seen in other cases

of cerebral embolism I believe that this is the common condition.

The explanation is probably one or other of the following :—The

artery is plugged at a fork, and the clot gradually increases behind

the original infarct, and as it increases it becomes squeezed together

by the blood pressure behind, and the artery is thereby dilated. Once

weakened by dilatation, it is easy to explain, we shall rather expect

an aneurysm. I doubt, however, whether this is the usual or only

cause of dilatation, because if so all embolisms should show some such

tendency to produce aneurysms, and they do not do so. Por this

reason I hold, in most of them, to another hypothesis, and it is this :
—

1 ' Ueber Embolische Aneurysmen nebst Bermerkungen iiber das Acute Herz-

aneurysma (Herzgeschwui).'
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the larger iiumbor of cases of tlie kind now described are associated

not with a simple endocarditis, but with an ulcerating form of the

disease, a very severe form generally producing fever and septic

i^onditions. The clot detached from such a focus will poison the part

in which it is lodged, and lead to acute softening of the arterial wall

by inoculating it with its own inflammatory nature. As a result

the artery may be expected to yield rapidly and an aneurysm to make
its appearance. The aneurysm at the bifurcation of the brachial is

a case in point. It is dilated ; it was very much more so before being

placed in spirit, and it was much thickened and adherent to parts

round it. Its contents were pus. Under the microscope its outer

coat is found to be much infiltrated with young cells and nuclei.

Perhaps even this does not state the whole pathology of the case,

for three out of four of the patients had an hypertrophied heart

and chronic tubal nephritis, conditions which must almost neces-

sarily have added to the tension and strain upon the damaged

vessels. It was thought by Dr. Ogle that the aneurysm might be

caused by a rheumatic arteritis ; but, from the fact that the arteries

in nearly all these cases have been found healthy, and that the

aneurysm almost invariably occurs on the fork of a vessel, this

position is no longer tenable upon any ground of support derived

from such cases as these.

For other examples of aneurysm from embolism, even more striking

than my own, the reader is referred to Mr. Bryant's cases preceding.

March 20th, 1877.

19. A case of exophthalmic goitre.

By H. G. HowsE, M.S.

THIS specimen was exhibited for Dr. J. F. Goodhart. The patient

was under the care of Drs. Wilks and Pye-Smith.

E, T— , aet. 22, a delicate-looking young woman, was admitted into

Guy's Hospital on November 15th, 187G. Though not strong she

had never had any illness before the present, which dates only three
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montha back. At that time she caught a severe cold, the menBCo

ceased ; she had pains all over, with vomiting, lassitude, and sever©

headache. Soon after her neck began to swell slightly on both sides,

with a throbbing sensation on the right ; this side got larger, while

the left diminished. About this time the eyes became prominent,

the left eye first. Six weeks before admission there was a great

aggravation of the symptoms ; she began to lose flesh, had frequent

attacks of palpitation with muscse volitantes, constant thii-st, and

diarrhoea, during the last three weeks.

On admission the above described state persisted ; there was

much emaciation ; a slight, but nearly constant, rise in temperature,

varying from 99° to 102° ; a pulse of 120 to 140, with a systolic

apex bruit. In addition she had occasional spasmodic movements

of the right hand and forearm, and there was a tendency to horizontal

nystagmus.

During the four and a half months of her stay in hospital she at

first got rather better under a course of digitalis, aconite, and iron.

The diarrhoea was stopped and her appetite improved. About the

middle of March, after varying very much in condition, she became

much worse ; an abscess began to form in the right axilla, and she

complained of cold and cough. The diarrhoea now returned, and in

spite of everything she sank and died on April 3rd.

Post-mortem examination made four hours after death, by Dr.

Goodhart. Body still warm. Bigor mortis scarcely any.

JExternal appearance.—Brown scanty hair. Skin rather dark in

colour. Eyes markedly prominent, giving to the face even after

death the characteristic aspect of Basedow's disease. Body ex-

tremely emaciated ; hardly any fat between the skin and abdominal

muscles ; extremities very thin. No dropsy and no scars.

Cranium and its contents, together with the spinal cord, quite

healthy to naked-eye observation ; one or two bony plates on the

posterior surface of the cord in the lumbar region. There was a

good deal of fat in the orbits, not more than in a healthy state, but

in comparison with the starved state of the adipose tissues elsewhere

it appeared considerable. The thickened state of the orbital

connective tissue found in a former case (' Path. Trans.,' vol. xxv)

was not present in this case. The contents of the orbits were

scooped out clean, cutting the muscles close by the eyeballs, leaving

the latter in situ. The fat, muscles, and connective tissue weighed

respectively

—
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Left side . . . 183 grains.

KightHitlo . . 232 „

A t'loHC exainliialioii Hhowed all Iho material to bo normal, boili fat

and muHcle being good.

Both frontal HinuHea contained pus ; the left in a clotted state, the

right about one drachm or rather more of good laudable liquid pus.

Cervical glands quite normal. Tliymus persistent, but not very

large, not so large as in the last-cited case. Thyroid very large on

both sides, and fleshy ; it had the usual appearances of thyroid

hypertrophy. The connective tissue around was rather denser than

usual.

Lungs in their lower lobes both studded over with points of

yellow, granular pneumonia, visible through the pleura, upon which

they produced slight elevations. The left lung was in a more

advanced stage than the right. The bronchial tubes in the affected

lobes were everywhere dilated and filled with thick pus, w^hich

welled out copiously on section. There was no tendency to running

together of these lobules of inflammation, and tbey were not any-

where softening into an abscess. The free edges of the upper

lobes were also affected here and there, but there was no noticeable

dilatation of the tubes. The mediastinal glands were fleshy, red,

and swollen from acute inflammation, but there w^as no caseous

change anywhere in them.

The larynx had a small ulcer at each anterior arytenoid angle.

Weight of heart about 10 oz. ; a little firm clot of ordinary

appearance in the right ventricle. Left ventricle contracted closely

into a spiral. The muscle looked of good colour and of normal

thickness. The mitral valve was a little thick ; aortic valves

healthy ; aorta perfect. Vessels of the extremities, &c., healthy.

Alimentary canal.—Peritoneum healthy. Mouth, pharynx, and

oesophagus all normal, but the tonsils w^ere both large, no suppura-

tion, how^ever, about them. Stomach rather injected, but there was
no mammillation or other evidence of chronic inflammation about it.

Towards the pyloric end there was a small pedunculated, slightly

warty-looking polypus. The small and large intestine were more
or less injected throughout, and on close examination with a lens

the injection was seen to be exceedingly minute, floating out the

bowel under water, the surface was for the most part covered w ith

a thick layer of mucus and a thin adherent layer of lymph here

and there, while the mucous membrane itself was superficially
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**^^ggy- ^^ tho upper half of the Hinall intestine Peyer's patches

were quite normal, but in the lower part of the ileum they assumed

a dark livid tint, contrasting strongly with the surrounding scarlet

mucous membrane. Under a hand lens they were seen to be very

minutely ecchymosed. This state was most intense about three

feet from the ileo-caecal valve, but all the patches were affected up

to the valve. There was no trace of swelling in the upper patches
;

those near the valve were more rugose, but hardly swollen ; they

were not ulcerated anywhere. The solitary glands were not

affected. Intestinal contents ochre-yellow. Mesenteric glands a

trifle large. Lumbar glands quite normal.

Liver healthy. Gall-bladder nearly empty. Pancreas normal.

Supra-renal capsules quite healthy. Spleen weighed 11 oz.,

decidedly firm in texture ; section pale, and not like a fever spleen,

except in its size.

Sympathetic nerve looked quite healthy. The cervical ganglia on

both sides were dissected out. The superior was quite normal ; the

middle absent ; the inferior pale, rather large, and perhaps tough.

These ganglia were examined carefully after hardening, but no

morbid appearances were found.

Kidneys weighed about 11 oz., and were healthy.

Bladder and vagina healthy. Uterus ditto, virgin. Ovaries

large, healthy. Mammary glands small.

Limbs quite healthy ; knee-joints and toes ditto. Li the right

axilla was an abscess-sac about the size of a small orange, which

would have held three or four ounces of pus. Its walls were

gelatinous looking, somewhat trabeculated, and covered with granu-

lations, as if it were old. It was adherent to the vessels and to the

plexus, and some swollen glands were adherent to its outside.

There vrere no caseous glands, and except the slight swelling in the

one axilla there was no enlargement whatever of the lymphatic

glands of the extremities.

The muscles were all of good colour, but they were very small

;

the pectorales were very thin indeed. Some of the muscle from the

right adductor magnus was removed for microscopical examination.

This showed a very general state of vitreous degeneration, though

only in a few places had it gone on to complete transformation of

the fibre and obliteration of the transverse striaB. Most of the

fibres, however, showed some change, and a great tendency to

transverse cleavage. Some fibres were wanting in their transverse.
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but not in then' longitudinal alrijo. Some were very granular.

Somo were cTowclecl vvitli oval and round nuclei. Of tlicsc there

was a very couyiderable overgrowth from the muscular sheaths, so

that not only was the specimen crowded with them, but many
(some quite perfect) were Heating free in the fluid of the slide.

The questions which the case suggests are numerous.

(1.) Was the exophthalmos fatal by leading to some central

sympathetic paralysis, wliich had extended to the vagus roots, and

so led to a double broncho-pneumonia of nervous origin ?

(2.) Were the lung and exophthalmos conditions quite unasso-

ciated ?

(3.) If so, was the lung disease due to a blood poison—pyaemic,

influenzal, or enteritic ?

(4.) Was the enteritis a primary condition or secondary to the

broncho-pneumonia ?

(5.) Was it a case of anomalous typhoid ?

In answer to the last of the queries it may be remarked that

there had been no cases of typhoid in the ward during the whole

time of her residence in the hospital, nor had there been any case

of erysipelas or other infectious disease, and that the condition of

the spleen (though the stools passed in the diarrhoea before death

were similar to those seen in typhoid) was not that usually associ-

ated with typhoid.

On the whole Dr. Goodhart is inclined to regard the case as one

of exophthalmos, accidentally complicated with some blood poison-

ing, probably derived from the local suppuration.

April Srd, 1877.
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IV. DISEASES, ETC., OF THE ORGANS OE DIGESTION.

(a) digestive canal.

1 . A pin spontaneously expelled after eleven months^ retention in

the pharynx.

By James J. M. Dunbae, M.E.C.S. Eng., L.E.C.P. Lond.

THE specimen exhibited is a shawl-pin, which slipped, head first,

down the throat of a lad, set. 19, on March 13th, 1876. A
single cough removed all the momentary discomfort produced, but

he sought advice at St. George's Hospital as soon as possible. The

register in the accident-book verifies the circumstance. Nothing

was discovered in his throat or elsewhere. For a fortnight he

examined his motions daily, but saw no trace of the pin ; from this

time he forgot all about the mishap until the reappearance of the

pin itself eleven months after recalled it to mind. A week after

the accident he commenced to feel a slight pricking sensation on

the right side of the neck, about the situation of the cricoid

cartilage. This was intermittent, once being absent for about a month,

and was accompanied by a constant harsh dry cough, occasionally

aggravated in paroxysms lasting from a quarter to half an hour, only

sometimes followed by a little blood-streaked expectoration. Both

the cough and pricking sensation in the throat were aggravated by

the recumbent position. There was no difiiculty nor pain in

breathing or swallowing at any time, nor any alteration in voice.

On November 11th, 1876, the man attended as an out-patient at St.

George's Hospital, and the notes then taken show that he complained

of a pain felt only near the right clavicle, and that it hurt him when

he coughed. He had slight bronchitis. He was not much benefited

by treatment, which continued for three weeks. During this time he
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made no mention of ever having swallowed a pin, nor on January

17th, 1877, when ho again j)reBented himself at the out-patient depart-

ment of the hospital with the same complaints, cough and pricking

feeling on tho right side of the neck, both worse on lying down.

Three weeks before this he had noticed a lump forming in the right

side of the neck near the cricoid cartilage ; now there was a

diftused painful swelling extending from the angle of the jaw

almost to the root of the neck. There was no fluctuation and some

redness of the skin. Nothing wrong was detected with his chest.

There was slight congestion of the fauces. The cough continued

unabated, but the swelling of the neck gradually subsided, and in a

fortnight from the commencement of his attendance was not

noticeable.

While at work on February 8th, 1877, he suddenly coughed up

the pin, first the head with part of the shaft attached, and an hour

afterwards the rest of the shaft. He did not expectorate anything

with either piece. The head of the pin is of the size of a boot-

button, made of glass ; three quarters of an inch of the shaft is still

attached to it ; this has been eaten away to a point, and is covered

with blood and rust, except the quarter of an inch next the head,

which has escaped wnth almost no corrosion. The other piece of the

shank, an inch and a half in length, tapering at either end, is

entirely covered with the same rusty coatiug.

On February 9th, the day after the pin had been coughed up, the

patient continued to have a slight cough and pricking in the throat.

The lungs and throat as far as could be ascertained without the use

of a laryngoscope, which, unfortunately, was not at hand, were

natural. The swelling of the neck had entirely disappeared. A
week after he had no cough to speak of, and his throat felt quite

comfortable.

Remarks.—An interesting question in relation to this case is as

to where the pin could have lodged for so long a period without

producing more serious symptoms ; so few, indeed, wxre these that

I can find no mention of a case that can compare with it in this

respect. The only two places in which it might have lodged are

the pharynx and the oesophagus, for an elongated body of this

description would have produced much greater distress than was
here present if arrested in the air-passages. Antagonistic to

cesophageal impaction is the fact that the pin went down head first,

and it was too long to have reversed its position during its passage
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through the mouth. The smooth head could hardly have become

entangled in the folda of the mucous membrane unless there

existed diverticula such as are described by Munro and Kokitansky (

('Path. Anat. Syd. Soc. Trans.,' vol. ii, p. 12), but in this case we

should have looked for the " serious occurrences " of the latter

authority.

The swelling of the neck may be attributed to the presence of

the foreign body, not merely to coincidence, though as to whether

suppuration took place and the abscess burst internally, thus

liberating the foreign body, or whether the irritation was not

sufficient for the production of pus, we have only the evidence of

probability and the experience gained in similar cases to guide us.

If pus ever was evacuated from an abscess in the neck it was

entirely without the knowledge of the patient.

Sir James Paget reports a case (' Med. Times and Gazette,'

January 18th, 1862, p. 58) in which a set of false teeth were lodged

for four months between the base of the tongue and the epiglottis.

Although at first rather urgent symptoms were produced they

subsided after the parts had accustomed themselves to the presence

of the foreign body, and the size of this was such as to make the

primary symptoms necessarily severe. Gradually increasing dyspnoea,

frequent short cough, and a sense of constriction about the cricoid

cartilage were the chief symptoms produced, and these consider-

ably modified, owing presumably to the different size and shape of

the foreign body, were present in the case before us. The point I

wish most to bring to notice is that a foreign body in this situation

does produce pain and discomfort in the region of the cricoid

cartilage.

In conclusion, then, I conceive that the pin was lodged in the

right glosso-epiglottic fold ; that the head having reached the back

of the pharynx, the acts of swallowing and coughing, which the

irritation produced, caused the shaft to penetrate the mucous

membrane in the situation named, and to embed itself beneath the .

surface. Erosion of the metal took place, so that during a severe

fit of coughing the pin was fractured, the portion nearest the larynx

was extruded first, and was soon followed by the rest of it.

Mai/ 15th, 1877.
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2. Nearly impassable stricture of the cesophagus fatal by

ulcerative perforation of the trachea.

By T. Holmes, for John Cockle, M.D.

CL. J— , act. 38, was an unmarried lady of very delicate con-

• stitution. About ten years ago a fatty tumour of consider-

able size, occupying the submammary and part of the axillary

regions, was removed by Mr, C. Heath. The wound was trouble-

some to heal, and during the progress considerable diflBculty in

swallowing occurred. The arrest was described as occurring near

the middle of the oesophagus. The oesophageal sound was intro-

duced on two or three occasions, and the difficulty in swallowing

seemed quite to disappear. The impression at the time was that

the condition was attributable to reflex spasm. Soon afterwards

the patient returned to her home in the country. During the last

tW'O or three years when out of health it was remarked by her

family that she swallowed with some difficulty, and at all times with,

apparently, a certain degree of caution ; but she never made it a

matter of complaint, nor was medical advice ever sought. In the

early part of May last she returned to town, suffering greatly from

the eruption of one of the wisdom teeth. Severe j)ain in both jaws

was complained of, extending down the sides of the neck and

rendering swallowing extremely difficult. After a few days, at

the instance of the author, she consulted Mr. Cartwright with a

^iew to ascertain w^hat influence the condition of the teeth might

have over the symptoms. It was, he beheves, the opinion of

Mr. Cartwright that the state of the teeth might in some degree be

adequate to their production. But the difficulty of sw^allowing

soon became so great that it was deemed advisable to request

Mr. Holmes to examine the oesophagus with the sound to ascertain

whether organic disease really existed. Mr. Holmes could not on
the first or second occasions succeed in passing any instrument

;

but thinking that the obstruction might possibly be of spasmodic

character, on account of the comparatively good health of the

patient and the absence of any perceptible swelling of any enlarged

glands or any expectoration, he proposed a thorough examination
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under chloroform. This, however, was not carried out. After a

time, however, each morning a small quantity of muco-pus stained

with blood was ejected by retching. This rendered more than

probable the existence of organic disease. She now spoke of " a

wheezing sound in her throat," and awoke from sleep at times with

embarrassed breathing. She could take only fluid nourishment, or

very slowly swallow a little bread much buttered. In other

respects she seemed tolerably well, and underwent some exertion to

prepare for a visit into the country. On that day her sister reports,

" She allowed an hour for her dinner, which was the time she

generally took, and ate part of a chop, a little bread, potato, and a

good deal of gravy. She could not eat anything dry, but would

sometimes eat several thin pieces of bread with a good deal of

butter on them. On the day before her death she had some vegetables,

bread, and gravy, did not swallow any meat because it was rather

hard, but ate some pudding." The morning after her arrival there

she was seen by the author. She complained of much uneasiness

in the middle of her throat, and her breathing and cough were of

tracheal character. She was kept quiet in bed
;

poultices were

applied to the throat and a sedative mixture prescribed. In the

evening her condition was unchanged. About midnight she had a

most alarming paroxysm, apparently of laryngeal spasm ; indeed,

from its description she must have been nearly asphyxiated. On
the author's arrival she was just recovering from a second attack.

Some morphia dissolved in a teaspoonful of water was given. It

seemed to pass the upper part of the gullet, but on arriving at the

spot to which she referred her suffering, another paroxysm was

instantly produced. The diagnosis was at once made of ulcerative

perforation of the trachea at the spot indicated. Any further

attempt to administer by the mouth was now abandoned. The

patient was kept during the remainder of the night slightly under

the influence of chloroform, whenever a suffocative paroxysm

threatened, and this measure kept off any further severe attack.

Strong nutritive injections were given. On the following morning

signs of exhaustion gradually increasing made their appearance.

Dr. G. Johnson now joined in consultation mth the view to con-

sider whether the slightest chance would be afforded by tracheo-

tomy. But such proceeding was considered inadmissible. Dr.

Johnson made a laryngoscopic examination (but under very con-

siderable disadvantage), and thought he detected a cancerous
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growth at tlie back part of the Larynx. The patient gradually sank,

remaining quite conscious to the hint.

An examination of the throat only waB permitted twenty-four

hours after death. Precisely at the apot referred to by the patient

during life, near the middle of the CBsophagus, nearly impawHable

stricture existed, which had produced ulcerative perforation of the

corrcspondiufj^ portion of the trachea, as shown in the preparation by

the wax bougie inserted. The opening is of funnel shape, with the

apex in the trachea. At the corresponding portion of the oesophageal

wall posteriorly another small perforation had occurred, followed by

a nearly circumscribed collection of matter in the connective tissue

about the size of an ordinary nut. Both larynx and trachea were

intensely congested and contained much muco-purulent matter

tinged with blood.

Examined microscopically.—The ulcerating surface, which corre-

sponded to the stricture, was found to consist of cellular tissue and

small indistinct nuclei. It was regarded by Dr. J. R. Lee, who
prepared the sections, as scirrhus. Dr. Cockle, however, w^as more
disposed to regard it as simple fibrous tissue.

Remarks.—The interest of this case is m the strictest sense of

the word pathological, i. e. it relates to the history and mode of

origin of the disease. The case was one which during life w^as

extremely obscure, since the symptoms that generally attend organic

stricture were absent, while those which are usually remarked as

signs of hysterical or nervous dysphagia were present. It would be

better, perhaps, to say spasmodic or reflex dysphagia, for the patient

was a lady of most calm temperament, quite free from any trace of

hysteria. Still, w^hen Mr. Holmes was first consulted he found it

hardly possible to believe that organic stricture would have shown
e^adence of its existence many years before, and those symptoms
would then have subsided and recurred after so long a period, and
that the patient should all the time be quite able to eat a mutton
chop, never suffer at all from regurgitation of food, and present no
external evidence, by thickening of the gullet or glandular enlarge-

ment, of the existence of any new growth. It was on this account

that the hypothesis of some spasmodic or '' neuromimetic " affection

was at first entertained. But it grew more difficult to maintain this

idea when it was found that the obstruction was always at the same
place, and was so considerable that no instrument at all could be
passed. Had the patient submitted to a more thorough examination
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under ansBstheaia a correct diagnosiH would probably have been

arrived at. Then occurs the question how the stricture was caused.

And here we are met by the remarkable fact that the patient

suffered some years before from temporary dysphagia—a fact the

interest of which was increased by a remark which fell from the

President (Mr. Pollock) during the discussion of this case, that tlie

same feature had been noticed in the case of Dr. Marshall Hall.

That great physician died, as is well known, from stricture of the

cesophagus, and in his case, as in this, a temporary difficulty had

been noted many years before the fatal obstruction. This points

to the probability of some accidental injury (which had passed

unnoticed or had been forgotten) having been the starting point of

the obstruction, causing at first inflammation and possibly abrasion,

and so dysphagia, and this being followed by the slow actions which

resulted in organic obstruction. Were those actions in the present

instance inflammatory merely or cancerous ? In the state in which

the preparation was when submitted to microscopic examination it

was not easy to form a confident opinion. It may be sufiicient to

say that the anatomical evidences of cancer were by no means con-

clusive, while the very limited extent of the disease, and the

freedom from symptoms for a very long period, incline rather to

the conclusion that this stricture was more of the nature of a

cicatrix, which ultimately broke down with suddenly fatal results in

consequence of its implicating the windpipe. December^ 1876.

3. Lymphadenoma of the stomach, retro-peritoneal and mesen-

teric glands, kidneys, ovaries, thyroid, and of the intermus-

cular tissue of the thigh and ski?t.

By Sidney Coupland, M.D.

T) ACHEL S— , set. 24, married, was admitted into the Middlesex

XL Hospital, under the care of Dr. Cayley, on September 12th,

1876. Her family history was unimportant. She herself had

enjoyed fair health, except during the last five years, when she had

been troubled with dyspepsia and frequent attacks of vomiting.

The vomited matters were clear, and the attacks recurred often
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two or tlircc iiinos daily. Four months ii<i;n hIic \va,s Raid to liavo

an attack of " inllainnuitiou of tlie boweln," followed by vomiting

of dark clots of blood, and nincc then nhe had had two or three

attacks of hromatemesis. !Slie had been losing flesh for the last four

months. Catamenia were regular.

The ])a1ient was a thin ana>nn"c woman, and on her admission

complained chiefly of great weakness. 8he also complained of

persistent pain in the back, at a spot just internal to the angle of

the left scapula. Jn the neck there was a globular tumour, the size

of a hen's egg, capparently attaclied to the right half of the thyroid,

accompanying that body in its movements. In the abdomen, to the

right of the middle line, just below the costal margin, a firm globular

mass could be felt, the lower margin of the tumour reaching to the

umbilicus. There was slight tenderness over the site of the

tumour.

For several days but few additional symptoms were presented

;

vomiting however, became more frequent, and on September 22nd

she was noticed to be slightly jaundiced, and the urine contained

bile-pigment. The abdominal tumour increased in size, and, on the

24th, three small cutaneous nodules were noticed in its vicinity.

The vomiting became more and more urgent, and was frequently

accompanied by haemorrhage ; the jaundice deepened, and emacia-

tion rapidly progressed. As the vomiting proceeded the tumour

became more prominent. On the 27th, for the first time, a rounded,

movable tumour was observed on the inner side of the right thigh.

The patient experienced much pain in the left half of the abdomen,

and the incessant vomiting continuing, she sank from exhaustion on

October 4th.

At the post-mortem examination the body was seen to be greatly

emaciated, the skin being slightly jaundiced. In the subcutaneous

tissue of the abdominal wall, on each side of the middle line, near the

umbilicus, was a nodule the size of a j^ea
;
greyish white on section.

On the inner aspect of the right thigh, opposite to the apex of

Scarpa's triangle, but imbedded between the adductor muscles, was

an ovoid tumour the size of a pigeon's egg. This tumour was

smooth, white, and resilient ; it was not distinctly encapsuled, but

appeared to infiltrate the surrounding muscles. It yielded no
** juice " on scraping.

On both sides the femoral and inguinal glands were enlarged and

opaque white.
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On reflecting the ^kin and superficial tiisBues from the front of the

neck a solid lobulated mass was seen to pass upwards from the

anterior mediastinum, in front of the trachea, as high as the thyroid

gland. The isthmus and main part of the right lobe of the body

were replaced by new growth, yellowish white in colour and firm on

section, in fact of potato-like consistency and appearance. This

growth passed directly into the mass rising out of the thorax, the

distinction between the two being marked by a shallow transverse

groove along the low^er border of the thyroid. On raising the

sternum the anterior and posterior mediastina were found to be

full of lobulated growth. Scattered beneath the pleura of each

lung were some well-defined nodules of the size of peas. The heart

and pericardium were natural.

In the abdomen the stomach and duodenum were seen to be dis-

placed forwards by, and adherent to, an irregular lobulated mass

which completely surrounded the vena cava and aorta. The calibre

of the aorta was no larger than that of a No. 12 catheter, w hilst the

vena cava was almost entirely blocked by an adherent decolorised

thrombus. On laying open the stomach, its mucous membrane in

the neighbourhood of the pylorus was seen to be the seat of several

slightly raised, rounded vascular growths, very soft and medullary

looking, with slightly raised and overhanging margins. Each of

the masses was about two inches in diameter, and they did not

appear to cause any constriction of the pyloric extremity of the

stomach. Continuous wdth them, and springing from the lower

margin of the pylorus were two soft tumours of very unequal sizes.

The larger was seated anteriorly ; it was of the size of a

Tangerine orange, its anterior surface being flattened out. The

surface of the growth was also superficially ulcerated, and the

anterior wall of the duodenum was, as it were, stretched over it.

The posterior tumour was of the size of a hazel nut. The first and

second parts of the duodenum were further adherent to the mass of

retro-peritoneal glands which further pressed upon the common

bile-duct, but not so as to completely occlude it. The mesenteric

glands were enlarged. The liver and spleen contained no growths
;

the latter was very soft.

Each kidney, large and smooth, was the seat of numerous cir-

cumscribed masses of new growth, varying in size from a walnut to

a pea, soft and white. Further, the right ureter was infiltrated with

opaque white material contained in its wall, but not so as to
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oceliido it ; tho infiltration extending from tlie hilus of the kidney

for ubout one inch and a half. Tho ovaries wore each about three

times the normal size, soft and white.

Microscopical examination was made of all the growths removed
from the different regions and organs, and all presented the

characters of lymphadenoma, but in the ovaries and in the femoral

tumour there was, in addition, a considerable amount of spindle-

cell tissue.

The chief question of interest is as to the primary seat of the

disease in this case. Probably it started in the mass of abdominal

lymphatic glands, or in the stomach, and was thence disseminated.

But cases such as these, where so many organs are affected, and all

to nearly the same extent, raise the question of a probable de-

velopment in different regions almost simultaneously. A priori,

the growth in the thigh is as likely to have been the starting-point

of the disease, as the ovaries, the thyroid, or the stomach ; but the

history of the case points to the latter, or to the retro-peritoneal

glands, as being, at any rate, the first structures to show functional

derangement. April Srd, 1877.

4. Intestinal concretion discharged through abscess in back.

By J. C. Thokowgood, M.D., for Dr. Wilton.

LA— , set. 10, a healthy girl, who has never ailed anything

beyond occasional attacks of indigestion and bilious vomiting,

was taken on August 25th with one of these attacks, for which Dr.

"Wilton attended her.

August 26th.—Much pain felt in the right groin, and the part is

tender to pressure.

27th.—Pain very severe, and has extended to a spot in the right

back ; much tenderness over caecum ; belly tympanitic. Pulse 110

;

temperature 102°. Linseed poultices applied and small doses of

Dover's powder given.

28th.—Much the same. Urine contains lithic acid, but no pus or

albumen.

9
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29th.—Child lies on back with right leg drawn up and flexed on

belly.

September 10th.—Fluctuation could be felt by Dr«. Wilton and

Cumberbatch, and, chloroform having been given on the 11th Mr.

Tom Smith opened the abscess by Hilton's method. A rush of gas

and fetid, thin, brown pus escaped.

14th.—While the abscess was being dressed a hard, round sub-

stance, about the size of a small nutmeg, escaped from the wound

;

it was evidently coated with fffices. The child from this time made

a rapid recovery.

Dr. Thorowgood's opinion that the concretion was of biliary

origin meeting with some opposition, the mass was referred to the

Chemical Committee for examination. November 14ith, 1876.

Report of Chemical Committee on Dr. Wilton's specimen of con-

cretionfrom vermiform appendix.—Keceived, November 25th, a small

concretion of irregular, rounded shape, of greyish colour, mottled,

w^ith blackish-brown spots. Size about that of a large pea ; weight,

045 gramme. On section it was found to consist of an outer

portion made up of concentric laminae of greyish colour, and a

small, irregular-shaped nucleus of lighter colour. A portion of the

outer shell, on incineration, was nearly entirely consumed, leaving

only a minute white ash, which did not fuse under the blowpipe
;

the composition of this ash consisted chiefly of phosphate and

carbonate of lime. Filings taken from the lighter and darker

portions of the outer layers were almost completely soluble in

ether ; the small residue, after exhausting wath ether, of reddish-

brown colour, was soluble in hot chloroform. The etherial solution,

on evaporation, yielded a white residue, which, with nitric acid and

ammonia, and with ferric chloride and hydrochloric acid, gave the

characteristic reactions of cholestearin. An examination of the

nucleus yielded the same result.

As the mass of the concretion consists almost entirely of choles-

tearin, the biliary origin of the calculus is beyond doubt.

W. B. Sanderson,

Charles Henry Ealfe.
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5. Intussusception of the ileum ; enterotomy ; removal

of the tumour during life.

By Henry Morris.

THE preparation consisted of about twenty-four inches of the

ileum, intussuscepted. Nearly the whole of it formed a

sausage-shaped tumour, which had been removed from a boy, who,

at the time the specimen was exhibited, was still alive.

The invaginating bowel was gangrenous, and almost perforated

in three or four places. At the upper end of the entering tube

there were two small perforations near to one another and partially

hidden by the reflected tube. On slitting up the invaginating tube

the reflected tube was seen to be gangi'enous, and at its lower end

there was a complete perforation, the size of a postage stamp, which

permitted the serous coat of the entering tube to be seen. At its

upper extremity the reflected tube was riddled by three or four

holes, through which also the serous coat of the entering bowel was
exposed. At its central portion the tumour was firmer than at

either end, owing to the puckering of the mesentery of the entering

and reflected bowel, and to a quantity of blood which had been effused

into the coats of the reflected tube, and within the cavity of the

entering tube. Blood was also present between the mucous surfaces

of the invaginating and reflected tubes. The entering tube was
reduced to a very small diameter, being in places not larger than

the common iliac artery ; it was completely plugged by blood, upon
which its own walls were closely compressed.

The clinical history of the case was briefly as follows:—On
January 13th, 1877, W. B— , set. 12, an errand boy, was admitted

into the Middlesex Hospital under Dr. Greenhow. A week before

admission he had got wet through, and three days before admission

he was suddenly siezed at about 10 a.m. with severe pain in the

abdomen, which ''doubled him up," and was followed by vomiting.

Giuger brandy and jalap were given by his mother, and some time

afterwards he passed per rectum a little blood. Towards the
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evening of the day of attack he felt a hard lump in the belly,

near to the umbilicuH, which moved about, getting gradually

lower down. The abdomen soon began to Hwell. No faoces subse-

quently passed, but more blood was voided on the morning of

admission.

When seen after admission the abdomen was tympanitic and

tense, but not tender. No tumour could be felt through the

abdominal parietes. The tongue was furred. The pulse 108, and

the temperature 98* 1°. An enema of oil was ordered. Two days

afterwards, at 8 p.m. on January 15th, the obstruction of the

bowels was still complete ; the abdomen was more tense and tym-

panitic, very tender, and marked by coils of intestines. An
enema of a pint and a half of water had returned after a short

interval, blood-stained and accompanied by a few small blood clots.

Upon examining with the finger, per rectum, there was felt, about

two inches from the anus, a soft, velvety, but resisting body, with a

small, centi'al depression, suggestive of the os uteri. Around this

and between it and the rectum wall the finger could be swept

freely, and the injection tube, when guided by the finger, could be

passed upwards for a few inches. No doubt was entertained by

those who examined it that this soft mass was the intussuscepted

bowel. The diagnosis as to the cause of the obstruction was, from

the history of the case, considered clear.

During the next twenty-two hours the patient became worse, in

spite of treatment by large injections of warm water, all of which

returned blood-stained.

At 6 p.m., on January 16th, chloroform was administered ; a

tumour could then be felt obscurely in the left iliac region through

the abdominal parietes, while the mass in the rectum remained

unaltered. I now made an incision along the middle line, between

the umbilicus and the pubis, sufficiently large to allow of the intro-

duction of the hand. On dividing the peritoneum a quantity of

opaque, flaky fluid escaped. I then passed my hand towards the

left iliac fossa, where a sausage-shaped, hard, but moveable mass

was at once detected. It did not dip into the pelvic basin, and was

with ease brought to the wound. An attempt was made to unravel

the intussuscepted bowel, but it did not yield in the least to

moderate traction. This traction, however, was but momentarily

tried ; for it was seen that the invaginating bowel was gan-

grenous, and that faecal matter was escaping from the upper end of
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the tumour. Desperate as the resource was, it appeared better to

afford a slender chance of life by removing the gangrenous mass

of intestines than, by returning it to the abdomen, to commit the

little patient to certain death, attended with all the agony of

obstruction of the bowels. The mesentery was therefore transfixed

and tied in four or five places by catgut ligatures, and was then

separated from the intussuscepted bowel. The tumour was next

cut away from the rest of tlie intestine, and the divided ends of the

gut fixed to the edges of the wound. The wound where the ends

of the bowel were not connected with it was closed by sutures.

A morphia suppository was introduced into the opening of the

upper portion of the gut, and the abdomen was covered with warm
flannel.

Five hours after the operation the patient was quite easy,

collected, and even cheerful. He went on well through part of the

night, but towards morning he wandered, began to feel sick, then

to vomit, subsequently complained of a burning pain about the

abdomen, and died somewhat suddenly at 12.45 on January 17th.

1^0 post-mortem examination was allowed, but the abdomen was

examined through the wound, and it was ascertained that the seat

of intussusception had been in the ileum, fully nine inches above

the coecum. The caecum showed marked evidence of old ulceration.

The portion of the ileum left attached to the caecum, the caecum

itself, and the whole length of the large intestine, contained blood

clot. There was no intussusception whatever of the large bowel,

and the tumour in the rectum, which we had supposed to be an

intussusception, and which felt after death just the same as during

life, was proved to be only blood clot.

Remarks.—It would appear from the condition of the parts in

this case that, when small intestine is intussuscepted into small

intestine, the invaginating portion, owing to its small relative size,

is too much damaged by compression from within to allow of

recovery by sloughing of the reflected and entering portions. Such

recoveries sometimes occur when the ileum is invaginated by the

large intestine ; but in these cases the invaginating j^ortion remains

sound, while the sloughing is confined to the parts enveloped by it.

The possibility of mistaking blood clot in the rectum for the

lower end of the intussuscepted bowel is especially noteworthy,

and to this I would draw special attention. That it is of great

impoi'tance in all cases of intestinal obstruction to examine the
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rectum all will acknowledge. That a blood clot could give the

impression of intussusception, few, probably, would have imagined.

In the above case an examination of the rectum, however desirable

for other reasons, was not necessary for the purpose of determining

the nature of the obstruction. But as an intussusception was

known to exist, there wan nothing w^anting in the sensation excited

by the clot to make one feel pretty confident that its lower extremity

was within finger's reach of the anus. That a similar mistake has

often before been made, I have a strong suspicion. In a paper on

"Abdominal Section for Intussusception," in the fifty-seventh

volume of the ' Medico- Chirurgical Transactions,' there is a case

described on page 36, in which I think this must have happened,

and in the appendix to the same paper there are other cases which

seem to me to justify this suspicion.

The presence of old ulceration in the coecum leads one to ask

whether disease of the coecum may not have some influence in

exciting intussusception. The caecum is a very frequent seat of

ulceration ; it is, too, the part which most frequently suff'ers from

the result of obstruction anywhere in the large intestine ; while

the lower part of the ileum is generally the starting point of

intussusception. I do not know that any observations have been

made which would justify an opinion one way or the other upon

this point, but it seems to me probable that continued irritation

in the coecum might lead, by reflex contraction, or in some other

manner, to such a condition of the lower part of the ileum as would

favour the occurrence of intussusception at some future time.

In describing the morbid appearances, I have distinguished the

three portions of bowel of which every intussusception consists

—

viz. the invaqinating, the refiexed^ and the entering tubes. The

term reflexed is, of course, applied to that portion of the gut which

extends from the lower end of the innermost to the upper end of

the outermost tube ; which in its turn contains the entering portion,

and has its serous surface against the serous surface of the

entering, and its mucous surface against the mucous surface of the

invaginating bowel. January \Qth, 1877.
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6. LyDiphoma of the small intestine.

By Feedeetck Tatlob, M.D.

EDWARD C— , set. G, was admitted into the Evelina Hospital,

under my care, on July 25th, 1876. He was then very pale

and tliin. The abdomen was much distended, especially at the lower

part of the right side. On examination the right iliac, hypogastric,

umbilical regions, and partly the right hypochondrium, were occupied

by a large, hard, nodular mass, which could be separated from the

edge of the liver. Deep pressure on the left side of the abdomen

revealed similar hard masses of smaller size, and there was some

fulness about the region of the spleen, without that organ being

clearly made out. The masses were not tender. The edge of the

liver appeared to be normal. The lungs and heart were healthy,

but the lower extremities were oedematous.

The boy had been in the hospital in 1872, four years previously,

for typhoid fever. Since Christmas, 1875, he had been losing flesh,

and during the last few months the abdomen had been noticed to

swell, and there had been much rumbling, with sickness after meals
;

the bowels, however, had been opened naturally. It was also stated

that he had a blow over the stomach about Christmas time.

On August 16th it is noted that he was thinner, paler, and
weaker ; the tumour was decidedly larger, but the oedema had dis-

appeared from the feet. He was free from pain or cough, took

food fairly, and the bowels were open naturally. On the 23rd he
had complained of pain in the stomach, and had two loose motions.

His temperature, previously 100°, was now from 97*4° to 98°.

CEdema had returned in the feet. From this date to his death, on
September 5th, he had occasional griping pain, with frequent, but
not unduly relaxed motions. His appetite varied, but was at times

hearty ; he had no sickness. The abdomen steadily increased in

size, and fluctuation was felt ; the oedema of the legs continued.

There was no excess of white corpuscles in the blood, and the
temperature was low throughout.
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On opening the abdomen there was an escape of about half a pint

of clear serum. The right side was filled by a large, firm, nodular

mass, reaching across the median line. It was adherent to tlie

abdominal walls in front, and lay over the coecum, upon it and the

large intestine ; but, except by inflammatory adhesions, it was

nowhere connected with the coecum or other organs. It was dis-

tinctly separate from the liver, kidney, and supra-renal capsule, and

these and the other organs were healthy. The omentum was drawn

up into the left flank.

The tumour forms a mass seven inches by six inches transversely,

and nearly two inches in thickness. The left half is thickened

mesentery, and contains soft, much enlarged glands, embedded in

the new growth. The right half includes and surrounds a portion

of the small intestine. If the bowel be followed from the pylorus

onwards it is quite normal for thirty inches, at which point it enters

the lower border of the tumour, emerging again at the upper border

after a course of about nine inches. On laying open the intestine

the mucous membrane is natural up to the point indicated ; here

the walls begin to be thickened, and the valvulae conniventes are

rather widely separated from one another for the next two inches.

In the next five or six inches the wall of the bowel is very greatly

thickened, measuring from i in. to J in., and the calibre is so much

increased that, when laid open, the internal surface measures eight

inches transversely. This surface is mostly smooth, and entirely

devoid of valvulae conniventes and villi ; the lining membrane, too,

is more firmly fixed to the subjacent tissue than is the case in

healthy bowel. Near the upper end of this portion the intestine is

pouched towards the mesentery, and the lining membrane appears

abraded. Beyond the pouch the bowel again quickly narrows ; the

mucous membrane takes on its normal characters, but for an inch

and a half farther the wall is thickened to | in. by new growth

spreading from the mesentery. In the portion of the bowel just

described there is an irregular aperture containing a sloughy-looking

mass, apparently the result of ulceration of the intestine into the

mesenteric tumour.

Microscopical examination showed that the tumour had the

structure of lymphadenoma, consisting of small, round or roundish

cells, contained in the meshes of a delicate network of fibrils.

BemarJcs.—The case is a very striking illustration of the dilata-

tion which may result from lymphoma invading the intestine. To
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this condition Dr. Moxon called especial attention in his observa-

tions on a case publiHhcd in the twenty -fourth volume of the

* Transactions *
(p. 101). The tumour had not caused intestinal

obstruction ; on the contrary, there had been diarrhoea. The

absence of any degeneration of structure of the tumours agrees

with what Dr. Moxon in another work has stated of intestinal

lymphoma. Otlicr cases have, however, been recorded in which the

tumour has not behaved in quite the same manner, but rather in

opposition to tlic rules laid down. For instance, in Dr. Coupland's

case (see page 12G of this volume), a well-defined globular tumour

grew into the cavity of the duodenum near the pylorus, and caused

death by obstruction, while the intestinal wall was scarcely, if at

all, thickened. And in a case published by Mr. Arnott in the

twenty-fifth volume (p. 150) the growth apparently commenced in

the omentum, and involved the walls of the colon, in which two

large transverse ulcers formed : death took place from perfora-

tion, and secondary tumours were found in the liver, kidneys, and

skin. May 15th, 1877.

(b.) diseases or the liveb, peeitoneitm, etc.

7. Three cases of primary contracting scii'rhus of the liver,

simulating cirrhosis.

By C. Hilton Fagge, M.D.

JB— , ajt. 52, came among my out-patients at Guy's Hospital,

• and was afterwards (on September 22nd, 1876) admitted an

in-patient under the care of Dr. Pavy.

His occupation was that of a gardener. He said that he had never

been intemperate, and never had any venereal disease. For about

a month his abdomen had been getting large, and his legs had begun

to swell soon afterwards. He had great pain in the abdomen, and

could not rest on his left side.
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On admission he was rather emaciated, with a Hallow com-

plexion. The abdominal cavity was distended with fluid ; the

superficial veins were not enlarged. The liver could not be felt.

The lower limbs and the scrotum were oedematous. The urine was

high-coloured and scanty, containing no albumen. Diuretics were

administered without any result, and on October 14th paracentesis

was performed, 14 y pints of fluid being drawn ofl". The liver could

not be detected by manipulation afterwards. He was considerably

relieved on the following day, but he soon again began to suff'er

from dyspnoea, and died rather suddenly on the evening of the 18th.

1 made a post-mortem examination on October 19th.

The thoracic viscera were healthy.

The peritoneum generally was opaque.

The liver was contracted and nodulated, weighing 36^ oz. It

was very hard, and looked just like a cirrhotic liver, except that

the nodules, some of which were as large as currants, were more
j

definite in outline than is usually the case in cirrhosis. On section l

the organ was found to be wholly made up of similar rounded masses

of what appeared to be altered hepatic tissue, most of them brown

in colour, but some few whitish-yellow. Here and there one had a

dry, cheesy look, and on pressure its substance could be squeezed

out, leaving an ill-defined capsule, which seemed to consist of the

fibrous material forming the septa which traversed the organ in all

directions. These spots certainly suggested the presence of a

carcinomatous growth, but none of them were so big as peas.

Passing now to the portal fissure, I found that the portal vein for

about an inch of its length was obstructed by an adherent softening

thrombus, which extended a little way into the substance of the

organ ; and on following out some of the main divisions of the vein

I came upon one which became rather abruptly w^idened, and was

full of a similar thrombus. This seemed to clear up all doubt about

the nature of the small cheesy nodules already described as existing

in the substance of the organ ; I concluded that they were really

masses of softening thrombi in saccular dilatations of small branches

of the portal vein.

There was nothing worthy of notice in the condition of the other

abdominal viscera. The stomach was not congested. The intestines

were healthy, except that their coats were massive, as is often the

case when there has been much ascites. The kidneys were healthy

but contained a few isolated cysts of rather unusual size.

i





DESCEIPTION OF PLATE VII.

Plate VII illustrates Dr. Fagge's specimen of Primary Con-
tracting Scirrhus of the Liver. (Page 137.)

The coloured drawings give views of the liver as seen in section

and on the surface respectively.

Figs. 1, 2, and 3, give the microscopical characters of the diseased

structure. From drawings by Mr. J. F. Goodhart.

Fig. 1 shows the isohited cell elements of the main nodules, large and not at

all unlike the hepatic gland cells.

Fio. 2. From a section of one of the nodules, showing the cells in position. In

many parts they had a much more acinous arrangement than that here depicted,

and when they had not it was most difficult to say whether one was examining a

disarranged normal liver or a bit of the disease. This was accounted for partly

by what appeared to be the case, that the liver cells were themselves multiplying

and turning into those of the new growth.

Fig. 3 shows a section of the infiltrating growth and the mode of disappearance

of the gland cells. How like this is to the cirrhotic process both in the encircling

material and in the fusion of many cells into masses resembling "giant cells.**

a a. Liver cells so fused together. J. A small vessel.
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I thereforo entered the case aa one of cirrhoBis of the liver, with

thrombosis of the ])ortal vein. But the next day, on examining a

portion of the organ microscopically, T at once found that I had made

a mistake. In all parts of what T had su])poscd to be liver-tissue

altered by compression 1 found that the hepatic cells were replaced

by enormous polymorphous cells, many of which contained no trace

of bile-pigment, while they had each a very large rounded nucleus

or even two nuclei.

Dr. Goodhart was afterwards good enough to make a more minute

examination of the specimen, and he has made drawings of the

appearances which he has kindly lent to me for exhibition to the

Society. {Vide Plate vii.)

I ought not to have made the mistake, for it so happens that I

had before met with two cases of a somewhat similar kind. One
was that of a man, set. 46, who was admitted under my care on

October 26th, 1875, and died on November 18th. He had been a

free drinker, chiefly of gin. Nine weeks before his admission he

had begun to feel sick and to cough ; and a fortnight later he had

had great pain and a feeling as though there was something in his

abdomen. Two weeks before he came under my care his abdomen

began to swell.

On admission he had an anxious expression. His skin was hot,

the temperature being 102"4°. His abdomen was distended with

fluid, there being a marked alteration in the percussion note at

different parts with changes of posture. The veins of the abdo-

minal surface were distended. An uneven hard mass could be

detected in the epigastrium. This was in the position of the left

lobe of the liver, but I doubted whether it might not be a cancerous

omentum, as the percussion note over it seemed not to be absolutely

dull. He gi'adually sank, suffering severe pain, and wasting very

rapidly. During the last day or two he was only partially con-

scious, and his conjunctivae acquired an icteric tinge.

I made a post-mortem examination, and found that the nodulated

mass in the epigastrium was really the left lobe of the liver. This'

was fixed to the parietes by adhesions ; and there were also adhe-

sions completely enclosing the spleen, and others uniting the

stomach and the omentum to the liver, &c.

The liver weighed only 62 oz., but its tissue was very extensively

invaded by carcinomatous growth. Among the parts most diseased

was that portion of the left lobe which was felt during life ; this
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was the seat of a diffuBed cancerouB infiltration, much of which was

caseating. In the centre of the organ, however, towards its under

surface, there was a rounded, soft mass lying within the channel of

the trunk of the portal vein, which was widened until it was at

least as large as one's thumb. The vein was also blocked outside

the hilus of the liver down to the point where the superior mesen-

teric vein opened into it ; but the material which filled this part of

it appeared to be ordinary thrombus. In the mass filling the trunk

of the vein within the liver there were some firm, well-defined,

opaque, yellow masses, extraordinarily like gummata. To the right

the carcinomatous mass passed into a branch of the vein, where it

formed a free, rounded end. Everywhere else it was adherent to

the lining membrane of the vessel, but I could not make out at

what point it had penetrated it. In many parts of the liver there

were soft, rounded masses of cancer, of about the size of marbles,

enclosed in fibrous capsules, which looked very like the walls of

dilated veins, but which I could not make out to be really of that

nature. The tissue of the liver generally was tough and cirrhotic.

It was quite difficult to say where the diffused carcinomatous change

in the hepatic structure began and ended. There was no cancer in

any other part of the body.

The other case was that of a man, set. 71, who died in Guy's

Hospital under Dr. Habershon's care on November 24th, 1874.

He had suffered from pain in the stomach for about two and a half

months, and had noticed a lump in the right loin. He was very

thin and cachectic looking, slightly jaundiced, with a little ascites

and a nodulated enlargement of the liver. At the autopsy a con-

siderable mass of coagulated blood was found Ipng over the surface

of the liver, which was covered with small nodules, so that at first

it was supposed to be affected with cirrhosis rather than cancer.

But on section it proved to be full of carcinomatous nodules of all

sizes ; those in the left lobe were small, but some of those in the

right lobe were caseating, and could be shelled out of the spaces in

which they lay. Some of the larger ones had masses of extrava-

sated blood in their interior ; and, no donbt, the blood in the

peritoneal cavity had come from one which had given way upon the

surface of the organ. There aj^peared to be very little unaltered

hepatic tissue left between the tubera and the nodules. The stomach

and the intestines were free from cancer.

These cases show clearly that there is a form of primary cancer
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of tho liver wliich may be uiistakcn by a careless observer for

eirrhoHiH, the iiodiilca bc'in<jj Hmall and tlio liver iiwHuc intersected by

bands of white fibrous tissue. It also appears that the weight of

the organ may be reduced in this form of disease, as much as in

ordinary instances of cirrhosis. It may, indeed, bo a question

whether one ought not to say that tho two affections were both

present, tlieir coexistence being accidental. Such a view was taken

by Frerichs^ and by Dr. Murchison^ in regard to two cases which

they have respectively recorded, and which are the only ones resem-

bling mine that I have met with in the course of my reading.

Indeed, the affection appears to be of rare occurrence, for I believe

that we have had no other case in the post-mortem room of Guy's

Hospital for the last twenty years. For my own part I am inclined to

think that the development of the fibrous tissue is really an element

of the same morbid j^rocess as that which leads to the formation of the

carcinomatous growth, just as is the case in a scirrhous breast, in

which one may at first sight observe very little beyond a fibrous

material puckering the substance of the organ, and causing it to

shrink. But there still remains the further question whether

excessive indulgence in alcoholic stimulants may not sometimes

cause such a disease, instead of an ordinary cirrhosis. Dr. Murchi-

son's patient, and one of those whose cases I had been relating, had

been very intemperate ; and we are now familiar with the idea that

cancer may result from irritation of the tissues, some inherited

tendency to perverted modes of cell-growth being probably another

factor in its etiology.

It may be noted that in two of my cases there was a growth of

cancer, in the form of thrombus, into the interior of the portal vein

and its branches. This has often been noticed by other observers
;

but I. am not aware that they have pointed out that the aftected

parts of the vein may become dilated and sacculated, so that there

may be great difficulty in saying which parts of the growth are

intravenous and which occupy the hepatic tissue.

Novemler 21 5^, 1876.

^ " Diseases of the Liver," ' Syd. Soc. Trans.,' vol. ii, p. 314, obs. xlii.

2 • Path. Trans.,' xiii, p. 100.
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8. Anteversion of a small cii'rhotic liver simulating enlargement.

By T. D. Griffiths, M.D.

THIS is a typical specimen of a small cirrhotic liver, measuring 10

inches transversely, 8 inches in the antero-posterior direction,

and 2| inches in the thickest part. Weight fifty-six ounces. Under
the microscope it is found to be a mass of fibrous tissue with vessels,

and ducts containing very little gland tissue.

Although this liver does not possess anything remarkable as a

pathological specimen, it has a history which is very interesting to

the practical physician, and it is to this I wish to call your attention

more particularly. A^ery briefly stated the history runs as follows

:

A. B— , set. 54, of fine physique, tall and stout in proportion, and

somewhat corpulent. When he first came under observation in

February, 1875, his case was diagnosed " premature degeneration,

mitral regurgitation, hypertrophy of the heart, and cirrhosis of the

liver." On careful examination, the liver was found smaller than

natural. July 7th, 1876.—The liver was again carefully examined,

and found very much in the same state as to size ; the edge could

not be felt below the ribs, and the hepatic dulness in the nipple line

was less than normal.

November 22nd, 1876.—Dr. Murchison saw the patient with me

in consultation. There was now a marked change for the worse in

his general condition. He was lethargic and drowsy, slightly

jaundiced, emaciated, and confined to his bed. There was no eleva-

tion of temperature. The liver was slightly tender on pressure.

The hepatic dulness extended from two-fingers^ hreadth below the

nipple to the crest of the ileum, and partly into the iliac fossa,

some eight inches vertically in the mammary line, and the edge of

the liver was easily felt, as the full and prominent belly had become

retracted, and the abdominal wall flaccid and emaciated. With the

exception of being slightly emphysematous the lungs were healthy,

and although there were well-marked mitral regurgitant disease and

hypertrophy of the heart, there was no apparent abnormal dilatation
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of the right side, or, indeed, any cardiac trouble. Having carefully

excluded the ordinary poHHible cauHCB of Hpurious eidargement of

the liver, and having carefully conwidered the previoub history,

together with the then present physical signs and symptoms, Dr.

Murchison was satisfied that'we had mainly to deal with a large

cirrhotic liver. Some months previously, according to my own
observation, the organ was small and contracted. To account for

this apparent increase in size was somewhat puzzling. The theory

of congestion, cancer, &c., were carefully considered, and dismissed

as unsatisfactory explanations.

This apparent enlargement remained unchanged until the patient

died from cerebral apoplexy on the 17th of January, 1877. At the

post-mortem examination, twelve hours after death, the liver was

found lying on its under surface in the lumbar region, the anterior

edge of the right lobe being down in the iliac fossa. The organ

appeared as if it had partly rotated upon its own transverse axis, or,

in other words, anteverted, so as to allow its upper surface to be felt

through the abdominal wall below the ribs. Although I had

observed, on several occasions, a similar displacement of the liver in

women who had borne children, and whose abdominal walls appeared

to have been damaged by over-distension and subsequent atrophy, it

did not occur to me to compare the above case with these, other-

wise a satisfactory explanation of the anomalous (apparent) enlarge-

ment might have been arrived at before death.

The predisposing causes of anteversion of the liver appear to be
over-distension of the abdominal cavity, followed by the opposite

condition, and attended with atrophy of the abdominal wall.

With the help of this history, coupled with the fact that a normal
or a small contracted liver which is anteverted is less prominent
(l}'ing deeper) in the lumbar region than a truly enlarged organ, the

diagnosis of a similar case would be easy. May loth, 1877.
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9. On two cases oj adenoma hepatis.

By F. A. Mahomed, M.D.

CASE 1.—Mary "W— , set. 35, was admitted into St. Mary's

Hospital, September 6tb, 1876, under the care of Dr. Handfield

Jones. The case was one of great clinical interest, being one of aneu-

rysm of the right ventricle ; but as the morbid growth, the subject

of the present paper, has no relation whatever to her other disease,

I shall entirely omit the clinical history of the case, which might

otherwise distract attention from the tumour under consideration.

The patient was admitted suffering from severe symptoms of heart

disease. The lower extremities were extremely oedematous, and on

October 2nd the integument was pricked to permit of drainage.

About ten days afterwards diffuse cellulitis appeared in the legs,

and spread up to the thighs. Exhaustion supervened, and she died

on November 15th, 1876.

At the post-mortem examination, which I need not detail at

length, an aneurism of the right ventricle was found, together with

recent pleurisy, pulmonary apoplexy, hsemorrhagic infarction in the

spleen, and rather granular kidneys. Every organ (including the

whole length of the digestive canal, genito-urinary organs, and the

head) was examined with great care, but no morbid growth was

discovered, except that in the liver, the subject of the present

paper.

The liver weighed 3 lbs., was soft, very friable, nutmegged, and

fatty. The vessels and ducts were all normal. The gall-bladder

contained one or two ounces of dark and thick bile. About the

centre of the middle lobe was an encapsuled growth. Its section

was circular in shape, about one inch in diameter, and about three

quarters of an inch thick. It was perfectly encapsuled, and could

have been easily enucleated. Several vessels could be seen to enter

it through the capsule from the surrounding liver structure. There

was no puckering of the surrounding liver tissue, nor invasion of it

by the connective tissue of the growth. On section the tumour

presented a glandular appearance, and much resembled a nodule of





DESCKIPTION OF PLATE VIII.

Figs. 1 and 2 illustrate Dr. Mahomed's specimen of Adenoma
Hepatis. (Page 144.) From drawings by himself.

Fig. 1. Case 1. Section through tumour at periphery, showing: fibrous capsule

and mode of in-gro\vth to form interlobuhir fibrous tissue. The capsule is seen

to be invaded by the liver-cell growth. Many such cells may be seen in the

capsule itself, especially where it is least dense.

a. Fibrous capsule. A few cells may be seen in it.

b. Invasion of capsule by liver-cell growth.

c. Proper tissue of tumour, showing imperfect columnar arrangement of

cells.

d. Interlobular strand of fibrous tissue.

(Hartnack, No. 3 eyepiece. No. 5 objective, tube drawn out.)

FiQ. 2. Case 2. Section through characteristic portion of tumour, showing

transverse and oblique sections through tubules, which are lined with columnar

epithelium. In many places other forms of epithelium are visible. The tubules

are separated from each other by a coarse fibrous stroma.

(Hartnack, No. 3 eyepiece. No. 5 objective, tube drawn out.)

Fig. 3 illustrates Mr, Butlin's specimen of Hard Carcinoma of the

Bladder. (Page 1G5.) From drawings by himself

Section taken from one of the harder portions of the bladder-wall.

X about 2G0.
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the pancreas ylaincJ with hilc. It waa diHlincily lobulatcd, of paler,

appearance than the Hurrounding liver structure, and had no

appearance of nutmegging.

On microscopic examination the tumour in the liver was found to

be chielly composed of cells, more or less resembling normal liver

cells, but arranged in a most disorderly manner. The whole growth

is perfectly encapsuled by dense fibrous tissue, and this capsule,

passing inwards and running throughout the tumour, forms a reticu-

lated network, which subdivides it into lobules, about the size of

ordinary liver lobules. This interlobular fibroid tissue is highly

nucleated, and each lobule is completely surrounded by it. These

lobules are again invaded by fine strands of the encapsuling fibroid

tissue, which pass throughout the substance of each, forming a fine

trabecular network similar to that of a lymphatic gland, which

appears to support and retain in position the cells which form the

chief element of the tumour. The investing capsule does not

appear to enter the tumour at any particular spot, but rather to

send inwards prolongations at all points between the circumferential

lobules of the growth. The mode in which it does so is peculiar.

The capsule may be seen in many parts, especially where it is least

dense, to contain amongst the fibroid tissue many large cells, having

all the characters of those which form the characteristic tissue of

the tumour. Where one of these circumferential lobules commence,

these cells in the capsule are seen to become more numerous till

they split up the capsule as it were, the innermost portion of the

capsule thus forming the ingrowing portion of it, and becoming the

interlobular tissue of the tumour, which, in its turn, is again split up

in the formation of the more central lobules. Fig. 1, PI. VIII, is

intended to represent this process occurring in the capsule.

The cells above mentioned are of very various shapes and sizes,

originating, apparently, in the ordinary liver cell ; they derive their

various shapes from the pressure of the surrounding tissues. Some
are large and epithelial-like, others hexagons, rhomboids, ovals,

triangles, &c. Many have more than one nucleus, and appeared to

be multiplying by fission. Out of many fat has been squeezed,

and can be seen in some parts lying free on the surface of the

section. Although the cells individually resemble liver cells, yet in

their arrangement the similarity ceases. In many parts they

appear huddled together without any method whatever, in others

they are retained more in the forms of pyramids and columns by

10
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the trabeculae. These two methoda of arrangement I have

attempted to represent in Fig. 2, which also shows the highly

nucleated interlobular tissue.

Blood-vessels appear to be scarce in the growth, and but few can

be discovered in the sections. There are no intralobular vessels or

other arrangement similar to that of true liver structure.

One or two medium-sized bile-ducts may be seen, but nane of

small size ; from their rarity I believe them to be abortive ducts.

Portions of the tumour and of the liver substance were tested for

grape sugar, but none was discovered in either specimen, but this

observation cannot be relied upon, for, the specimen having been

some weeks in spirit, it is possible the sugar may have been dissolved

out or decomposed.

Hence, although to superficial examination this tumour resembles

true liver tissue^ it differs in many essential particulars from it.

On the other hand, it has every right to be classed among the

morbid gi-owths, and although it is analogous to the organ in which

it grows, yet it is not so closely so as a fatty tumour in subcuta-

neous tissue or a simple adenoma of the breast, which has been

described as a mere hypertrophy of the proper structure of the

mammary gland.

With regard to the life history of the growth not much can be

said, on account of its extreme rarity and our want of knowledge of

the various stages of its existence. From the highly nucleated

fibroid tissue which forms its skeleton, we may, perhaps, be justified

in regarding the growth of this portion of it as probably rapid,

while from the density of its capsule we may anticipate that it

w^ould not expand or permit of much enlargement taking place
;

we may, perhaps, be justified in assuming that destruction of its

cellular portion by strangulation would be the next step in its

life, or, rather, the first towards its death ; lastly, on account of its

imperfect vascular supply we may conclude that, after it had become

a mere mass of fibroid tissue, it would either pucker up and leave

merely a small cicatrical nodule, such as we often see in the liver,

produced by other causes, or else it may be assumed that its centre

would become necrotic and a carious nodule be ultimately pro-

duced.

Unlike those small supernumerary livers, or extra lobes, that are

occasionally met ^-ith, the growth does not appear to suffer from

the diseases of the organ in which it grows ; and this affords
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nnothcr proof of Hh non-identity of structure and its right to

be elasyed among the tumours. l^oth to the naked eye and

on microscopic examination the liver of the patient in whom
this growth occurred, presented tlie usual appearances of a nut-

meggcd liver. There was ahnornuil distension of the intralobular

vessels and their radicles, with increase of connective tissue in

the centre of the lobule, atrophy of liver cells, and deposit of

pigment, together with a deposit of fat in the cells nearest the

radicles of the portal vein. These signs were all entirely absent

in the tumour, and their absence may, of course, be accounted

for by the want of similarity in the distribution of the blood-

vessels. The same reason would probably have held good had

the liver been affected by cirrhosis ; while in a case of cirrhosis

which I examined a few weeks ago at St. Mary's, there was a

small supernumerary liver attached to the lower extremity of the

gall-bladder, it had a separate bile duct and vessels of its own, and
suti'ered from the same disease as the liver itself, presenting the

same apj^earance on section.

As with all other tumours of the liver, had it been placed in

another position, or had it been of larger size, it might have produced

either jaundice or signs of portal obstruction, but neither were
present in this case, except such amount of the latter as would be

produced by the congestion of the hepatic vein due to heart disease.

There were no symptoms of malignancy to be discovered in the

growth. It was not secondary to any similar growth elsewhere, nor

did it produce any other growths secondary to itself. It was sino-le

and not multiple—homologous rather than heterologous.

Before discussing adenomas of the liver in general, I will pass on
to my other case, which illustrates another form.

Case 2.—The following case was under the care o£ Surgeon-
^lajor Trotter, who presented the specimen to the Museum of St.

Mary's Hospital, and kindly supplied me with the following notes,

which he has permitted me to use on the present occasion.

Sergeant J. B— , set. 28, of nine years' service, joined the regiment
from the Eifles, January 31st, 1866, to serve with an elder brother,

was admitted into the regimental hospital of the Coldstream Guards,
December 26th, 1874, deeply jaundiced. Before enlisting was a
butcher. His previous admissions into hospital had been

—

1866, May 4th.—Jaundice for eighteen days.
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1867, April 10th.—Hard chancres for thirty five days, treated by

iodide of potassium.

1867, July 8th.—Influenza for five days.

1867, August 19th.—Tonsillitis for four days.

1868, April 6th.—Simple ulcer on scrotum for eleven days.

1870, January 6th.—Tonsillitis for six days.

1870, April 23rd.—Tonsillitis for four days.

1873, May 11th.—Febricula for four days.

1873, May 31st.—Eczema on arm, after a scald, for twenty-one

days.

On admission he had severe jaundice, accompanied by a good deal

of itching of the skin and a vesicular eruption, with slight nausea ; no

tenderness over the hepatic region. The eruption soon disappeared

from the body, but continued on the legs, where small, superficial

ulcers were caused by scratching. At times, vomiting was a

troublesome symptom, favorably influenced by repeated small

doses of mercury. Other treatment unavailing. No decided

improvement took place under any treatment, the discoloration

gradually assuming a dull lemon hue. On February 9th he was

very feverish, the temperature in axilla being 10-46°; pulse 104.

Tongue coated with a white fur ; bowels now generally acted twice

daily, of a brownish colour, urine continuing deeply coloured.

February 18th, temperature, 9 a.m., 97-6°. In addition to other

symptoms there is now oedema of left foot. No albumen in his

urine. March 20th, after having suffered for some days much less

from the nausea and the skin assuming a lighter hue, though still of

the same dull character, his symptoms became more aggravated,

with very restless nights and increase of oedema of foot. He now

began to suffer from irritant cough, he obtained most relief at

night from chloral draughts with hydrocyanic acid.

From April 1st he became much worse up to the time of his

death on the evening of June 29th, 1875, six months after his

admission to hospital. The anasarca extending to both feet and

legs, the peritoneum becoming distended with fluid, but not so much

so as to require operation. Nausea constant, vomiting frequent.

Tongue covered by a thick white fur, but not dry. The entire

body of a light olive tinge, emitting a sickening odour. For

the last three weeks he had colliquative diarrhoea, and the stench

and odour emitted was so great that two orderlies who attended him

were knocked up, and one had to be sent into the country before
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ho recovered. lie died from exhaustion from the colliquative

diarrhoea.

Autopsi/.—The body though wasted did not appear much so from

the general oodenia present.

Head not examined.

Chest.—Eiglit side normal. Left side : left lung bound down

by adhesions and compressed by serous effusion into cavity of

pleura. The lung sank in water.

Heart flabby ; no valvular disease.

Ahdomen.—Effusion of serous fluid into peritoneal cavity. Stomach

and intestines healthy as well as all the organs contained in this

cavity.

Liver {vide specimen). Gall-bladder distended with eigbt ounces

of thin yellowish-coloured serum.

All the tissues throughout the body were stained of a yellowish

hue.

Mr. Trotter adds, " I am assured by Surgeon-Majors Cay and

Eead—who have kindly given me notes of the autopsy, as I was not

able to be present—that there was no disease or cancerous implica-

tion of any organ besides the specimen sent."

"When fresh the specimen was considered by all who saw it to be

one of encephaloid disease of the liver, and consequently I did not

make so careful an examination or any notes, as I should otherwise

have done. Some small portions were removed to be hardened for

microscopical examination, and it was not until several months after-

wards, when these were examined, that the true nature of the disease

was discovered. The liver, after eighteen months' saturation in

spirit, weighs 4^ lbs. It measures at present fourteen inches in

width and ten inches from above downwards. It is thickly studded

throughout with tumours of various sizes, from minute dots to a

ben's egg. These when fresh were of a pinkish-white or yellow

colour, and much resembled encephaloid cancer, though a more

careful observation might have shown then, as it does now, a more

lobulated appearance of the section, and a less tendency to breaking

down or caseation of the centre than is usual w4th cancer. The
larger nodules are umbilicated. They attack the centre of the

organ equally with the periphery and all the lobes alike. A portion

of the growth can be seen projecting into the right branch of the

vena porta ; there are two projections into the part of the vein that

has been laid open, one the size of half a pea, the other of a hazel
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nut. The gall-bladder was cut away before it came under my
observation.

The microscopic examination is, I regret to say, very imperfect.

A. few portions of the tumours were removed to be hardened for

microscopical examination, and the liver placed in spirit, where it

unfortunately underwent a good deal of decomposition. The

material was not examined microscopically for several months, and

when the character of the growth was discovered, it was then found

too late to make a more careful examination of the remainder of the

organ, owing to the destruction of the finer tissues by decomposition.

The examination, however, that was made, so far as it went, shows

that the tumours are composed of a coarse fibrous stroma arranged

in the form of lobules, and that the lobules are composed of tubules

formed of a coarse and fibrous basement membrane, and lined with

columnar called epithelium. Besides this regular and orderly

lining many of the tubules contain loose, irregular-shaped epithelial

cells, granular matter, and free nuclei. Others, again, have lost

their epithelial lining and resemble alveoli formed by a dense fibrous

stroma, as in ordinary carcinoma. In some parts of the sections the

fibroid stroma seems greatly in excess, and but slight evidences of the

characteristic tubular structure are discernible ; in others the stroma

is seen to contain in its network large epithelial-like cells, some-

times with more than one nucleus. Some parts of the growth could

hardly be distinguished from ordinary encephaloid cancer. It does

not appear to be highly vascular ; its mode of origin could not be

determined on account of the impossibility of making any further

satisfactory examination of the partially decomposed liver.

There can, however, be little doubt that these tumours belong to

the class described as multiple adenoma by Eindfleisch, or cylin-

drical-celled epithelioma of Cornil and Eanvier, Wilks and Moxon,

and other authors.

Two very similar cases have been recorded in the ' Transactions '

of this Society, the first by Dr. Whipham, vol. xxii, in which there

was some question that it might be secondary to a questionable

tumour of the ovary ; the other by Dr. Greenfield, vol. xxv, in which

similar tumours to the one under discussion occurred as primary

growtlis in the liver, and produced secondary and similar growths in

the lungs and mediastinal glands. In that case the increase of the

fibrous stroma of the growth in the larger nodules and the destruc-

tion of the simple tubular type of growth is especially mentioned.
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and llio account given agrees very remarkably with the present case.

This, it will bo remembered, occurred as a primary growth in the

liver, but, unlike Dr. Grcenfiehrs, it had not produced any secondary

deposits el.sowhere ; at least none were found, alihougli tlic nodules

of the growth present in the portal veins makes it certain that sooner

or later a secondary deposit in other organs would have occurred.

The accounts given of adenoma of the liver are remarkably im-

perfect in nearly all the standard works on pathology ; indeed, the

variations in the disease seem but very imperfectly appreciated, if

not altogether unknown. Most authors wiio mention it follow liind-

fleisch, and all combine in agi'ceing to recognise only one form of

adenoma hepatis, a disease similar to that in the last case, and

described by many of them as cylindrical-celled epithelioma. Cornil

and Eanvier, indeed, question the propriety of the term adenoma as

applied to any growth in the liver. By far the most complete contri-

bution to the subject is that by Lanceraux (in the ' Gaz. Med.,'

1868) ; his observations will be referred to hereafter. Klebs, in his

* Handbook of Pathological Anatomy,' also gives a good account of

these tumours, though he omits entirely to mention that class

which Lanceraux has especially described ; with these, however, he

was probably unacquainted, as the observations were published in

the same year as his own book. A careful consideration, however,

of the two present cases, together with those that have been previously

recorded, must lead us, I think, to the conclusion that adenoma

hepatis occurs in many different forms, which may now be arranged

in a definite and progressive series. Into some position in this

series all tumours of this type range themselves.

A close resemblance may be traced in these adenomas of the liver

to those of the mammary glands, which, beginning in innocent

growths of simple hypertrophic gland structure, go through every

stage till they terminate in most malignant forms, hardly to be

distinguished from the carcinomata, which reproduce themselves in

other organs, and recur after removal.

The simplest form of adenoma hepatis appears to consist of a

growth of almost true liver substance, which appears as a prominent

tumour on the surface of the organ or in its substance, is encap-

suled, formed of liver cells having an orderly arrangement around a

central vein, and containing bile ducts. These tumours are really

new growiihs and not merely congenital anomalies of development,

as evidenced by their want of sympathy with the remainder of the
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liver iu itts diseases, their irregular and nodular form, their indica-

tions of rapid growth, and the occurrence of retrogression or death

in their centres. Such appears to have been the case of adenoma

hepatis recorded by AVilligk (' Virchow's Archives,' 1, 1870), and

also two cases recorded by Klob (' Virchow's Archives,' xxxiii,

1865). These cases are questioned by Hoffman, who classes them

among the results of degenerative changes in the liver ; indeed,

Klob himself hesitates to accept the first, which occurred in a patient

dying from acute yellow atrophy. The growth was perfectly

encapsuled, and consisted of true liver structure, the cells of which

were undergoing granular and fatty degeneration ; he remarks that

it may possibly be a portion of the liver substance which became

encapsuled and in which the degenerative changes of the primary

disease were retarded. By the light of Willigk's, my own case,

together with the other one described by Klob himself, in which a

man who died from poisoning by phosphorus was found to have a

similar small tumour composed of true liver structure, I think we
may accept his first as a true case of adenoma.

The next type is that in which the tumour is encapsuled, formed

of liver cells, but without orderly arrangement and with abortive

bile ducts, as in my first case. There is a case recorded by Friedreich

(' Virchow's Archives,' xxxiii, p. 48, 1865) in which he describes

multiple tumours, both in liver and spleen, formed of large cells

resembling liver cells, and those in the liver being stained with bile. In

these tumours there was no tubular arrangement or cylindrical cells.

This case is accepted by Hoffman, but regarded by Klob as probably

tubercular, as the man, dying from cerebral haemorrhage, was found

to have tubercular deposits, both in brain and lungs. The case is

probably one similar to those described by Lanceraux.

These two forms of adenoma, then, may be classed together with

regard to their general behaviour. They are single, not multiple
;

innocent, not malignant. They are also chiefly formed by liver

cells. They appear generally to occur in cases in which there is

irritation or disease of the liver itself. Thus, in "Willigk's case there

was cirrhosis (in this case there were two tumours in the liver, but

still it could not be classed as multiple adenoma) ; in one case of

Klob's there was acute yellow atrophy ; in the other, phosphorus

poisoning. Friedreich's case, if it be accepted, certainly had the

possibility of the irritation of absorbed tubercular material, pro-

ducing a glandular hyperplasia, instead of a lymphatic one, and
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may bo regarded ay a link connecting the simple with the malignant

adenomata and possessing some of the characters of both. In

my own case there was disease of right heart and "nutmeg"
liver. AVilligk also quotes another case, that of a girl dying from

syphilis.

Arguing from the anatomical characters of his own case, Willigk

believes that these tumours grow from outwandered white blood

cells. He combats the general view, that of Rindflcish and others,

of their development from degenerate liver cells, and rather

regards them as regenerative than degenerative processes, though

ho admits that they ultimately themselves degenerate. Thus,

he is led to think that small nodules of this growth often occur in

cirrhosis and are overlooked, and that their occurrence determines

the production of jaundice at the termination of the disease, when
there is no proper secreting structure of the liver lost. He suggests

that all proliferations of gland cells may be the result of outw^andered

white cells, take the mammary gland during lactation, for instance.

I quote these details not that I am prepared to support them,

but merely because they appear to have some bearing upon, and,

moreover, are supported by, the observation previously made that

some irritation or disease of the liver is generally coexistent with

them.

The next step in the series brings us to a class of cases very

similar in their histological characters to those w^e have last con-

sidered, but differing essentially from them in their life history
;

these growths are no longer innocent, they have become multiple,

infective, and malignant ; such are the seven cases recorded by
Lanceraux in the paper previously referred to, and called by him
glandular cancroids. One of these had been previously reported

by Professor Yulpian (' L'Union Medicale,' 1866). All of these

were primary growths in the liver, all multiple ; all had growths of

a similar nature in the portal, and some in the hepatic, veins. Three
had secondary deposits in other organs ; of these, one was in the

peritoneum, another in a lymphatic gland in the anterior mediasti-

num, the third in the kidney. To this class, also, the case recorded

by Friedreich, and previously mentioned, probably belongs. In all

of these cases the histological characters of the tumours were the

same ; they all consisted of a hyperplasia of liver cells, of various

shapes and sizes, held together by a network of fibroid tissue and
generally encapsuled. These cases appear to run a very definite
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course, and the train of symptoms they produce is thus summarised

by Lanceraux—slight malaise, slight pains over the liver, then

gradual enuxc-iation, enlargement of liver, ascites, a severe jaundice,

marasmus, and death. He points out tlie diiierential diagnosis of

these cases from those of cirrhosis and cancer.

Lastly, we come to the class of tumours in which tubules lined

with cylindrical epithelial cells are found, whose histological cha-

racters most closely resembles that of an ordinary secreting gland,

and to which many pathologists would limit the name of adenoma

hepatis. To this class belong Griesinger's case, examined by Rind-

fleisch (' Archives des Heilkunde,' v., p. 385, 1864!),Hoflfmann's case

('Virch. Archives,' xxix, 18G7), the two cases reported in the

* Transactions ' of the Society, and my own second case. This

appears to be the best known and perhaps the commonest form of

the disease. In all the recorded cases the tumours have been

multiple, and apparently infective ; in some instances secondary

growth had ap])eared in other organs ; they, perhaps, always

belong to the malignant type of tumours, at least, such would

ap])ear to be the case from our present knowledge of them ; on the

other hand, taking into consideration the iunocent and malignant

forms of what may be called the hyperplastic adenomata, and the life

history and characters of adenomata in other parts, I am inclined

to believe that cases occur, and will hereafter be recorded, in

which single and benign tumours will be found whose microscopic

appearances will be the same as those of the tubular adenomata or

cylindrical-celled epithelioma of some writers.

It may here be remarked that tumours are not unfrequent in the

liver, to which this term of "cylindrical-celled epithelioma"may justly

be ajjplied, and which are not adenomata ; these growths, however

are invariably secondary to similar cylindrical- celled epitheliomta,

elsewhere, most commonly in the gastro-intestinal canal ; on the

other hand, it may be asserted that these also are adenomata, and

the growths in the liver, as secondary to them, must bear the same
name ; if the term be used at all, however, I should deny it to any
growth on a cutaneous, serous, or mucous surface, and limit it to

secreting glands only.

"When taken in connection with these growths great interest

attaches itself to some observations made by EolofF (' Virch.

Arch.,' xliii, 1868) and Gustav Lang ('Virch. Arch.,' xliv. 1868)

who describe changes in the liver much resembling the early
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stages of ilii.s growth occurring in rabbits. They investigated

the so-called worm nodules or psorospermic disease of the liver,

described as occurring in man by Gubler, Virchow, and Dresler.

They were led to agree with llandfield Jones and Leucharb that

they were ])a(hological growtlis and not animal organisms. They
describe growths which increase peripherally by development of

connective tissue containing in its meshes spheroidal cells, while

they decay centrally by formation of tubules lined with columnar

cells, which afterwards break down, thus forming the abscess

cavities described by Rindfleisch as occuring in adenoma, with

whose account of this disease their description of these growths in

the rabbit very closely agrees.

Finally, we may briefly sum up, as the result of an examination

of these cases, that the general term adenoma hepatis may be said

to include two morphologically different growths

—

Hyperplastic

adenomata and Heteroplastic or Tubular adenomata. These two

divisions may be subdivided into innocent and malignant growths of

each class, although, as far as our present limited experience

carries us, we have not yet met with any innocent heteroplastic

adenomata. Further, it is evident that one is a hypergenesis from

the ordinary liver cell, the other from the cylindrical-celled epithe-

lium of the ducts. To these two classes Lanceraux w^ould add

another, produced by hypergenesis of the connective tissue ; of this

variety I know of no recorded case, nor should I think it right to

apply the name of adenoma to such a growth.

December Idth, 1876.

Beport of the Committee on Morbid Growths on Dr. Mahomed^s

cases of adenoma of the liver.—Case 2 is undoubtedly one of
** columnar-celled epithelioma of the liver " (called adenoma by
Klobs and others), and agrees very closely with the case reported

by one of us (' Path. Trans.,' xxv), to which Dr. Mahomed alludes.

"With regard to Case 1, it appears to us to differ so greatly from

Case 2 that it is doubtful whether the two cases can with advantage

be called by the same name. In Case 1 the growth appears to have

resembled the liver tissue sufficiently closely to be regarded as

essentially a part of the liver, although differing from it in the

comparative or entire absence of bile-ducts. It would, therefore,

come under the head of the " encapsuled nodular hyperplasia,"

described by Friedreich, Klob, and Hoffman, and other German
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writers,^ but to which Cornil and Eanvier apply the name of " true

adenoma."

It seems to us not improbable that tliis mass may have been of

congenital origin, and in the absence of any evidence to that effect

we are inclined to question the probability of the tumour ever

producing any symptoms, whether by pressure or otherwise, and

from its entire difference in structure from normal liver tissue, we
question whether the name of " adenoma " is strictly applicable.

With regard to the second case it is a difficult question whether

it should be regarded as hepatic adenoma or cylinder-celled epithe-

lioma. It is not improbable that, as Kelsch and Kiener ^ contend,

a true hepatic adenoma, very closely agreeing with this in general

structure, may exist ; but against the view that this was an instance

of true hepatic adenoma must be urged, that similar growths in the

liver may occur secondarily to tumours originating in the gastro-

intestinal tract, the walls of the gall-bladder and larger bile-ducts,

and even (as shown by cases recorded by Malassez, ' Arch, de Phys.,'

July and August, 1876, and Dr. Einlay, in a paper read at the

Boyal Medical and Chirurgical Society, May, 1877) in the lung.

It is, therefore, questionable whether, when such growths arise

primarily in the liver, they do not take their origin from the bile-

ducts, as they may from the crypts of Luberkuhn in the intestine,

and as their origin is not necessarily connected with the glandular

structure of the liver, we think it doubtful whether the term adenoma

can properly be applied to them.

TVe would, however, point out the interest and value of Dr.

Mahomed's general remarks as to the classification of glandular

growths in the liver, which will form an important contribution to

the study of a difficult subject.

J. F. Payne.

W. S. Gkeenfield.

1 Klobs, • Handbuch der Path. Anat.,' i, 371.

2 ' Archives de Physiologic/ Sept. and Oct., 1876.
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10. Biliary calculi encysted in peritoneal adhesions.

By Sidney Coupland, M.D.

IN examining the body of a man, Jct. 40, who died under Mr.

lLiilke'8 care in the Middlesex Hospital from the effects of a

tumour growing from tlie base of the skull, I found that the liver

had contracted numerous adhesions to the stomach and duodenum.

The adhesions were of old date, and passed mainly from the hilus

of the liver and the vicinity of the gall-bladder. Imbedded within

them were some small, orange-coloured bodies, varying in size from

a millet- to a poppy-seed, which on closer scrutiny proved to be

minute biliary calculi, each provided with distinct facets. A group

of these small calculi occurred outside, but closely adherent to, the

wall of the neck of the gall-bladder. There were about twelve

calculi in this group. Another collection, consisting of four calculi,

one separated by about half an inch from the other three, were

seated in some adhesions close to the pylorus, and were thus fully

one and a half inch distant from the gall-bladder. The gall-bladder

itself was contracted, and of the size of a Spanish chestnut ; it was

constricted at its neck, and a globular dilatation the size of a cherry

occurred at the upper part of the cystic duct. The viscus, before

being laid open, appeared to contain only a single large gall-stone

;

but now that it is cut into, it is seen to be filled with an enormous
number of minute, facetted calculi, similar to those found in the

adhesions outside. The wall of the viscus is, if anything, thinner than

usual. Its contents have not been disturbed, so that the condition

of the lining membrane has not been observed. On the portion of

the wall reflected to show the contents, the lining is deeply pig-

mented. The common bile-duct, from the hilus to its orifice into

the duodenum, is about three times the normal size ; it contains no
gall-stone. The hepatic ducts and the parenchyma of the liver are

natural.

The specimen shows simply that calculi, if of small size when
they escape from the gall-bladder or passages, do not necessarily

give rise to fatal peritonitis, nor need they necessarily pass into the
portion of the alimentary canal which has contracted adhesions with
the duct or bladder.
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I have been unable to learn whether this patient ever suffered

from biliary colic or jaundice, but the dilated condition of the

common bile-duct would point to this having probably occurred

;

and such an occurrence would account for the development of the

localised peritonitis, unless, as is also possible, the calculi ulcerated

through the coats of the gall-bladder in a gradual manner and gave

rise to the peritonitis without any concomitant symptoms.

Dectmher VJth, 1870.

I
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V. DISEASES, ETC., OF THE GENITO-UEINARY
OUCIANS.

A. KIDNEYS, BLADDER, ETC.

1 .
'^ Solitary " kidney.

By Sidney Coupland, M.D.

I
BRING tills specimen forward to-night because I am informed by

Dr. Greenfield that he has other and similar examples of

anomalous kidneys to exhibit at this same meeting. One, at

any rate, of his specimens belongs to the class of solitary kidneys,

which Rokitansky distinguishes from the examples of " unsym-

metrical " kidney, where there is a " right or left kidney which is

normal in regard to position and conformation, and occasionally

rather enlarged, its fellow being deficient." Several such instances

of the absence of one kidney have been recorded in this Society's

* Transactions,' and about a week ago a like condition was met with

in the post-mortem room of the Middlesex Hospital. The subject

was an adult male, who died from the rupture of an aortic aneurysm.

In liim the right kidney was met with about twice its normal size,

but no trace of kidney or ureter could be found on the left side.

The " solitary kidney," Eokitansky goes on to state, " is the result

of a fusion of the two organs .... of which the lowest degree is

seen in the ' horseshoe ' kidney. ... In the higher degrees the two

lateral portions approach one another more and more, until they

reach the highest degree in which a single disc-like kidney, lying in

the median line and provided with a double or a single calyx,

represents complete fusion."

The present specimen is an excellent example of a transitional

form between these two degrees of fusion, of which one of Dr
Greenfield's specimens is an instance of the "highest degree." This

kidney occurred in the normal position of the left organ, and its
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general configuration is that of the normal gland, presenting,

however, tracea of lobulation (see Woodcut 2). The upper two

Woodcut 2.

thirds are formed by the left organ, and its ureter, lying in front of

the renal vessels in the hilus, passes down in a nearly vertical direc-

tion across the anterior surface of the compound organ. The

position of the ureter may be taken as marking off the left seg-

ment of the conjoined organ from the mass of renal tissue which

here represents the junction between the right and left halves of a

horseshoe kidney. The portion representing the right kidney

composes the lower and inner part of the whole organ ; it is less

than half the size of the left portion, and its convex border looks

towards the middle line. In the hilus of this right portion the

ureter and renal vessels hold their normal relation to one another,

but (as in all the examples of horseshoe kidney I have met with)

the ureter passes down in front. The whole organ weighed 6|- oz.,

and measured about 6^ inches vertically, and from its inner to its

outer border 3^ inches, both at its upper and lower part.

I am indebted to my friend Mr. Mortimer Balding, of Royston,

for the specimen. He obtained it from the body of an adult male

who died from phthisis ; and he tells me that the right ureter

crossed the middle line about the brim of the pelvis, opening in its
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usual place at the baao of tlio bladder. Tie could not give me any
intbnnation as to the exact distribution of the renal veins and
arteries. The right supra-renal capsule retained its normal portion.

Octoher 11th, 187G.

2. Single kidney.

By W. S. Geeenfield, M.D.

rpiiE two cases from which these specimens were taken, alike in the
-L fact of the congenital absence of one kidney—the right in both

cases—are nevertheless distinct, both in their character and their

mode of origin.

Absence of one kidney, though not of frequent occurrence, is yet

not by any means rare. Some of the cases recorded in the ' Transa-

tious ' are cases of extreme atrophy or imperfect development of

one organ ; these should not be classed with true congenital

deficiency, of which there are other well-marked instances on record.

E-okitansky divides the cases in which only one kidney is present

into two classes

—

unsymmetrical, where only one exists, and solitary,

where there is fusion of the two in greater or less degree, and
usually, also, some malposition of the conjoint organ. The most
common example of solitary kidney is the " horseshoe " kidney,

where the two organs are united at their lower extremities by a

connecting band, either of fibrous tissue or glandular substance,

in some cases the organ being very completely united, and having a

solidarity of condition both in health and disease. In this condition,

which is far from uncommon, the hilus, as Rokitansky pointed out

is almost invariably situated so as to look forwards, and the ureters

pass down in front of the combined organ. The hilus also usually

looks forwards in other cases of solitary and unsymmetrical kidney •

and in the first specimen it w^ould not be difficult to imagine that

the organ might have become a "horseshoe" if it had been dis-

placed across the spine.

Dr. Duckworth, in bringing a case before the Society, in vol. xx

of the ' Transactions,' gives a table of seven cases, reported in the
' Transactions ' and elsewhere, of solitary kiduey. Four of these

11
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may be excluded, as the kidney was only extremely small or rudimen-

tary, the ureter beiu^ present. Such are the cases reported by Mr,

Cock (vol. i, p. 293), Dr. Ogle (1851-2, vol. iii, p. 382), Mr. Sydney

Jones (vol. viii, p. 279), and also the case in the Pennsylvania Hos-

pital Museum. Five genuine cases remain :—One by Ur. Murchison

(vol. X, p. 190), where the right only was [)re8ent ; one by Dr. llillier

(vol. XV, p. 46), in which the right only was present, but there were

two ureters and three arteries ; a third by Mr. Alexander Bruce

(vol. xvii, p. 175), in which only the right was present, and only one

ureter existed ; the fourth by Dr. Kelly, and the fifth by Dr.

Duckworth, in both of which also the left was wanting.

In the record of Dr. Murchison's case nothing is said either of

the ureters nor of the supra-renal capsules ; and in Dr. Hillier's, the

course and distinction of the two ureters is not mentioned, the

supra-renal capsules, however, being normal. In Mr. Bruce's case

the kidney weighed 7i oz., and measured 3^ inches by 3 inches .

the condition of the supra-renal and genital organs is not noted.

In Dr. Duckworth's case there were two arteries, and the supra-

renals were normal ; the state of the other genito-urinary organs is

not noted.

The most remarkable case is that brought before the Society by

Dr. Kelly (vol. xix, p. 274), in which the right kidney only of a

female, whose age is not stated, weighed ninety-three ounces. There

were three arteries and two ureters, the upper of which descended

in the usual manner, and was situated most anteriorly in position of

all the vessels ; the lower one, after passing behind it, followed the

course of the left common iliac artery, and then, dipping downwards

just inside the commencement of the left external iliac artery,

entered the bladder in the usual position. The condition of the

ovaries is not stated. This case resembles in many respects the first

of those now to be described.

Case I.—The first specimen was removed from the body of a

female, set. 19, w^ho died in St. Thomas's Hospital, having been

under the care of Dr. Murchison.

The right kidney was entirely wanting, and the vessels absent,

no rudiment of them being discovered on the most careful examina-

tion. The left kidney was in the normal position, and so little

altered in general appearance that it did not attract attention until

after its removal, when the right was not to be found. On this

account the exact relations of the ureters in their upper j^art could
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not be observed. The kidney weighed 73 oz., and measured nearly

5 inches in length. Its general outline was of nearly normal shape,

but it was flatter and wider than usual at the lower part. It was

slightly lobulated, but no indication of a division into two parts

could be discovered externally. The hilus was situated on the

anterior surface, and much further outwards than usual, and was

divided into two distinct parts, upper and lower, separated by a

bridge of kidney substance. The two ureters and their pelves were

quite distinct and did not communicate in the organ. The upper

passed somewhat inwards in the usual direction, and then down-

wards. The lower passed nearly vertically downwards in front of

the organ, lying in a furrow on the anterior surface, which produced

a sort of bifid extremity. On cutting into the organ a sort of faint

line of demarcation, running obliquely across it, seemed to me at

first visible, but this appearance was lost after the organ had been

kept in spirit. The glandular substance seems uniform throughout,

though there are evidently two distinct sets of uriniferous tubules,

the pyramids being small and ill-formed. Nothing abnormal was

observed in the appearance of the tissue.

The ureters passed downwards, near each other though not together,

in much the usual situation of the left. Near the brim of the pelvis

they diverged, one crossing over the common iliac artery, an inch

from its origin, the other nearly an inch further out. The inner-

most passed downwards for a short distance into the pelvis, and then

passed nearly horizontally towards the right side, gaining the usual

position of the right ureter, and entering the bladder in its normal

situation. The other was normal in its direction and relations.

One could not tell certainly which of the ureters entered the right

side of the bladder, but it is highly probable that the lower one

represented the right, the upj)er the left.

The renal artery was single, in the normal position of the left : it

divided near the hilus into two trunks, which gave branches to the

two divisions, some entering quite away from the ureter. The
branches of the vein were situated in front of the ureters.

The supra-renal capsules were normal.

The ovarian arteries were represented by a single trunk given off

just below the renal, which passed down nearly to the brim of the

pelvis before dividing, and then divided into two, one for each ovary,

those organs and also the uterus being normal and perfectly sym-

metrical.
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Case II.—The second case is one of entire absence of the rigiit

kidney and ureter, together with the testis, vas deferens, and

vesicula seminalis on the same side.

This specimen was removed from the body of a male, fifty-nine

years of age, who was under the care of Mr. Muc Cormac in St.

Thomas's Hospital, for extravasation of urine and urinary fistula)

due to stricture, lie was only in the hospital a week.

The body was considerably emaciated, and on removal of the peri-

toneum from the right of the spine, no fat even occupied the normal

position of the right kidney. The renal vessels were entirely

wanting on the right side. The right supra-renal body was in its

normal position, or perhaps rather lower down, and was well deve-

loped.

The left kidney was slightly enlarged, but not very obviously so,

taking into consideration the condition of the bladder and urethra.

Its vessels were, however, decidedly larger than usual, especially

the vein. In other respects its anatomical structure appeared

normal.

On dissection of the bladder, with the urethra and genital organs,

the rio-ht vesicula seminalis and vas deferens were found to be

entirely wanting. The sinus pocularis was unilateral. Unfortu-

nately the testicle was not directly searched for, but in the absence

of any vas deferens it is highly improbable, if not altogether impos-

sible, that it should have existed, even in a rudimentary condition.

The two cases present a distinctive difference, the one corre-

sponding with what Eokitansky calls the " solitary," the other with

the " unsymmetrical " kidney.

In the first (solitary) we find what appears to represent the fusion

of the two kidneys into one, a condition somewhat analogous to

the horseshoe kidney. It is a curious fact that in the horseshoe

kidney the hilus comes to be in front, the ureters almost invariably

passing down in front of the united organ. (This is contrary to the

statement of Wilks and Moxon,' of which, however, I can find no

confirmatory evidence in other authors.)

One would have expected to find two arteries, and some signs of

an external division ; but one knows that there are cases in which two

separate ureters exist on one side, and unite only lower down or at

the entrance to the bladder. The reason, in fact, for thinking this to

be a case of fusion, consists in the normal mode of entrance of the

1 ' Pathological Auatomy,' second edition, 1875, p. 497.
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ureters into the bladder. In this respect the specimen resembled

that of Dr. Kelly which has already been mentioned.

The other specimen is chiefly peculiar from the fact of the absence

of the genital organs on the corresponding side. In this respect the

case resembles one which was exhibited by M. Exchaquet to the

Sociotc Anatomique of Paris (' Progres Medical,' May 1st, 1875), in

which the left kidney, ureter, and vessels were absent, and also the left

ovary and Fallopian tube, whilst the corresponding half of the uterus

was undeveloped, a uterus " unicornis," so to speak, existing. This

patient, a female, sixty-two years of age, who was under the care of

Dr. Potain, at the Necker Hospital, died from interstitial nephritis.

The supra-renal bodies are not mentioned.

Probably the fact of the non-development of the genital organs

on the side on which the kidney is wanting may throw some light on

the mode of development of the genito-urinary system, on which the

statements of embryologists are at present at variance, but this point

is scarcely suited for discussion in this place.

Octoher 17th, 1876.

3. Hard carcinoma of the bladder {primary).

By Henet T. Butlin.

ALTHOUGH carcinoma of the bladder as a primary disease is not o£

very rare occurrence, hard or scirrhus carcinoma of the

bladder appears to be an exceedingly rare disease. Por that reason

I have been glad to be allowed, through the courtesy of Mr.

"Willett, to bring this case before the Society. Looking through

the * Transactions ' I have only been able to find one case which

resembles it, a case shown by Dr. Bastian, and reported in the

eighteenth volume (p. 159), To it is aj^pended a further micro-

scopical examination by Mr. Hulke and Dr. Cayley.

It will be observed that there is not any distinct tumour in this

bladder, but that its coats are everywhere enormously thickened,

measuring from half an inch to an inch in thickness. Its capacity is

BO much diminished that it will only hold about an ounce of fluid

;
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its mucous membrane is corrugated and inflamed ; its capacity can

neither be increased nor diminished, owing to the stiffness ot* its

walls. The prostate is little if at all enlarged, and is only just

invaded by the disease at the upper part. The bladder was very

adherent to the surrounding parts by extension of the disease, and

could only be removed by free use of the knife ; it had eaten

deeply into the pelvic bone on the right side, the body of which

was in great part destroyed. There was secondary disease of the

abdominal glands, of the liver, and of the peritoneum and sub-

peritoneal tissue. Partial obstruction of the ureters at their

entrance into the bladder had evidently existed for some time, as

both ureters were dilated and sacculated, and the pelvis of each

kidney was widely dilated. In addition to this there was extension

of the inflammation of the mucous membrane of the bladder along

the left ureter into the pelvis of the kidney, which was the seat of

several abscesses.

The disease was supposed at the time of removal to be hard carci-

noma. The microscopical examination completely bore out this view.

The accompanying sketches (vide PI. VIII, fig. 3) show that the

carcinoma is not only of the hard variety, but quite deserves the name

of scirrhus. The cells were generally of smaller size, with much

smaller nuclei then usually occur in medullary carcinoma of the

bladder. The stroma consisted for the most part of very firm and

very abundant fibrous tissue (and organic muscular tissue).

The resemblance betw^een this case and Dr. Bastian's is in some

respects very striking. The same parts were affected by the

secondary disease ; the primary disease presented itself in each case

as an infiltration of the coats of the organ ; no separate tumour

was present in either case. This infiltration of the coats of the

bladder is, I think, very characteristic of scirrhus. It occurs when

other hollow organs are attacked by the disease, the oesophagus,

stomach, &c., of which several very good examples exist in the

museum of the Eoyal College of Surgeons. In all these cases the

capacity of the organ is very much diminished, the walls are much

thickened, and the interior is corrugated, but not ulcerated.

The patient from whom the specimen was taken was a man, forty-

five years of age, in whom symptoms of bladder mischief had existed

for about a year previous to his death. The symptoms ran much the

ordinary course of those of cancer of the bladder, except that during

the last fortnight before his death, during which he was an inmate of
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St. Bartholomew's IIoHpital, he had lost all control over hi« bladder,

from wliit'h urine continually dribbled. In spite of this the

bladder could never be felt throufjjli the abdominal wall, as might

have been ex])ected in an ordinary case of cancer of the bladder,

llepeated ha3morrhage was one of the chief causes of death. The

urine was several times carefully examined, but no cancer-cells were

discovered. October Ylth, 187G.

4. A case of epithelioma of the posterior wall of the bladder,

secondary to a per^ineal fistula of thirty years' standing, and

probably due to irritation from catheterism.

By C. Hilton Fagge, M.D.

HENEY A—, aet. 69, was admitted into Guy's Hospital, under Mr.

Cooper Eorster, on June 12th, 1875. About thirty years

previously he had been in the hospital for three months, under the

care of Mr. Cock. He then had a stricture ; the operation of

perineal section was performed ; and he ever afterwards passed his

urine with comfort through the fistulous opening then made. He
was in the habit of introducing a catheter into the bladder through

the artificial passage from time to time ; it would admit an instru-

ment of No. 5 size.

His urine was thick and ammoniacal, and contained albumen. A
sound was passed into the bladder along the fistula, and its interior

was found to be roughened. He was extremely emaciated, with a

rapid feeble pulse, and a temperature of 96'8° ; and he died on June

23rd.

The immediate cause of death appeared to be suppurative inflam-

mation of the kidneys, narrow whitish lines extending through the

cortex from the surface to the bases of the pyramids. The kidneys

weighed twelve ounces, and their secreting tissue seemed to be free

from any chronic organic change. The pelvis of each was inflamed, but

the calyces were not dilated, nor were the pyramids at all flattened.

The bladder was contracted to about the size of one's fist. Its
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wall was three eighths of an inch thick. Its lining membrane was

deeply inflamed. Its posterior wall displayed an open ulcer, of

about the size of a five-shilling piece, with an irregular sloughy

surface, with thick, raised, everted edges, and with its floor and

margins alike infiltrated with an opaque, white, soft growth, obvi-

ously of malignant nature. The microscope showed that this was

a typical squamous epithelioma, with numerous and large " birds-

nest aggregations."

It will be observed that the seat of the ulcer was not at the

trigone, but behind it, corresponding exactly with the spot at

which the point of a catheter would impinge upon the vesical wall,

and where an ecchymosis is not uncommonly found after the intro-

duction of such instruments, as Mr. Hilton long ago pointed out.

A probe passed into the urethra from the bladder emerged

directly through the perineal fistula ; it could, however, be made to

traverse the canal for a short distance beyond the opening in the

floor. Another probe was afterward carried along the urethra

from the meatus, and this was cautiously slit up. It then appeared

that in the bulbous portion there was complete obliteration of the

tube for about a quarter of an inch ; and for some distance beyond

this it was very narrow and puckered. The penis itself was

exceedingly small and shrunken.

There were no secondary growths in any of the organs. The

liver and heart were much wasted and flabby, the fornjer weighing

only 31 oz., the latter only 8 oz.

Bemarks.—This case is no doubt interesting to the surgeon, as

showing the state of the urethra after the existence of a fistulous

opening in the perineum for the long period of thirty years. But

its highest interest is to the pathologist, as an instance of the

development of epithelioma in an organ already sufi'ering from the

efiects of chronic disease—probably the direct result of irritation

from the introduction of catheters.

I have since made a post-mortem examination in a somewhat

similar case, that of a man aged forty-eight, who also came under

the care of Mr. Eorster. This patient had had a stricture for

about twenty-seven years, and be had recently been passing

blood and small pieces of calculus. I understood, however, that he

had not had instruments passed very frequently into the bladder.

He died on May 17th, 1876, of acute peritonitis. The narrow part

of the urethra was found to be in the membranous portion ; its
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mucous membrane was rough and thickened. At the fundus of the

bladder was an indurated mass of squamous epithelioma, three

quarters of an inch thick, infiltrating all the coats, and sloughing,

so that there lay loose in the cavity of the organ several soft

masses, as large as nuts or almonds, which showed the structure of

the new growth very plainly under the microscope—squamous

epithelium, bird's-nest aggregations, &c. The disease also extended

to the tissues outside the bladder, as well as to some of the glands

about the bifurcation of the abdominal aorta. The prostate and

the kidneys, and the subperitoneal connective tissue of the pelvic

cavity, were all in a state of suppurative inflammation. The higher

urinary passages were also greatly dilated in this case, the pelves

being as large as hen's eggs, and the pyramids being flattened

down. November 21s^, 1876.

5. Report on three large uric acid calculi.

By Arthur E. Barker.

THERE are a few points of interest about these calculi, which are

somewhat larger than the usual run met with nowadays, which

may not be unworthy of the attention of the Society for a few

moments. They were removed by me at University College Hos-

pital from a man, SBt. 60.

1st. That the patient should have suff'ered them to attain their

present size before seeking relief : for it may be assumed, from the

following statements made by him (the accuracy of which statements

I am able to attest through the kindness of Mr. Nunn, who has sup-

plied me with a few notes as to the man's condition while under his

care four years before he came into my hands), that he was well

aware that he had stone in the bladder. He stated that he was treated

by Mr. Nunn in June, and again in October of 1872, for stone. On
each occasion lithotrity was performed, and after the first he was sent

away apparently recovered. After the second crushing in October,

1872, he was discharged as well. He told me that a quantity of debris,
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sufficient to fill a Ij-inch pill box, was thua removed. But about

a month after leaving Middlesex Hospital in October, 1872, he

commenced to feel the same pain and to develop again all the

symptoms of stone in the bladder. From this time until he was

admitted under my care at University College Hospital in August,

187(3, nothing had been done for him.

2ndly. AV'e have evidence in this as to the rate of formation of

uric acid calculi, not without interest, perhaps, for some ; for it

may be assumed that Mr. Nunn did not leave any large fragments

in the bladder after the last crushing. One of the stones shows on

section, indeed in its centre, a small, angular fragment, which was

probably thus left behind after the last lithotrity, but it is very

small.

3rdly. The shape of the stones is interesting also as indicating

that they must have been frequently very tightly grasped by a

strong bladder, and that very little more phosphatic deposit would

have united them into one mass. They appear, too, to have changed

their relative position more than once at some previous date.

Their weight is also considerable—the smallest being 500 grs.,

the next 681 grs., and the largest 910 grs., altogether 2091 grs., or

nearly 4| oz.

The point of greatest interest, however, to my patient and myself,

is that he made an excellent recovery. I removed the calculi by

the lateral operation on August 10th, 1876, and the patient

returned home on September 20th. He wrote to me twice after

his return to say he was gaining strength again and doing very well

otherwise. April 17/A, 1877.

6. (Ij Specimens of calculi which appear to have undergone

spontaneous disintegration within the bladder.

By William M. Ord, M.B., F.E.C.P.

IHE numerous calculi and fragments of calculi exhibited are but

a few out of an enormous number passed by a gentleman,
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let. 83. Thoy came away by the urethra with little difliculty and

but little pain.

A vet'y considerable proportion of tlic bodies passed appear to be

segmentary fragments. Tliey have all the appearance of being

perfect segments of spheres having a very small central cavity. On
making sections it becomes certain that they are such fragments,

each section sliowing numerous curved, parallel markings, con-

stituting together portions of concentric systems of lamina) which

have been drawn round the centre of the sphere before disruption.

The substance of the calculi is uric acid with a very little

ammonia ; the surface is coated with a lighter coloured deposit of

neutral urate. It is evident, therefore, that the calculi were broken

some little time before the fragments were passed, and that the

condition of the urine was changed from an acid to a neutral or

alkaline one at about the same time.

With this, it is suggested, the occurrence of disintegration is

probably connected. The fact that the nucleus of the calculus is

lost from every fragment is taken to indicate that a change

—

probably an expansion—of the nucleus occurred when the reaction

of the urine changed, and so produced an explosive disruption, such

as would occur in a thick-walled shell.

The pieces differ in their marked segmental regularity from

fragments resulting on the application of disruptive force from

without ; and there is, furthermore, no story of shock, of fall, or of

the use of instruments. They resemble the fragments in prepara-

tion A 177 among the calculi at the Museum of the Eoyal College

of Surgeons, except that the latter are unbroken to the very centre,

instead of leaving indications of a central cavity. These latter are

supposed to have resulted from spontaneous disintegration of

pisiform calculi.

(2) Specimens of small calculi, consisting in greatpart of carhonate

of lime, passed hy the urethra.—Carbonate of lime rarely forms the

principal constituent of urinary calculi from the human subject.

The three exhibited are the remainder of six passed by a young

man after symptoms of prostatic irritation. The other three

were used up in analysis. They consisted of more than two

thirds carbonate of lime, with phosphate of lime and organic matter.

They are more friable than prostatic calculi of allied composition

described by Sir H. Thompson, but were probably formed in the
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recesses or ducts of that gland. They are compared with two

large calculi from the horse, both conaiHting of carbonate of lime

with organic matter.

I. In a large very friable calculus from the bladder of the horse,

containing only a small quantity of thin, mucoid, organic matter,

the carbonate is in separate spheres and rounded crystals. In the

friable human calculus with more organic matter the spheres are

aggregated into coherent masses, and there are no crystals.

II. In the compact and polishable calculus from the kidney of the

horse, containing a large proportion of dense organic matrix, which

retains a cellular form after removal of the earthy matter, the spheres

are aggregated into compact masses, or have coalesced into laminae,

like those of bone.

The influence of the greater quantity and denser quality of the

colloid is taken to be the efficient cause of these difterences.

December 19M, 1876.

7. Two cases of melanuria associated ivith melanotic new

growths.

By C. Hilton Fagoe, M.D.

CASE I.—J. J— , set. 56, was admitted into Guy's Hospital, under

Mr. Birkett's care, for a tumour in the throat, on May 5th,

1874. It was removed by operation, but he died on June 16th of

meningitis, consequent upon sloughing of the scalp from erysipelas.

I made a post-mortem examination, and found that the lungs con-

tained numerous nodules of the growth, most of them unpigmented.

The mediastinal glands and the supra-renal bodies were much

enlarged, and contained large masses, some of which were perfectly

black. The liver and kidneys were free from them.

The original growth in the neck had a distinctly alveolar struc-

ture ; the alveoli were filled with well-formed epithelioid cells.

Pigment granules existed both in the stroma and in the cells. The
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di'Hcaae was, therefore, a melanotic carcinoma, and not (as is usually

the case) a sarcoma.

The urine contained in the bladder was of a dark brown colour,

between Nos. 8 and 9 of Vogel's standard tintn, but looking rather

greenish in comparison with them. When set aside it deposited a

loose flocculent material, which was very dark in hue, the super-

natant liquid being much paler. Under the microscope I found

that the deposit consisted mainly of deeply pigmented casts of the

uriniferous tubules, some almost black, others appearing to be of an

uniform brown colour, or containing scattered brown granules.

There were also some colourless casts, partly hyaline, partly epithe-

lial. In addition to the pigment in the casts, there was a large

quantity of it in the form of granules, partly scattered over the field,

partly aggregated together in clumps. Finally, there were certain

rounded, translucent bodies, of a light brown colour, apparently

pigmented nuclei, for some of them were surrounded by masses of

protoplasm. And some of the usual polymorphous epithelial cells

from the urinary passages also contained much pigment.

The urine did not yield any distinct evidence of the presence of

albumen when boiled, but it contained numerous blood-discs, and

gave a deep indigo-blue colour with guaiacum and ozonic ether.

Some crystals of uric acid were present in it.

Case II.— J. B— , set. 33 (or 35 ?), was admitted into Guy's

Hospital, under the care of Dr. Habershon, on June 9th, 1875, and
died the same night. The liver was enormously enlarged, its

surface was smooth, and so soft that there was a doubt

whether fluctuation could not be detected. He said that he had

been quite well and hearty until six weeks before ; but he was ex-

tremely emaciated, and at the time of his admission he was pulseless

and moribund.

At the post-mortem examination the liver was found to weigh

188 oz. ; it was full of nodules ef inky blackness, from the size of a

pin's head to that of an apricot. Other grow^ths were present in the

lungs, heart, spleen, and kidneys, in one of the iliac glands, and also

in the diploe of the calvaria and sternum.

The mucous membrane of the stomach was plentifully sprinkled

over with black spots, some very minute, others as large as millet

seeds. They were not in the least raised above the level of the rest

of the surface. Precisely similar spots were present in the lining

of the pelvis of each kidney, and in that of the bladder and prostate.
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The tissue of the kidnoya appeared to be healthy ; but it was rather

dark brown in colour.

The urine which was contained in the bladder was of a peculiar

olive green hue, between Nos. 7 and 8 of Vogel's standard colours.

It became darker when exposed to the air. The addition of nitric

acid rendered it black. On a microscopic slide, in a thin layer

of urine, the change appeared as a uniform darkening of the

liquid to a light brown shade, without the presence of any visible

granules. A drop of the urine, without nitric acid, showed merely

normal epithelial cells from the bladder, and a few rounded bodies

of a dark brown colour, and of about the size of leucocytes.

I exhibit to the Society a specimen of black pigment, which Dr.

Stevenson obtained for me from this urine, and which had been

allowed to dry, so that it is now simply suspended in water. It is

of inky blackness.

The fact that in some cases of melanotic sarcoma the urine

contains a black pigment is by no means a new one, but I am not

aware that any recent English observer has noticed it. Virchow, in

the * Krankhaften Geschwiilste,' quotes Eiselt as having pointed out

that the black colour was sometimes brought out by exposure to the

air or by the addition of acids ; but the earliest writers to whom he

refers are " Norris, 1820, and Dav. Williams, 1833."

Virchow himself, however, rather discredits these observations,

for he quotes Hoppe-Seyler as having shown that the urine in such

cases is very rich in indican, and merely possesses to an exaggerated

extent the property of turning black, which belongs in a less degree

to healthy urine likewise. He even suggests that the presence of

pigment in the renal secretion may have nothing to do with the

melanosis as such, but may simply depend upon the fact that the

liver is among the organs secondarily aft'ected by the disease ; that

the colouring matter in the urine is of the same nature with that

which exists in the new growths is, he says, unproven, and he

thinks that it is rather improbable than otherwise. I remember

that when I read Virchow^'s lecture for the first time I thought that

probably a mistake had arisen from the presence of those tarry

compounds, which are well known to occur in the urine in cases in

which carbolic acid or any preparation of tar had been applied for

therapeutical purposes.

I think, however, that my cases shew conclusively that the black

matter excreted in the urine in cases in which pigmented sarcomata
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are being developed throughout tlie body is really melanotic pigment

;

and in the second case, if the patient had lived a few days in the

hospital, so that the state of the urine could have been noticed, it

would have enabled a correct diagnosis to have been made, whereas

otherwise the enlargement of the liver would probably have been

regarded as one of an entirely different nature. The pathology of

the disease, however, still remains exceedingly obscure and difficult

of comprehension. One cannot conceive in what part of the body

this pigment is manufactured, which is deposited in the new growths

in such large quantities, and yet leaves a surplus to be carried off by

the kidneys. Indeed, it has appeared to me that it is also thrown

down in some of the normal tissues (as, for instance, in the mucous
membranes, and also, perhaps, in the lungs), altogether apart from

the development of any new growth in these tissues. Again, we
cannot understand what connection there is between the occurrence

of a malignant sarcoma and the formation of the colouring matter.

And I may observe that the modern theory appears to me very

doubtful, according to which a pigment-mole in any part of the

body, which shows no sign of having taken on an active growth, is

regarded as the source of infection from which melanotic sarco-

matous growths have started. In my second case I searched all

over the body with the greatest care for a primary nodule, and could

find nothing. I have, of course, no intention of denying that the

affection very often spreads by infection from a tumour in the skin

or in the eyeball ; but it does seem to me essential that any mole

or mark which is to be regarded as its starting-point should itself

have increased in size towards the end of the patient's life, or at

least that it should contain embryonic tissues, like those of the

supposed secondary growths. Novemher ^th^ 1876.
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8. Renal calculi hitherto presumed to be composed of carbonate

of lime.

Supplementary note, by W. W. Wagstaffe.

IN the 19th volume of the * Transactions,' page 270, 1 have recorded

a case of renal calculus, of what I believed to be carbonate of

lime, and therefore of singular rarity. During the present year. Dr.

Ord having brought forward some specimens of prostatic calculus

also composed of carbonate of lime, reference was made to the

specimen I exhibited, and I learned that a further analysis had

been made of portions of it, and with a different result from that

obtained at first. This further analysis showed, I was informed,

that it was composed almost entirely of calcium oxalate.

Under these circumstances I wished to have the specimen exa-

mined by some competent authority, and have, therefore, submitted

it to the Chemical Committee. It may be worth pointing out that

the tubes A, B, and C, referred to in the subjoined report, corre-

sponds respectively with the forms of deposit mentioned in the

original account as 2, 3, and 1.

The original analysis gave as its result " almost exclusively

carbonate of lime with a slight trace of phosphate." The more

careful examination now made gives as its result " principally

calcium phosphate," " in one fragment a trace of calcium car-

bonate," and the small pea-like laminated calculi, " chiefly calcium

oxalate," organic matter, and some earthy phosphates.

December 19th, 1876.

Beport of Chemical Committee on Mr. Wagstaffers specimens of

renal calculi.—Eeceived December 15th, 1876, three small glass

tubes containing fragments of renal calculi. These fragments were

submitted to the Chemical Committee, in order to settle a doubt

that had been thrown on the accuracy of a previous analysis.

As only fragments, and not the entire calculus, were submitted,

the Committee can only speak positively as to the composition of

those portions which were brought under their notice.

Tiihe A.—Contained a few white fragments said to have been re-

moved from the renal calyces. Of these, one fragment dissolved with
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Blight effervescence in hydrochloric acid, whilst with others no such

effervescence could be detected during solution. The acid solution

gave with uranic nitrate a slight turbidity, and a white precipitate

with ammonium oxalate and ammonia respectively. A portion of

fragments on incineration charred but slightly, and yielded a white

powdery ash, which did not fuse under the blowpipe flame nor

effervesce with hydrochloric acid. The fragments, therefore, con-

sisted principally of calcium phosphate, a small quantity of organic

matter, and in one fragment a trace of calcium carbonate.

j}iiJ)e B.-:-Contained a few brownish- coloured fragments, said to

have been taken from some small, hard, smooth calculi, which were

found lying loose and pea-like in calyces. Pursuing the same

process as with Tube a these fragments were found to consist

chiefly of calcium oxalate, a considerable proportion of organic

matter, and some earthy phosphates. The quantity at our disposal

for analysis was too small to determine the amount of lime and

magnesia present, but from the extremely infusible nature of the

ash we should be inclined to think the latter base to be present in

extremely small proportions.

Tube c.—One fragment of brownish colour, taken from the

surface of dark mass lying in lower pelvis of the kidney. Ana-

lysis of this fragment yielded the same results as fragments in

Tube B. W. HowsHip Dickinson.

Charles Henry Ealfe.

(b). male genital organs.

9, Tke left testicle affected with cystic disease

t

By Warrington Haward.

HE specimen was removed from the body of Thomas B— , aet. 30,

who died in St. George's Hospital, January 3rd, 1876. He
was admitted, under the care of Mr. Pollock, in July, 1875. He
had had syphilis with secondary symptoms six years before admis-

12

T
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sion. Three years after the syphilis ho married and had a child,

which died in infancy. Two years before admission the left testicle

became hard and enlarged, as did also some of the glands in the left

groin. The glands slowly increased in size.

On admisision, the left testicle was the siae of an average lemon,

and there was some fluid in the left tunica vaginalis. A mass of

glands, of about the same size as the testicle, firm and movable,

occupied the left Scarpa's triangle ; the skin over these was traversed

by many large veins. There were several small indurated glands in

the right groin. He was treated for syphilis for a time. The

tumours in the groin continued to increase, the skin ulcerated, and

the mass fungated ; the leg became swollen ; he had much aching

pain ; the testicle remained unchanged ; he emaciated, and the can-

cerous mass bled. He died exhausted by the disease two years and

a half after its commencement.

Post mortem.—Besides the ulcerated cancerous mass described,

the left pelvic and lumbar glands were all greatly enlarged by can-

cerous growth of the encephaloid variety. There were also can-

cerous nodules in the lungs. The right testicle was natural. The

heart, liver, and kidneys were natural.

The above notes are from the hospital case book.

The left testicle was handed to me for examination. It is of oval

shape, firm, and slightly uneven upon the surface. On section, it is

seen to consist almost entirely of a cystic growth, surrounded by a

capsule of connective tissue, over which is spread a thin layer of

the tubular structure of the gland. The cysts vary in size from a

pin's head to a pea, and are so closely placed that there is but very

little intervening tissue; what there is has a fibrous aspect, except-

ing where a few small nodules of cartilage occur. The cyst walls

are in many places transparent ; those that are thicker have an

opaque pearly appearance. The cysts have a smooth lining and

contain, some a mucoid fluid, others a soft granular material.

Examined microscopically, the inter-cystic material was seen to

consist almost entirely of dense fibrous tissue ; but in some parts

two striking deviations were observed from this. First, between

some of the cysts were minute areas of cartilage, and secondly,

between others were collections of large epithelioid cells in the

meshes of a fibrous network. Thin sections of the cysts showed in

some instances only a connective tissue or fibrous wall, but others

clearly revealed their origin in a dilatation of the ducts of the rete
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testis, for their walls arc seen to consist of the dilated tubes and
are lined with epithelium. A drawing of one of these cysts is

appended.

The contents of the cysta were either soft granular debris or

masses of large, irregular, nucleated celly. The shape and limitation

of the nodules of cartilage seemed to render it probable that, at

least in some instances, the cartilage was an intra-cystie growth.

This specimen confirms the observations of Mr. Curling on the

origin of these cystic growths, and is an instance of the mixed
characters which such tumours are apt to exhibit. There were
evidently here dilated tubes, cartilage, and cancer, with an inter-

vening fibrous tissue ; and the origin of the cysts in the first of these

was clearly to be traced. May 15^/*, 1877.

10. Lymphoma [lymphosarcoma) of the prostate; secondary

nodules iri pancreas and supra-renal capsule.

By Sid]s:et Coupland, M.D.

I
EXHIBIT these specimens by the kind permission of Mr Nunn,

under whose care the patient was admitted into the Middlesex

Hospital. For the following clinical details I am indebted to him

and to Dr. E, W. Lyell, the surgical registrar to the hospital.

" Henry E— , set 29, a police constable, was admitted into the

Middlesex Hospital, under the care of Mr. Nunn, on September

22nd, 1876. He had been a police constable for about eight years,

and in 1872 he acquired gonorrhoea, followed by orchitis. About

the same time he also had a chancre, but had had no symptoms of

syphilis. Mr. Spurgin, the divisional surgeon of police, reported

that the man was frequently on the sick list from bronchial

catarrh ; that he married in 1873 and had two children, both of

whom died in infancy from marasmus. The onset of his symptoms

began three months before admission with a sudden attack of

cystitis following a debauch, accompanied by retention of urine, for

which a catheter was used, and he was treated by opiates and the
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warm bath. For ten days the catheter was occasionally employed,

and at one time was followed by considerable bleeding. This was

the only time at which he lost blood from the urethra in any large

quantity. He then became an in-patient at a metropolitan hospital,

where he was treated for spasmodic stricture and remained seven-

teen dayy. The urine was then very thick, containing much stringy

mucus, and a considerable quantity of phosphatic deposit. From
this date to his admission into the Middlesex Hospital his

symptoms became aggravated, and his strength failed rather

rapidly.

" On admission he was a tall, powerful man, somewhat emaciated,

and with a very sallow complexion. His nymptoms were almost

wholly referable to the bladder ; he experienced an almost constant

desire to micturate, a few drops of urine only being passed at each

attempt, and accompanied by great straining and pain across the

epigastrium. The urine contained a large deposit of pus mixed with

strings of mucus, with a slight deposit of soft mortar-like phos-

phate. He had pain at the end of the penis, and it was conceived

that a calculus might be present in the bladder. He was sounded

carefully on three or four occasions. Before reaching the bladder

it was necessary to depress the handle of the sound more than

usual between the thighs. On each occasion the presence of

calculous material was detected in the bladder. Rectal exami-

nation, which was very painful, revealed an almost uniform smooth

enlargement of the prostate, which was firm, but not very tender.

Palliative treatment was adopted ; and about a fortnight after

admission he had an acute febrile attack, accompanied by frequent

rigors, retching, and severe lumbar pain. This subsided, but the

bladder symptoms remained only partially relieved by the use of

belladonna suppositories. The only rectal symptom of any promi-

nence was a rather obstinate diarrhoDa, which was stayed by

sulphate of copper and opium. Towards the end the irritability of

the bladder and the tenesmus improved ; but he became rapidly

much weaker, sank into a semicomatose condition, and died fifty-

four days after admission into the hospital."

The following are the details of the post-mortem examination,

which was made fourteen hours after death.

The body was much emaciated and the abdominal walls retracted.

The intestines, shrivelled and empty, lay against the spine, and

several of the ileal coils filled the pelvis, these portions of the gut
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being also tlio scat of five iiitussusccptious formed in the act of

(lyin;:^;. Tlic mesenteric vessels were full of blood; the lymphatic

glands not^nlargcd.

Liver natural.

Pancreas was unduly firm in consistency ; its lobules were well

marked and prominent, due to an excessive amount of stroma, so

that the cut surface had a coarsely granular character. At a point

corresponding to the junction of the head of the pancreas with the

body of the organ the normal glandular substance was seen to be

replaced by a translucent nodule, the size of a filbert, with ill-

defined margins, a fleshy consistency, and of a pale yellowish

colour. A microscopical examination of the organ confirmed the

impression gained from its obvious characters, viz. as to an increase

in the interlobular fibrous tissue. In the vicinity of the new
growth this condition—strictly comparable to cirrhosis of the liver

—was very marked, broad bundles of fibres, forming a coarse net-

work, containing numerous small nuclei in their meshes, investing

the lobules. The intralobular stroma was also very manifest,

especially where the groups of spheroidal cells composing the acini

had fallen out. The nodule itself was composed of small, round,

nucleated cells, of about -g-oV^ i^^^ ^^ diameter, which at the

margins of the section could be plainly seen to be contained within

the meshes of a fine adenoid reticulum, the nodal nuclei of which

were present in some places, but absent in others. At the margins

of the nodule traces of the acini remained, separated by the

infiltrating cell-masses of the new formation.

The spleen was soft, but otherwise unchanged.

The right adrenal was enlarged to about twice the normal size

and thickness, but it preserved the general characteristic shape of

the organ. It was of fleshy consistency, and on section presented '

no distinction between the cortical and medullary portions ; the

whole organ being uniformly infiltrated by a greyish-yellow, semi-

translucent material. Microscopically, only atrophied relics of a

few of the normal cell-columns remained, the normal tissue beinfr

replaced by a new growth, resembling in its characters that found

in the pancreas. The only difference was that the cells were

perhaps less rounded and more angular from compression, but the

lymphoid nature of the growth, as shown by the stromal reticulum,

was much better marked. It was also pervaded by vessels, between

which the fine fibrillar tissue was distributed. The vessels and the
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remains of the normal stroma of the organ had mostly a parallel

longitudinal disposition from vnd to end of tho section, contrasting

markedly with the more irregular arrangement of the pancreatic

growth.

The left adrenal was normal.

The right kidney was very adherent to the surrounding tissues, its

capsule tough and iibrous, and in places almost of cartilaginous con-

sistency. It could not be detached from the perinephral tissues, so

that the kidney had to be removed from it, leaving the surface of

the organ irregular and uneven. In places it (the kidney) was

softened and ragged, in other places its surface presented closely

aggregated, opaque, raised spots and areas containing pus. On section

the whole organ was soft and flabby ; numerous abscesses were met

with in the cortex, and opaque, yellowish-white streaks and

small foci of suppuration ran between the pyramids. There were

also, in addition to the evidently suppurating areas, some pale, white,

circumscribed, and soft masses, which, however, could not be dis-

tinguished under the microscope from the areas of leucocytic infil-

tration which pervaded the interstitial substance of the whole organ.

The pelvis was inflamed and contained a few drops of opaque urine

;

it was not dilated, nor was the ureter.

The left kidney resembled the right in every respect.

The bladder resembled a small cone with a broad base in com-

parison to its heiglit ; its wall was half an inch in thickness, and its

cavity was not much larger than sufficient to hold a large-sized

walnut. It contained some opaque urine and a few small phos-

phatic masses. The mucous membrane was of a dark slate-grey

colour. The base of the bladder was occupied by a large, firm,

fleshy mass, continuous with the prostate and projecting into the

bladder just below the urethral orifices. The whole prostate being

the seat of new growth, the neck of the bladder and the prostatic

urethra were surrounded by an ovoidal tumour, measuring internally

eight inches in circumference in its thickest part, and three and a

half inches in length. The canal of the urethra was quite pervious

and appreciably narrowed by the growth, which was fleshy, somewhat

resilient, and semi-translucent, and had not the tough fibrous

character of simple prostatic hypertrophy. The upper extremity

of the growth, that, namely, which projected into the cavity of the

bladder presented an irregular polypoid surface, which on the right

side was surmounted by a soft, shreddy, villous slough the size of a
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sixpoiuiy piece. Jk'low the growth waw continuouH with the

prostate*. Further, as the tumour waw dividend in the median line,

the uretlira being laid open along its roof, there was seen to be

more of the growth on the left side than on the right. The right

vosicula yeminalis was large and swollen, whilst the left was firmly

imbedded in the capsule of the prostatic tumour.

Testes and epidymcs normal.

There was no evident enlargement or infiltration of any of the

pelvic, lumbar, or inguinal lymphatic glands.

The rectum was empty. It was compressed by the tumour, but

its walls were free from infiltration.

The thoracic organs were healthy.

Microscopical examination of the prostate showed that the whole

organ was infiltrated with a new growth resembling the growths in

the pancreas and supra-renal capsule, but to a far wider extent. In
the portions examined, taken from the anterior portion of the mass,

no trace of the glandular structure or of the muscular bundles of

the normal organ could be seen. By the kindness of Mr. Nunn, I

am enabled to exhibit sections beautifully prepared by Mr. Cole, of

Liverpool, side by side with sections of the normal gland. Mr.
Cole's specimen shows an uniform infiltration, with round or poly-

hedral cells (or rather nuclei, for the nuclei they contain are mere
dots)

; here and there some linearly arranged spindle forms represent

the nuclei of the muscle fibres, traces of which persist, although

widely separated. These muscular fibres seem more abundant

around the blood-vessels than elsewhere, but no trace of the tubular

glands remains. His specimens do not, however, show the character

which has decided me in classing the growth as a lympho-sarcoma,

for the apparently structureless matrix in his specimens can be
resolved by pencilling into a fine fibrillar meshwork (with here and
there what appear to be nuclei at the nodal points of the reticulum),

characteristic of adenoid tissue. This character was evident in

specimens examined in the fresh state, as well as in those iDrepared

for cutting in hardening fluids, but owing to the very abundant
cellular element it could not be well seen except at the margins of

the sections, unless these were freely pencilled (PI. IX, fig. 3). The
small, round, lymphoid cells were about

^^y^oo*^^ ofan inch in diameter

and the fine reticulum was supported by broader bands, mostly
homogeneous, representing the remains of capillary vessels.

In commenting on the pathological side of this case I may perhaps
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be permitted to quote Professor Billroth in favour of styling this a

case of lymphoma, a form of new growth practically unknown in the

prostate. Ho says, *' lymphoma also occurs in tissues which do not

belong to the lymphatic glands. I class as lymphomata all those

medullary tumours, usually soft, in which by hardening and prepara-

tion we may see a network analogous to that of the lymphatic

glands. In this sense I have seen lymphomata of the upper jaw,

scapula, cellular tissue, eye, &c.," and he adds further " what we

now include under lymphomata were formerly treated of partly under

glandular hyperplasia, partly as sarcomata, partly as medullary

fungi" ('Surg. Pathol.,' Hackley's TransL, 1871, p. 611).

But with even more rigid restriction of the term to growths

which strictly reproduce the characters of adenoid tissue, the

microscopical examination of the present tumour leaves no doubt as

to its nature. Nor, indeed, could it be any other variety of tumour

formation. It is true that in many round-cell sarcomata the inter-

cellular substance appears to resemble a reticulum where some of

the cells have been washed away from it, and the more marked is

this, when, as in the present case, blood-vessels supported by banda

of fibrillar tissue traverse the growth in all directions. Com-

parison, however, with actual specimens of round-cell sarcomata and

sections from the present growths in prostate, pancreas, and

adrenal, show not only striking dissimilarity in the stroma, but also

in the cells themselves. In the round-cell sarcomata, the cell is

provided with a definite nucleus, and an amount of protoplasm

around it, also of definite, but in dififerent specimens of varying

extent. The constitutent cells of the present growth reproduce the

characters of the indifferent or granulation-cell type, and have less

of the formed character of a sarcomatous cell.

I am not concerned to style this either lymphoma or lympho-

sarcoma. I should prefer to use the former term in a generic sense, so

as to include all growths composed of tissue resembling that found in

the lymphoid glands and submucous layers occurring throughout the

body. But the striking absence of any implication of lymphatic glands

in the present case removes it from the category of lymphadenoma

proper and allies it with the other group of lympho- sarcomata.

I need only add that hitherto the majority of malignant growths

of the prostate gland have been described as medullary cancer, but

there is no doubt that many of these are examples of sarcoma.

A malignant growth of the nature described in this case has, how-
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ever, I believe, never before been recorded. HiHtologists are silent

as to the normal oxiHtcncc of lynij)lu)id iissiic in the prostate gland
;

but in view of the all -pervading nature of that tissue, it may
reasonably be assumed to exist there, as in other glands, and to have

afibrded the starting point for the morbid growth in the present

case, and I have no doubt that careful examination of prostatic

new growths, especially in young subjects, may probably bring

similar cases to light, just as it is only within quite recent times that

the prostate has been acknowledged to be the seat of sarcomata as

well as of carcinomata. April ^rd^ 1877.

Heport of ilic Committee on MorVul Growths on Dr. CouplancVs

specimen of lymphoma of the prostate.—AVe have examined thin

sections of the tumour, and agree with the description given by Dr.

Coupland.

The growth consists of round cells having the characters of

leucocytes, and o£ a branched reticulated stroma resembling that of

a lymphatic gland. We have not, however, succeeded in detecting

nuclei at the nodal points. J. S. Bristowe.

W. Catlet.

11. Medullary cancer of the prostate.

By Sidney Couplai^d, M.D.

THIS specimen, which Mr. Nunn has kindly asked me to exhibit,

is of pathological interest as affording a marked contrast in its

mode of growth from another kind of malignant disease of the

prostate gland, which I exhibited at a recent meeting of the

Society. The particular variety of morbid growth in the present

case is that which has been said to be the most common to the

prostate—viz. soft cancer ; and its marked differences, both as to

its extension and its histological characters from the previous

specimen, will be readily seen. This patient, however, had barely

reached manhood, and was ten years younger than the subject of

the other case.
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Mr. Nunn has furnished me with the following clinical details ;

—

*' The patient, sot. 19, a junior officer in the mercantile marine

service, was on his homeward voyage from Australia when he first

experienced any discomfort in micturition. He then suffered from

a rather frequent call to pass water, and on arrival in En«^laud

sought advice for what appeared to be muscular rheumatism, an

affection for which he had before been under treatment. His

father died early, about fifty years of age, worn out with * rheu-

matic arthritis.' On the 27th March, 1877, Dr. Hale, of Harley

Street, found him with a temperature of 102^ to 103° F., pulse 120,

coated tongue, and relaxed bowels, and with a frequent and difficult

urination. The tenesmus vesicae having gradually increased Mr.

Nunn was asked to examine him, and he found that the prostate

was greatly enlarged, so as almost to protrude through the anus.

An elastic catheter passed per urethram easily into the bladder.

A puncture with a very narrow tenotomy knife was made into the

most elastic point of the swelling, in order to confirm the opinion

that the swelling was not an abscess. The patient died on

April 27th from febrile exhaustion only two months after the first

appearance of the symptoms."

The post-mortem examination was made by myself on the following

day. The body was well nourished and muscular. On laying open

the abdominal cavity, the bladder, distended with urine, was seen to

be displaced upwards by a tumour, which nearly filled the pelvic

cavity. Laterally, it had caused erosion of the bones of the pelvis,

and so firmly blended was it with the walls that it could not be

wholly removed. The growth, which was of the size of two fists,

occupied the portion of the prostate, involving to an equal extent

all the lobes of that gland. It thus completely surrounded the

neck of the bladder and commencement of the urethra. It was

soft in consistency, white and encephaloid in appearance, and

yielded a copious milky juice on scraping. At the same time it

was not uniform, being intersected in all directions by bundles of

firmer tissue, of a pinkish tint, which proved to be the muscular

prostatic fibres. In the base of the bladder the growth projectsd

in the form of soft, white nodules, beneath the mucous mem-

brane, and on the right side, just below the orifice of the ureter,

was a small area of superficial sloughing. There was no general

cystitis. Bristles could be passed through both orifices of the

ureters into the bladder, but only with difficulty through the right





DESCKIPTION OF PLATE IX.

Figs. 1 and 2 illustrate Dr. Coupland's specimen of Medullary-

Cancer of the Prostate. (Page 185.) From drawings by himself.

Fig. 1 shows nucleated cells, round and polyhedral, and of uniform size, with

no manifest intercellular substasice, contained within alveoli, the fine walls of

whi(;h exhibit nuclei of plain muscular fibre (a). Above are seen the wavy bundles

of the muscular tissue of the prostate, which are obliquely divided in two

parts {b, b). A few isolated leucocytes (c) in vicinity of cancerous infiltration.

X 250.

Fia. 2. Section from one of the secondary nodules in the pleura. The stromal

tissue composing the walls of the cancer alveoli is scanty, and contains spindle-

cells. X 250.

Fig. 3 illustrates Dr. Coupland's specimen of Lymphoma of the

Prostate. (Page 179.)

The drawing is from a pencilled section, and shows small, round cells, of the

size and appearance of leucocytes, contained within the meshes of a fine reticulum.

The homogeneous bands or trubecula3 passing transversely across the specimen,

and, as it were, supporting the finer fibrilla), are probably capillary vessels. At a

some endothelium can be faintly seen, x 250.
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duct. Each ureter, especially the right, was dilated and distended

with urine ; and there was a marked amount of hydronephrosis on
each side, the kidneys being also largo, pale, and ** wet," as if from
oedema. There was no indication of suppuration in either kidney.

The lumbar and pelvic glands were greatly enlarged, many of them
inflamed, and presenting extensive areas of haemorrhage into their

substance, and all more or less infiltrated with soft, white, new
growth, those nearest to the prostatic mass being wholly converted

into cancerous tumours. One large oval mass, the size of a pigeon's

egg, occupied the left inguinal region over the site of the iliac

vessels. The rectum, although much compressed, was not invaded

by the disease.

The remaining abdominal and the thoracic viscera were healthy,

the only other seat of secondary growth besides the lymphatic glands

being the pleura, two small, flattened, opaque, white nodules being

met with in the pulmonary pleura, over the lower lobe of the right

lung. Careful search failed to detect any other nodules on either

side, and on either pleural layer. It should beadded that the peri-

toneal membrane was also entirely free from any secondary nodules.

Microscopical examination showed the new growth to be com-

posed of small nucleated cells, about three times the size of white

blood-corpuscles, the majority polyhedral, but many almost sphe-

roidal. They were contained within alveolar spaces formed in the

midst of the muscular tissue of the prostate, the walls of the

alveoli being composed of plain muscular fibres. There was no
manifest intercellular substance, the cells being quite loose, and
abounding in the milky j uice obtained by scraping the cut surface

of the recent tumour. Cells thus isolated were seen to have very

large nuclei, nearly filling the cell, in comparison with the small

investment of protoj^lasm.

The prostate was very unequally infiltrated with this new growth,

more or less broad tracts of plain muscular fibre intervening

between areas occupied almost wholly by the cancer-cells. The
uniformity in the size of the latter was a remarkable feature. In

the vicinity of the new growth a few "indifferent corpuscles " were

scattered (PI. IX, figs. 1 and 2).

Sections of the pleural nodules showed a similar disposition of

small, nucleated, angular cells ; the alveolation was better marked,

the walls of the alveoli being formed mainly of a delicate spindle-

cell tissue.



188 GENITO-URINARY ORGANS.

Although there can be no doubt that several cases of so-called

" oncephaloid " disease of the prostate gland should be more

properly regarded as soft sarcomata, I think it will be evident that

in the present case the new growth, although by no means

typically carcinomatous, is allied to these epithelial growths rather

than to the connective-tissue series of sarcomata. The uniformity

in the siie of the cells allies it to the latter, and their small size and

by no means well-pronounced epithelioid type separate it from the

former ; but the absence of intercellular substance is a character of

very great importance as opposed to the view of its sarcomatous

nature. I must confess, however, to some hesitation in arriving at

this opinion, but it seems probable that the form of cancer in the

prostate gland possesses peculiarities due to its seat of origin. The

constituent cells of the growth in the present case are not smaller

than the normal cells of the glandular structure of the prostate

;

and a comparison of these specimens with one of an adenoma of the

prostate has shown clearly that the criterion of the size of the cells

is not one of any value in deciding whether the growth be

carcinoma or not. But it is interesting to note that this is not the

the first time that a difficulty has been experienced in deciding

whether a malignant tumour of the prostate was a sarcoma or a

carcinoma. Socin records a case in which, in an infant of eight

months, the pelvis was occupied by a large, soft, lobulated tumour, in

places softened down into cysts, involving the whole gland, but

most developed on the left side, which, on the authority of

Langhans, he describes as a case of medullary sarcoma. Langhans,

who examined the growth microscopically, reported that it was

uniform in all parts, being composed of cells of equal size, partly

round and partly flattened by compression, resembling closely-

packed leucocytes, of which they were about one and a half times the

diameter. The protoplasm of each cell was scanty, and the nucleus

relatively large. In most parts there was no intercellular sub-

stance, the cells being in contact, or only separated by a capillary

meshwork. But in other parts there was a finely granular or

fibrillated intercellular matrix, and this character determined Lang-

hans in classing it with the sarcomata (see Socin, Pitha ii Billroth,

'Handbuch der Chirurgie,' Bd. 3). But another pathologist, Klebs

(' Handb. der Path. Anat.,' 1869, p. 1127), in commenting upon

this case, avers his belief that it was a very rich-celled carcinoma of

rapid growth, the connective stroma of which was very scantily
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developed, the absence of a definite intercellular substance tolling

strongly against Langhans' view.

It seems to me that the s])ccimen I exhibit this evening is of the

same nature as that described by Langhans and criticised by

Klebs.

I have only to add that the age of this patient, as in the case of

lymphoma of the prostate recently shown, is exceptional. In

childhood the prostate is more often affected than in early adult

life. In fact, it is stated in the last edition of the text-book of

Dr. H. Jones and Dr. JSiveking that there is no authentic case of

cancer of the prostate between the ages of eight and forty-one

years. Eight specimens of prostatic cancer have been exhibited at

this Society since its formation, of which six were examples of

primary cancer. Of these, two are styled " scirrhus " and four

encephaloid, the subjects all being past the prime of life, the

youngest being forty-two and the oldest seventy years of age.

Out of a series of twenty-four cases collected by Oscar AVyss

(' Virch. Archiv,' Bd. 35, p. 378) 35 per cent, occurred between

the ages of nine and ten years ; 5 per cent, between twenty and

thirty ; 10 per cent, between forty and fifty ; 30 per cent between

fifty and sixty and between seventy and eighty ; whilst 10 per cent,

were between eighty and ninety years of age. Not one of the

series occurred between ten years and twenty years of age.

May 15fh, 1877.

(c.) FEMALE GENITAL OEGAKS.

12. Tumours of both ovaries, witJi jjeritoneal infection.

By J. KXOWSLEY TlIOEXTON.

S—, set. 41, married, and mother of one child of nine years

» old, came to me as an out-patient at the Samaritan Hospital,

January 10th, 1877. Menstruation regular but scanty, had formerly

been too profuse ; since it had been less had been feeling out of

M
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health, and had latterly noticed an increase in size of lower part of

abdomen. Patient was a pallid, weakly woman, with a very marked

brown mask over upper part of face. After careful examination I

came to the conclusion that she had a small, freely movable, ovarian

tumour on the right side, with a large uterus with irregular fibroid

outgrowths from its posterior and left lateral surfaces.

A month later the ovarian tumour was larger, but still not a large

one. There seemed no change in the uterine condition.

Feb. 14th.—She came with abdomen much flattened and softened,

peritoneum evidently full of free fluid, and larger part of right side

tumour gone. While going quickly to open a door the previous

day she had felt something give way, and had since been passing

large quantities of clear pale urine. She had had but little pain,

and this had now quite passed off". I advised her to go home and

keep quiet.

2Sth.—An irregular nodular mass had appeared in the pouch of

Douglas, the exact connection of which with the uterus could not be

made out, and I was in doubt whether it was the irregular fibroid

mass previously felt in the left side, or whether it was some malig-

nant growth springing up from the peritoneum.

She went into the country, and I did not see her till April 25th,

when she returned with right ovarian tumour much larger, some

free fluid still in peritoneum, and the mass in Douglas's pouch also

larger and more fixed. She was now anxious for an operation, and

I took her into the hospital. Mr. Spencer AYells and others saw

her with me, and all agreed as to the nature of the tumour on the

right side, but diftered much as to that in the pelvis, all, however,

thinking it fixed, one gentleman insisting that it was fixed to the

sacrum. I was myself undecided as to its nature, but after very

careful examination felt quite sure it was movable, though closely

connected with the uterus. The brown mask and my first diagnosis

made me lean to the view that it was a uterine outgrowth. Mr.

AVells suggested that it was the other ovary diseased and prolapsed,

and he also thought it fixed in the pouch.

May 3rd.—I performed ovariotomy and found the right tumour

free, and with a good pedicle ; it was made up, as you see, of a mass

of small cysts and one large one, the latter full of a soft, red,

papillomatous growth. I transfixed the pedicle, tied it in two halves,

and removed the tumour, and while doing so noticed that the peri-

toneal surfaces, especially in the pelvis, were studded over with





DESCEIPTION OF PLATE X.

Plate X illustratea Mr. J. Knowsley Thornton's specimens of

Tumours of both Ovaries with Peritoneal Infection. (Page 189.)

From camera drawings by himself.

Fig. 1. Large fully formed bud on lining of ovarian cyst, showing its cellular

stalk with degeneration and formation of spaces towards circumference.

a. Much smaller bud, entirely cellular.

b. Portion of blood-vessel from centre of large bud, showing clot and

white blood-cell, also connection with branched cell.

c. Portion of large bud more highly magnified to show epithelium and

its connection with the tissues beneath.

d. Microscopic cyst forming in solid pai't of bud in a mass of epithelioid

cells j connection of the latter with branched cells ; compare single

(wandering ?) cell with white blood-cell in vessel, fig. 1 b.

Scales y^ViT of an inch |
1

x 145, for Fig. 1 a.

I
1

X 340, for b, c, and d.

Figs. 2 and 4. Epithelium lining small cyst from omentum, showing ordinary

appearance of the cells ; and stellate figures the result of vacuolation.

FiQ. 3. Vacuolatiou in nuclei, around nuclei and outside nuclei in cell.

Fig. 5. Vacuolation more highly magnified and showing the earliest appear-

ance of minute vacuoles.

Scales x^Viy of an inch |
1

x 340, for Figs. 2, 3, and 4.

I
1

X 900, for Fig. 5.

Fig. 6 illustrates Mr. Butlin's specimen of Fatty Tumour con-

taining striated muscular fibre. (Page 221.) From drawing by

himself.
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little, hard, white nodules, Borno sessile, somo pcdiculatcd. There

was also somo reddish-brown ovarian fluid free in the peritoneum.

I now passed my hand into the pelvis and brought out the nodular

mass, which proved to be the left ovary enlarged to the size of a

man's list, and made up of a mass of small, clear-walled cysts, of all

sizes, from a pin's head to a walnut, closely packed together, and

forming a very firm and irregularly nodular tumour. It was quite

free from adhesions but completely filled and distended the pouch,

and was attached to the left side of the uterus by a broad thin

pedicle, which I transfixed in three places, tying it in four parts,

and, as with the other pedicle, cutting ofi" the ligatures close to the

knots, and dropping the stump free into the peritoneum. While

sponging out the pelvis, several of the small, white, nodular growths

named above came away, and it was evident some of them were bony

or degenerating calcareously. Just before closing the incision I

saw a small white cyst, of the size of a large green pea, attached to

the lower free edge of the omentum. I applied a fine silk ligature

and removed it. It had, to the naked eye, exactly the appearance

of a miniature ovarian tumour. I placed it and some of the solid

outgrowths in osmic acid solution, and preserved them for future

examination.

The case is interesting as an unusually perfect example of the

class in which we find little nodules growing on the peritoneal sur-

faces after rupture of an ovarian cyst. Such cases are not uncom-

mon, and they are of very great interest in connection with the whole

class of malignant tumours. It is an undoubted fact that after rup-

ture of some ovarian cysts, or even after tapping, certain of the cells

which escape have the power of inducing the formation of growths

on the peritoneal surfaces, these growths resembling in structure the

papillomata frequently found in ovarian cysts. As found in ovarian

cysts, they have been often well described, and I myself described

their minute structure in the twenty-sixth volume of our ' Transac-

tions,' and I now add a camera drawling of one of the very small

nodules (PL X, fig 1).

How, then, are these buds produced ? Before proceeding to

discuss this question we must note the fact that they are always

most abundant in the anterior and posterior uterine pouches, and

least so on the surface of the intestines, i.e. they are most abundant

in places into which the ovarian fluid naturally gravitates and in

places where it is little disturbed. They are much more common on



102 OKNITO-URINARY ORGANS.

the omentum and mesentery than on the intestinal or panetal

peritoneum, the inequalities in the Hurfaces of the former aflbrding

a resting place for the cells. Two theories as to the production

of these growths seem to me to claim our attention. 1st. Do the

cells or little buds, which escape from the ovarian cyst, actually

take root and grow on the peritoneum. 2nd. Do the cells or

buds, when remaining long enough in contact with the peri-

toneal surface, impart to its endothelial or sub-endothelial

connective-tissue cells a capability of producing growths similar

to themselves. It seems to me that the whole question of the

methods of infection and recurrence in malignant disease is too

little understood for us to give a positive answer as to which of

these theories is the correct one. But looking to what we have learnt

from skin grafting and from the researches of Creigliton and others

on cancer, I think the second theory seems the most probable one.

That there is a certain spermatic influence exercised by the

peritoneal cells upon the new growth seems probable from the fact

that, especially in the very young nodules, there is a tendency to

produce larger cells more resembling those of the peritoneum
;

while in the older and more perfectly formed nodules, the formation

is a more exact copy of that found in ovarian cysts. Whether we

regard it as a process of direct transplantation or as a process of cell

infection, we should expect, from what we know of recurrence and

spread of malignant growth, to find the ovarian growths repro-

duced on the peritoneum, and as I have said, we do commonly find

the solid papillomata so reproduced. But inside ovarian cysts it is

common to find small cystic growths among the more solid buds,

and in sections of the buds we frequently find microscopic cysta

forming in their connective-tissue basis (fig. Id). The cysts and

papillomata so far disagree in structure that in the former the

connective tissue is outside and the epithelium inside ; in the

latter the connective tissue forms the solid central part, and the

epithelium clothes its surface. That this is rather an apparent than

real difference seems certain, for on careful examination the cysts

and solid buds are seen to alternate and form one within the other.

In order to make any case perfect for illustrating the infection of

the peritoneum it was necessary to find growing on the peritoneal

surfaces not only solid buds but cysts. I have long been on the

look out for such a specimen, but though the solid growths are

comparatively common, this is the first time I have found a cyst.
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Tlie whole case is therefore unusually perfect. I saw the patient

when the tumours were quite small ; I was able to fix the probable

date of infection, because 1 could fix the date of rupture ; and then I

was able to remove the tumours and examine them, along with the

peritoneal growths.^

Before proceeding to describe more particularly the minute

anatomy of the peritoneal growths, I wish to refer for a moment to

the position they should occupy in the classification of tumours.

Are they simple or malignant ? The history of several cases in

which this peritoneal infection has been seen during ovariotomy

tells us that they belong to both classes. Thus, in some of the cases

the patient has had no reaccumulation of fluid in the peritoneum,

and no sign of any increase of the growths for years after ovari-

otomy, while in other cases fluid has rapidly reaccumulated, and

exploratory operation has revealed the presence of an immense

growth of masses all over the peritoneal surfaces. One case has

come under my immediate notice, in which appearance of ovarian

tumour, rupture, tapping, ovariotomy, reaccumulation of fluid in

peritoneum, exploratory operation, and death, all succeeded one

another in the course of a few months. Other cases, in which

exploratory operation revealed extensive peritoneal infection, have

lived for years after with an occasional tapping, apparently little

aff*ected by the disease, though it slowly progressed. The growths in

these cases are microscopically the same, and we must seek for some

difference in the patient's constitution for an explanation of the

diff'erent course the disease runs. In some cases, doubtless, the

original ovarian tumour was malignant, but in others the tumour, so

far as the microscope could aid one, was simple. It will be seen at

once that such cases have an important bearing on the rival theories

as to the origin of cancer and its allies—whether it is local or

constitutional.

I think, also, that the knowledge that an ovarian tumour, which

even to microscopic examination appears simple, may infect the

peritoneum, must modify present views as to the advisability of

tapping, except when that proceeding is necessary, either as an aid

to diagnosis or shortly before an operation, to give a few days' relief

to various organs suflering from excessive pressure.

It is worthy of remark that the malignant tumours of the ovary,

* The patient has recovered perfectly, and there is no trace of fluid in the

peritoneum. 1 shall carefully watcli her future history.

13
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carcinomata and sarcomata, which are usually more solid than cystic,

lead at an early stage of their growth and without any apparent

rupture of their cybts to peritoneal infection, the surfacew in imme-

diate contact with them or constantly rubbed against them being

first attected, and this seems to me to favour the spermatic theory

of infection.

In the present case there was evidence of commencing papilloma

in several of the smaller cysts in both tumours, besides the large

masses in the main cyst, which you see. I need not further describe

this growth ; both that in the larger and smaller cysts exactly cor-

responded in minute structure with the little buds obtained from

the peritoneal surfaces, with the exception of the calcareous material

in the latter, which I do not propose to dwell upon in the present

communication.

The little multilocular cyst removed from the omentum was an

exact reproduction in miniature of a multilocular ovarian tumour

;

it contained three separate cysts, and the largest of these was par-

tially divided by fibrous septa similar to those common in ovarian

cysts. The interior of the cyst was lined by an irregular pavement

epithelium, so exactly resembling that common in some ovarian

cysts that, placing specimens under the microscope without looking

at the labels, I could not distinguish the one from the other. The

epithelium was in a single layer in most places, and had a hyaline

or dimly fibrillated basement membrane. (Figs. 2, 3, 4, and 5.)

From the main cyst I obtained the most beautiful specimens of

vacuolation I have ever seen. The vacuoles seem to occur either in

the nucleus or in the cell substance outside it, the latter being most

common, and the nucleus often much deformed or almost pushed

out of the cell by the vacuole. (Figs. 3 and 5.) The vacuoles

seemed to be filled with a clear mucin or colloid substance, which

increased until the cell burst and it escaped, and I have little doubt

that the constant repetition of this process is the main if not the

entire feeder for the cyst contents in these tumours. This is the

view which I have held for some time, and it has been gradually

strengthened with frequent opportunities of examining the minute

cysts just commencing to form in the walls of ordinary ovarian

tumours. The formation of fluid in these cysts is thus a process

analogous to the formation of milk in the breast, as described by

Creighton, and I have specimens from a recurrent cystic tumour

removed from the axilla of a woman, whose mamma had been pre-
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vioiisly amputated for colloid cancer, which seem to me to show a

similar process.

The method of preparation I employed in this case also brought

into view very distinctly certain Ntellate figures corresponding to

those seen at the junction of several cells in nitrate of silver pre-

parations, and I was able to confirm the idea, which my nitrate of

silver preparation had often suggested, that these stellate figures

are the remains of the vacuolated cells fused together, the

appearance of a small nucleus, sometimes seen at the centre of the

stellate body, being either the nucleolus or remains of the nucleus

of one of the cells. (Figs. 2, 3, and 4.) I may add that the small

tumour was placed in half per cent, solution of osmic acid imme-

diately after its excision, in which it remained for twenty-four

hours
; it was then placed in glycerine for a few hours and stained

with logwood- By this method of preparation both the nuclei and

outlines of the cells became beautifully distinct, and the tissues can

easily be split up into layers for examination.

May 16th, 1877.

13. Fibroid ovarian tumour.

By Edwards Crisp, M.D.

THE subject of this case was an unmarried female, set. 50, who
had lived in a gentleman's family in the country as upper

servant, and had usually enjoyed a tolerable state of health. She

was able to follow her usual occupation until two or three weeks of

her removal to London, where she came under my care on the

3rd of April last. I found a large hard tumour in the lower part

of the abdomen, which I supposed was connected with the uterus.

The patient was in a very feeble, low state, had great pain over the

abdomen, with frequent vomiting, often of dark coffee-like matter,

and she died on the 11th of April, eight days from the time I first

saw her.

On a yost-mortem examination I found a hard fibroid tumour, of



196 OENITO- URINARY GROANS.

a globular form, attached by a small pedicle to the left ovary. The

other abdominal viscera presented no abnormal appearance. The

chest was not examined, as the heart and luug sounds were normal.

The tumour before the Society weighs eight pounds, and

measures forty-three inches at its largest circumference. It is

somewhat nodulated, and composed throughout of a dense fibrous

structure, some portions of it presenting a congested appearance.

The end of the ovary appeared to form a part of the tumour, the

distance from the uterus being about three inches.

The remarkable feature in this case is that the patient with this

large tumour was able to do her ordinary wcrk up to a short period

of her death, and that those about her did not suspect the existence

of the growth. There is but little doubt that the tumour might

safely have been removed before the constitutional symptoms set in.

The rather sudden death, without apparent cause, is another cir-

cumstance in the case worthy of note. Tumours of this description,

connected solely with the ovary, I believe are of rare occurrence.

May 15M, 1877.

14. Two dermoid ovarian tumours.

By T. D. Griffiths, M.D.

THESE specimens are two dermoid ovarian tumours successfully

removed from patients aged 12 and 21 respectively. The

abdominal section in both cases was performed under carbolic acid

spray, the patients being under the influence of bichloride of methy-

lene, and subsequently treated antiseptically after the plan of

Professor Lister, In both cases also carbolised catgut was em-

ployed to secure the pedicle and to stitch the wound in the abdo-

minal wall.

Case 1.—E. A. P— , set. 12, appeared younger than her stated

age, of dark complexion, well formed and fairly well nourished, and

of healthy parentage.

The little patient had suff'ered for eight years from time to time,

at irregular intervals, from severe attacks of pain in the bowels.
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A tumour wn,^ discovered in the belly wlien ahe was only four years

old by tlie family doctor, wiio told the parents it was probably con-

genital. When the child came under my observation, October 14th,

1876, the parents were very anxious that something should be done

to the tumour, as it appeared to them to be growing larger, but

more particularly on account of the increasing suffering of the

child, which was at times very distressing. The lump was about

the size of a large cricket ball, situated between the umbilicus and

pubes, exactly in the middle line, and very movable. It could be

pushed without any difficulty into any part of the abdominal cavity,

to the right or left lumbar regions, upwards into the epigastrium,

or downwards partly into the pelvis. But when it was pressed

upwards into the epigastric region there was felt by the hand a

sensation of a tight cord in the middle line, between the pubes and

umbilicus in the abdominal wall, which gave one the impression

that it was attached by a pedicle to this part. The tumour was

dull on percussion, globular in form, but with one small projecting

knuckle or knob on the right side and towards its posterior aspect.

It was also elastic and fluctuating.

The tumour was therefore apparently not connected with the

liver, spleen, uterus, either of the kidneys, or ovaries. It was

apparently attached by a long pedicle to the abdominal wall below

the umbilicus, still no positive opinion was ventured on this point.

Judging from its duration, slow growth, and the past history of the

little patient, the lump could not have been cancerous, hydatid,

faecal, or glandular. But it was thought to be dermoid, because it

had been discovered when the child was only four years of age—it

had gradually increased in size—and it now contained fluid, and had

a small hard knob on one side. Under these circumstances it was

considered advisable to make an abdominal section without a pre-

liminary tentative exploration with the aspirator.

October 25th, 1876.— With the assistance of Dr. A. Davies and
Messrs. Fry and Forty the abdominal cavity was opened in the

usual way for ovariotomy under the carbolic spray. Having re-

moved the fluid contents and withdrawn the tumour, which had no

adhesions, from the peritoneal cavity, it was found, to my great

surprise, to be attached by a long pedicle to the left broad ligament.

The pedicle was secured by carbolized catgut in two sections and

returned into the pelvic cavity. The wound in the abdominal wall

was also stitched by a similar ligature, and afterwards dressed anti-
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septically. The little patient progressed most satisfactorily ; she

was dressed antiseptically for the first time on 31 st of October, the

sixth day after the operation. The wound appeared healthy and

healing ; there was a little exudation of lymph about the edges, but

not a particle of pus.

November 5th.—The wound was again dressed in the same way,

and all the sutures were now removed. When the dressing was

removed the third time, on the fifteenth day after the operation, the

wound had quite healed without any suppuration from first to last.

The tumour is an unilocular cyst, about the size of a large

cricket-ball, and has attached to its wall the ovary and fimbriated

extremity of the Fallopian tube. The cyst contained some fluid, and

a solid substance. The solid portion is still seen attached to the

wall, on the side opposite to the ovary, by three membranous liga-

ments. It is somewhat oval and peculiar in shape—3 inches long,

and 1^ inch broad. In general appearance it may be said to have

a faint resemblance to the body of a small foetus. On what may be

taken for the head a lock of brown hair is grown, about 6 inches

long, and having attached to its free end a lump of matted hair

(chignon-like) of the same colour. On either side, and near the

head, are observed two osseous and cartilaginous projections in place

of upper limbs. This rudo-cystic growth consists chiefly of fibrous,

adipose, osseous, and cartilaginous tissues. The fluid contained in

the cyst resembled dirty porter in appearance, and had suspended

in it some lumps of whitish sebaceous substance. This sebaceous sub-

stance was a source of some trouble at the operation. When a small

trocar was thrust into the cyst its point came in contact with some

of it which plugged up the tube. On withdrawing the instrument

the fluid spurted out with considerable force, but, thanks to the

excellent help I had, none escaped into the peritoneal cavity. Mr.

Pry managed to press the tumour on either side, so as to secure it

at, and partly in, the opening made in the abdominal wall, until it

was emptied, closed, and safely removed. Had a tentative explora-

tion been made it possibly might have proved disastrous to the

patient, for it is probable that some fluid would have escaped from

the thin-walled, elastic, and tense cyst into the peritoneal cavity,

which was less tense, especially if the needle had happened to be

plugged in the way the trocar was.

But the most interesting part in the history of this case was the

great mobility of the tumour and the difficulty experienced in
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at an opinion as to its attachment, owing to the great

lengtli of the pedicle. There appeared to be, on the moat careful

examination, no evidence whatever of its being attached to either

ovary. It was, therefore, an exception to the rule—viz. that ovarian

tumours wliich can be lifted upwards above the brim of the pelvis

can still be felt to be attached to the neighbourhood of the ovary

wlience they arise.

Case 2.—R. T— , vat. 21, married, came under observation last

month. A small woman, of spare habit of body, very bright, and

cheerful. On examination a large globular tumour (which the

patient first observed some four years ago) was detected in the

abdominal cavity, extending from the pubes to half way between

the umbilicus and the ensiform cartilage. It was dull on percus-

sion, fluctuating and movable ; it was easily pressed upwards

under the diaphragm, and lifted completely out of the pelvic cavity,

having apparently no attachment to the organs therein.

The distance between the superior iliac spine and umbilicus was

half an inch greater on the left than on the right side. The uterus

was in its normal virgin state as to size and position, with the

exception that the fundus was turned a little to the right. Menses

regular, but somewhat painful. Urine normal. Heart and lungs

healthy. The patient suffered from pain in the left iliac region

when she first noticed the tumour, and ever since she has occasion-

ally suffered from attacks of severe pain in the same place.

Assisted by Messrs. Ery, IForty, and Mowat, ovariotomy was

performed antiseptically on the 8th inst., when the patient was
under the influence of bichloride of methylene. Although a very

large trocar was used some difficulty was experienced in emptying

the fluid contents of the tumour. The tube soon became blocked

up by the coagulation of a creamy looking fluid, which at first

escaped freely through it. As there were no adhesions, the tumour
was very readily turned out. The pedicle in this case also was very

long, so much so that it allowed the tumour to rest on the table

beside the patient before it was separated. Both the pedicle and
wound in the abdominal wall were treated antiseptically, and very

much in the same way as in the previous case. The patient

suffered a little from sickness the first twenty-four hours, and the

second and third days she was feverish, had a little cough, and
complained of lumbar and pelvic pains, which were relieved by a

profuse menstrual flow. The progress was afterwards uninterrupted
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and satisfactory. The wound was dressed antiseptically on the

fifth day after the operation. It was next dressed on the ninth,

and finally on the twelfth day after the operation ; all the yutures

had now dissolved out, and the wound healed without any suppura-

tion.

The tumour is an unilocular cyst, having attached to its wall the

fimbriated extremity of the Fallopian tube. The cyst is imper-

fectly divided by several irregular septa, and it contains a lump of

light brown hair, matted together with some sebaceous and greasy

substance, which is connected with some other hair attached to the

side of the cyst. In the centre of the hairy portion of the cyst

wall is observed an alveolar process, about three quartern of an inch

long, covered with perfect looking gums and possessing two

deciduous teeth. The fluid contents measured nearly six pints.

The tumour itself weighs 18 oz. November 21st, 1876.
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VI. DISEASES, ETC., OF THE OSSEOUS SYSTEM.

1. A case of simple synostosis of the ribs to the vertebra, and

of the arches and articular processes of the vertebrce

themselves
J and also of one hip-joint.

By C. Hilton Eaqge, M.D.

GEORGE E— , aet. 34, was admitted into Guy's Hospital, under the

care of Dr. Wilks, on July 15th, 1874, and afterwards became

a patient of mine during the absence of Dr. Wilks from London. He
had been a wire-worker, and said that, although his chest was never

well formed, he had always had good health until four years previous

to his admission. He then complained of pain in the abdomen,

constipation, and loss of appetite. He continued to work until the

autumn of 1873, when he began to stoop a great deal, felt very

weak, and again suffered from pain in the abdomen. At that time

he finally gave up work. All last winter he coughed a great deal,

and spat up a thick green matter. Eor three months before his

admission he could not walk across the room without assistance.

He was an anaemic-looking man, with an anxious expression of

countenance. He sat up in bed supported by pillows, being

unable to lie down on account o£ dyspnoea. His dorsal vertebrae

formed one large rounded curve, with little or no movement. He
had but slight power of moving the neck ; the ribs also seemed to

be quite fixed. The chest was flattened from side to side, projecting

forward in the middle line. The abdomen formed an angle with

the chest, the whole of the cutaneous surface as low as the umbilicus

being actually in contact with the skin covering the lower part of

the thorax.

The respiration was entirely abdominal. On percussion over the

left side there was tolerably good resonance, but the breathing

appeared to be a little tubular. On the right side the percussion

note was rather tympanitic ; a creaking sound accompanied the

inspiration ; the expiration was inaudible. The right base behind was
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rather dull, and the breath sounds were deficient, and there was

also some bronchophony. The sputa were rather tenacious, and

of a greenish-yellow colour. The heart sounds were normal, and

the impulse was in its natural position. Pulse 84. Urine normal.

The right hip-joint was altogether fixed.

Expectorants were prescribed, and while taking them he at first

improved to a considerable extent.

On August 3rd I thought I could detect evidence of phthisis at

the left apex, the moist sounds being clear and loud, as when the

pulmonary tissue is consolidated.

On August 7th his state began to be more serious. His cough

was more troublesome and he felt weaker. lie also experienced

more difficulty in getting his breath ; and this increased, until on the

9th it became extreme. The perspiration now stood in great drops

upon his face, which was of a blue colour. His pulse was 100,

small and feeble.

At 8.45 a.m. on the 12th he died.

I made a 'post-mortem examination on the same day.

The dorsal vertebrae were first removed with some of the ribs, and

the bones were sawn through vertically in the median plane. It then

appeared that the bodies of the vertebrae were separated by fibro-

cartilages of the usual appearance, but that the arches and spinous

processes were firmly united by bone (see Woodcut 3). The state of

the articular processes could not be well made out until after macera-

tion, but I have since found that there is bony anchylosis between

them, with complete destruction of the joints. The new material is

in part spongy bone, as, for instance, between the roots of the

spinous processes, where the cancellous tissue passes continuously

from one vertebra to another. The fresh bone seems to have been

deposited outside the ligamenta subflava, which could still be seen

in the recent preparation within the spinal canal ; indeed, markings

of their fibres are now plainly visible upon the dried bones. Here

and there an opaque, mortar-like material was also deposited about

the outer surfaces of the arches, and this can now he seen to fill

up one of the intervertebral foramina almost entirely, leaving only

a small round channel for the passage of the corresponding dorsal

nerve. There is an entire absence of those nodulated exostoses

which are seen projecting from the vertebrae in cases of osteo-

arthritis. Indeed, the substance of the bodies has undergone

rarefaction to a very marked extent, the external compact layer
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being exceedingly thin, and even in some places altogether wanting
;

and the cancellous tissue being very delicate, and the spaces in it

very large.

At the post-mortem examination these bones were found to be so

soft that they could easily be cut with a knife, and the spine had
actually been fractured in placing the corpse in the shell, one of

the vertebrae, apparently the last dorsal, having been torn away

Woodcut 3.

Vertical section of two dorsal vertebrae, sliowiug the union of arches
and processes, the bodies remaining free.

from the vertebra below. A fresli fracture also occurred while the

piece of spine which was removed was being sawn through.

The heads of the ribs are anchylosed to the vertebrae, and the

union remains quite firm even after maceration. In fact, it extends

the whole length of the rib as far as the tubercle, which is fixed by
bone to the transverse process. There is perfect continuity of the

spongy substance from one bone to the other, but in the site of the

articulation ofthe head of the rib the cancelli are filled up with opaque-

white, mortar-like substance ; at least this is so in the case of one

vertebra, which I have sawn through transversely (see Woodcut 4).

After examination of the spinal column the right hijD-joint was

removed en masse. It was found to be firmly anchylosed. The
head of the femur was almost of natural size, there having been only

a very slight absorption of its circumferential part. The neck was of



204 OSSEOUS SYSTEM.

full length. A sinuous line of gristly tissue marked the separation

between the femur and the innominate bone on the surface ofa section

that was made through the joint, and in the dried preparation this

appears as a narrow fissure. But the union of the two bones

must be more intimate elsewhere, for they are still immovably

fixed together. Some remains of the synovial cavity existed about

the front of the neck ; in the dried preparation the corresponding

Woodcut 4.

Transverse section of a half vertebra, showing the complete union of

the head of a rib with it, and the deposition of opaque earthy material

in the cancellous tissue.

part of the head (which lies outside the acetabulum) is seen to be

eroded and has lost its compact layer. There is a very little cancel-

lous osteophyte about the rim of the acetabulum, as well as on the

great trochanter. But there is nothing that can be compared with

the nodular outgrowths that are seen in cases of osteo-arthritis. The

peripheral compact tissue of the femur is markedly reduced in

thickness, and the spongy substance of the head and neck could, in

the recent preparation, be cut with a knife. There is a considerable

quantity of opaque-white, mortar-like material filling the cancelli of

the femur and of the innominate bone.

The left lung was firmly adherent ; it was contracted, the peri-

cardium being drawn very close to the curve formed by the ribs.

In both lungs the bronchial tubes were much dilated, even more so

in the upper than in the lower lobes. They ran as wide channels,

lined with a whitish mucous membrane, and many of them opened

by comparatively small apertures, into the larger tubes of which they

were branches. Thus, it might have been possible to mistake them

for closed cavities in the pulmonary tissue. The substance of each

lung was healthy ; there was no tubercle, nor was there any fibroid

induration.
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The heart weighed seventeen ounces. Both the aortic valves and

the mitral valve had recent vegetations in the usual positions.

The liver was healthy, but its upper surface was indented to a

remarkable extent by the pressure of the ribs, the organ being

actually bent upwards so as to overlie them, the under surface being

thus rendered convex.

The mesenteric glands contained some old calcareous deposit.

The kidneys were hard, red, and glistening, as in cases of chronic

heart disease.

Remarks.—This case is, I think, a very interesting one, and, so far

as I can ascertain, it is unique. The inflammation and dilatation of

the bronchial tubes was no doubt the immediate cause of death, but

the immobility of the dorsal vertebrae and ribs mast have played a

very important part in the clinical history. No similar preparation

is contained in the Museum of the College of Surgeons, in that of

St. Bartholomew's Hospital, nor in that of St. Thomas's Hospital.^

The only cases which have been brought before the Pathological

Society, and which can be said to have any bearing upon that now
under consideration, are two—contained in the seventh and eighth

volumes of the ' Transactions ' respectively—of anchylosis of the

upper cervical vertebrae to one another, and to the occiput. The
former of these cases, recorded by Mr. John "Wood, presents an

especially close analogy, in the fact that the union between the

several bones affected the arches and the spinous and articular

processes, the bodies being separated by fibro-cartilages of normal

appearance, and there being no bony outgrowths nor projections.

The synostosis, indeed, was so regular and complete, that Mr. Wood
was inclined to think it must have been congenital. Some similar

cases were described by Mr. Lawrence, in the thirteenth volume

of the ' Medico-Chirurgical Transactions,' and he there referred

to a specimen described and figured by Sandifort (' Museum Ana-
tomicum Academisp Lugduno-Batavae,' 1793, vol. ii, tab. xv), which

must have been very like mine ; except, perhaps, in the circumstance

^ At the meeting of the Society, when I brought forward my case, Mr.

Wagstaffe said that specimens resembling it were to be found at St. Thomas's

Hospital. I have since visited that institution and find that such a statement is

incorrect. Mr. Stewart was kind enough to show me what preparations there

are of anchylosis of the vertebra; and they are all of them common examples

of osteo-arthritis, or of ordinary disease of the bodies of the vertebra?. May,

1877.
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that the part of the spinal column which was affected was different.

In it the occiput, all the cervical vertebra), and the two upper dorsal

vertebrae, are seen to be firmly anchylosed together. As in my case,

the interstitial substances seem to have remained intact ; there are

regular spaces for them between the several bones. The parts at

which fusion had taken place are on each side between the laminae,

as far outwards as the articular processes, there being narrow chinks

between the roots of the spinous processes ; and, again, on each side

of the bodies, between the anterior roots of the transverse processes.

Sandifort does not mention whether this affection extended to the

rest of the spine. On the other hand, I regret to say that in my
case the cervical vertebrae were not examined.

As regards the pathological nature of the process by which sucli a

remarkable condition of the bones may have been brought about

I have no opinion to offer. Some of those who were present, when

my specimens were shown, suggested that the affection was allied to

osteo-arthritis ; but^ it is obviously very different in its character,

as regards both the vertebrae and the hip-joint. I have searched

the shelves of the Museum of Guy's Hospital for any example of

anchylosis of the latter joint from osteo-arthritis, which might

resemble mine, but without any success. In all of them there are

large bony outgrowths ; and the head and neck of the femur are

flattened and distorted in shape. November Ith^ 1876.

2. The spinal column of a man who lived twenty-six years after

fracture of the upper lumbar region.

By T. Caer Jackson.

THE patient, James D—, whose history is connected with the

photographs and specimen exhibited, was admitted into the

Hoyal Free Hospital, September 6th, 1849, during the period I held

the office of house-surgeon at that institution.

He had received a violent blow upon his back from a falling

weight. He was underneath a horse-box weighing as much as a

ton, screwing it up with a jack, when by some mischance the screw

ran' out and the box fell upon him, doubling him up and crushing
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him to the ground. He was uDablo to rise, having lost all power

over the lower extremities. lie was in much pain when admitted,

and there was a slight irregular prominence of the spinous pro-

cesses of the second and third lumbar vertebra).

I published an outline of this case in the ' Lancet ' of March
24th, 1849, from which I gather that he had no power of motion,

but that sensation was perfect in the parts below the injury, that he

passed his motions naturally and his urine freely, and that his

health did not sufter materially.

By the 2Gth of September he was gradually recovering, had slight

return of motion in the lower extremities, and could bear some

weight upon them by the aid of a pair of crutches.

October 9th.—The patient was discharged, gradually gaining

strength and power in his legs, and as an out-patient recovered so

far as to be able to walk with a stick, but with a peculiar waddling

gait. The toes turned inwards and the body slightly bent, but he

was never afterwards able to walk straight and upright or without

the peculiar gait described.

He was more or less under my observation from this time until

his death from bronchitis in the early part of this year (1876), being

all the while able to earn his living by light occupation.

Dr. Goodhart, under whose superintendence the specimen has

been thus beautifully prepared, has kindly furnished me with its most

prominent peculiarities.

The injury has spent its force upon the second and third lumbar

vertebrae, which appear to have been dislocated from each other and

partially fractured. The upper vertebra has gone, with the upper

part of the spinal column, to the right, and the lower to the left, and

subsequently, and no doubt in part owing to muscular action,

considerable rotation of the bodies has occurred, especially the

lower ones. This gives to the four lower lumbar vertebrae a spiral

twist from right to left. The upper vertebrae are twisted a little in

the opposite direction, from left to right, but not much. What
with twisting and displacement the right side of the bodies of the

third and fourth vertebrae came to look forwards and to sustain the

line of weight of the upper part of the trunk. In this line a large

mass of new bone has been formed to lock the parts together, and

the first, second, and third lumbar vertebrae are by this means

firmly anchylosed, and the repair of the fracture has been quite

completed. A good deal of new bone has formed about the laminae,
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articular, and spinous processes, from the twelfth dorsal to the last

lumbar, which has led to anchylosis of all these bones. The

lower five dorsal vertebrae have also new bone, sprouting in a

sharp spiculated way, from their articular edges, indicating that the

inflammation has been both extensive and severe. The spinal

canal is most narrowed between the first and second lumbar, but not

to any material extent. There is also a perfect fusion of the bodies

of the fourth and fifth cervical vertebrae, but whether this had any-

thing to do with the injury is difficult to say. Tiie crushing

character of the violence to which the patient was subjected in all

probability determined the whole of the lesions.

Novemler 7th, 1876.

3. Symmetrical shortening of the foot.

By Sydney Jones.

THIS was a living specimen, occurring in a labourer, A. E—

,

set. 39, from Buckinghamshire. He was admitted into St.

Thomas's Hospital, under Mr. Sydney Jones, on September 4tli,

1876.

Sixteen years previously mischief had first commenced, an abscess

presenting on the sole of the right foot at the root of the second

toe. This abscess was opened ; it healed up in a few weeks, and the

foot remained well for about seven years afterwards. Then there

was a recurrence of suppuration at the same spot. This was more

obstinate, and he was admitted into one of the London hospitals,

where several pieces of bone were removed during his stay of about

seven weeks. Three months later his wound was healed, and he

continued to work for four years without inconvenience. Since

then, however, he has been more or less laid up, abscesses forming

in the sole and inner and outer border of the foot ; from which

abscesses bone, either in the form of debris or as larger pieces, has

escaped or been removed. At one hospital his little toe was

removed. One or two sinuses remaining in the sole were soon

healed under the influence of rest and warm water dressing.
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When exliibited at the Pathological Society the foot was remark-

ably shortened compared with that on the opposite side, the short-

ening being due to more or less complete destruction of metatarsal

bones and phalanges ; the shortening was perfectly symmetrical

;

tlio tarsal bones were healthy, and the movements of the tendons

around the ankle-joint perfect. Some callosities remained in the

sole, and it was hoped that by properly arranged pads in the sole of

boot undue pressure upon these might be obviated.

On tracing out the bones of the foot it seemed that all the

tarsal bones were normal.

Of the great toe a piece of the metatarsal bone remained, the

greater part having disappeared with the proximal phalanx. Of the

other toes, most of the metatarsal bones were gone.

In tlie second and third toes three phalanges might be traced.

In the fourth toe an ungual phalanx only.

The fifth toe had been removed.

This patient left St. Thomas's Hospital apparently well (with

exception of the callosities above mentioned) shortly after his

presentation at the Society. But a few months afterwards he was

readmitted with fresh sores in the sole, suggesting the desirability

of getting rid of the front part of the foot, which was done by

means of a subastragalar amputation by Mr. Sydney Oones.

The left foot showed nothing abnormal in the sole, and the man's

constitutional history was good. November Itli^ 1876.

]4
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VII. DISEASES, ETC., OF THE ORGANS OF SPECIAL
SENSE.

1. A case of melariotic sarcoma of the choroid in which there

ivas no recurrence of the disease fourteen months after

removal of the eye.

By W. Spencer Watson.

A NEEDLEWOMAN, Set. 60, and a widow, had noticed a de-

fect in the sight of her right eye for about a year before

she was first seen by me (in January, 1876). Four or five days

before her admission into the hospital she hurt her eye by acci-

dentally striking it with her hairbrush, and it had ever since been

painful, with increased dimness of sight. None of her relations

had suifered from cancer, nor was her aspect marked by any cachexia.

She was well nourished, and had a dark complexion and rather dark

hair and irides. The pupil of the right eye was slightly irregular

at the upper and outer quadrant, and at the part of the sclerotic

corresponding to this irregular portion of the iris, and about two

lines from the corneal circumference, was a minute black point with

a tortuous vessel or two running into it. The eyeball was tense to

the second degree (T.,) and very painful. After applying atropine

the pupil became fully and evenly dilated, and on ophthalmoscopic

examination I discovered a dark roundish mass occupying the upper

and outer part of the fundus and vitreous chamber. The optic

disc was distinguishable, though the somewhat turbid state of the

vitreous rendered the details a little obscure. It was, however, clear

that the optic-nerve entrance was not involved in the intraocular

growth. On testing vision. No. 20 of Jiiger's test types could be

seen when held to the temporal side, but the lower and inner portion

of the " field of vision" was quite lost. A week later, after a sudden

attack of acute inflammatory redness, with much sclerotic injection

and oedema of the conjunctiva, the sight of the afi'ected eye was
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totally destroyed. At the same time there was a marked increase

of paiu, but au equally marked decrease of the ocular tension ; and

the iris was now thrust forward into the anterior chamber, the lower

part of which was filled with effused blood.

On January 25th I enucleated the eye, the patient being under

the influence of ether. No bad symptoms followed ; an artificial

eye was adapted, and has been worn ever since, and up to the date

when I last saw her (March 15th, 1877), there has been no evidence

of any recurrence of the disease in the orbit, or of its having been

deposited in any near or distant parts of the body.

The excised eyeball was opened on the nasal side, when a

tumour was seen through the perfectly normal vitreous occupying

the whole outer side of the vitreous space from the region near the

optic nerve to the posterior surface of the crystalline lens, with

which it lay in close apposition. The tumour was covered by a

slightly opaque retina, easily peeled off from it, and disclosing a

smooth brown surface beneath. A section through it presented a

perfectly black uniform texture, of the consistence of cheese. It

was either embedded in or closely adherent to the outer surface of

the choroid,

Mr. Nettleship thus describes the microscopic appearances of the

tumour. It " consists entirely of cells of two types :

" 1. Spindle-shaped or sometimes multipolar cells, with long pro-

cesses and a large oval nucleus. These constitute the largest part of

the growth. Most of them are more or less pigmented ; a few con-

tain little or no pigment.

" 2. Eound or oval masses of coal-black colour, varying in size a

good deal, and usually wider than the widest part of the spindle-

shaped cells. They appear to be very highly pigmented round cells.

They seem too uniform in outline to be mere aggregations of

pigment. The tumour throughout is more highly pigmented than

is usual in the pigmented tumours of the choroid. * * * It is a

pigmented spindle-celled sarcoma of the choroid."

Bemarks.—The transparency of the media, when the patient

first presented herself, afforded in this instance the somewhat
unusual opportunity of arriving at a tolerably clear diagnosis. Had
she been first seen a few days later, no such opportunity would have

been presented, for, on the day of the operation, the view of the

fundus was obscured by the efiused blood and lymph occupying the

anterior chamber. If, therefore, the patient had been seen for the
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first time during this latter stage, the true nature of the case would

in all probability have been overlooked, and time would have beeu

allowed for extension of the disease to the tissue outside the eyeball.

Once in the orbit, this disease is generally found to spread rapidly

to the neighbouring tissues and organs.

Several cases, however, are on record in which the disease has not

recurred for a year or more, in one instance not for two years and

four months after removal of disease, involving the orbit as well as

the eyeball, so that it is very encouraging to be able to add the pre-

sent case as an instance of a considerable period after the operation

having elapsed without a return of the disease. April 17th, 1877.
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VIII. TUMOURS.

1. Three cases of labial tumour.
'

By James Goodhart, M.D.

CASE 1. Lahial glandular tumourfrom the upper lip.—The tumour,

an oblong one, measured f x f inch, a,nd had slight lobulations of

its surface. The section was yellowish white, with many slightly

marked convolutions, and was studded with several minute cysts,

hardly larger than pin-points, which were all apparently simple.

Below and outside the flat cut surface was a slightly larger cyst,

which contained some clear fluid, and a small rounded growth pro-

jected into its cavity. By a hand lens the whole surface of the

cyst appeared sandy, as if other secondary growths were forming

upon it.

Microscopally, many oval and round spaces were seen joined

together by a closely-set areolar tissue. Some of these were evi-

dently transverse sections of gland-tubes, but the majority were

not so ; the walls were too thick, and they were formed of com-

pressed spindle-cells quite free from any epithelial lining. Such

spaces were evidently merely exaggerations of the interstices of a

normal connective tissue. No cartilage was present in this case.

The tumour may, therefore, be described as glandular, with con-

siderable overgrowth of connective tissue round the tubes, occurring,

probably, in connection with the submucous glands which are

present in the neighbourhood of the lip.

The case, which occurred in the practice of Sir "William Fergus-

son, at King's College Hospital in 1871, was that of a woman
between twenty and thirty. It grew from the upper lip, imme-

diately beneath the mucous membrane, and had been slowly on the

increase ever since the patient could remember.

Case 2. Lahial tumour.—This growth was also a lobulated one,

firm on section, and containing a good deal of mucin. It consisted
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of a loose elastic tissue and white, wavy, fibrous tissue, not in large

amount, and also of a very delicate connective as well. This was

filled with oval nuclei and very large roundish granulation cells.

Some of the parts had small gland-like tubes in them, with very

delicate walls, and wliich were full of oval nuclei. (PI. XI, fig. 3.)

From a lady about fifty years of age. The tumour had been

growing steadily for twelve years, and was situated beneath the

mucous membrane of the mouth, immediately inside the upper lip.

Case 3.—The tumour was small and lobulated, about | inch in

diameter, in the fresh state. On section it was firm and cartila-

ginous, and in its centre the knife cut upon some spicules of bone.

The patient was a man of thirty-six years of healthy appearance.

The growth had been coming some three or four years, had given no

pain, and was only inconvenient from its size. It was nearer to the

mucous membrane of the lip than to the skin, and a portion of the

former was removed with it. It was not encysted, but lying amongst

rather loose areolar tissue. It had been mistaken for a cyst, but Mr.

Gay, under whose care the case came, writes to me, that it had not

the translucent appearance that cysts have when made to bulge out

by pressure against the labial mucous membrane, aud it had a solid

feel about it which cysts have not. The patient did well.

Under the microscope, the characteristics of the tumour are

distinct ; it consists of several varieties of connective tissue

combined in varying proportion. Thus, there is cartilage, bone,

fibro-cellular tissue, fat, and perhaps a little mucous tissue.

The various stages, from the fibro-cellular tissue into cartilage and

bone, are to be traced with great distinctness. It appears that both

the cartilage and bone stages are reached by a process of cell-germi-

nation. The fibro-cellular tissue becomes crowded with cells, which

encapsule themselves and become surrounded by a homogeneous,

fibrous, or cartilaginous matrix, and the nuclei of the cartilage cells in

their turn proceed in like manner, and become converted into bone

corpuscles. (PI. XI, fig. 4.)

The relation which this tumour bears to mucous tissue is shown

by the fact that it contains fat, as so many myxomata do. In a case

that I examined a few months back, also from the cheek, a good

deal of fat was contained in the growth and no cartilage.

With regard to the glandular nature of the growth.. It contains

some little gland tissue, but more of a nature which looking at first
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sight glandular is really, T think, only a cartilaginous material.

Tiie nuclei within a cartilage space, when they become increased in

quantity, look not unlike a glandular acinus. The amount of gland

tissue in these labial tumours varies very much. Sometimes they

are nearly entirely glandular or adenomata, at others they are

but little 80. It is quite possible, therefore, that they may originate

at one time in some primary cell growth within the secreting

tubes, at others in a connective-tissue growth external to the tubes,

l^ut in attempting to form some opinion as to their nature, it must

be borne in mind that similar tumours are not uncommon in the

parotid region. They sometimes occur in the submaxillary and

sublingual region. Sometimes in connection with other glands,

such as the lachrymal, mammary, and testis. "Whenever they occur

there is the greatest variety in the material and consistence of the

tissue which composes them. Some are cystic, some cartilaginous,

some adenomatous, some fatty and mucous ; some quite solid, others

hardly more than thick mucus ; some, as in one o£ these cases, in

part of bony hardness from bone, in part gelatinous. I venture to

think that the constancy of certain forms of tissue in these tumours,

and the fact that they are always in connection with some or other

gland, lends support to the view which I have maintained in regard to

the breast in particular, but which will apply to all glands, that they

are really the correlate expression of secretion in terms of growth. It

would appear that the energy o£ the gland structure is not consumed
in the exercise of its proper functions, and if not, the forces which
should have produced gland fluids produce gland tumours. I think

this is borne out by the nature of the growths themselves
; some are

glandular; others are composed of an elementary tissue, such as

mucous tissue, or of one of its near relatives, cartilage, or fat.

Sir James Paget has called them "labial glandular" tumours-
but this term, though correctly indicating the origin of the growth
in or about some of the racemose glands, is hardly correct histologi-

cally because they so often contain but few true gland tubes.

October 17tk, 1876.
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2. Fatty tumour behind the pharynx.

By Fbedebiok Tatloe, M.D.

ELizi-BETH B— , set. 4, was admitted under my care into the

Evelina Hospital for Sick Children, June 30th, 1870. She

was thin, and generally healthy looking, except for a large swelling

of the neck, which closely resembled that due to an enlarged thyroid

gland. The most noticeable symptom accompanying this was

difficulty of breathing, indicated by constant stridor, varying in

degree, little when she was quiet, but more marked when she was

hurried or excited. The voice was rather high-pitched, thick, and

guttural.

On examining the pharynx, there was observed, projecting from

its posterior wall, a swelling, vertically oval in shape, soft, moderately

elastic, indistinctly fluctuating to the feel. The finger could be

passed round it at the sides and above, where it seemed to

reach just above the level of the attachment of the soft palate;

below also it appeared that it was limited, though this lower border

was less distinctly felt than the upper. The swelling in the neck

presented itself as two oval masses, one on either side of the middle

line, the lower end of each rounded, the upper tapering
;

to the

touch they were soft and elastic.

Large veins coursed over the surface, and the carotid arteries

were pushed far outwards from their natural position. During

swallowing the tumour rose and fell with the larynx, There was

no indication of disease of the spine, and the viscera were perfectly

healthy. The history given by the mother was that she had been

generally well until fifteen months previously, when she first began

to make a noise in her throat during sleep. After five months the

neck was noticed to be large, and the swelling increased until one

month before admission, when it decreased in size, again to enlarge

during the last few days.

As an out-patient she had been taking iodide of potassium and

Syrupus Ferri lodidi, with steam inhalation. Grey powder had also

been given later.

A diat^nosis o£ post-pharyngeal abscess having been made, and

the symptoms appearing to demand interference, the swelling in
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the throat was punctured four day h after] admission, by a guarded

bistoury, with a very unsatisfactory result ; a little blood escaped,

but no pus.

Two days after this there appeared to be no alteration ; she

swallowed easily and had a good appetite. The temperature was

normal. There appeared to be a little ulcer corresponding to the

site of puncture. For the next ten days she went on with little

alteration, except that the nights became more disturbed, the

stridor being considerable, and sleep was only obtained with difficulty.

Mr. Howse now kindly saw her, and taking the same view as the

only probable one, himself again punctured the pharyngeal swelling.

The result, however, was as before ; and as the child obviously

suffered from obstruction at the upper part of the respiratory

passages, and was getting exhausted, it was determined to gain

time by performing tracheotomy. On account of a slight feverish

attack, with great redness and injection of the tonsils, which were

covered with mucus, the operation was delayed, when, on the

morning of July 23rd, the house-surgeon was called up to find the

patient moribund, the face pale, the lips livid, respiration only at

long intervals. He at once performed tracheotomy, without

difficulty, and with but little haemorrhage. Death, however, took

place in spite of artificial respiration being maintained some time.

On exposing after death the anterior triangles of the neck, there

was seen, lying in front of the upper cervical spine, but behind the

pharynx, a large fatty tumour ; it measured three inches vertically,

by three and a half transversely, extended from near the base of the

skull as low as the seventh cervical and first dorsal vertebrce. Its

median portion was bound tightly down by the oesophagus and
pharynx in their course from cranium to chest, but on either side

of the CEsophagus it bulged out, so as to simulate, in the manner
described, the bilobulated form of a thyroid.

At the upper margin of the tumour will be seen a somewhat isolated

or detached oval appendix, to the anterior surface of which is still

attached the portion of the pharynx through which the bistoury was
passed. This slight separation accounts for the close resemblance it

bore to a post-pharyngeal abscess. For the rest, the tumour when
freed sufficiently for examination, is seen to be an almost globular

mass of fat, surrounded by an indistinct fibrous capsule, continuous

with the fascia over the thyroid ; the tumour is not in direct

connection with any of the structures in the neighbourhood but
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seems to have developed in the loose tissue uniting the pharynx to

the spine.

The position of tumours is all important in their clinical recog-

nition, and, therefore, it seems desirable tliat this caae, which is

probably unique, should be placed on record. It is not here the

place to discuss the diaf,'no8i8. It might be said by those who did

not see the case that the error should not have occured, but it must

be remembered that in a yielding substance like that of a fatty

tumour, the pharynx, larynx, and trachea, might be so deeply

buried as to completely elude a very close examination with the eye

or fiu^^er. December, 187G.

3. Scirrhus of the diaphragm.

By J. Waltees, M.B., Eeigate.

THIS specimen was taken from a femUle, set. 41, single, who had

been ill for several weeks, suffering from weakness, loss of

appetite, and shortness o£ breath, with a tight feeling round the

chest ; her pulse was feeble and not quickened; there was no pyrexia
;

she died from the effects of serous effusion into the left pleural

cavity, which was temporarily relieved by aspiration. There was no

wasting or cachexia, and no family history of cancer or phthisis.

The diaphragm was found to be much thickened, and contained

nodules of scirrhous material, especially on each side of the central

tendon. On the left side a nodule involved part of the pericardium,

and another, as large as a hen's egg, extended upwards into the

pleural cavity. The left lung was collapsed, the right lung was

attached by old adhesions to the chest wall and much congested.

The heart was of medium size and rather fatty. A few small

nodules were seen on the upper surface of the liver. The stomach,

spleen, and kidneys were healthy. No deposit could be found any-

where else in the body. The nodules were hard and tough to cut
;

they presented bluish-white bands on section, and exuded a cream-
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like juice which, under the microscope, was Been to consist chiefly

of flat epithelial cells. November 7th, 187G.

Report of the Committee on Morbid Growths on Dr. Walter^s

specimen of scirrhus of the diaphragin.—A careful examination of

this specimen, general and microscopical, shows that the cancer is

placed chiefly, and in many places only, on the upper and lower

surfaces of the diaphragm in connection with the serous mem-
branes. It is more abundant on the peritoneal surface than on the

pleural and pericardial aspect. The muscular tissue of the dia-

phragm is healthy where present ; it is often reduced in quantity,

apparently by the encroachment of the cancer. The cancer can

easily be traced passing between the muscular bundles from one

surface to the other, It has the alveolar structure and general

characteristics of hard carcinoma.

From the generally healthy condition of the muscle, and the

exact similarity of the peritoneal disease with that due to secondary

cancerous affection, we are much more inclined to believe that this

is a secondary cancerous infiltration than a primary scirrhus of the

diaphragm. From the great difficulty referred to by Dr. Walters

in making a thorough examination, it is possible the primary dis-

ease may not have been discovered. Henet T. Butlin.

James F. Goodhaet.

4. Multiple melanotic tumours.

By Sydney Jones.

TiiTS was a living specimen, occurring in a young man, J. M—, a

salesman, aet. 22. He had had measles twice and typhoid

fever, but had otherwise enjoyed good health. His father and

mother and two brothers were living and well. No hereditary

tendency to tumours could be traced. About three years previously

a small mole, situated over the upper and inner side of the left tibia,

was accidentally struck by a piece of wood ; a wound was made,
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which remained open for about six months. He attended as an out-

patient at St. Thomas's Hospital for one month, and was then

admitted under Mr. Sydney Jones, who removed a small melanotic

sarcoma. The wound healed in about fourteen days, when he left

the hospital and hud no further trouble for thirteen months. Fif-

teen months after the above removal he was admitted with a black

spot in the old cicatrix, and three or four glandular swellings in the

groin on the same side. The spot in the cicatrix was widely re-

moved and every trace of gland swelling excised from the groin.

He remained in the hospital this second time for three months,

when he left with the wounds healed and apparently sound.

Tw^o months later he was readmitted with two small black spots in

the cicatrix below the knee, and a third superficial spot in the groin

cicatrix. He was subjected to a third operation for the removal of

these, and in ten \Yeeks again left tlie hospital with the wounds appa-

rently sound. Six months later he was again readmitted. Now the

outer and front part of the left thigh felt " shotty," evidently from

small deposits in the subcutaneous cellular tissue. These were not

dark-coloured at first, but, as they increased, they gradually in-

volved the skin, cropping up as black shots, rapidly increasing in

size, until they acquired the size of a large marble, in which case

they were, as a rule, extensively ulcerated.

AVhen exhibited at the Pathological Society the patient showed a

crowd of melanotic tumours, varying in size from a pea to a large

marble, on the front and outer side of the left thigh, the larger ones

ulcerated, the smallest ones with the skin movable over them. The

original cicatrix at the upper and inner side of the left tibia showed

in and about it six small deposits.

Numerous melanotic tumours existed, too, in other regions, in the

scalp, neck, front and back of the thorax and abdomen, right arm,

and right thigh.

The man was fairly nourished, but had of late acquired a some-

what leaden hue. No deposits could be traced in connection with

his viscera.

The urine had a specific gravity of 1017 ; contained a trace of

phosphate, but no albumen. It was frequently tested with the

object of tracing pigment, but none was ever discovered.

To the above account of the case is appended a report, from Mr.

Charles Stewart, of the microscopical appearance of one of the

growths connected with the left thigh.
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"I have examined a small piece removed from one of llu; hirjrer

tumours. It presented the ordinary atructurc of melanotic sarcoma

of the skin. The epidermis was of moderate thickncHs, the spinous

character of the cells being, however, more marked. A well-defmcd

line separated the epidermiH from the dermis. There vpcre no

papilla). Kows of small cells, lying mostly parallel to the surface,

occupied the intervals in the delicate fibrous tissue. The cells

increased in number and size in the deeper parts, where some were

rather irregular and colourless, others were rounded and deeply

pigmented ; they measured about il^^th of an inch in diameter,

the oval brightly nucleolated, nuclei being -j-jjVoth.—C. Stewaht."

November 1th, 1876.

5. Fatty tumour containing striated muscular fibres from a

child, aged seveyi years.

By Henet T. BuTLiif.

riluE tumour shown to the Society was removed from the leg of a

J- girl, ffit. 7, by Mr. Thomas Smith, at St. Bartholomew's Hos-

pital. It had been first noticed when the child was a year old

—

about the time she began to walk. Its growth for several years

had been very slow, and although it had been seen by several

surgeons of eminence, the advice had always been given that it

should not be interfered with unless it grew much more quickly or

gave the child much more trouble. During the last few months

its increase in size had been so much more rapid that the parents

brought the child to the hospital in October, 1876, with the desire

that the tumour should be removed. The tumour occupied the

upper and back part of the right leg, a little below the knee ; but,

although it projected very considerably at the back and sides of the

limb, the child could walk and run with as much ease as most

children of her age. Her general health appeared to be very good.

A consultation of the surgical staff" was held upon the case.

Opinions diff'ered as to the nature of the tumour, but the greater
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number believed that it waa an innocent growth, and that it was

not attached to the bones. It was removed with the assistance of

Esmarck'a bandage. A single incision vvaa made in the middle line,

the gastrocnemius and aoleus were cut through, and the tumour

was exposed, perfectly circumscribed and enclosed in a thick

capsule. It was got out without much difficulty, although it passed

between the tibia and fibula, pressing them apart aud thrusting the

interosseous membrane in front of it. It lay in the deep layer of

muscles, small portions of which were removed here and there with

the tumour. No important structures were damaged in the

operation.

After removal it was about as large as a foetal head at full time,

constricted where it had passed between the bones, but otherwise

of globular shape, enclosed in a thick fibrous capsule, with a small

nodule projecting from its surface here and there. On section it

proved to be composed of adipose and fibrous tissue in tolerably

equal proportions, the lobules of fat being surrounded by broad

trabeculse O'f fibrous tissue. In some places the fibrous tissue was

so firm that it had the appearance of cartilage. No cartilage, how-

ever, was discovered with the microscope. In the middle of many
of the fibrous trabecula) could be plainly seen thin reddish bands or

fibres, which were thought to be, and were afterwards proved to

be, striated muscular fibres. These fibres ran in various directions

through all parts of the tumour, but were most abundant in a

longitudinal direction and towards the anterior portion of the

mass. (PI. X, fig. 6.)

The origin of these fibres was a matter of considerable interest.

Striated muscle is so rare a constituent of tumours, especially of

encapsuled non-malignant tumours, that it seemed improbable that

they had been enclosed within the tumour in the course of its

gradual growth. They ran, too, in such various directions, and

were not gathered together to form a single large mass at any part.

I therefore sought for traces of development, and succeeded in

finding a number of cells similar to those described by "Wilson Fox,

Kemak, and Kolliker, as the developed cells of muscular fibres.

They were all large, of a faint yellow colour, but for the most part

very granular. Some of them were. oval or ovoid, granular all over,

except at the side where the nucleus lay ; others were elongated,

doubly or trebly nucleated, the nuclei generally lying along one

side of the cell ; others, again, were more like flattened bands than
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cells, nucleated in the same manucr as the last. But, closely a^ 1

looked for trausvorae stria) iu the cells, I could not discover any

suillciently well marked to draw them with a camera. Nor could I

find any forms intermediate between these and the muscular fibres,

which were all of full size, well formed, and apparently perfect in

every respect. Further, I was able to trace muscular fibres from

those lying in tontact with the capsule of the growth into its

interior along the fibrous prolongations from the capsule. It is,

therefore, probable that most of the muscular fibre was enclosed

within the tumour, and was not of new formation.

There are several hypotheses with regard to the nature and

origin of this tumour. It may have been congenital, but of very

small size until the child was about a year old, or perhaps not

noticed until the earliest efi'orts at walking called particular atten-

tion to the lower extremities. The presence of striated muscular

fibre is an evidence in favour of the theory of congenital origin,

although a large part at least of this muscle may be accounted for

in another manner. It may have been non-congenital, but enclosing

muscle within its substance during the progress of its growth. On
the whole, from the position of the tumour, the early age at which

it was first noticed, the rarity of non-congenital fatty tumours in

children, I incline to think that it was congenital in its origin, and

that the muscular fibre was chiefly enclosed within it in its gradual

growth. December 5th, 1876.

6. Large spindle-cell sarcoma of thigh.

By A. Pearce Gould.

^His tumour occurred in a man, set. 5G, who was lately iu Univer-
J- sity College Hospital under the care of Mr. Christopher Heath.

The patient had noticed pain in the hip on exertion for about two

years, but did not notice any swelling until twelve months ago ; it

was then very small, but grew rapidly. When seen the tumour
occupied the upper half of the thigh, extending quite up to the
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pelvis, being situated on the inner side of the femur. It was mov-

able over the feuuir and under the skin. Veins over it were slightly

enlarged. No enlarged glands. No oedema of the leg. The mass

itself was rounded, firm, but somewhat elastic. The man was thin

and very amemic. Mr. Heath determined to operate, and on

October 4th of this year amputated the limb at the hip-joint. The

man, however, died from shock in twenty hours. The tumour was

found to be quite free from the bone, and growing among the adductor

muscles, the fibres of which were scattered over its surface. On
section it was firm and of a pale grey colour at the circumference,

but the greater part of the tumour was softer and yellow in colour,

evidently from fatty degeneration. With the microscope the growth

was seen to composed of long tapering cells, with large granular oval

nuclei, with a small amount of structureless intercellular material.

At the autopsy three small pale nodules, about the size of peas,

were found in the lower lobe of the left lung. I examined these

microscopically, and found that they were composed of the same

growth as the large mass, the cells being somewhat smaller than in

the primary growth. The only other point of interest was in the

lymphatic glands in the iliac fossa on the side of the tumour ; they

were enlarged and deeply pigmented, the only ones in the body so

changed. No sarcomatous tissue could be seen in them however,

merely lymphoid tissue with pigment in the cells and in irregular

masses in the stroma.

It may be taken as certain that the small growths in the lung

were secondary to that in the thigh, and from their size it may be

inferred that they were of recent origin. They point to the import-

ance of early operation in cases such as this, for while amputation

might have been successful a month before, now, even if the man
had recovered from the operation, it is certain that his life would

have been soon cut short by the development of these growths in

the lung and others arising from them. This case also illustrates

the common mode of systemic infection in sarcomata by the blood-

vessels, and not by the lymphatics. The change in the lymphatic

glands appears to be the result of a chronic irritation and not specific.

I have seen it in other cases. This particular variety of sarcoma

widely differs from any normal tissue, and on that account might

have been expected to be truly malignant. Along with the absence

of any approach to normal development there was rapid fatty

degeneration. December 5t7i, 1876.
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7. Fibroma growing from ischium.

By A. Peakce Gould.

TTTE spocimen was a fibroma, rather larger than the closed fist, which

was removed by Mr. B. Hill from a patient in Univ. Coll. Hosp.

The patient, a young woman, rot. 27, of good family and personal

history, had noticed pain shooting down the left lower limb for about

two years, which she attributed to a fall downstairs received just

before. In January, 1870, she first noticed the swelling. In

September the tumour extended from the back of the great trochanter

of the femur round the back of the hips, and projected at the inner

side ; it was rounded, firm, and freely movable over the femur. It

was removed by a curved incision over it, and found to be adherent to

the ischium ; the great sciatic nerve was firmly adherent to it, and a

portion of it had to be excised with it. The patient made a good

recovery.

When last seen she had complete power of flexion and extension

at the knee, but the leg was quite paralysed. On the dorsum of the

foot she could distinguish the two points of the aesthesiometer when

an inch apart ; the leg was only slightly wasted. The tumour con-

sisted of pure fibrous tissue. December 5/A, 1876.

8 Myxosarcoma oj the upper i)art of the left thigh.

By R. Ltell.

Jl^— , a plumber, rot. 35, was admitted into the Middlesex Hospital,

, under the care of Mr. Nunn, in the month of November, 1876,

with an unwieldy tumour spreading beyond the boundaries of

Scarpa's triangle in the left thigh.

He had previously been an in-patient during the months of

January and February, 1875. At that time the tumour was the

15
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Bize of aa ordinary fist, had existed twelve montliB, orij^inated

without obvious cause, and was situated immediately over,

receiving a heaving impulse from, the common femoral artery.

Some little doubt then existing as to its nature owing to its

palpably intimate connection with the main trunk, no operative

measures were resorted to. He left the hospital and returned in

November, 1876, having during the greater part of the intervening

period been engaged in his occupation. Shortly before his ad-

mission the growth had been tapped, with the barren result of

evacuating a little blood. The growth itself had increased enor-

mously in size, occupying nearly the whole of upper half of thigh

anteriorly ; it was of a bluntly conical shape, with its truncated apex

pointing towards the opposite thigh ; the skin over it, although

tensely stretched and reddened, had not given way ; its consistency

was highly elastic ; its aspect slightly bossy ; its mobility on deeper

structures deficient above, and it measured 14|^ inches by 16^

inches, having a girth of 28f inches at the base. The general

health remained quite unimpaired. His suffering being consider-

able, the tumour was removed by Mr. Nunn, on November 31st,

1870, by a longitudinal incision over the whole length of the outer

half, and the skin and superficial structures being dissected from

its surface (the saphena vein being ligatured), revealed a semi-

translucent, glistening, deeply lobed mass. The lower half was

readily isolated, peeling readily from the subjacent textures as high

as the common femoral trunk, where it was found that, by its deep

surface, it was adherent to the sheath of that vessel, as high as

Poupart's ligament, and also that it possessed a deep attachment to

one of the muscles in the triangle ; some little difficulty was

experienced in dissecting it as cleanly as was justifiable from these

deep attachments, owing to the loose textured character of the

growth ; this having been accomplished as far as practicable, without

injury to the vessel, a small part left in situ on the arterial sheath

was treated with Liquor Ferri Perchloridi.

The subsequent convalescence from this operation was delayed

by the burrowing of pus down the limb and the formation of an

abscess, from which he ultimately recovered to be discharged seven

weeks after the operation. At that time there was no local sign of

a return of the growth. He remained outside three months,

during part of which time he pursued his employment. Two
months after his discharge from the hospital, a recurrence became
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evident at its former Bituation. He was readmitted for the third

tinu' into llu» ]\liddlosex Hospital with a diffused recurrence around

the cicatrix (its upper limit being slightly above Toupart's liga-

ment), intense neuralgic ])ain and excessive a^dema of the limb

beU)w, the skin covering it being altogether uninvolved. The

mother of the patient died from cancer of the mouth.

After removal the growth was found to weigh 3 lbs. 11 oz., in

shape very irregular, being made up in greater part of a number of

separate and distinct rounded or ovoid secondary masses, which

were connected and held together by some loose connective tissue

;

this was best marked in the front half of the growth, where the

bond of union was sufficiently loose between the individual masses

to allow one or two to become detached with the greatest

readiness ; this peculiarity was much less noticeable posteriorly,

the connection between the component part of the whole being

here more closely knit. These were enveloped in fibrous capsular

coverings, for the most part thin and translucent, although in some

parts this capsule was of two to three lines in thickness. On
section the individual lobes presented a characteristic appearance,

in colour of a pinkish yellow ; in appearance homogeneous,

gelatinous, and diaphanous ; to the feel a sticky glutinous sensa-

tion, a small quantity of viscid fluid being expressible from the

softer part, which appeared on minute inspection to be porous

and spongy. At parts in the general mass the consistence was

firmer, fibrous strands visible to the eye traversing the substance in

various directions. As a general rule the posterior half was of

firmer consistence than the anterior.

Microscopic sections after the tumour had been partially hardened

in spirit were made through

—

(a) The thick fibrous capsule and part adjacent.

{b) The firmer part of the growth.

(c) Those parts which had undergone obvious mucous change.

The basis of the tumour was found to consist of a round-celled

growth of the connective- tissue type, the cells imbedded in a

stroma, which varied from a predominating fibrous to a perfectly

hyaline appearance. In (o) the outer part of the section was almost

exclusively formed of fibrous tissue, containing frequent small oval

nuclei, and here and there in the interstices of the fibrous strands

a small collection of round or oval cells, closely packed, containing a

Jarge nucleus, and occasionally a vesicular nucleolus ; these
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became the more abundant the more distant from tlie Rurfaoe,

forinmg a larger collection, and obscuring in a greater degree the

fibrous matrix, till the latter was no longer recogniHed, and the

growth appeared to consist of round cells imbedded in a coarsely

granular matrix. This latter appearance was characteristic of (b),

consisting of closely packed round and oval nucleated cells, in a

stroma which was barely visible from the preponderance of the

cells, the cells being somewhat smaller tlian the preceding, in some

places barely larger than leucocytes, many of the cells seen being

in active nuclear proliferation. Thin sections of (c) exhibited an

almost perfectly hyaline stroma, here and there traversed by a

few interlacing fine fibres, the cells being now represented by

isolated small nuclei of diff'erent shapes, few being absolutely

round, mostly irregularly oval, some with apparently tailed extremi-

ties. No obvious network of communication existed between these

cells approximating them to the myxomatous tissue. Here and

there dotted throughout the specimen were detached large swollen

bodies, nucleated, of homogeneous appearance, which were feebly

stained with logwood. Sections of this part of the growth apparently

represented the latest stage of the metamorphosis which it had under-

gone. Throughout specimens (a) and (b) individuals and groups of

cells exhibited changes in their interior, which beginning usually in

the cell contents as an evident increase of size and refractile pro-

perty, finished by completely converting them into highly refractile

globules, resembling mucoid and colloid masses.

Mai/ I5th, 1877.

9. Enchondroma of the submaxillary salivary gland.

By Henry T. Butlin.

THIS tumour was removed from the submaxillary region of a girl,

set. 15, who was admitted into St. Bartholomew's Hospital in

February, 1877, under the care of Mr. Savory, It was hard,

tuberose, not easily movable, about the size of an ordinary potato
;.





DESCRIPTION OF PLATE XI.

Figs. 1 and 2 illustrate Mr. Butlin's specimens of Enchondroma

of the iSubmaxillary Salivary Gland. (Page 228.) From drawings

by himself.

Fig. 1. Hyaline cartilage (oc. 3, obj. 7, t.d.o.).

Fig. 2. Shows fibrous bands traversing cartilage (oc. 3, obj. 4).

Figs. 3 and 4 illustrate Dr. Goodhart's cases of Labial Tumour.

(Page 213.) From drawings by himself.

Fig. 3 (Case 2). Tumour taken from the cheek.

a. Elastic tissue-like bands forming a loose network.

h. Connective tissue becoming more delicate, and forming a closer mesh.

c. Tube filled with oval nuclei ; ? lymphatic.

d. Large, roundish granulation cells with oval nuclei. (| in. object.)

Fig. 4 (Case 3). Section from labial tumour.

a. Normal cartilage.

i, c. Cartilage fibrillating, and its cells proliferating.

d. Fibro-cellular stroma, crowded with nuclei derived from the cartilage

cells, ossifying.

e. Bone.
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it occupied the position of the submaxillary salivary gland, but

projected downwards and outwards beneatii the lower jaw. It waw

stated to have been growing about four years, to have been of very

small size at firyt, but gradually to have increased up to the date of

admission. The growth had not been accompanied by much pain.

There was no history of injury.

Mr. Savory removed tlie tumour through a single incision oft the

Gth of February. It came away easily, for it was quite circum-

scribed and enclosed in a firm and thick fibrous capsule. On section

it presented the ordinary character of cartilaginous tumours as they

exist in glands—a pearly firm substance traversed by bands of

yellowish white. Microscopical examination showed that it was

composed chiefly of hyaline cartilage, in which w^ere many stellate

cells. Trabeculae of fibrous tissue traversed the sections. In addi-

tion there were found here and there what appeared to be the remains

of the tissue of an acinous gland, in the form of small follicles

filled with epithelium, and lying in clusters. (PI. XI, figs. 1 and 2.)

From the position of the tumour, its nature, and the presence of

the remains of gland-tissue in it, I think there can be no doubt that

it originated in the submaxillary salivary gland. On this account

I have brought it before the Society. For, firstly, there is no case

of the kind recorded in the ' Transactions' ; secondly, such tumours

are, I believe, very uncommon.

In a careful examination of the literature relating to this subject

I have only been able to find the following cases

:

JPozzi.— ' Bulletins de la Societe Anat.,' 2de serie xvii, 1872, p.

251. A cartilaginous and myxomatous tumour, about the size of a

turkey's egg, in a woman 54 years old, of 18 years' growth.

Scholz.— ' De Enchondromate,' 1855 (Inaugural dissertation). A
large enchondroma, the size of a goose egg. Age of patient, &c.,

not stated.

Virchow.—' Krankhaften Geschwiilste,' Bd. i, vorlg. 16. A large

ossifying enchondroma of the submaxillary gland, containing the

remains of gland tissue. Particulars of case w^anting.

Stromeyer.— ' Handbuch der Chirurgie,' 1851, p. 254. States

tliat he had twice seen cartilaginous tumours in the submaxillary

region, but gives no particulars of either case.

In spite of the paucity of cases in tumour literature, Virchow, in

the ' Krankhaften Geschwiilste,' a few pages beyond the description

of the case mentioned above, states that the submaxillary and
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parotid glands are especially seats of predilection for encliondromata.

In common with several other pathologists, Virchow believes that

cartilaginous tumours of glands are especially liable to be formed

after blows or crushes of such glands. The relative frequency of

these tumours in the parotid, submaxillary, lachrymal, and sub-

lingual glands, lends a certain force to this theory. For, whereas

they are common in the parotid gland, they are uncommon in the

fur more sheltered submaxillary gland, and still more rare in the

sublingual and lachrymal glands, which are almost completely

sheltered by the adjacent bones. We failed, however, to obtain any

history of a blow or hurt in the present instance.

May 15/A, 1877.
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IX. DISEASES, ETC., OF THE DUCTLESS GLANDS.

Addisofi's disease in a very early stage, associated with hcemor-

rhage into both supra-renal capsules ; interstitial pneumonia ;

andy a varicose condition of the lymphatic vessels of the

pleura.

By Edward Headlam Greenuow, M.D.

I
am 8oiTy tliat it is no longer possible to exhibit to the Society

the specimens of lungs and supra-renal capsules in a recent

state. They were preserved for that purpose in the vapour of chlo-

roform, but so long a time has elapsed since the patient's death that

they are now entirely spoilt. Dr. Coupland, to whom I am indebted

for much valuable assistance in working out the details of the case,

has, however, prepared some sections and some drawings, which very

satisfactorily show the microscopical appearances of the lungs and
right supra-renal capsule. I am also enabled to show a drawing

made by Dr. Einlay, which gives an excellent representation of the

naked-eye appearance of the left kidney and supra-renal capsule

when recently cut across.

H. E— , aet. 29, by occupation an engraver on brass, was admitted

into the Middlesex Hospital under my care on December 12th, 1876.

He was a temperate man, had not suffered from syphilis, and with

the exception of winter cough, to which he had been subject for

several years, his health had been good until about three months
before his admission into the hospital. He had then begun to suffer

from rheumatic pains, which first affected the left hip and then the

right thigh, in the latter of which he had also experienced a sensa-

tion of numbness. Whilst at work about the beginning of Novem-
ber he was suddenly seized with a severe pain in the left side, which
was much aggravated by taking a deep breath, and although the

pain was very speedily relieved by the application of hot poultices,

he had from that time progi'essively lost flesh and strength, and had
suffered from increased feebleness and shortness of breath on exer-

tion. He had also become very sleepless at night.

On admission he was a spare, ill-nourished, extremely pallid man,
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with a worn, anxious expression of countenance. The mucous mem-
branes of the eyes and mouth were exceedingly aniemic. He was

very prostrate, and though, whilst he remained quiet, his breathing

was easy, he became very breathless on making any exertion. He
had neither cough nor expectoration, but complained of pain and

numbness in the back of the right thigh. Tongue slightly furred.

Temperature 102°. Urine, sp. gr. 1027, acid, turbid with red

lithates, not albuminous. There was slight flattening in the right

infra-clavicular region, with impaired percussion-resonance, pro-

longed expiration and increased vocal resonance, but without any

adventitious sounds. Dulness on percussion existed over an irre-

gular, ill-defined area, extending from the middle of the right

scapula to the inner border of the left scapula, and the percussion-

resonance was also slightly impaired over the posterior bases of

both lungs. Breathing somewhat tubular over the dull area. Very

fine crepitation was heard, with inspiration over the whole of the

lower lobes of both lungs, much increased by deep, forcible breath-

ing. Expiration prolonged, and vocal vibration intensified over the

base of the right lung. First cardiac sound rough and prolonged at

the apex. Microscopical examination of the blood showed a great

deficiency of red corpuscles, but those present were normal in colour

and formed readily into rouleaux. AVhite corpuscles were abnor-

mally abundant, twenty being seen in an ordinary :f-inch field. No
enlargement of the spleen or lymphatic glands could be detected.

Liver of normal size.

For several days the pulse ranged from 96 to 100, and the tempe-

rature from 99° to 100°, rarely, however, reaching, the higher point.

Two days before death the pulse increased in frequency, and from

that time ranged between 120 and 150, the temperature rose to

100*5°, and once to 1016°, and the respirations also became very

frequent, reaching 60 in the minute. The patient continued to

sleep badly, although he took chloral and morphia each night. He
remained free from cough and expectoration, but the crepitation and

other physical signs continued without variation. He complained

much of faintness for several days, and on the morning of December

20th he fainted, and his lips became very livid ; his urine also became

albuminous. He gradually sank after the fainting, and died the

same day.

Post-mortem examination.—No discoloration of skin. Surface

very pale. Body spare ; muscles of normal colour.



DUCTLESS GLANDS. 233

Lungs voluminous. Jlirjht lun^ adherent at apex and beliind.

The whole surface was lobulated, tlie lun<^ being in a condition of

lull inspiratory distension, and the lobules and grouj)a of lobulea

being apparently se[)arated by superficial depressions and puckeringa

of the pleura. The pleura itself was not ajjpreciably thickened.

It was here and there traversed by tortuous and dilated opaque-

white vessels, resembling coarse white threads, some of which

obviously contained fluid. These were apparently distended and

blocked-up lymphatic vessels. The anterior portion of the upper

lobe of the lung was pale, dry, and bloodless ; on section it was

tough, and presented thickening of the smaller vessels and bronchial

tubes, and a network of fibrous tissue indicating the interlobular

septaB ; the posterior portion had a greyish sodden appearance, and,

when cut, yielded a peculiar, dry, crackling sound. The lower lobe

yielded on section the same crackling sound as the upper lobe, but

its cut surface was of a dark-red colour, and a large quantity of

blood-stained fluid escaped from it on pressure. The bronchial

glands at the root of the lung were firm, very tough on section, and

black throughout.

The left lung was non-adherent, but was otberwise almost the

counterpart of the right, presenting the same combinations of

general induration and oedema.

Beneath the costal pleura on the left side, near the heads of the

third and fourth ribs, was a small swelling of the size of a filbert.

On section a little blood escaped from it, and on further examination

the whole swelling was found to be merely a small extravasated clot.

Heart.—The free border of the mitral valve was thickened ; the

substance of the heart was pale, but the organ was otherwise healthy.

Abdomen.—The liver was slightly fatty j the hepatic lobules were
ill-defined. The spleen was large and swollen; the parenchyma
very dark and soft from vascular engorgement. Stomach and intes-

tines healthy.

The mesenteric glands were firm and white on section. A group
of the retro-peritoneal glands in front of the abdominal aorta, about
the line of the ca'liac axis, were enlarged, varying from the size of a

haael-nut to that of a walnut ; they were of a pale yellowish-white

colour, and very firm on section.

Supra-renal capsules.—The right capsule was adherent to the
kidney and surrounding tissues. It was somew^hat enlarged and its

lower part bulged forward. On section it was found to contain, in
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tlie medullary substance near the hilue, a recent black clot of the

size of half a walnut. The distinction between the cortex and

medulla was less obvious than usual ; the capsule had a semi-trans-

parent appearance and was abnormally firm. The left capsule was

enlarged to about four times its natural size, but it was uniformly

swollen and preserved its natural shape. It was firmly adherent to

the kidney and surrounding tissues, and the kidney presented a

flattened appearance at its upper extremity where the enlarged

capsule came in contact with it. On section the capsule was found

to be converted into a sac containing a recent coagulum, which

resembled black-currant jelly. A thin layer of the normal cortical

substance, from one eighth to one twelfth of an inch in thickness,

bounded the clot where the incision was made ; the outer surface of

the organ was quite smooth and was invested by a firm, tough^

fibrous membrane. The connective tissue around the supra-renal

capsules was much increased in quantity and density.

The kidneys were healthy.

Microscopical examination.—The pleura was markedly thickened,

and on section it resembled the cutis with its thick fasciculated

bauds of connective tissue. It was traversed by numerous thick,

swollen vessels full of blood. In some of the sections made, with the

view of dividing the dilated lymphatic vessels visible on the surface

of the lung, large oval spaces, about five times the size of the

neighbouring blood-vessels, were seen. These spaces contained a

small quantity of granular material adhering to their walls.

There was general interstitial thickening throughout the lungs,

particularly around the blood-vessels and bronchial tubes, where the

new tissue was not only fibrous, but also, freely nucleated masses of

black pigment were scattered through the fibrous tissue. The

thickening was much less evident in the alveolar than in the inter-

lobular septse and around the blood-vessels and bronchi. The

pulmonary alveoli were well-defined and filled with a homogeneous,

semi-transparent exudation, which in the process of hardening had

for the most part shrunk away from the alveolar walls. Embedded

in this exudation were a number of plump round and oval catarrhal

cells, many of which contained granules of black pigment. (PI. IV,

fig. 4.)

In the right supra-renal capsule there was a great increase of the

connective-tissue stroma, both in the cortical and medullary portions.

The new growth appeared in the form of bands of fine fibre, mingled
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here and there with nuclei. In some situations the tissue was
doufsely iibrous, whilst in others it ap])cared a simply fibrillated

uiutorial. There were a large number of blood-vessels in the

thickened stroma, especially near the ha3morrhage. The walls of

the blood-vessels were much thickened. The normal cell-structure

both of the medullary and cortical portions of the capsule was much
atrophied. The cell-coluiuiis of the cortex were for the most part

broken up into more or less narrow linear tracts of granular matter,

in which the constituent cells could not be defined. Between the

degenerated cell-columns were situated the above-described bands

of hbro-nuclear tissue, in amount far preponderating over the relics

of the cell-structure. No caseation was anywhere observed. (PI.

IV, tig. 3.)

Memarks.—This case presented two independent local lesions,

each of much interest. The disease in the right supra-renal capsule

is especially interesting, as being an earlier stage of Addison's

disease than I have observed, or found on record, in any former

case. Yet even so it appears to have at least contributed to cause

the fatal termination, for the great prosiration and faintness which

for several days preceded death, and which are characteristic sym-

ptoms of Addison's disease, can scarcely be attributed to the other

existing lesion, the interstitial pneumonia. I do not consider the

haemorrhage into the supra-renal capsules as having been of any

importance, as regards either the symptoms or issue of the case,

unless we can believe that so inconsiderable a loss of blood may
have produced the fainting on the morning of the patient's death.

It is perhaps worthy of note that several of the cases of so-called

apoplexy of the supra-renal capsules which are on record, have also

occurred in connection with chronic lung disease.

The disease in the lungs affords another example of obstructed

bronchial glands and lymphatic vessels in connection with inter-

stitial pneumonia, a very rare condition to which Dr. Moxon, I

believe, first drew the attention of this Society. ^ There is, how-

ever, this difference between Dr. Moxon's cases and mine, that his

were acute, whilst mine was chronic, or at most subacute. Unfor-

tunately the fluid in the lymphatic vessels in my case was not

microscopically examined, but there is no reason for believing it to

have been pus. March 6th, 1877.

1 ' Transactions of the Pathological Society of London,' vol. xxiv, pp. 20 and

28, and vol. xxvii, p. 46.
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X. DISEASES, ETC., OF THE SKIN.

A case of icterus gravis, with xanthoma [xanthelasma) planum

et tuberosum^ lasting seven years, with partial spontaneous

recovery ; subsequent death and autopsy.

By William Frank Smith, M.B. J
(Communicated by Dr. Pye-Smitu.) %,

A SHORT memoir of this case was published in the ' Journal of

Cutaneous Medicine,' October, 1869, and a photograph and a

cast of the hand were placed in his museum of cutaneous diseases

at the Eoyal College of Surgeons by Mr. Erasmus Wilson.

Since then I have had several opportunities of examining the

patient, of observing the remarkable phenomenon of a partial

spontaneous recovery, and finally of carefully examining the appear-

ances after death.

From my notes up to 1870 I collect as follows

:

Charlotte S—, set. 28. Admitted into the SheflBeld General

Infirmary, February 26th, 1870. Previously under my care in

1866-7 and in 1869.

She had always been an ailing and delicate person, small in

stature and slender in figure. Her story was a sad one.

In the six years of her married life she had had six miscarriages

and no living children. Soon after her first miscarriage she became

jaundiced, and the yellow patches appeared soon after. The curious

mask-like appearance which the white enamel of the plaques over

the eyes gave to her jaundiced face, and the tubercles on the

hands, so like the pustules of smallpox, made her, I fear, an

object of dislike and disgust to her neighbours.

Her husband was a poor working tailor, living in a court-yard,

and I have little doubt that the slight of " society " under these

circumstances would be harder to bear than among the rich who can

purchase isolation.
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The onsot of tlic disease was remarkable, and throws some light

on its patholo<i;y.

Her first pregnancy ended in premature delivery of twins, followed

by profuse haiinorrhago, and on this ensued d^. jaundice. The miw-

carriage took place at the seventh month. The yellow discoloration

spread gradually over the whole integument and over the conjunc-

tivae. Saffron urine, pipe-clay stools, hepatic pain and tenderness,

were present. The jaundice persisted up to the time when I first

saw her in 1S6G. It then decreased under large doses of chloride of

ammonium and succus taraxaci, and the urine became natural in

colour. There was no history of acquired or congenital syphilis in

herself or her husband, no hereditary predisposition to any form of

skin disease, to tuberculosis, gout, or rheumatism. Since the

appearance of the jaundice she has suffered from anaemia, weakness,

and melancholy, unrelieved by tonics.

On admission into the infirmary (Feb., 1870) she presented the

following conditions. Heart sounds normal
;

pulse weak, 84.

Respiratory system normal. Appetite generally fair ; stools pale

yellow or white ; area of hepatic and splenic dulness normal.

Urine sp. gr. 1016, straw coloured, albuminous ; no bile, no leucine

or tyrosine, no sugar. Two months or so later the urine was of

sp. gr. 1019 and perfectly normal. Beyond depression and melan-

choly, no positive symptom of disease of the nervous system.

Fundus oculis, on examination, rather anaemic, otherwise normal.

The vitiligoid eruption made its first appearance on the upper

eyelids in the form of white lines. At the date of admission

the upper eyelids had been transformed into smooth, slightly

elevated plaques, yellowish-white in colour ; at the inner angles

were a few papules, small and white.

While under observation, the patient had a severe attack of

facial erysipelas, and it was interesting to observe how the eye-

lids stood out like white islands from the surrounding sea of red.

The deposit had compressed the cutaneous capillaries to such an

extent as to render hyperaemia impossible.

On the hands the eruption first made its appearance in the form

of yellowish-white lines, slightly elevated, corresponding to the

flexure lines on the palmar surfaces of the phalangeal joints, and

along the flexure lines of the palms in a curious manner most
favourable for chiromancy.

The intervals between the phalangeal joints, on the palmar
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surface, were occupied by elevated yellowish nodules, having the

aspect of smallpox pustules after the rupture of the frienum, and,

indeed, at first sight, mistaken for them more than once. These

nodules were scattered over the whole palmar surface up to the

wriat-joint ; on the dorsal surface they were confined to the fingers.

The nails were healthy.

After the hands, the next point affected was the elbow-joint
;

on the flexor side, in each limb, in the form of ridges in the lines of

flexure; on the opposite side in the form of nodules or tubera.

On the feet, again, it was abundant, most so at the heel, ball of

great toe, and dorsal surface of the toes. The eruption was here

nodular. The nails were healthy.

The skin of the legs was rough and harsh. A large group of

papules existed in each patella, none in the popliteal regions, a few

on the hips.

Later, a few faint ridges made their appearance in the neighbour-

hood of and parallel with the clavicles, the disease here, as else-

where, retaining its character of symmetry.

In speaking of the digestive system it might have been mentioned

that beneath the lower incisor and canine teeth the deposit

occurred in the mucous membrane of the gum.

A free incision into the tubercles showed them to consist of

vascular fibro-cellular tissue. Each nodule was a small fibro-

cellular tumour, so vascular that the haemorrhage following the cut

had to be stopped by nitrate of silver. One of them was frozen in

situ, then removed and cut with a Valentin's knife. The cuticle

was hypertrophied to nearly twice the thickness of that covering

the adjacent skin. The rete mucosum, hypertrophied to about the

same extent, was stained with a yellow colouring matter soluble in

ether. The corium, also hypertrophied, made up the rest of the

tumour

The corium was densely corpusculated, the corpuscles of irregular

shape and size, non- nucleated, apparently consisting of connective-

tissue germs. On soaking the section in ether, part of them dis-

appeared, still leaving a great number of irregularly-shaped cor-

puscles and granules in the meshes of the areolar fibres. In the

centre of the tumour a sweat gland was evident, but, owing either

to an accident of the section or to infarction, the outlet was not

visible.

I noticed on another occasion, when examining the palm with a



DISEASES OV TUK SKIN. 2'i9

mai:;nifying glass, that while the rest of the surface was covered

witli beads of sweat, only one or two patent orifices of sweat glands

could be seen on the vitiligoid patciies, but one or two there were.

The nodules on the hands were tender, and became painful if any

hard substance were held in the hand for any length of tinae. For

example, she was unable to use a scrubbing brush in cleaning her

house.

The tubercles on the knees also were tender and prevented her

from kneeling on the floor.

During the early stages of the disease there was severe tingling

of the skin, at times actual itching—a true icteric pruritus.

The hairs of the eyelids were unafl'ected. The hair of the scalp

was tliin and deciduous, but not more so than might have been

expected from her anaemic condition.

Between the beginning of 1870 and the September of 1871 I lost

sight of the patiedt, but in that month she called at my house.

Slie was still deeply jaundiced and much emaciated, but not so

much emaciated as to account for the remarkable change in the

appearance of the hands, feet, and knees. The raised white lines

on the palms of the hands had entirely disappeared. The size of

the nodules on the hands, knees, and feet, was decreased to a

remarkable extent, and in her own words "got less every day."

I believe in the interval she had been treated for syphilis, possibly

by considerable doses of mercury, but she informed me that the

decrease in the disease began before the treatment. I examined her

very particularly on this point, so as to justify myself in calling the

change spontaneous.

I saw the patient once or twice during the following twelve

months, and for the last time in September, 1872, at her own house,

two or three days before her death. The symptoms were then

those of utter exhaustion. The blood became thin, uncoagulable,

degenerated as in scurvy or in those cases of liver disease other

than chronic atrophy, which are due to alcoholism. There had

been copious haemorrhage from the nose, the throat, stomach,

and rectum, and large patches of purpura varied the general yellow

of the integuments.

She died in this condition seven years after the first appearance

of her disease.

Assisted by my friend Mr. Clarke, of Sheffield, I made the post-

mortem examination on the evening of September 11th, 1872, forty-
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eight hours after death. Permission was obtained with the greatest

difficulty, and the autopsy was made in the upper story of one of

the wretched two-roomed lath-and-plaster hounes which are run

up for the poorer mechanics. The percolation of some of the

eft'used blood through the thin floor to the room below brought

the dissection to a somewhat hurried conclusion

These are the notes made at the time

:

Surface of the body universally and intensely jaundiced. Palpe-

bral plaques as evident as ever. Palmar lines absent. A few

nodules on the dorsal surface of the hands and feet, very much
fewer and smaller than when the cast was taken. Several very

prominent ones on the knee
;
great, but not extreme, emaciation.

Peritoneal cavity distended with gas and much effused blood.

Blood was still exuding from the mouth, so that the mattrass was

saturated.

The liver was enlarged, reaching two inches below the ribs,

smooth at the edges, reddish brown in colour, congested as if

cardiac obstruction had existed. The gall-bladder small, containing

a little black bile. The liver weighed 88 oz., tough to the finger,

not friable. On the surface were patches of whitish deposit. The

section presented to the naked eye a brown field thickly sown

with oval patches, about ^q inch iu their longest diameter, of a

cream colour.

On microscopic examination, it was seen that these masses con-

sisted of cells, varying in size from that of a white blood-corpuscle

to that of the nuclei of buccal epithelium, and of fibrous tissue.

These patches were not stained by iodine. The tissue between

the patches consisted chiefly of fibrous tissue, with a few irregularly-

shaped patches of fibro-cellular tissue, which was deeply stained by

iodine. No liver cells, and (beyond blood-vessels, irregularly

arranged) no trace of the natural liver tissue could be traced in the

six or seven sections examined. The juice of the liver consisted

entirely of colourless cells, varying in size from that of a white

blood-cell to that of an epithelial nucleus. Many crystals of tyro-

sine dotted the field.

The spleen was a mass of bloody pulp ; the juice consisted of

blood-disks and white corpuscles, blood-crystals, and debris. The

capsule of the spleen was covered with cream-coloured patches,

about the size of a mustard seed, composed microscopically of

small glistening cells.
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The kidneys were congested, but otherwise normal.

The urine remaining in the bladder was of a deep port-wine

colour, and contained blood-corpuscles in large quantity, numerous

yellow stars of tyrosine, and a few crystals of uric acid ; also a few

large and small granular casts.

In my former memoir on this case, I advanced two opiniouB on

the nature of the disease. The first of these, as to the condition of

the liver, must be modified. The second, as to the aetiology of the

dermal disease, is, if anything, confirmed.

rirst as to the condition of the liver. I said, " I anticipated

some condition analogous to acute atrophy of the liver ; the occur-

rence of the disease so much more frequently among females than

among males ; its occurrence in several cases in the puerperal state,

and the absence of any other explanation, suggested this to me.

The absence of leucine, tyrosine, and of bile acids from the urine,

however, seemed to me to be conclusive against this diagnosis."

It is now clear that the jaundice was produced by a condition

analogous to acute atrophy of the liver.

In a remarkable case of subacute atrophy of the liver, in which

Dr. Moxon was good enough to make a microscopic examination for

me, very much the same appearances were found as in the present

one.

The quantity of tyrosine found in the urine after death (without

any process of evaporation) was remarkable, and reminded me of

the urine of a patient of mine who had taken an overdose of phos-

phorus by a pharmaceutical oversight, with this exception, that in

this latter case leucine was equally abundant without evaporation.

In my case, then, the xanthelasma and jaundice were due to a

degeneration of the liver, similar, if not identical, with that known
as subacute atrophy of the liver, or, as Dr. Moxon better names it,

red atrophy.

In the second place, as to the skin affection, I advanced the

opinion that, just as opium produces in some persons an exanthem

and in others an intense pruritus, by temporarily arresting the

excretory function of the liver and throwing the work of elimination

of the bile-pigment upon the skin, so the condition of the liver

which exists in xanthelasma permanently burdens the skin with

the office, and, instead of a fugacious rash or irritation, produces the

permanent deformity.

16
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Dr. Church, of St. Bartholomew's Hospital, pointa out that the

cases of xauthelasma palpebrarum without jaundice are difterent

from xanthelasma universum ; and I am not aware of any case of the

latter malady occurring without hepatic disease.

What was the process in the liver, to which, I take it for granted,

the jaundice and xanthelasma were secondary ?

In this case the disease ended in haemorrhage and began with

haemorrhage. I have already pointed out the resemblance between

the haemorrhagic condition in the last days of my patient's life and

that which we observe in some forms of disease of the liver due to

alcohol. In both cases a cachexy of the gland has degraded the

blood. What is it that has degraded the gland which assists in the

manufacture of the blood ? I venture to say that we must go back

to the blood again which nourishes, if it does not manufacture the

liver.

In the one case it is damaged by chronic saturation with alcohol,

in the present one by the sudden drainage of puerperal haemorrhage.

How many cases we see in which a uterine haemorrhage, acute or

periodic, leaves a condition of the blood-glands which no amount of

iron and nutriment ever thoroughly repairs.

November 14^A, 1876.

Bemarhs hy Dr. Pte-Smith.—As a case of xanthelasma multiplex

(planum et tuberosum) this agrees with those originally published

by Addison and Grull^ in its clinical features. The histological

details confirm the descriptions of Moxou,^ Howse,^ and Kaposi,'*

from which those of Waldeyer^ and Legg*^ do not materially differ.

The disappearance of some of the patches, hitherto only noticed by
ragge,7 is a point of much interest.

With respect to the connection between jaundice and xanthe-

lasma, this case completes the proof that it is the circulation of

bile-pigment in the blood which produces the cutaneous affection,

and not any peculiar disease of the liver.

1 • Guy's Hospital Reports ' for 1851.

2 Ibid., 1866, p. 281.

3 * Path. Trans.,' vol. xxiv, p. 244.

4 < Hebra's Hautkr.,' Bd. ii, S. 257.

5 ' Virchow's Archiv,' Bd. li, S. 318.
^ ' Path. Trans.,' vol. xxv, p. 163.

' Ibid., vol. xix, pp. 438, 439.
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I)r. Murchison believed from the result of the first autopsy made

(' Path. Trans.,' vol. xx), that a peculiar form of cirrhosis with

hypertrophy was the lesiou which produced xanthelasma. But in

1873 Dr. Moxon, Dr. Hilton Fagge, and myself made autopsies in

three cases of chronic jaundice and xanthelasma, which were all

brought before this Society (vol. xxiv, pp. 129, 242, and 250). In

Dr. Fagge's case the liver was found in a state of cirrhosis, as in

Dr. Murchison's ; in Dr. Moxon's case the jaundice was due to

simple stricture of the common duct, and in my own to a stricture of

the duct produced by a gall-stone, with the slight amount of

cirrhosis whicli is often produced by such an obstruction. In the

following year Dr. Wickham Legg brought before the Society a

similar case, in which chronic jaundice and xanthelasma were pro-

duced by obstruction from a hydatid cyst pressing on the common

duct (vol. XXV, p. 155).

A few months ago I observed in a patient of mine, who suffered

from jaundice with enlarged liver, the appearance of xanthelasma on

the eyelids, and this proved to be a case of carcinoma, apparently

beginning in the common duct. Now comes this case, the seventh,

of xanthelasma associated with jaundice, in which the condition of

the liver has been ascertained after death ; and the disease is a

totally different one from any of the rest. The conclusion is

inevitable, that multiple xanthoma (xanthelasma planum et

tuberosum) depends upon long-continued cholsemia directly, and is

independent of the cause of the jaundice.

The disease of the liver itself, described by Dr. Frank Smith, is

an obscure and interesting one. Though from the difficulties of

the autopsy we have not so complete and detailed an account as a

hospital case would furnish, few pathologists, I think, wdll hesitate

to accept Dr. Smith's opinion that the final stage at least of the

disease was of the kind which has been described as chronic red

atrophy, closely related to the better known *' acute yellow atrophy
"

by its symptoms and its termination, but differing by the slowness

of its course. Here pathologists greatly need a suitable nomencla-

ture. The term " acute yellow atrophy " connotes three prominent

features o£ the disease of the liver which produces icterus gravis
;

but mixed with the bile-stained tissue are often found red patches

where the destructive process has not gone so far, and the vessels

are fuller of blood. This is called red atrophy by Wilks and

Moxon. And even when the whole process, as in this case, is
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chronic, still, by the destruction of the eell«, the jaundice, and the

haemorrhages, it appears to be essentially the same disease. Yet to

call it " chronic red atrophy " is to confound it with the condition

of an old nutmeg liver so named by Virchow and adopted by Kind-

fleisch and by Payne ; and to call it simply "chronic atrophy " is to

confound it with the "simple chronic atrophy" of Frerichs—the

brown atrophy or mere wasting of the liver without jaundice or

destruction of the cells. Nor can we call it parenchymatous

hepatitis, for that will be using the term applied by Virchow to the

" cloudy swelling " of the gland in fevers, which the experimentH of

Dr. Legg have proved to depend directly upon high temperature.

Rokitansky denies that there is any ground for regarding the

process as inflammation, and calls it an acute liquefaction (Schmel-

zung, coUiquation) of the liver cells. But Dr. Bright placed it

under the head of diffused inflammation of the substance of the

liver,^ and in this view Frerichs agrees. Until, however, we know

more of this unique and mysterious disease, it would be a pity to

give it a name other than the generally accepted term '* acute yellow

atrophy." I can only suggest that the epithet "yellow " should be

taken to refer to the "jaundice, which is constantly present in this

disease, and not to the colour of the liver itself, which may vary.

Then we might call the condition of the liver in this case, chronic

yellow atrophy.

It seems scarcely probable that this condition had lasted the

whole of the illness. More likely the jaundice was originally due

to some other case, and the "coUiquation" of the liver cells came

on subsequently, just as we see the final stage of cirrhosis closely

resemble acute yellow atrophy in its symptoms."

January 2nd, 1877.

^ See his " Observations on Jaundice, more particularly on that form of the

Disease which accompanies the Diffused Inflammation of the Substance of the

Liver," * Guy's Hospital Reports,' vol. i, p. 604. Cases 5 and 6 are typical

examples of acute yellow atrophy.

2 I added these remarks at Dr. Frank Smith's request ; and soon after the

manuscript had been sent in, I heard of the death of this accomplished physician,

at Torquay, from urajmia.—P. H. P. S.
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2. Morpluea, or circumscribed scleroderma^ ajfecting the left side

of the face and scalp.

By W. M0RRA.NT Bakee.

THE patient exhibited to the Society is a woman, 48 years old,

married, but without children, wlio is suffering from that

peculiar form of circumscribed scleroderma which affects one side

only of the face and scalp, and to which the distinctive term

Morphoea is often applied.

Occupying the scalp and forehead, to the left of the middle line,

and not toucliing the latter by about half an inch, is a patch of

diseased skin, seven inches in length and two inches in breadth at its

widest part, sharply defined from the adjacent healthy integument.

The patch, which tapers somewhat behind, extends from a little

above the left eyebrow to the vertex. On the left side of the nose,

near the junction of the upper lateral cartilage to the nasal bone, is

a small patch of similar disease ; and within the left nostril, on its

outer wall, the disease appears also, but only to a slight extent.

There is a still smaller doubtful patch near the left angle of

the mouth.

. The disease presents a somewhat different appearance where it

affects the scalp and face respectively. On the scalp the appear-

ance is that of a large scar, very smooth and polished ; and it gives

a sensation to the finger of being stretched tightly over the bone

beneath, so as to be almost, from this cause, immovable. The sur-

face is quite bald (excepting one little patch about three quarters of

an inch in length and a sixth in breadth, from which healthy hairs

are growing), and of a pinkish-white tint, with a faint mottling of a

dark red.

On the forehead the skin presents a different appearance.

Instead of the scar-like texture just described the diseased skin is

scarcely atrophied, although it looks, at its margin, sunk just a little

below the level of the adjacent healthy skin. It is of a pale yellow

colour, with here and there a few pinkish and purplish streaks and

dots, and is freely movable on the subjacent bone. The appearance,

indeed, and the sensation communicated to the touch, at this part,
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suggest an infiltration of the skin with some abnormal deposit

or new growth, rather than a wasting and tightening of its natural

texture, as in the case of the scalp.

The appearance of the smaller patches on the nose resembles that

of the diseased skin on the forehead.

The disease began six years ago, when the patient noticed a small

white spot like a scar on the left side of the forehead, about an

inch above the eyebrow. This spot gradually increased, and gave

her much annoyance from frequent itching. Soon afterwards she

noticed that the hair was beginning to fall out from the scalp on the

same side. Then there came a bald patch, which spread gradually

forwards and backwards, becoming one with the patch of diseased

skin on the forehead.

The spot on the side of the nose appeared between two and three

years ago, and has only very slowly increased.

About eighteen months ago the patient first noticed the small

patch within the nostril ; her attention being drawn to it, as to the

other patches of the disease, by violent itching.

The disease has not extended of late nearly so fast ; but it has not,

the patient thinks, ceased to spread altogether. Its progress at any

part of the large patch is always indicated by a swelling of the margin

at that particular spot, and by almost intolerable itching. The latter

symptom has been the chief trouble, the itching having continued

with varying intensity ever since the commencement of the disease.

Occasionally there has been some " shooting" pain in the affected

part, especially on exposure to cold. The parts aft'ected were
" numb" some time ago, the patient says, but at present there is but

little if any loss of sensibility.

During the few months in which the patient has been under my
care the disease has undergone but little alteration. Such change

as there is consists of a fading of the yellow colour of the patch on

the forehead, and a slight subsidence of the same part. The patient

thinks she is much better ; but this is attributable, I am inclined to

believe, rather to the great relief, in respect of itching, that she

has experienced from the constant application of oxide of zinc

ointment, than to much real alteration in the condition of the

diseased skin. May Ibth^ 1877.
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3. Peculiar eruption after the use of bromide ofpotassium (with

coloured illustration).

By David B. Lees, M.D., M.A., M.E.C.P.

AB— , au infant of nine montha, was brought to the Hospital

• for Sick Children on the 14th of May, 1877, on account of

a peculiar eruption on its face, neck, and head. This eruption pre-

sented certain appearances so strongly resembling what had been

observed in a patient of Dr. Barlow's at this hospital, a baby to

whom bromide of potassium had been administered, that the first

glance sufficed to suggest that this also might be due to the same

drug. On inquiring into the history, it was found that the child

had enjoyed good health till a month ago, when it was seized with

convulsions, for which it was taken to a doctor. The medical man
who saw it has kindly informed me that the infant was at that time

suffering from what he believed to be symptoms of acute hydroce-

phalus ; the head was hot and the fontanelle prominent ; the child

passed from one convulsion to another, and finally fell into a semi-

comatose condition. He felt it necessary to give large doses of

bromide of potassium, and ordered a mixture containing an amount
of that salt equivalent to a dose of five and a half grains every

three hours. After two days three fourths of a grain of iodide of

potassium were added to each dose. This mixture the child conti-

nued to take for a fortnight. The threatening symptoms passed off,

and the general health became re-established. After fifteen days the

bromide was omitted, and two or three days later the iodide also.

Shortly after this his attention was called to a raised crusted patch

on the head, about the size of a threepenny piece, which looked

like an impetigo. There was then no eruption on the face. During

the next few days, however, spots began to appear on the face and

neck, and the child was brought to the hospital. Although the

medicine had been changed the eruption still continued to develope

hence an opportunity was afforded of watching its course.

It commences with small red acne-like spots. These enlarge and

become circular areas of a brightish-red colour, considerably raised

above the level of the surrounding skin. In these appear a number
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of fine yellowish points, pretty evenly scattered over each area, but

apparently below the surface. On pricking one of these a minute

drop of a thick fluid was obtained, which under the microscope

yielded closely aggregated pus-corpuscles, which were slightly

granular, and showed no amoeboid movements. These pustular

points remain distinct from each other as long as they are observable,

and there is no tendency to convert the whole area into a pustule.

As the areas enlarge they may coalesce with their neighbours to

form large patches of irregular shape. These become covered with

a crust of dark brown colour and considerable thickness, which, on

the larger patches, becomes variously cracked and split. The crusts

may be detached without much difficulty, and disclose a red raised

surface beneath, which is not ulcerated.

These characteristics are well represented in the accompanying illus-

tration (PI. XII). It should also be observed that where the affected

surface has been subjected to friction, as along the flexures of the

neck, the patches are more elongated and their surface is covered by

a number of fine papillae, conical or flat-topped. An attempt has

been made to represent this appearance in a detached sketch.

The eruption chiefly afl^'ected the face and neck, as shown in the

illustration. There was also on the head, behind and to the right

side of the vertex, a large raised patch, an iuch and a half in

diameter, covered with a thick crust. About a dozen similar patches

of the size of a pea were near it. None of these seemed to be

spreading at the margins.

There were two spots on the back and one on the right forearm.

"With this exception the limbs were unaffected. The general health

o£ the child is now good : it has a slight cough, but does not suffer

from coryza.

It is a point of considerable clinical interest that the eruption has

developed almost wholly since the bromide was given up. No
doubt, however, can exist that it is really due to this drug.

Dr. Stevenson, of Guy's Hospital, was good enough to test a

small quantity of the child's urine passed about four weeks after

the medicine was discontinued. He reports that it gave distinct

reactions of bromine. Fresh spots continued to develojDo more or

less for six weeks. Then the child rapidly recovered, and only

slightly-stained areas remain. May 15th, 1877.





DESCEIPTION OF PLATE XII.

Plate XII illustrates Dr. David B, Lees' Case of Peculiar Erup-

tion in a Child aged 9 months, after taking for a fortnight five grains

and a half of bromide of potassium, with three quarters of a grain

of iodide of potassium. (Page 247.)
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XL SPECLVI. COMMUNICATIONS.

(a) on visceral STPniLIS.

1. Specimens illustrative of Visceral Syphilis.

By W. S. Q-REENFIELD, M.D.

IN
bringing before the notice of the Society a number of speci-

mens illustrative of visceral changes in constitutional syphilis,

it seems desirable to give some general account of the cases from

which they have been taken. A comparison of a series of cases

such as those which have come under observation in the post-

mortem room of St. Thomas's Hospital during the past two years

brings out some important facts with reference to the organs most

commonly affected, the relative frequency of various lesions, and

their association in the same individual.

The annexed table gives in an abstract form the results of such

examination in twenty-two cases. Other cases in which the evi-

dence of syphilis was less clear have been omitted from the list.

On examining the table w^e find that thirteen of the cases were

females, nine males. Their ages vary from 23 to 50.

Of the females, four were from 23 to 25 years of age, one was 35,

another 38, and the rest between 40 and 50.

Of the males, four were between 30 and 40, the rest from 40 to

50 years.

But it must here be observed that the cases recorded did not by
any means all of them die from the efiects of syphilis, and that some
who appeared to do so suffered from other diseases than those con-

sequent on the syphilis.

Of those who died from the effects of syphilis, the greater number
were, comparatively speaking, young. Thus of the four females

under 25 years of age, two died from the effects of thrombosis of

the cerebral arteries, one from syphilitic disease of the larynx, and
only one from fracture of the cervical spine. Of the six males under

40, one died from syphilitic disease of the cerebral arteries, one

from gummata in the brain and dura mater, one from pneumonia
due to syphilitic disease of the larynx and trachea, one died from

renal disease consequent on stricture, another committed suicide.
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Of the females over 30, the cauHea of death were

—

Thrombosis of cerebral arteries ....
Thrombosis of pulmonary artery ....
Lardaeeoua degeneration of kidneys .

Peritonitis after colotomy for relief of syphilitic

stricture of rectum ......
Haemoptysis in slight phthisis ....
Pyaemia from (?) suppurating gumma in the

thigh 1

In one case it was doubtful whether death was due to embolism

or thrombosis of the cerebral arteries ; if the former, the clot was due

to the coagulation on the gummatous mass (shown in the specimen)

which projected from the wall of the heart into the cavity of the

left ventricle.

Of the males over forty, two died from perforation of the dura

mater by gummata and consequent meningitis (specimens shown),

one of gangrenous pneumonia, resulting from syphilitic disease of

the larynx, one of acute pneumonia occurring in the course of

lardaceous disease of the kidneys, and one from cardiac disease of

peculiar character.

It will thus be seen that no less than fourteen of the cases died

from syphilitic lesions, and that in some of the remainder the

influence of syphilis in causing or hastening death is to be suspected.

Before proceeding to the consideration of the several organs there

are two points to which it is of some importance to refer, viz., the

condition of the skin and the occurrence of lardaceous degeneration.

The condition of the skin was carefully observed in fourteen cases

(as also in the others, but these were not noted on this point). In

nine of these fourteen the skin appeared entirely free from scars of

any kind, and some of these cases were amongst the most severe in

the amount of visceral affection. Such, for example, are cases 5,

6, 8, 14, and 16, and with these may be contrasted cases 2 and 15,

where, the skin aff'ection being very marked, there was compara-

tively slight internal disease. The number of cases is too small to

warrant any decided inference on this point, but it seems to be one

well deserving attention.

Attain, with regard to lardaceous degeneration^ which is so

generally looked upon as a common accompaniment of syphilis,

and with truth in a certain number of cases. In eighteen cases in

i
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which evidence of its presence was carefully sought, it was cer-

tainly absent cither in all or some of the organs usually affected

(probably in all, but the notes are not decided on this point).

In the four cases in which it was present (2, 4, 14, and 18), in

three it was the cause of death, mainly through renal degeneration,

and in the other organs it was very advanced. In one of these

there was rupia, in another disease of the pharynx, in two the liver

was more or less affected. But on comparison with the other cases

it will be seen that neither rupia nor liver disease are of necessity

accompanied by lardaceous degeneration, and that the visceral

syphilitic lesions in these cases were relatively slight.

Turning now to the condition of the various orgau3,the relative fre-

quency of disease of each, and the association of disease of different

organs, we find that the liver was the organ most commonly affected.

In twelve out of the twenty-two cases there was some affection of

the liver ; in one case numerous gummata ; in three, extensive fibroid

infiltration, and also gummata ; in three, only a few gummata and

some cicatricial patches ; whilst, in the other five only cicatrices and

fibrous bands were discovered.

The spleen contained gummata in three cases ; in one they were

recent ; in the other two, old and caseous.

The kidneys were found to contain undoubted gummata in only

one case.

The testes were not examined in all cases ; in one a small gumma
was found in the epididymis.

Disease of the larynx or trachea, or both together, existed in five

cases, and in another case which has not been included in the list,

as there was no other visceral syphilitic affection and no means
of getting information as to the patient's history, the laryngeal

affection, which was fatal, was probably syphilitic.

Of the five cases 4, 9, 12, 16, and 21, specimens were shown of

three. In all these five cases there was disease of the perichondrium

the laryngeal cartilages ; in three, some necrosis of the cricoid carti-

lage had taken place ; in two, of small portions of the thyroid also.

One of the cases (16) presented very general infiltration of the whole

of the tissues, including the intrinsic muscles. This was the case of

a girl, 23 years of age, whose disease was probably of about three

or four years' duration. In two of the cases of laryngeal disease the

trachea was also more or less ulcerated, but it could not be decided

how far this might have been due to secondary inflammation set up
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by the irritating discharge from the larynx, and it was associated

with gangrenous pneumonia.

It is of interest to observe that the necrosis of the cricoid carti-

lage occurred in patients, all of whom were males in a rather

advanced stage of the disease. Their ages were 38, 43, and 47

years, and in one of these (No. 9) the disease was of twenty-four

years' duration ; there was enormous disease of the liver and other

organs, of the bones, and of the skull.

This necrosis would appear to be the result of a slow degenera-

tion of the perichondrium, and may be, as in two of these cases,

entirely latent.

The condition of the aorta and large vessels as regards atheroma

is of importance in connection with the dependence of aneurism

upon syphilis, and as regards the smaller vessels, the nature of the

disease of the cerebral arteries is of greatest interest. I have

therefore in the table especially noted the condition of the vessels,

and also of the kidneys, for if the latter were in a diseased condi-

tion the eftect of syphilis in producing a tendency to atheroma

might be questioned. Avoiding detail of the condition in all the

cases, I will mention only the more important.

In three females, aged respectively 23, 25, and 25 (Cases 5, 16,

and 19), there was very marked atheroma of the aorta. In one

of these, aged 23, the atheroma was general in the aorta and its

larger branches, the condition being that of diffused irregular

swelling, with but little fatty degeneration. The kidneys in this

case were structurally healthy.

In one female, 25 years of age, in the first part of the arch of the

aorta were several patches, rounded, prominent in the centre, and

thicker than usual. On section they appeared homogeneous, with

scarcely any fatty degeneration. Throughout the rest of the aorta

was general atheroma with no peculiar characters.

In another female, 35 years of age, there were large patches of

endarteritis deformans in the abdominal aorta, but none in the tho-

racic. In this case there was lardaceous degeneration of the kidneys.

In several other cases there was very marked atheroma, and

in most of the cases, where unassociated with renal disease, it had

the character that the patches were much raised, sometimes almost

hemispherical ; at others with sharply defined edges, of gelatinous

appearance and pearly lustre rather than opaque ; and on section

there was but little fatty degeneration or calcification.
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The specimens shown were taken from Cases 5 and 13.

The characters of tiio diaeasc have been so well described by

Mr. Welch (' JMedico-Chirurgical Transactions,' 187G) that they

need not here be detailed.

Whether in these cases the disease would have gone on to the

production of aneurysm cannot, of course, be decided ; but it is

evident that a marked tendency to the occurrence of endarteritis

deformans at an early age and in an advanced degree exists in

visceral syphilis. This is especially noticed when one compares the

condition in these cases with that in a large number of others of

the same age who have died from all forms of disease, and it is

found that in no others was any atheroma observed apart from the

coexistence of very marked renal disease. It is probable that the

absence of cases of aneurysm from this series is purely accidental,

for in a number of other cases, both before and since, I have

found very marked syphilitic visceral disease in cases of aneurysm

occurring at an early age.

The rectum was affected by syphilitic ulceration in three cases.

One of these, that of a female who died of pyaemia consequent on

pelvic phlebitis, has been accidentally omitted from the summary.

There was no other syphilitic lesion in this case.

Disease of the lungs, believed to be of syphilitic origin, that is,

uuassociated with any of the more ordinary forms of lung disease,

was found in three cases. The condition of the organs will be more

fully described hereafter.

The dura mater was affected in five cases—in two by the invasion of

growth on the outer surface, in three mainly on the arachnoid surface.

The cerebral arteries were very markedly affected with syphilitic

disease in five cases, and in a sixth were probably diseased.

A gumma of large size was found in the hrain in one case and a

small one in another. In the other cases of cerebral disease the

pia mater alone was locally infiltrated, and the greater part of the

degeneration was due to vessel obstruction.

The changes in the brain and its membranes and the cerebral

vessels will be more fully described hereafter.

The combination of the lesions of different organs will be best

seen by reference to the table, but I would especially refer to

the fact that in the cases where the most characteristic and exten-

sive cerebral disease existed no change could be discovered in the

skin on the most careful examination ; and that in those cases in

17
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which the most severe skin disease, or its evident results in the form

of scars existed, there was but little disease of" the internal organs.

The one apparent exception (in Case 12) is not really exceptional,

the disease of the larynx and pharynx being not improbably

analogous to that of the skin.

The number of cases is not large enough to warrant deductions

of a universal character, but the suggestion that cases of syphilis

may, perhaps, be divisible into classes according to the group of

organs affected, and that lesions of certain organs tend to coexist,

may be of value both in diagnosis and treatment.

Disease of the Lungs.

The specimens exhibited are from two cases (13 and 19), and

some account of a third case of similar nature will be of value.

The first case (No. 13) was that of a soldier, 40 years of age, an

officer's servant, who having got into some trouble, I believe with a

woman with whom he had been cohabiting, poisoned himself with

opium, and was found dying. He was brought to the hospital and

died soon after admission. I need not detail the condition of the

various organs, some of which were reserved for chemical examina-

tion. The only morbid conditions supposed to be referable to syphilis

were in the glands of the groin, the spleen, and the lungs. The

glands in the left groin were greatly enlarged and indurated, those

affected being the superficial chain along Poupart's ligament. On
section they were pale, of yellowish colour, and very firm and tough

in some places. There was no enlargement of the corresponding

glands on the right side, which were healthy in appearance. There

was a large, irregular, yellow patch on the surface of the spleen

which was found on section to involve the capsule and superficial

portion of the organ, and from it fibrous bands radiated into its

substance. It was not simply a patch of fibroid thickening of

the capsule itself, such as is often seen. The whole of the left

lung, and the upper and middle lobes of the right, were free from

signs of old disease. There were no adhesions of the pleurae, nor

any signs of thickening in either ; but on the surface of the lower

lobe of the right lung were several deeply depressed and puckered

areas, as if the under surface of the pleura were drawn in at that

point by contraction of the lung tissue (indeed, they reminded one

of the quilting of a sofa). There was no sign of local disease of the

pleura at these points. On cutting into the lung at these patches,
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biincls of pigmented fibroid tiaaue wero found to run inwards Croin

tliem in an irregular manner for some distance, one of them for

nearly two inches. The bands contained cretaceous masses here

and there, but these were not numerous ; they were entirely isolated

from one another, and the surrounding lung tissue appeared per-

fectly healthy. On transverse sections some of them were found to

contain vessels.

The second specimen was taken from the body of a young woman
twenty-five ycar.s old (Case, No. 10), who died from fracture of the

cervical spine. There is no question as to her dissipated habits
;

she was living with a bargee to whom she was not married, and had

had a child.

She broke her neck by falling downstairs one Saturday night

;

and her whole appearance, and the condition of her organs, evi-

denced drinking habits. But the more reliable evidence as to

syphilis was found in the fact, that on the left leg about its centre

were two rounded ulcers which had all the characters of syphilitic

ulcers, and of one of which an examination of microscopical sec-

tions (which I show) confirms that view. There was also near it a

deeply pigmented and puckered cicatrix which one would not hesi-

tate to pronounce syphilitic. In the liver were two or three small

calcified nodules which much resembled small calcified gummata.

In addition to recent changes due to the fatal injury there were

signs of old disease in both lungs. The left pleura was entirely

free from adhesions, and there was no appearance of disease on the

surface. The upper lobe was healthy, but about the middle of the

lower lobe there were some large irregular patches formed by

radiating bands of fibrous tissue ; and in addition to these larger

tracts were a few smaller scattered patches of similar character.

The bands were whitish, entirely free from pigmentation, and quite

different in appearance from those seen in ordinary fibroid

phthisis. One small calcified nodule was found embedded in a

fibrous band.

There were some adhesions over the lower lobe of the right lung,

but these were not firm. The upper and middle lobes were entirely

free from disease, and quite crepitant. Over the lower lobe were

some irregular whitish fibroid patches, puckered and depressed, and

at the lower part considerable irregular thickening of the pleura.

On cutting into the lobe there is, as is seen in the specimen,

extensive fibroid infiltration ; bands of fibrous tissue running into



260 VISCERAL SYPHILIS.

the lungs, and here and there small roundish caseous masses

being seen.

The third ease (No. 22) was that of a woman fifty years of age,

who died with slowly progressing hemiplegia of unusually irregular

distribution, which was found to depend upon thrombosis of several

branches of the cerebral arteries. There were numerous large

irregular scars on the left leg, front of knee and lower part of thigh,

somewhat deeply excavated and pigmented, and having the ap-

pearance of scars of old syphilitic ulcers. There were no scars

on the right leg, nor in the usual situations of simple chronic ulcers.

There was very slight bronchial catarrh, and the lungs were

generally emphysematous. The pleurao were entirely free from

adhesions. In the lower lobe of the right lung were found deeply

depressed and much puckered cicatrices, the pleura being drawn

in but free from thickening. On section these depressed patches

were found to be due to fibroid bands running deeply inwards into

the lung tissue. They were a good deal pigmented, but did not

contain any cretaceous or cheesy masses. The upper and middle

lobes were entirely free from the slightest trace of similar disease,

and so also was the left lunsr.

On microscopic examination of these lungs (especially of Cases

1 and 2, of which sections were shown) with a low power, the bands

appeared to consist of fibrous tissue arranged chiefly around vessels

and bronchi, with a more or less concentric disposition in their

immediate neighbourhood. For the most part they consist of

ordinary fibrous tissue fully formed in the immediate neighbourhood

of the vessels, the coats of which appear much thickened. Towards

the periphery of the transverse section there is often seen a small-

celled growth invading the alveolar walls, which are thickened, this

occurring particularly at certain points, which are marked by heaps

of cells and nuclei.

It will be observed that the fibrous tissue has the characters of

ordinary connective tissue such as is produced by simple chronic

inflammation; that it has not the reticulated or "lymphoid" cha-

racter so often seen in chronic phthisis or its remains, and that it

appears to have extended gradually in a centrifugal manner from
the periphery of the vessel, and not to have been formed in the

nodular manner characteristic of fibroid tubercle. Only in some
parts is it vascular, or at any rate in a marked degree.

^

' The changes here described are so well shown in Dr. Goodhart's drawings
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lb seems evident tliat, tlicae changes, whatever their nature, are

only the result ofa long past dJHea.se ; and that, in their microscopic

characters, they diller but little if at all from those which might be

produced by other chronic inflammations affecting these particular

regions. Indeed, in some rare cases of chronic interstitial pneumonia

associated with old pleurisy, or with anthracosis and some of the

allied forms of lung disease, changes of almost precisely similar

nature as to minute structure may be found : very rarely, however, in

chronic plithisis.

But the distinction from these other lesions, and the belief that

the change is here due to syphilis, rest partly on analogy with other

results of syphilis, partly on the exclusion of other probable causes.

In the case of syphilitic ulceration affecting the bronchi I have

found fibrous bands surrounding the bronchi and radiating from

them ; these, though no doubt of syphilitic origin, had in the course

of time lost all specific characters and become converted into simple

fibrous tissue. The same is often the case with syphilitic lesions of

other organs ; after the lapse of a long time traces of the original

growth or its mode may remain, but it may be that the only repre-

sentative is a band or scar consisting of apparently ordinary fibrous

tissue.

But of still more value than this negative argument is the fact

that no other probable cause can be assigned, and that a similar

condition was found in no other case out of over 600 post mortems.

In Cases 1 and 3 there was absolutely no thickening of the pleura

at the aS'ected spots, and there was entire freedom from adhesions.

There were no signs of disease of the lung tissue in the neighbour-

hood of these bands, nor any evidence of old disease in adjacent

similar parts. Moreover, the parts of the lung which are the most

common, though, of course, not the exclusive seats of chronic

phthisis, viz. the upper lobes, were absolutely healthy ; and from the

fact that this was the condition in all three cases, it cannot be over-

looked or regarded as a merely fortuitous occurrence.

It is not contended that this condition of the lungs is anything

more than the result of the syphilitic disease ; the greater part, at

any rate, having long passed the active stage, and the effects alone

remaining, just as in the first case an analogous condition was ob-

served also in the spleen and inguinal glands. Other information must

from some of liis cases (PI. XVIII, figs. 1, 2, and 3), that it has not been thought

desirable or necessary to add to the number of drawings.
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be sought as to the appearance in the acute condition, which probably

resembles, though, perhaps, much less widespread than, that found in

the syphilitic pneumonia of infants, of which I have formerly brought

a specimen before the notice of the Society (' Path. Trans.,' vol. xxvii,

p. 44). From evidence afforded by other cases I am inclined to

believe that a special tendency to profuse haemoptysis with slight

lung disease in cases of syphilis is dependent partly on the high

vascularity of the connective-tissue growth in its early stage, and

partly on constriction of veins by surrounding thickening.

Disease of Skull, Membranes of Brain, Cerebral Arteries,

AND Brain Substance.

Some of the specimens from the cases in the table have already

been exhibited and described {e.g. Case 5 in 'Trans.,' vol. xxvii,

p. 313), but there remain four cases of which some brief account

may be given.

Gumtna of the skull and dura mater.—This specimen was taken

from a male, set. 43, a carman (Case 9), who was for some time

under the care of Dr. Stone suffering from great enlargement of the

liver with ascites, a peculiar joint affection which was regarded as

an anomalous form of rheumatoid arthritis, affecting especially the

knees, elbows, and wrists, and to a less extent some other joints.

He died rather suddenly.

Post-mortem twenty-four hours after death.

—

Brain and mem-

hranes.—Dura mater over the vertex slightly opaque and thickened,

otherwise normal. Sinuses normal. Pia mater over vertex presents

general and well-marked but not intense vascularity. Atrophy of

convolutions and great excess of subarachnoid fluid over vertex.

On removing the brain the whole of the surface of dura mater

covering the posterior fossa was found to be extremely vascular

with ramified injection, the surface shaggy and villous, and on

scraping it a thin vascular layer could be separated from the

surface. Over the centre of the occipital bone, about one inch from

the foramen magnum on each side of the median ridge, was a

yellowish prominent nodule, which appeared to be due to infiltra-

tion of the dura mater with syphilitic new growth. On the corre-

sponding external surface of the bone was a cavity, about one inch

in diameter, formed between the musoles and the bone which was

eroded; the walls of the cavity were composed of a yellowish

gummatous infiltration of the surrounding tissue, and it contained
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soft gummatous material gradually passing into the firmer sur-

rounding portion. On sawing through the bone it waw found (as is

seen in the specimen exhibited) that there was no direct continuity

of the growth from within outwards, that on the inner aspect being

separated by a thin layer of apparently healthy bone from the

outer. There could, however, be little doubt that they were really

connected in their growth. No sign of osteosclerosis. Dura mater

elsewhere healthy. Slight atheroma of vessels at base. Super-

ficial inllammation of the brain, most marked in cerebellum.

I hoped to have exhibited portiouH of the bones in the neigh-

bourhood of the affected joints, which presented a change closely

resembling that found in the osteo-arthritis of congenital syphilis

but the specimens have unfortunately been lost. The condition of

the other organs is briefly indicated in the table : the larynx alone

is exhibited. The aftection of the liver was extreme.

Of three other cases in which the disease of the membranes and
vessels of the brain was very marked and formed the main features,

I give only two which are the most typical. For the clinical

notes of the symptoms during life in these cases and also for

permission to bring them before the Society I am indebted to Dr.

Bristowe.

Case 1.

—

Oummata in hrain and dura mater ; disease of arteries in

pia mater ; subacute meningitis.

J. T—, set. 34, a sawyer, admitted under the care of Dr.

Bristowe, October 5th, 1875.

Previous liistory.—In childhood had measles and scarlet fever,

followed by double otorrhoea, from which he still suffers whenever

he catches cold. Has had gonorrhoea and chancres, but never any

rash on the skin. He has also had bad sore throat and palate-

His wife has had three or four miscarriages and no child. Patient

says he had rheumatic fever four years ago.

Present illness.—Four years ago he suddenly (in the course of

the night) lost power over the right side of the face. He had

great pain in the head, chiefly at the vertex and occiput, and also

pain in the neighbourhood of the left mastoid process, and he

became deaf with the left ear. These symptoms have continued
*' better and worse " to the present time. He has lost flesh since

the paralysis. He is said to act strangely at times. His sight has

failed for the last six weeks.
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State on admission.—There are marks of ulceration on the throat

and palate, and hard glands in the groin. Patient seems very dull,

complains of constant headache, holds hand to head. The left side

of the face is paralysed ; he cannot close the left eye. Uvula

points to right. Sensation is perfect on the paralysed side. He
cannot rotate head fully to right, nor throve it fully back. There is

tenderness over the left mastoid region and over the spines of the

superior cervical vertebra), and also pain on pressure over the

vertex of head. The arm and leg are normal. Heart and lungs

appear healthy. Mr. Liebreich reports that there is double

optic neuritis. Temperature 987^. Urine sp. gr. 1010 ; no

albumen.

9th.—About the same. Almost complete paralysis of the left

portio dura. Soft palate not affected. Pain across forehead and at

back of head and nape of neck, and also on moving his head to left

or right. Tongue coated.

23rd.—About the same. Still complains of some pain in his

head, which is relieved by m.orphia injections.

25th.—Sensible, but keeps his bed. Says he feels " nohow."

Paralysis of external rectus of left eye.

26th.—Left pupil dilated. It is noticed that he is more blind.

Talks nonsense.

November 5th.—About the same. Paralysis of left external

rectus ; hsBmorrhage in retinae. Eight side of palate larger than

left, and uvula points to right.

11th.—Was violent in the night. On the last visit it seemed

clear to me that he did not see well with the upper half of his

retina, for on holding up an inkstand below the level of vision he

saw the pens which stood up from the inkstand but not the stand

itself. He saw this latter, however, when it was brought straight in

front of him. Nor did he see the flame of a candle well below the

line of vision, although he recognised it at the line and afterwards

followed it with his eyes. Complains of much pain in the back of

neck and in forehead. No complaint of earache lately. Left

membrana tympani perforated.

December 6th.—Left arm weaker
;

grasp weaker. Can only

move left leg a little. Complains of pain in lower part of left

side. Cannot stand. Left side of face paralysed. Cannot close

eye. Says he sees a glare of light with both eyes when a candle is

placed in front, but he does not follow the flame with his eyes, and
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docs not seem to see it. Left pupil dilated ; motionless. Paralysis

of loft external rectus. Complains of pain across his loins.

I5th.—Arms and legs very rigid this morning, and they are so

occasionally. Eye as before.

18th.—General ri<;idity continues. Had a little convulsive

twitching of arms and legs this morning. Occasionally gets out of

bed and falls. Passes water the last two days unconsciously.

Died on DeceiDber 20th at 12.30 a.m.

Examination thirty liours after deatJi.-^-Bodj slightly emaciated.

No external scar visible.

Head.—In cutting through the calvarium it was found to be

extremely dense and somewhat thickened. It was removed with

some difficulty from the dura mater, to which it was very firmly adhe-

rent, especially along the median line and towards the posterior part.

On the inner surface the bone was found to be irregularly pitted

and roughened everywhere, and of yellower colour than normal.

The increased weight appeared to be chiefly due to osteosclerosis,

the thickness not being proportionally greater than normal. Dura
mater over the vertex and towards the posterior part extremely

opaque, of yellowish colour, generally thickened, and presenting

numerous irregular patches of thickening corresponding with the

depressions on the skull, to which it was firmly adherent. The
thickening was especially marked along the borders of the longi-

tudinal sinus.

On removal of the dura mater the surfaces of the arachnoid were

found to adhere together by a very thin layer of lymph, separating

as if stuck together with gum, this especially marked over the right

hemisphere. On the inner surface of the dura mater were also

some irregular prominent patches, some of which formed projections

imbedded in the surface of the convolutions, and due to small

gummata growing from its inner surface. On section of the dura

mater after removal the thickening was found to be due to an

infiltration with yellowish material, in some places, especially along

the course of the sinuses, forming distinct nodules of new growth.

A part of the left lateral sinus was considerably narrowed by the

growth in its wall, which projected into the lumen of the vessel.

Brain.—Convolutions of hemispheres generally flattened, espe-

cially those of the left side. Pia mater generally injected. Some
excess of cerebro-spinal and subarachnoid fluid.

At the posterior extremity of the right hemisphere there was a
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large tumour occupying the greater pai*t of the occipital lobe,

especially towards the outer side. On the surface this was indicated

only by loss of the outline of the convolutions and a paler yellowish-

white colour, as well as by its great firmness. On section it was

found to be of rounded shape, measuring nearly an inch and a half

in diameter, for the most part firm, smooth, opaque, of yellowish

colour, resembling in all respects an ordinary gumma. Some
portions, especially towards the anterior and outer parts, were of

greyish-red translucent appearance, and less firm. It extended

nearly to the surface, covered on its inner side by a thin layer of

soft brain tissue.

There was some infiltration of the pia mater by some trans-

lucent yellowish material scattered over the surface of the right

hemisphere, and on close inspection it was seen that several of the

small vessels and some of the larger ones were converted into white

cords, the thickening being uniform, and running for some distance

along the vessels, which did not appear dilated.

On sections of the hemispheres the left presented everywhere

considerable injection of the grey and white matter, the lateral

ventricles slightly distended and containing turbid fluid. On the

right side the greater part of the white matter in the posterior two

thirds was completely softened, of opaque yellowish colour, with

some injection here and there. This condition was most marked in

the vicinity of the tumour, where the white matter was almost

diffluent. The right lateral ventricle contained some turbid fluid.

The corpus striatum and thalamus opticus on the left side were

normal ; on the right the optic thalamus appeared somewhat

enlarged, and the taenia semicircularis was much broader than on

the left side, and appeared somewhat softened. On sections through

them nothing abnormal appeared on either side.

Base of drain.—Arteries at base quite normal, free from thick-

ening and atheroma.

Nerves.—The olfactory bulbs and tracts normal.

Optic nerves both appeared slightly swollen. The chiasma

rather more prominent on the right side than on the left, as if

raised up by the parts subjacent. The left optic tract immediately

behind the commissure appeared somewhat wasted and soft, and was

decidedly less full than the right, the commissure being somewhat

pushed to the left. There was no change in colour.

The right third nerve, where passing over the crus cerebri, was of
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reddish colour for about one third of an inch, slightly swollen and

softened, but otherwise of normal appearance.

The fourth nerves appeared normal, as also the fifth.

Both sixth nerves where passing over the pons appeared some-

what flattened, but especially the left which appeared wasted.

The portio dura of seventh normal on both sides as far as the

auditory foramen. The portio mollis also normal, but the auditory

striaD in the floor of fourth ventricle much smaller on the right side

than on the left, which appeared unusually large.

The rest of the cranial nerves appeared normal.

The medulla oblongata, pons, crura cerebri, and cerebellum

appeared normal throughout.

The posterior portion of the left temporal bone was removed for

examination. No thickening could be discovered of the dura mater

covering it.

The right eye was examined. The papilla was prominent, and

surrounded by injected vessels with numerous small haemorrhages.

A few also dotted over surface of retina.

Fericardiwn.—Normal.

Heart.—11 oz. Left ventricle elongated, somewhat conical, walls

thickened. Very slight atheroma of aortic and mitral valves at the

attached edge of valves, otherwise normal. Aorta with very slight

degeneration at origin, but throughout the rest free from atheroma.

Pleurce.—Normal.

Lungs.—Eight 1^\ oz. ; left 18^ oz. Towards the posterior parts

of both some congestion. Near the surface a number of small

scattered points of dark red colour, some of them nearly black,

which on squeezing exuded blood, apparently small points of ecchy-

mosis. Bronchi normal.

Liver.—31b. 12 oz., normal ; entirely free from disease.

Spleen.—13 oz., large, externally pale, moderately firm. Pulp soft,

somewhat greasy ; the condition that which is often seen in fever.

Kidneys.—Weighed 17 oz., large, moderately firm, on section of

dark colour, presenting general congestion ; capsule readily sepa-

rated ; cortex rather narrow, with marked injection of Malpighian

tufts.
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Case 2.

—

Syphilitic disease of dura mater and cerebral arteries—
Extensive softening of brain— Gummatous infiltration of larynx.

A. G— , set. 34, a platelayer, admitted November 30tb, 1876,

died January Ist, 1877.

Fost-mortem (twenty-four hours after death).—Body of strongly

built muscular man. No scars seen on legs or trunk. No obvious

scar on penis. No obvious enlargement of glauds in groin. Left

varicocele. Abundant fat on abdominal walls.

Cranium somewhat heavy, perhaps slightly thickened ;
on its

removal, veins somewhat full. No gummata on surface of dura

mater. Longitudinal sinus empty. Dura mater lax over anterior

fourth of left hemisphere. Dura mater readily separated over

anterior surface, but adherent over top of right hemisphere. Over

right side of brain superficial veins somewhat full. Some general

atrophy of convolutions and excess of subarachnoid fluid, but more

marked on left than on right side. A depression over posterior part of

third left frontal convolution. Frontal and anterior part of parietal

regions extensively softened, this softening commencing about one

inch from anterior extremity of hemisphere and involving posterior

two thirds of superior frontal, posterior half of second, nearly the

whole of ascending frontal and lower part of ascending parietal. Dura

mater extensively adherent over orbital convolutions of right side.

Subarachnoid and cerebro-spiual fluid in great excess. Arach-

noid generally opaque, witli small points of white colour, not

thickened.

Dura mater adherent to inferior surface of frontal lobe on right

side and along inner margin of under surface of left. The adhesion

also continues backwards around the optic nerves, both of which

are surrounded by a dense adherent zone of fibrous tissue close to

the chiasma. Wall of right cavernous sinus thickened on its inner

aspect, some gummatous thickening of yellow colour. Third, fourth,

and sixth nerves apparently compressed at their entrance. No
obvious thickening of dura mater over petrous portion of the tem-

poral around the Gasserian ganglion.

On the upper surface of the right half of the tentorium, close to the

anterior and outer angle, a gummatous nodule was found, about five

eighths of an inch in diameter, nummular, elevated about one eighth

of an inch, flattened on its upper surface where it was adherent to,

I
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and infiltratecl llic pia mater over the lateral occipito-tcmporal

convolution.

On cutting into the thickened dura mater covering the inferior

and middle right frontal convolutions, ita upper half was found to

be of yellowish colour, resembling gummatous infiltration ; the

superjacent brain softened.

Sinuses of dura mater normal.

Vessels at base.—Somewhat irregular, the right vertebral appa-

rently supplied by branches of small size, of doubtful origin, the

left being the main trunk. The left vertebral and basilar ex-

tensively diseased. The vertebral greatly thickened and irregularly

nodulated for two inches below its termination, forming a hard

nodular cord. The disease was most marked at its upper extremity,

where it formed a nodule the size of a small pea, resting upon and

adherent to the lower margin of the pons, which appeared here to

be infiltrated and softened. Lower down there was irregular

thickening of the vessel due 2)artly to infiltration of its coats, partly

to thrombosis.

The left carotid normal. Left middle cerebral at its first division

swollen, translucent, and nodular. Beyond this on the various

branches numerous irregular nodular thickenings, with more or less

complete obstruction of the vessel.

Branches of right middle cerebral also thickened and nodular at

various points.

Several of the smaller vessels of the pons and cerebellum were

afi'ected with irregular swelling and infiltration of their walls, extend-

ing for some distance along some of them, and converting them into

semi-translucent cords.

Surface of brain very extensively softened on the surface of

right hemisphere ; no marked softening of convolutions of upper

part, but some superficial softening over inferior temporo-sphenoidal

and lateral occipito-temporal regions in the neighbourhood of the

infiltration, but extending considerably beyond it.

Left hemisphere : anterior half of upper and outer surface with

extreme softening, limited abruptly behind by the fissure of Eolando,

involving the whole of the ascending frontal, the posterior two

thirds of the superior frontal, the posterior half of the middle, and

the hinder extremity of the inferior frontal convolutions. The

superior frontal also softened on its median aspect, but gyrus forni-

catus free from softening.
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Island of Eeil only slightly softened at one or two points of its

posterior gyri, and quite superficially.

On sections of the left hemisphere, the anterior half was found

to be very extensively softened. Over the regions indicated

the cortical substance was represented only by a narrow layer of

translucent reddish-grey or yellowish material, in other parts only

by a little filamentous substance. The white matter also thickly

studded with patches of softening and atrophy, many of old standing,

containing only a little fibrillar material with brownish-red fluid.

Other patches of similar character scattered through the hemisphere.

Eight hemisphere. Convolutions of orbital surface completely

softened. In the centre of the white matter of the frontal lobe a

cyst the size of a hazel nut, containing yellowish serous fluid, the

wall about half a line in thickness, translucent, greyish, and firm.

Some patches of softening in white matter, especially towards

posterior part.

Lateral ventricles normal.

Left corpus striatum softened in ventricular portion, especially

towards front. On section the softening limited to intra-vcntricular

nucleus. Left optic thalamus smaller than right. On section

appears normal.

Right corpus striatum normal. Optic thalamus presents on section

a patch of softening the size of a pea in its centre, apparently of

some age.

Crura cerebri apparently normal.

Pons softened in inferior and hinder part superficially.

Medulla oblongata softened at upper and anterior part, mainly in

anterior pyramids.

Nerves at base.—Olfactory tracts not seen, surrounded by thick-

ened dura mater.

Optic nerves : where cut across, apparently almost completely

atrophied and sclerosed, the section of the right being entirely of

greyish gelatinous aspect, that of the left with only a small central

portion of white colour.

Third nerves.—Not obviously diseased in the part seen at base of

brain. Fourth nerves also appear normal.

Fifth nerves.—At origin from pons a very marked difference of con-

sistence between those of the two sides, on the left side firm, perhaps

somewhat more so than normal, on the right very soft, and apparently

atrophied.



VISCERAL SYPHILIS. 271

Sixth and seventh nerves not obviously diseased.

S/yuiaJ cord.—IMembranos apparently normal.

Cord for most part iirm, and free from obvious disease.

Throat, i^c.—Left tonsil with some scars of old ulceration.

A small patch of thickening on mucous membrane of pharynx.

Glands of tongue and pharynx very prominent.

Epiglottis free from general disease, but in posterior surface a

rounded patch the size of a split pea, of yellowish colour, prominent

;

apparently due to thickening of submucous tissue.

Larynx : mucous membrane normal. On cutting through the

cricoid its perichondrium on inner aspect found to be thickened and

infiltrated with yellow gummous-looking material to the extent of

about a line. The other cartilages free from disease.

Pleurce.—Some firm adhesions of left towards base.

Lungs.—Both engorged with blood, especially in lower lobes, but

free from haemorrhage. Mucous membrane of bronchi blood-

stained. In lower lobe of left lung, especially near the surface,

are some small patches of old fibrous tissue, irregularly radiating

into the lung, the tissue pigmented. Vessels in lower lobe very

prominent, their walla apparently generally thickened, though not

greatly so. No sign of old disease in upper part of lungs.

Pericardium.—Normal.

Heart.—Somewhat large. Valves act well. Nothing noteworthy

except some general dilatation and hypertrophy. No atheroma of

valves.

Aorta.—Extremely atheromatous, especially so in arch. The

patches of thickening remarkably nodular and prominent, some the

size and shape of half a pea, and of gelatinous appearance.

Throughout the whole of the aorta somewhat extensive disease

characterised everywhere by similar features, viz., great swelling of

the inner coat, with comparatively slight fatty degeneration.

Liver.—Of normal size, somewhat soft and flabby. Entirely

free from thickening of capsule, and from cicatrices or fibroid

patches. Substance pale, apparently some cloudy swelling of cells.

No staining with iodine.

Spleen.—Eather soft, otherwise normal. No staining with

iodine.

Kidneys,—Capsule slightly adherent. A few cysts in cortex, but

fairly normal in naked-eye characters. No staining with iodine.

Stomach.—Normal.
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Intestines.—Solitary glands in lower part of ileum and in colon

somewhat prominent. No other sign of disease. No staining with

iodine.

Testes.—Normal.

A small irregular scar in left groin, apparently very old,

scarcely visible except by an oblique light.

Great toe-joints.—Not examined.

No nodes to be discovered on tibiae, clavicles, or ulnaj.

Disease of the Cerebral Arteries.

The specimens of syphilitic disease of the cerebral arteries

are taken from the two cases above mentioned. The first

series of specimens are from a branch of the middle cerebral

running over the surface of the right hemisphere, in Case 1 (J. T.)
;

the second from a branch of the basilar in Case 2. They are

selected as the most typical, and probably represent two different

stages of the process. In the first case the disease is seen

in the earlier form, in which it consists almost entirely of a cell

growth which as yet has undergone but little organisation. In the

second case considerable changes have already occurred, and a large

part of the new growth is converted into more or less fully developed

connective tissue in various forms. These two specimens are also

selected because they show changes in vessels of almost exactly the

same size, and can therefore be more readily compared.

The vessels were hardened in spirit, and the sections stained with

carmine or logwood.

On examining the section from Case 1 with a low power (PI. XIII,

fig. 1), the artery is seen to be somewhat irregular in shape, this

bein<T partly due to a slight obliquity of the section. The lumen

{a) is extremely small, but is clearly defined, rounded and free from

thrombus. The outer coat {c) appeal's somewhat thickened, and is

infiltrated in continuity with the pia mater (/). The muscular

coat {d) is distinctly seen at the upper and lower parts of the

section ; elsewhere being somewhat infiltrated, and not clearly

separated from the adventitia. The memhrana fenestrata or " in-

ternal elastic lamina of the middle coat " is clearly seen at h in the

lower part of the section, where it is indicated in the drawing by

black lines ; it could also be clearly traced on altering the focus all

round the vessel, lying as usual immediately internal to the mus"

cular layers and separating them from the inner coat. It is to the

I





DESCKIPTION OP PLATE XIII.

The figures in this Plate illustrate Dr. Greenfield's Cases of

Syphilitic Disease of the Cerebral Arteries, referred to in his

communication on Visceral Syphilis. (Page 272.) Figs. 3, 4, and 5,

drawn by himself ; Eigs. 1 and 2, by Dr. Finlay.

Fio. 1. Cerebral artery. Case 1. Shows section of a small superficial artery of

briiiu near a gumma. x 30.

a. Lumen of vessel.

h. Boundary of inner and middle coats.

c. Thickened inner coat.

d. Middle coat.

e. External coat.

f. Infiltrated pia mater.

Fig. 2. Cerebral artery. Case 2. Section of small artery of ccrebellnm. x 30.

a. Lumen of vessel.

c. Thickened inner coat.

d. Muscular is, or middle coat.

e. Outer coat.

Fig. 3. Represents section of the thickened inner coat only, at the point where

cut by line from a, in drawing, Fig. 1. x 170.

a. Lumen of vessel.

h. Membrana fenestrata, or internal elastic lamina.

c. Thickened inner coat.

X, Layers of cells representing endothelium.

d. Situation of muscular coat.

Fig. 4. Section of part of iimer coat of artery, Case 2. (Ilartnack, 7x3, tube

out.)

a. Lumen of vessel.

X. Inner layers of cells and endothelium.

c. Inner coat greatly thickened.

gg. Imperfect secondary elastic lamina.

Fig. 5. Case 2. Shows a segment of the artery represented in drawing

Fig. 2. X 170.

a. Lumen of vessel.

h. Membi'ana fenestrata.

c. Thickened inner coat.

d. Muscular coat.

e. Outer coat.

g. Newly formed imperfect elastic lamina.
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part of tlio vessel which lies between a and b that attention must
bo !i'])ocially directed, this, the thicUenetl inner coat, constituting the

essential feature and tlie jx.'cuh'arly characteristic element in the

morbid chan,i2;e. The thickening will be seen to be of irregular

amount at dillerent parts of the circumfereuce, so that the lumen
of the vessel becomes excentrie.

On examining the same section with a higher power, as seen in

VI. XIII, fig. 3, the drawing being made near the part cut by
the line a in the low power drawing, lig. 1, the minute changes in

the inner coat (which is alone represented) are well seen.

The thickening appears to consist entirely of a cell growth,

which in appearance closely resembles a loosely formed granulation

tis.>*ue. In the deeper parts, i. e. those nearest to the membrana
fcuestrata (i), the cells appear to be flattened, and to run nearly

parallel with the latter, becoming, however, looser and much more

irregular towards the centre. No distinct transition line can be

discovered between this deeper layer and the central part, in which,

however, the cells appear to be larger, often branching and more
loosely arranged, with more numerous capillaries running amongst
them. Many of the cells in the intermediate layer appear to be

more or less rounded, but it is not improbable that many of them
are elongated or fusiform cells cut transversely. So also it would
be incorrect to describe the cells nearest the membrana fenestrata

as spindle cells, for they may not improbably be flattened branching

cells cut lengthwise. In the drawing shown there are but few
capillaries visible, in some other parts of the same section they

were very numerous and of large size.

Tow^ards the lumen of the vessel a the cells again assume a

flattened or fusiform shape, and several layers of these cells closely

packed together form the innermost part of the new growth—the

most superficial layer {i. e. in contact with the blood), forming

here a continuous layer which corresponds in its function to

the normal endothelium. There cannot, however, be traced any
distinction between the innermost layer and the cells immediately

beneath it, and from examination of other parts of this and other

sections it seems an open question whether they should be called

cndotlieUum.

As to the exact shape of these cells I have been unable to obtain

satisfactory evidence. Judging from analogy and from their

general appearance, I should be inclined to believe that they are

18
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really of flattened triangular or branched stellate shape, for they

appear fusiform however oblique the section may be ; but the point

is one which I have not been able fully to work out.

The second specimen (PI. XIII, fig. 2), when examined under a

low power, appears to difi'er very markedly from the first. Here the

coats of the vessel are enormously thickened, and the lumen of the

vessel correspondingly diminished, so as to become a mere narrow

chink (the vessel being cut a little obliquely). The outline of the

channel is, however, well defined. This thickening of the walls was

found to present very great variations at points of the vessel not

further distant than -jVth of an inch, other sections at that

distance from the present being not more than one half as thick,

the external diameter of the vessel remaining almost constant.

The thickening may therefore be described as nodular.

The adventitia (e) is slightly thickened and infiltrated by a cell-

growth. The muscular coat (d) is for the most part -well seen, and

of pretty uniform thickness, except at some points where invaded

by cell infiltration from the outer coat. The membrana fenestrata

is not well shown in this section, owing to its thickness, but could

be seen distinctly on changing the focus. (At first sight, on

examining with this low power it would appear as if the middle

coat were greatly thickened, but this is easily seen on further

examination to be an error.) The inner coat is enormously

thickened, and presents the appearance of two concentric rings,

the boundary between which is more or less defined (c).

It should be stated that only at the narrowest points, such as seen

in this section, was any thrombus found, and these presented no

signs of organization.

On examination with a higher power (see drawing No. 5, PI. XIII)

the following appearances are seen. The lumen of the vessel (a) is

well defined and free from thrombus. The membrana fenestrata (b)

is well defined, and but for its irregularity (in normal contracted

vessels being thrown into very regular wavy folds) might be

regarded as normal.^ The muscular coat (d) presents very much its

normal appearance at some parts, but that the fibre-cells are some-

what granular and the connective-tissue-cells rather more distinct

than normal. At some points, however, as at the lower part of the

drawing, it is considerably thinned by encroachment upon it of cell-

1 See also, as regards this and the condition of the muscular coat, the drawing

of Dr. Barlow's case, PI. XV, fig. 1.



ON VISCERAL SYPHILIM. 275

growth from the outer coat, between which and the muscular coat

there is no distinct lino of demarcation.

The outer coat or adventitia (e) is somewhat irregularly thickened

by cell growth, which is especially abundant around the vessels, and
is highly vascular, very numerous capillaries being seen, especially

in its deeper parts, and the vasavasorum being much more developed

than normally.

At some parts, though not distinctly in this section, small vessels

can ,be seen to traverse the muscular coat, and, perforating the

membrana fcnestrata, to enter the deeper parts of the thickened

inner coat.

But it is to the thickened inner coat that special attention must
again be directed. This will be seen at some points to be enormously

thickened, measuring more than twice as much as the outer and
middle coats together.

The thickening is separated into two tolerably distinct layers by
somewhat irregularly delicate, wavy, elastic fibres at yy, which

constitute a sort o£ imperfect secondary elastic lamina.

Starting from the membrana fenestrata, it will be seen that

immediately in its neighbourhood there is a rather abundant cell-

growth, and capillaries are here and there to be seen. Advancing
towards the interior of the vessel, we find a somewhat fibrous tissue,

formed of abundant elongated fusiform cells and delicate inter-

lacing fibrils of connective tissue, the whole forming an imperfectly

developed fibrous tissue. In the neighbourhood of the secondary

elastic lamina (ffff) are seen more numerous rounded cells, some of

which are of larger size, and in many parts of the section these are

more numerous and form larger clusters than here. The innermost

zone is mainly formed by a somewhat homogeneous, delicately

fibrillated connective tissue, containing numerous spaces, some of

which are filled with cells, others empty, elongated and rounded nuclei

being also in some parts abundant. Nearer to the lumen are seen

more abuudant elongated ovoid nuclei, 'smaller and more highly

refractile and more closely packed together.

To avoid error I must here refer to another drawing (fig. 4),

which shows a point not represented in this drawing. The drawing

is from a part of the same vessel very near that in No. 4. It shows

the cells (x), which form a distinct endothelial layer, which probably

has been accidentally detached from the other section.

It is not easy at first yight to reconcile the appearances in these
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two (liftereut cases as being one and the same morbid process.

And perhaps, but for the light thrown upon them by other

cases and specimens, it would be impossible to do so. It is

scarcely necessary to point out that the changes here found

differ entirely from those seen in ordinary atheroma or the common

form of arterial degeneration. Those who have examined the latter

will at once perceive the entire divergence, both of the morbid

process and the resultant appearances, and it would needlessly

prolong this account to enter into such detail (which would, too,

require the aid of drawings to make it clear) in this place.

This form of disease of the cerebral arteries has been very care-

fully investigated by Heubner, whose work on the subject was the

first to draw much attention to the minute changes in the vessels,

though the disease had been noticed by Wilks, Bristowe, Hughlings-

Jackson and others long before. Heubner has described very

clearly the points of difference from ordinary atheroma, and refer-

ence may be made to his work for details.

I have thus far spoken only of the arterial disease as it occurs in

vessels not less than about a line in diameter, which possess very

distinctly outlined coats, the membrana fenestrata being especially

prominent, and serving as a guide to the inner coat. But a number

of observations on the growth of gummata have convinced me that

a process similar in its nature and results occurs in much smaller

arteries, and that to it a part of the peculiar characters of syphilitic

new growths are due. On a former occasion I briefly described the

views that I had been led to adopt with regard to the growth and

degeneration of gummata ('Path. Trans.,' vol. vii, p. 429), and it

remains to exhibit the specimens on the examination of which

those views are based, and to describe them rather more minutely.

The specimens and drawings^ exhibited include sections from

gummata in subcutaneous tissue, in muscle, in the kidney, liver,

and spleen, and in the brain. In addition to these, I have exa-

mined syphilitic infiltrations in various other regions, and find them

to correspond in their structural characters with these.

In its earliest period the growth appears to consist almost entirely

^ Some of these drawings were unfortunately too rough and incomplete for

publication, and I have been unable to complete them in time. One figure,

showing the perivascular mode of infiltration in the brain, has been withdrawn,

that of Dr. Gowers' (PI. XIV, fig. 10) showing the same fact in a more complete

manner.
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of small roinul colls about tho size and shape of white blood-cor-

))ust'leF<, whic-h are rather closely ])a('lied together, with, however,

a certain amount ol" delicate, protoplasmic, structureless or finely

librillated stroma. This is well seen in tho specimen of a minute

gunnna from the subcutaneous tissife represented in PI. XIV, fig. 5.

It will be observed that there are a number of capillaries, apparently

of new formation, in the growth. On examining the same section

with a higher power the cells are distinctly seen to be embedded in

a stroma, which at some points is nucleated. There are also some

fusiform cells, though but few at this stage. The growth usually

commences first around vessels. This is especially well seen in the

brain, where the vessels can be readily followed, and the growth is

seen to infiltrate along their course, growing, apparently, in the

perivascular sheath. I would not, however, assert that they are

" perivascular " in the same sense as tubercle, but that the growth

is along the line of vessels can be readily seen in the skin, larynx,

lungs, &c. Perhaps, in some cases, this is due to the fact that the

vessels run in the fibrous septa. This earlier stage ofthe growth soon

gives place to a more highly organized tissue. I have not observed in

any of the specimens from a large number of cases of gummata in

all stages of growth and decay which I have examined that the

degeneration commences at this period.

In the case of tubercle the cells are heaped together, and

rapidly undergo degeneration, apparently from mutual compres-

sion and destruction. In syphilis the cells are more distinctly

separate, and the mechanism of degeneration appears to be

entirely distinct. Mingled with the round cells, other cells of

a fusiform or irregular shape soon appear, and these, in their

growth, are transformed into a very complete tissue, much re-

sembling granulation tissue or sarcoma. This growth is highly

vascular, the cells are frequently of large size, the protoplasm abun-

dant, and the nucleus and nucleolus distinct. Indeed, the growth

appears to be in process of very complete organization. But at this

point a change seems to occur, sometimes suddenly. The tissue

remains apparently the same, but its vitality is evidently lost ; the

outline of the growth and the vessels can be seen, but they do not

stain either with carmine or logwood, and they become of a dead

white colour.

This condition is not uncommonly seen in some parts of large

gummatous masses in the liver, which would be judged to be
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merely caseous masses with the naked eye. But a more striking

form of this condition in seen in the sectiona shown which are

taken from the gumma in the braiu in Case 1 of *' Disease

of the Cerebral Arteries." A thickened artery was seen to pass into

the substance of the tumour and there lose itself. On examining

sections taken successively from the more superficial parts of the

tumour and more deeply, this vessel could be traced inwards for

some distance. For about half an inch it continued patent, a very

narrow but sharply defined lumen persisting. The walls of the

vessel were merged entirely in the surrounding growth, but were

distinguished as a rather thick vascular zone, which shaded off" into

the dead white of the gumma. Beyond the point of complete occlu-

sion the vessel could still be traced for some distance, appearing in

the cross section as a vascular spot about a quarter of an inch in

diameter.

On staining sectiona with logwood I was surprised to find that in

all those in which the vessel still persisted as a narrow channel

there was a distinct circular zone, which could not be made to

stain. Then there was an inner zone immediately surrounding the

lumen deeply stained, a narrow zone entirely unstained, which

gradually shaded off" into the staining of the general mass. "Where

the vessel was completely occluded there was a faint paler zone

between the central patch and the surrounding gumma.

On microscopical examination the following condition was found

in the entirely obstructed parts. The centre of the patch consisted

of a growth of very vascular granulation tissue, fully developed.

Towards the periphery the cells appeared to become much larger, the

nucleus remaining distinct, but the body of the cell much swollen,

though still staining well. These large cells were quite separate, but

often arranged in parallel rows or in masses. (Their appearance and

size are well seen in the drawing, fig. 7, PI. XIY, where they are di-awn

under exactly the same magnifying power as that from a subcuta-

neous gumma, to show the contrast in size.) In the parts which

were entirely unstained, cells of exactly similar shape and arrange-

ment constitute the greater part of the mass, in some cases the

nuclei alone staining, the cell-body being entirely colourless. Out-

side this zone, where the staining recommences, nothing but a

granular detritus is seen. The nature of this change in the cells is

not very clear. It appears to me more closely to resemble a colloid

or mucoid degeneration of their protoplasm than any other process

4





DESCKIPTION OF PLATE XIV.

Figs. 5—9 further illustrate Dr. Greenfield's Observations on

Visceral Syphilis. (Page 277.) From drawings by himself.

Figs. 5 and 6 show the early stage of gumma before degeneration, being taken

from part of a small gumma in the subcutaneous tissue.

Fig. 5. Near centre of gumma. x about 120.

Fig. 6. Part of same seen wi.h higher power, x about 500.

Figs. 7 and 8 are from gumma in brain. Fig. 7 shows part of gummatous

infiltration of walls of an artery passing through gumma in brain from peri-

pheral zone, showing large cells, probably degenerating. x 500. Fig. 8. Capil-

lary near large-celled growth, showing proliferation of endothelium. x 500.

Fig. 9 shows syphilitic infiltration of kidney ; thickening around small artery

by nuclear growth.

a. Part of wall of Malpighian capsule.

h. Probably a renal tubule.

c. Points to thickened arteriole, containing blood.

(Hartnack, obj. 8, oc. 1.)

Fig. 10 illustrates Dr. Gowers* specimen of Cerebral Syphiloma,

as seen by a low power, showing mode of growth by invasion of con-

volutions. (Page 280.) From drawing by himself.

a. Substance of growth springing from dura mator.

hh. Processes of growth along vessels.

c. Substance of convolution.

I
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with which I am acquainted. It is evidently a transitional stage in

the procews of nccrobiosiw.

In examining these parts o f the growth I was struck by the fact

that all the small vessels and capillaries presented considerable thick-

ening of their coats, and appeared to become completely obstructed.

The capillary vessel shown in the drawing, fig. 8, represents the

earliest stage of this thickening ; its endothelium is swollen and

in course of proliferation. Further, but even before the complete

degeneration of the growth, all the vessels were obstructed by what

appeared to be an irregularly concentric growth of cells in their

interior.

Is this change in the vessels the explanation of the degeneration

of the cells, or is it only a part of the same process ? My belief is

that it is the effective agent in the process of decay, and is at the

root of the peculiar characters presented by gummata. "Whether it

is peculiar to gummata or is common to chronic inflammations, and

only more extensive and common in the former, my own observations

do not permit me to say.

I have found a similar thickening of the inner coat of small

vessels leading to narrowing or obstruction of their lumen in other

situations. In the drawing shown from the larynx, representing

a vessel about 3-Vth of an inch in diameter, there is seen to be con-

siderable thickening of the interior by layers of cells, which appear

to be produced by a multiplication of the endothelium. The vessel

contains blood, but no thrombus. Similar specimens might be

shown from other organs.

"Whatever the explanation of this change in the vessels it seems

evident that it must have an important bearing on the history of the

growth, that the sudden cutting off of nutriment is a very important

factor in its degeneration. Further observation will, no doubt,

throw more light upon this point. Meanwhile I may hazard the

suggestion that the peculiar relations of syphilitic growth to vessels

may have something to|^o with the clinically established fact of the

rapid absorption under treatment.

The drawing of a small arterial branch from the kidney (PL XIV,

fig. 9) is intended to show a different process, corresponding

with that observed in chronic Bright's disease ; and having also a

close resemblance to a drawing by Dr. Klein of a diseased arteriole

in scarlatinal nephritis. Felruary 6th, 1877.
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2. Cerebral syphiloma ; mode of growth.

By W. R. GowEES, M.D.

THE section under the microscope shows a small piece of a tumour

growing from the dura mater on the outer surface of the cerebral

hemisphere, in a case of constitutional syphilis. The growth was

firm, mottled pinkish and dirty white ; it was rather vascular. It

appeared to have invaded the brain substance for a depth of about

one third of an inch. The section shows a small portion of the

tumour and the adjacent substance of the convolutions which is being

invaded by the growth (Plate XIV, fig. 10).

The growth {a) is composed of round, oval, and spindle-shaped

cells, the former about 3 q'o o*^ ^^^^ ^^ diameter (hardened specimen),

the latter about -jjott*^ ^^^^ ^^ diameter, and in length two to five

times the diameter. They are nucleated, the nucleus being round

or oval, and about ^TyV^^^^ mch. in diameter. Their direction, uniform

at the same spot, varies in difierent parts of the tumour.

From this growth processes {h, h) extend into the substance of the

convolution (c) to a depth of one line from the body of the growth.

The larger of these processes are about i^xyth of an inch in width at

their origin. They lessen in size as they pass in, and gradually

taper until they end, and from the extremity of each a vessel passes

on. Prom these larger processes other smaller processes extend

laterally, sometimes again branching, and from each branch a vessel

can be traced. It is thus evident that these processes follow the

course of vessels, and an examination of the points of the processes

shows that the extension of the growth occurs along the perivascular

canals. The cells are arranged longitudinally, parallel to the

course of the vessel. It is doubtful whether any invasion of the

brain tissue is occurring in the intervals between the processes.

The branches of some neighbouring processes have come in contact

and have coalesced.

The tissue of the convolution between the processes of growth

appears normal. January IQth, 1877.
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3. Syphilomata of brain and spinal cord; syphiliiic thichenimj

of membranes around nervesj
^c.

]5y W. R. GowERS, M.D.

THE base of tbe brain and upper part of tbe spinal cord now

exhibited illustrate two of the methods in which syphilis affects

the nervous system.

The specimens arc from the body of a man, aged 45, who had

been under my care for two years as out-patient at University

College Hospital, and has just died in the hospital, where he was

admitted under Sir AV^illiam Jenner.

No distinct history o£ syphilis could be obtained ; the man had

been married twelve years, but he admitted that he had had two

attacks of gonorrhcDea twenty and twenty-five years previously.

AVhen first seen he had affection of several cranial nerves ;—dim-

ness of the sight of the left eye, without discoverable cause ; weak-

ness of the left external rectus ; weakness of all the muscles supplied

by the motor root of the left fifth nerve ; hypersesthesia of the parts

supplied by the sensory root, and frequent severe pain in the same

region, especially severe in front of the ear, and shooting thence to

the top of the head. It was for this pain that he sought relief.

The limbs were free from weakness or pain.

Iodide of potassium was administered, and the weakness in the

external rectus disappeared. The hypersesthesia of the fifth gave

place, however, to diminished sensitiveness, and the paralysis of the

muscles of mastication on that side became almost complete. The
eyeball could be touched without causing pain. One day he

appeared with a general anterior inflammation of the eyeball,

involving sclerotic, iris, cornea. He could not explain its origin,

but an abrasion was discovered in the centre of the cornea, and

while under examination he passed his finger across the cornea

without being aware that he had touched the eye. For the ocular

affection he was for a time under the care of Mr. Streatfeild. The
inflammation was very obstinate, lasting several months.

In June last he presented himself with complete paralysis of the

left external rectus, and this paralysis continued without abatement,

the third nerve being unatfected. He continued the iodide with

small doses of mercury. In November last the left third nerve
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presented evidence of weakness, and he began to complain of occa-

sional tingling in the right arm. The arm soon became distinctly

weak, and symptoms of failure of mental power coming on, he was

admitted into the hospital in the end of November.

It was then noticed that, although he answered questions readily,

he talked in an excited manner, and showed great defect in emotional

control. His articulation was confluent. He complained of a

constant, dull, general headache. The sight of the left eye was still

dim, but no distinct defect in the field of vision could be found in the

right eye. On one occasion it was thought to be defective, but this

was not corroborated on further examination, and the point must

remain doubtful. Paralysis of the left third nerve had become

almost complete, and the fourth nerve was also affected. The eye-

ball was in mid position, and immovable except slightly outwards

by the external rectus, which had recovered slight power. The

pupil was midway between contraction and dilatation, and did not con-

tract on exposure to light. The affection of the fifth nerve continued

unchanged. There was no paralysis of the face on the left side, but

there was thought to be slight paralysis of the right side of the

face. There was some deafness of the left ear, especially to a

watch ; the voice could be heard with it. The tongue on protru-

sion deviated to the right side, within the mouth to the left ; the

state of taste could not be determined. There was some general

muscular weakness of the left side, but the right limbs were dis-

tinctly weaker than the left, and sensation over them was dull.

There was some rigidity of the right arm, both in the muscles of the

elbow and the long flexor of the fingers.

This condition continued, with some increase in the mental weak-

ness, shown in the almost constant wandering, passage of stools into

bed, &c. The weakness and rigidity of the right arm increased,

and it was noted that the left angle of the mouth was almost always

drawn up, apparently by a half voluntary movement, since the con-

traction disappeared during sleep.

In the beginning of January the right hand had become power-

less, and the grasp of the left hand was noted to be much weaker

than before. The legs were moved fairly well. Eeflex action in

the right leg was greater than natural, that of the left leg less than

natural. The weakness of the left hand increased, and by the

middle of January the paralysis had become absolute in both arm

and leg. Very marked muscular wasting had come on, the muscles
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of both handa being oxtromely thin, and the left limbs were noted

to be thinner than tho right. The left leg was habitually semi-

flexed and rigid. The left elbow was generally extended, but the

iini^ors and thumb were flexed, and an attempt to straighten them
caused pain. This state continued, the only change being that

there was some twitching of the left arm, but not of the other parts.

He gradually sank, and died on January 25th.

AVhilst he was in the hospital he had forty-five grains of iodide of

potassium a day, and during the latter period mercury in addition,

but at no time could the slightest improvement be observed.

His temperature was never raised above the normal, and on most

occasions was below it.

The 2^ost-morteQ}i examination, thirty hours after death, was made
by Sir William Jenner, who kindly handed to me the brain and
spinal cord for minute examination.

Both cranial and spinal dura mater were noticed to be more
vascular than normal. The convolutions were flattened and
injected ;

the fluid between them was unduly opaque. The lateral

ventricles were distended, and their lining membrane toughened.

The septum lucidum was too transparent. The veins of the choroid

plexus were full.

At the base of the brain the interpeduncular space, from the optic

commissure to the pons, was covered with a yellow mass, three

quarters of an inch long and half an inch broad ; the membrane over

it was vascular and toughened. The appearance was found to

depend on the presence of a nodule, the size of a nut, occupying

the position of the infundibulum, opaque and degenerated, and
softened in the centre ; an old syphilitic gumma. It had not in-

volved the optic tracts or the cerebral peduncles. The vascularity

of the membrane over it extended over the optic commissure, and
the right optic nerve was adherent to the adjacent frontal lobe. The
thickening of the membrane also extended on to the right cerebral

peduncle, and had involved the posterior edge of the optic tract,

but not so as materially to damage it. The vascularity and thick-

ening of the pia mater extended into the right fissure of Sylvius,

and also backwards on to the pons ; the left posterior cerebral artery,

the left third nerve, the left fifth nerve, and the left sixth nerre,

as it passed into the dura mater, were all buried in an indurated

tissue which united the dura mater inseparably to the anterior

portion of the pons, and also to the adjacent portion of the

temporo-sphenoidal lobe. Beneath the induration an old syj^hilitic
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growth extended for a quarter of an inch into the substance of the

pons. The induration extended along the fifth nerve to the

Grassorian ganglion, and surrounded it. The posterior cerebral

artery was greatly thickened, but the calibre of its channel was

increased in size, the circulation apparently being free : (had dila-

tation proceeded it would have constituted an aneurism).

The left optic thalamus was much larger than the right and

softened, the corpus striatum was also too soft. In the posterior

and under part of the optic thalamus, where the fibres of the cms
expand into the "internal capsule," was a large mass the size of

half a walnut, nowhere appearing on the surface. Its section pre-

sented the mingling of greyish-red translucent tissue, with scattered

irregular caseation, so characteristic of a syphilitic gumma. It had

apparently destroyed almost all the fibres ascending from the crus

to the cerebral hemisphere. It was not limited by any capsule

or softening. From the posterior portion a narrow isthmus of

growth extended along the cms to that which occupied the surface

of the pons beneath the superficial induration above described. No
other disease could be found in the cerebral arteries.

Spinal cord.—The dura mater was adhering to the posterior

surface of the cord in the lower part of the cervical region, and this

was found to be attached to a large growth which occupied a large

part of the transverse section of the cord ; at this spot it was

yellow^ish and cheesy, mottled with grey translucent tissue. Its

diameter was about half that of the normal cord at the spot, and it

occupied the posterior and left portion of the cord, the nerve tissue

being reduced to a crescent on the right and anterior portion of the

growth, In the middle of the cervical enlargement was a second

smaller growth, in the posterior portion of the cord and on the right

side. The cord just below this was extremely soft, almost diffluent.

The lower portion of the cord appeared healthy.

These growths appeared, as far as recent observation went, to

consist of many free nuclei about the size of a white blood-cor-

puscle, of similar nuclei enclosed in round cells a little larger than

the nucleus itself, the cell contents outside the nucleus being very

granular. There were also a great many linear fibre-cells and a few

larger fusiform cells.

The remaining organs of the body were fairly healthy. There was

some recent catarrhal pneumonia in the lung. The spleen was

rather large, weighing nine ounces ; the heart was also large, weigh-

ing thirteen ounces ; there was much fat on its surface. The kidneys
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were large, the right wcigliing six ouuccd and the left hovcu

ounces ; they were healthy, except for several spots of induration

near the surfiico, which was puckered over them, and which had very

much the ajipearance of the cicatrices left by a syphilitic growth.

One testicle was extremely small, and was occupied by a firm

nodule made up of aggregated centres of caseation, in which only

degenerated debris could be seen.

Bemarks.—The specimens, as I have said, illustrate two methods

by which syphilis causes paralysis—by leading to growths, and by

causing the formation of indurating tissue around nerves.

The chief part of the larger growth was situated deeply beneath

the optic thalamus ; and, on first examination, this portion ofgrowth

appeared to be isolated, unconnected with membranes, and to present

an exception to the usual rule to which I have called attention, that

syphilomata in the cerebral substance are usually connected with

the pia mater, from some fold of which they appear to spring. On
making sections, however, the connection with the surface was

manifest, a narrow portion of the growth extended along the crus

to the surface of the pons, where it was connected with the

induration around the fifth nerve. As the symptoms of the surface

lesion so long preceded those of the deeper growth, it must be

inferred that the former was the place in which it commenced. It

is probable that it may have begun by a small nodule of growth on

the surface, similar to that which existed near the optic commissure,

and that this set up the thickening and induration of the membranes

at the base, which led to the paralysis of the nerves.

The gradual manner in which towards the last the spinal were

superadded to the cerebral symptoms is instructive from a diagnostic

point of view.

Another point in the case was the relation of the progress of the

disease to the use of remedies. The patient had been several times

remarkably benefited by iodide of potassium and mercury ; but

during the last two months of his life these remedies, in moderate

doses (up to forty-five grains of the iodide daily), did not modify in

the least the steady course of the symptoms, nor, as the autopsy

showed, did they prevent the extension and probabl}' the appearance

of growth unquestionably syphilitic in character. It seemed as

if the long use of the iodide had habituated the tissue to its

presence, and produced an indifference to the drug, at any rate in

ordinary doses. February 20th, 1877.
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4. Syphilitic disease of cerebral artery.

By W. E. GowERs, M.D.

THE specimen of syphilitic disease of cerebral arteries is from a

case in which a large and characteristic gumma existed in the

left frontal lobe of the brain.

On the middle cerebral artery within the fissure of Sylvius was a

firm nodule the size of a large pea. On examination it was found

that it consisted of two nodules closely connected, and each situated

upon a branch of the artery. Each nodule measured one and a half

lines in diameter. The lumen of the vessel was represented by a

minute opening, only, and occupied the centre of one nodule, but

lay near the edge of the other, so that the chief part of the new

growth was on one side of the artery. The tissue was greyish and

semitranslucent in appearance. In one the cavity of the vessel,

although narrowed, was patent ; in the other it was occupied by a

mass of growth of similar structure^ (by extension into clot ?) con-

nected with one side of the vessel.

The new tissue was composed mainly of minute round cells,

varying in diameter from the 3^3 oo^^ ^^ ^^^^ ooVo^^ ^^ ^^ '\Ti^\ (in

the hardened specimen). No distinct nucleus could be perceived

within them. Some parts of the nodule appeared composed entirely

of these cells, united by a little granular or obscurely fibrous inter-

cellular substance. This was especially the case in the growth

on the side of the vessel. In that in which the growth surrounded

the vessel similar round cells lay among linear fibre cells and fusi-

form cells. These were arranged concentrically to the outer wall

of the vessel. The normal tissue elements of the arterial walls

could no longer be detected.

The nodules presented a tendency, however, to split up into layers

concentric to the outer coat, and this splitting seeme determined)

in part at least, by the limits of the several layers of the normal

vessel-wall, xit least, as shown in the figure (PI. XYI, c, c), one of

the most marked of these fissures has sinuous edges, as if determined

by the presence of the elastic lamina of the middle coat. If so, the

growth is evidently mainly in the inner coat, but has also invaded

the outer coat, and at one place a continuous tract of growth
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extends Iroiii one to the other, lu other places, especially where

the growth was extending, the new tissue occupied chiefly the outer

coat. The now growth was abundantly supplied with vessels which

permeated its mass, and in the centre of the largest nodule was a

focus of degeneration (/).

The nodule in the cavity of the vessel evidently consisted mainly

of new growth, which was on one side continuous with the growth

in the wall. It may possibly have arisen by the extension of the

growth into a clot. February 20thy 1877.

5. MeninyitiSj arteritis and choroiditis in a child the subject

of congenital syphilis.

By Thomas Barlow, M.D.

ELIZABETH W— was brought to me when about one month old,

in June, 1875.

As I subsequently learned, there were specific antecedents on

the father's side. The child had snuffles, but at that time no rash.

She was only brought for one week, because her parents removed

out of London, and she was without treatment until the 1st of

October, when she was brought to me again, i,e. when she was four

months old. During the interim she had had eleven fits, but that

is all that I could learn about her condition. When I saw her at

this time she had some symmetrical, rather serpiginous ulcers on

her nates, and was wasted to the last degree. With mercurial

inunction, cod-liver oil and raw" beef she vastly improved and
became quite a well-nourished child. She had no nervous symptoms
at all.

However, in January, 187G, she began to flag again, chiefly, as I

then believed, owing to her mothers's stupidity in feeding her.

She had some laryngismus and some carpo-pedal contractions.

These, however, did not lead me to expect any meningeal disease,

and it was only when I examined the child's eyes with the ophthal-

moscope that I became alive to this possibility.
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In the fiiucliis of each eye I saw sparingly distributed very small

flecks of exudation of brownish colour, apparently situated in the

choroid. There was scarcely any disturbance of pigment, and no

atrophy. So far as I could judge there was no alteration in the optic

discs. At that time I had never seen anything quite like it except

once, in a young man who was the subject of acquired syphilis and

who was suffering from an attack of recent hemiplegia probably the

result of syphilitic thrombosis. I have since seen one case identical

in appearance in a child the subject of congenital syphilis with

nervous symptoms, and in whom I have traced some of the spots on

to the atrophied condition with which one is familiar in choroiditis

disseminata. It cannot be too strongly stated that the opthalmo-

scopic appearances in E. W— were as different as possible from

the milk-white, round, larger defined spots which are recognised as

tubercle of the choroid.

When I saw these changes in the choroid I felt the strongest

suspicion that there must be also some disease of the membranes of

the brain.

The child died without any further nervous symptoms, apparently

from exhaustion and marasmus.

At the post ono^'tem, v^hichWr. Nettleship and I made together,

there was nothing morbid about the thoracic and abdominal viscera,

but the condition of things inside the skull was very remarkable.

The changes were considerable in extent of area, but not in depth

or thickness. The bones were healthy. First there were several

spots where there was slight adhesion of the dura mater,

arachnoid and pia mater. At the base near the optic commissure

there was one small thin patch of greenish lymph. The Sylvian

fissures were glued by thin, old exudation.

In many places both on the vertex and on the under surface of

the temporo-sphenoidal lobes the pia mater was extremely thickened,

and fibrous in fact. On the upper surface of the left parietal lobe

there was a very small thin patch of calcification. The vessels of the

circle of Willis were natural. The most interesting changes were

very obvious ones in some of the small vessels of the cortex. They

could be traced in one or two places for some distance apparently

natural, then becoming dirty white in colour, without either dila-

tation or narrowing. The appearance was in foct, as Dr. Grreen-

field has described it, like a white thread. Nowhere could the most

careful examination detect any granulations in the pia mater.
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Tlicrc wore a few spots of thin Hiiperficial Roftcivlng in tlic cortex
;

tliey were mere flakes. Tlie lateral veutriclea were a little bigger

than natural, but the fluid was clear. Tlie ganglia were natural.

The areas of fibrous thickening of the pia mater, the little patch of

calcification, the changes in the small vessels, the presence of only

one minute patch of greenisli lymph—all these things pointed to old-

standing, chronic, smouldering disease.

The child was only ten months old when she died. If these

changes were chronic changes they must have dated from very

early. Reference to the history, imperfect as it is, shows that after

the child was five weeks old she was without any mercurial treat-

ment for three months and had several Jits. I believe that it is to

that period that the starting of the meningeal disease must be

referred.

The choroids were examined microscopically by Mr. Nettleship,

and this is his report

:

" The changes in the choroid consist in the presence of small

isolated collections of corpuscles in the chorio-capillaris. Sections

of several of these were found in the part of the choroid which had

shown during life little flecks of exudation, and none were found

elsewhere.

WOODCTJT 5.

inch X 120

Vertical section of choroid at seat of a minute syphilitic cell-growth.

Chorio-capillaris crowded with corpuscles. A thin layer of flattish cells

between pigment epithelium and elastic lamina.

'* The corpuscles are about as large as pus-coq^uscles and stain

deeply with logwood. They stand in no evident relation to the

blood-vessels, and none of them occur in the deeper part of the

choroid. In all these particulars they differ from tubercle.

** The elastic lamina over these deposits is slightly raised, and
sometimes a little puckered. In several instances at the seat of

19
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the deposits a thin layer of flattish cells is present on its Inner

(retinal) surface immediately beneath the pigment epithelium, but

in no sections could any perforation of the lamina be detected. The

epithelium itself appears morbidly adherent. It may be mentioned

that these changes (circumscribed deposits in the chorio-capillaris,

with a thin layer of flat cells on the retinal surface of the elastic

lamina) are precisely similar to what I found in a case of choroiditis

from acquired syphilis in which the eye was excised during the

progress of the disease."

I examined the brain and found that the pia mater showed in the

thickened portions, as might have been expected, excess of fibrous

tissue, with cells, not mere nuclei but well-formed lymphoid cells,

containing each a nucleus and in some cases nucleoli. These cells

were arranged in a diff*use way, as far as I could see, without any

definite or special arrangement around vessels. They seemed to retain

their individuality. There was no massing up or aggregation of the

cells into heaps, with softening in the centre. In all these respects

the appearances were as difi'erent from tubercular meningitis as the

changes in the choroid were different from tubercle of the choroid.

"With respect to the cortical arteries the characteristic changes

were, I believe, intravascular. Many vessels were examined which

showed nothing abnormal, but the one to which I referred as

looking like a white thread showed very striking changes indeed.

There was new growth in the inner coat of the artery narrowing for

a considerable distance and ultimately occluding the vessel (PI. XV,

fig. 2). This growth was made up of large nucleated cells which

stained very deeply with logwood. AVhere the vessel was quite

occluded the appearance presented was very remarkable. The trans-

verse section looked a little like an epithelioma " nest." At another

spot further on, in the vessel shown in the second section under the

microscope, there is an appearance very like the organisation of

a thrombus, that is to say, there are fine capillaries running into the

mass which occludes the vessel, but whether it be really a thrombus

or organisation of the new growth it is difficult to say.

These changes, as will be seen, are quite like those shown in Dr.

Greenfield's specimens. They are obviously the kind of growth

described by Heubner as syphilitic growth in the walls of arteries.

Most of Heubner's researches have been made on vessels about the

size of the middle cerebral, and they were all from cases of acquired
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sjpliilis. Those aro from cortical arteries of tlic hocoikI or tliird

dogreo, and from llio subject of con^auiital Hypliilis. I think it will

bo obvious to everybody who cxainiue!:* these changes tliat in regard to

continuily and extent of the cell proliferation, the gradual narrow-

ing of the lumen of the vessel, the absence of ulceration or disin-

tegration or calcification, they arc as dillercnt as anything can be

from ordinary atheroma. May Is^, 1877.

G. Gummata on cranial nerves ; disease of cerebral arteries

;

cicatrices of liver and spleen in a case of congenital syphilis.

By Thomas Barlow, M.D.

JOHN H— , a boy, set. 15 months, was brought to the out-patient

department at Great Ormond Street on the 2nd of January,

1877. His mother was a weak, aniemic woman, with no syphilitic

antecedents, so far as could be ascertained. She had had one

child before this. I subsequently examined him, and found him

perfectly healthy. She had had one miscarriage at ten weeks.

This boy was full time, but was said to have been born with a cold.

He had had frequent discharge from his nose, which had continued

up to a little before he was brought to Grreat Ormond Street.

When a fortnight old he was said to have had thrush badly. The

thrush went through him, according to the mother's statement, and

he had sore nates till he was eight months old ; but the mother

would not admit that he had had any general rash. He had suffered

a great deal from diarrhoea, probably due to bad feeding, and when
he was brought to the hospital was emaciated to the last degree.

During the seven weeks that he w^as brought to the hospital,

with the exception of getting gradually weaker, there was little

change, and I think it better to sum up the clinical features in a

single note than to give successive reports.

The boy had no skin lesions at all. He had bad stomatitis,

frequent vomiting and diarrhoea, alternating with constipation.

Beyond these signs of gastro-enteritis there was no proof of abdo-

minal disease. His lungs and heart were natural. There was

slight shotty enlargement of the glands of the neck. The interest

of the case chiefly rests in the nervous signs. The boy had slight
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nystaf^mus of both eyes. It was rather coarse, and it was not

conatant. Both eyeballs were generally directed towards the left.

The pupils were equal and of moderate size. I failed to detect

anything abnormal with the ophthalmoscope. There was paresis of

the muscles of the face. It was general, but not equal in amount.

There was now and then a very slight frown on the left halt* of the

forehead, but much less tlian on the right. The right eyelid was

observed to be shut on more than one occasion, whilst the left

remained open. AVhen the child cried the left cheek remained

flat. There was no distortion when at rest. There were frequent

fine tremors of the facial muscles of the right side at the corner of

the mouth and the orbicularis palpebrarum. To a considerably less

extent they were observed on the left side of the face.

My impression is that the reaction of the face muscles on both

sides to the constant current was greater than normal, and that the

reaction to Faradism was diminished. Comparing the two sides

with one another, the left responded a shade better to the constant

current than the right, and very much less to Faradism. As to the

other cranial nerves I am not able to give any positive information.

The child had frequent slight laryngeal spasms, which may or

may not have depended on some morbid condition of the vagus,

and once or twice he had some odd gasping attacks, in which he

became very blue. The vomiting may have been central in its

origin, but I rather thought it was dependent on gastro-enteric

disturbance, because of the other signs, and because also it seemed

to be controlled somewhat by bismuth, and subsequently by small

doses of brandy. He had no convulsions, and was not particularly

irritable.

The diagnosis of this case appeared to be conclusive in favour of

a tumour or tumours, situated at or near the base of the brain,

pressing on the cranial nerves subsequent to their deep origin.

I inclined to the belief that it was tubercular and not syphilitic,

and the child was not treated by any antisyphilitic remedies what-

ever. It is doubtless due to that fact that these specimens are

brought before the Pathological Society.

At the post mortem which Dr. Lees and I made at the patient's

home we found that the diagnosis was quite incorrect. There was

no tubercle anywhere. On the upper surface of the liver there

were four more or less stellate patches of thin cicatricial tissue.

Three of them were about the size each of a shilling ; one was not
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bigger than tho area of ji split pea. 'riiey were not attended by

the puckering wliicli one sees in old-standing cases of ])erihepatiti8

in a('(|uir(Ml ay|)hilis. Tiiere was a very little invading material

in the underlying liver Hubstancc. On section this growth was

much more cellular and less librouH than one ordinarily nees. There

appeared to be no change of hepatic cells beyond a very little

distance. There was nothing abnormal in the spleen Hubstance.

It was not enlarged, but at the lower anterior margin there were

the remains of some old disease of the cap.sule—a cicatrix, in fact

;

and at this spot there had been a small adhesion of peritoneum.

The other abdominal viscera and the thoracic viscera were healthy

to naked-eye inspection.

There was nothing abnormal about the membranes of the brain,

with the exception of a very little opacity of the pia mater at the

base. "With respect to the brain substance, I do not think there

was more wasting than one would have expected in so emaciated a

child. I failed to find any patches of softening in the cortex or

elsewhere, and there was no disease of the ganglia obvious to

naked-eye inspection. But the nerves w^ere very extraordinary.

Both thirds at their superficial origin were swollen out into

small conical tumours. There were also swellings on the fourth,

fifth, sixth, seventh, and eighth pairs, causing considerable

broadening out of these nerves at their superficial origin. There

was very little diff'erence on the two sides in bulk, though I

presume there must have been a difference in amount of change, in

the two facial nerves for example, from the clinical differences

which were observed. I have examined microscopically the third

and fifth on one side.

The first thing that strikes one is the almost entire atrophy of

the nerve cylinders. Here and there in some of the sections are

round bodies resembling corpora amylacea (? altered myelin).

There is a most abundant infiltration of new cells, with very

fine stroma.

This new growth is by no means most abundant in the inter-

funicular areolar tissue. It is, in fact, less abundant there than in

the substance of the funiculi themselves, though it is to be noted

that in the funiculi generally there is more of it at the periphery

than in the centre.

The naked-eye appearances of these nerve gummata are not unlike

those of the swellings of anaesthetic leprosy, only that they are, of
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cour«e, much smaller. There ia this much resemblance between my
specimens and Dr. Vandyke Carter's first observation recorded in the

fourteenth volume of the ' Pathological Transactions,' viz., that tlie

changes are especially a destruction of the proper nerve substance,

and not of the external sheath or the interfunicular tissue. But in

some sections of anaesthetic leprosy nerves which Dr. Gowers has

been good enough to show me, the changes are undoubtedly in the

interfunicular tissue. It appears probable, therefore, that con-

siderable variety may exist.

I now come to the changes in the vessels. The basilar and all

the vessels composing the circle of Willis were most extensively

diseased. They were opaque, white, and semi-cartilaginous in

consistence. The thickening was tolerably continuous along the

whole length of the vessel. There were no nodular growths ; there

was nothing which to the naked eye would have suggested gummata
in the sheaths of the vessels or in the outer wall. There were no

dilatations, neither was there any calcification. On cutting through

these vessels their lumen was seen to be considerably narrowed,

in many places almost, but not quite, obliterated. The outline of

the lumen was in several spots eccentric, which showed that the

growth in the wall of the vessel had been unequal in amount at

different parts ; but as I said just now, taking the whole thickuess

of the vessels at dilfereut spots, it was nearly uniform.

On making sections of a part of one of the middle cerebral

arteries, the changes which Heubner has described were found most

typically shown (PL XV, figs. 1 and 3). Both the adventitia and the

muscularis are infiltrated by a cellular growth, and in some places the

muscularis is quite destroyed by it, but obviously the principal

changes have taken place in the intima. The membrana fenestrata

(h h) forms a perfectly definite landmark on the one side, and the

endothelium (x) forms an equally distinct landmark on the other.

Between these two there is a very large accumulation of spindle-

shaped nucleated cells, and it is this growth which gives rise to the

main thickening of the vessel. The endothelial cells which are

oblong in shape present in most cases a smooth surface, but at some

spots there are minute fungus-like prolongations inwards from them

into the lumen of the vessel. Arteries of the second order, e.g. the

main branches of the middle cerebral, were free from this change, so

far as one could see with the naked eye.

This is the first case on record, so far as I know, of gummata on





DESCRIPTION OF PLATE XV.

Pigs. 1, 3, 4, and 5 illustrate Dr. Barlow's Case of Gummata in

Cranial Nerves and Disease of Cerebral Arteries in Congenital

Syphilis. (Page 291.)

Fig. 3 shows a section of middle cerebral drawn by Dr. Finlay. x 25.

a. Lumen of vessel.

h. Membrana fenestrata.

c. Thickened inner coat.

d. Muscularis.

e. Adventitia.

X. Endothelium.

Fig. 1 shows a segment of same vessel drawn by Dr. Greenfield, x 150.

References the same as in Fig. 3.

Fig. 4 shows section of motor root of fifth nerve.

/,f. Funiculi, showing destruction of axis-cylinders and infiltration with

granulation-cells, which are most abundant at periphery.

i. Interfunicular tissue infiltrated to less extent with granulation-cells.

Drawn by Dr. Finlay. x 25.

Fig. 5. Third nerve, natural size, showing fusiform swelling just beyond

superficial origin.

Fig. 2. Section of arteriole of pia mater, showing thickening of inner coat.

From Dr. Barlow's case of meningitis arteritis, &c. (Page 287.) Drawn by Dr.

Finlay. x 25.
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cranial nerves in congenital syphilis. It ia to bo specially noted

that llioae new i^rowths were syniinetrieal. I remember toliave Hcen

some years ago at Uuiverdity College Hospital a post mortem on a

patient who was the subject of acquired syphilis, and in whom also

gummata on the cranial nerves were symmetrical At the syphilis

debate last year Dr. Moxon referred to a similar case.

The present case is of further interest on account of its affording

an additioual example of change in the cerebral arteries in the

inherited form of syphilis. May 1st, 1877.

Postscript.—The back of one eyeball which I removed at the

post mortem has been examined microscopically by Mr. Nettleship.

There are no morbid changes. This is of interest taken along with

the absence of disease of the pia mater and in contrast with the

case previously recorded, in which choroiditis and meningitis were

present. It is quite in agreement with the suggestive remark made
by Hughliugs Jackson that the choroid is the pia mater of the eye.

7. Syphilitic disease of cerebral arteries, leading to thrombosis

and softening of the brain ; syphilitic deposit in spleen.

B^ TUOMAS BUZZAED, M.D.

IN August, 1876, I saw, with Mr. Milson, of the Einchley Eoad,

a gentleman, aBt. 45, who was then moribund, and who died a

few hours after my visit. He lay on his back, not moving either

arm or leg, and his respiration was abdominal. He was completely

insensible. There was no obvious facial distortion, nor strabismus:

the pupils were greatly contracted. His body was generally of a

livid hue. His history, so far as I have been able to gather it, is

the following

:

Twenty years ago he had a chancre, for which Mr. Stevens,

of Norfolk Crescent (to whom I am indebted for many particulars)

attended him. He had no bubo, and the sore was followed by

none of the common secondary symptoms. His health remained

good until about three years ago, when he complained of double

vision, coupled with a strange feeling about the muscles of the right
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Bide of his face, " aa though," according to his own expression,

" they did not belong to him." A year or so later there was mani-

fest strabismus, for which he consulted an ophthalmic surgeon, wlio

prescribed mercurial ointment to the temple and iodide of potassium

internally. The strabismus rapidly yielded to this treatment.

A few months later it returned, and the patient then again resumed

the iodide with an equally satisfactory result.

With these exceptions he remained w^ell until about two months

before his death, when he had "a slight loss of power in his limbs,

lost consciousness for a few minutes, and slightly lost his speech."

(This imperfect account I gather from a relative, who cannot give me

more accurate details.) He seems to have recovered completely, to

all appearance, from this, and remained well until six weeks later,

when he "lost his memory and looked strange for two days." After

this he was much as usual till August Oth, when he appeared to be

very depressed in spirits, and cried. He dined at 5 o'clock, and

about 9 p.m. began to vomit. Next day he had more vomiting, and

complained of the back of his head. Then he talked inarticulately,

"gabbling," as it is described, "senselessly." The following day

his mouth remained open, and he did not seem to have power over

it ; he was unconscious, and passed his evacuations in the bed.

On the 9th August he died. The patient is described to me as

having been of great, perhaps unusual intellectual vigour, which he

preserved until within a fortnight of his death. His business was of

a kind which necessitated much brainwork, especially in calcu-

lations, and he transacted it with more than ordinary power and

success. One pupil was observed to be permanently contracted for

the last two or three years of his life.

The patient came of a healthy stock, his father and mother both

dyinfy in old age ; none of the family showed signs of premature

ac^edness. He was of strictly sober habits, but used to smoke much

tobacco. He never suffered from rheumatic fever, and had no

albuminuria. For the last twelve months or so he had complained

of pain, never acute, but of a dull and heavy character, in his head,

and frequently expressed the opinion that he was going to be

paralysed.

Autopsy thirty hours after death : JSead

.

—The calvaria normal.

Dura mater presented no change. The arachnoid was thickened

and opaque, and a large quantity of fluid occupied the subarachnoid

space. The vessels of the pia mater were engorged.
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The basilar artery contained numeroun patches of thickening and

rigidity, so interrupted that the vessel presented the appearance of a

knotted piece of cord. Cut into it vvaa found to contain a throm-

bus, which extended forwards to the divergence of the posterior

cerebral arteries. From this point forwards the arteries consti-

tuting the circle of Willis contained black blood, in a fluid state

generally, but in some places coagulated into a moderately firm

mould of the vessels. The pons Varolii against which the basilar

artery rested was so much softened that the linger readily slipped

into it, and its middle portion especially was found to be almost in a

fluid condition. The surface of both crura cerebri was also softened,

but not to so great an extent. In the right middle cerebral artery

two or three nodules existed of the same character as those deve-

loped to a much larger extent in the basilar artery.

The heart appeared healthy. The aorta just above the semilunar

valves was somewhat roughened for a space about the size of a

shilling. All the valves were healthy.

The kidneys presented no abnormality. The spleen showed on

its surface, and extending for a quarter of an inch into its substance,

a yellowish-white mass of about one inch in length by half an inch

wide. This consisted of fibrous tissue, and was separated from the

proper substance of the organ by the capsule of the spleen, w hich

was seen to be bent inwards by the new formation.

I am indebted to Mr. Herbert Sankey, resident medical officer to

the National Hospital for the Paralysed and Epileptic, for the

following report of a microscopical examination of the basilar

artery, and also for the drawing which accompanies it.

On examining sections made at right angles to the basilar artery

"which were stained for twenty-four hours in dilute carmine, and for

four hours in dilute logwood solution, the first thing which strikes

the eye is the great thickening of the artery and diminution of its

lumen. The wall is on the thickest side -^^ in., and on the

thinnest j\j in., while the lumen is only -^\- in. in diameter.

At some parts the vessel presents all the healthy structures except

the epithelial lining, which is nowhere present, while at others these

are more or less masked by new structures, the products of disease.

Amongst the structures most easily recognised and least altered

is the wavy elastic layer of the intima, and immediately outside

it the media can be distinguished nearly in its normal state ; but
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the rod-like nuclei so conspicuous in most sections of arteries

stained with logwood are here not distinguishable as a rule, and at

one place the middle of this layer in the muscular ntructure is

softened down so aa to form a kind of abscess about ^i'^^- ^"^^ ^^<^

about ^^jy in. wide.

Both outside the muscular structure and internal to the elastic

layer are to be found deposits of new structure (PI. 1 a and I),

which, though alike in consisting of cells and their products, dilier

essentially in the degree to which the cell-growth has become

changed by further development, in such a way as to make it seem

probable that the growth which has taken place internal to the

elastic layers is either of older date than, or of different origin to

that which has occurred externally.

The external deposit consists of cells of a fusiform shape, for

the most part arranged with their long axis parallel to the circum-

ference of the vessel, each cell containing a nucleus of about -^-qj^-q in.

diameter. The thickness of this layer varies at different parts of

the vessel ; at one part for a short space it is nearly lost, at the

rest of the circumference it amounts to -j^^ in. in thickness. It is

not quite alike throughout its thickness ; at its extreme outer edge

its cells are relatively much longer and thinner than those deeper

in, and their arrangement also is more regular ; in the deeper parts

the cells assume a more spherical, though still a fusiform shape, and

at places are arranged without or with little reference to the circum-

ference of the vessel.

The whole of this layer is provided plentifully with large thin-

walled vessels, the larger of which are about jj^ in. in diameter.

They seem to have the structure of capillaries, though of the great

size mentioned.

Passing now to the consideration of layer of new growth

(PI. I h) internal to the wavy elastic layer, it will be found

that a structure which appears as if it might have been developed

from one like that on the outer side of the muscular coat, or

might have arisen from alteration of an old thrombus, occupies

this position. It consists of fibres running in more or less wavy

lines in different directions, but, on the whole, more in the

direction parallel to the circumference of the vessel than in any

other. It varies in character, however, in different parts, for in

some places it is of the consistency of fibrous tissue. At others

distinct spindle cells are to be easily seen, and it there closely



VISCERAL SYPHILIS. 299

re«cmblc8 the more fibrous part of the outer layer. At tlie iniicT

j)jirt of tliis mass, namely, that adjacent to the thrombus in tho

vessel, many hoalthy-lookini^ blood-corpuscles are iound appa-

rently scattered among tlie libres, wiiich are here more open and

looser than elsewhere. This appearance at first mi^^ht suggest

the idea that this internal growth was really a thrombus, which

had become infiltrated by leucocytes and eventually organised into

fibrous tissue ; the healthy and clear appearance of the corpuscles,

however, seems to make it certain that either they arc contained in

very thin-walled vessels, or that they have been in their present

position but a short time, and when their appearance is compared

with that of the corpuscles contained in the clots, which are

obviously more recent than that to which the growth under con-

sideration might have been supposed to owe its origin, the belief

that they never formed part of a clot becomes irresistible, whatever

may have been the origin of the rest of the mass.

Internal to this layer is a somewhat denser structure, which is

in contact with the clots found in the vessel, and to which they are

adherent. The exact nature of this layer is, from such sections as

it has been possible to obtain, not evident. The lumen of the vessel

is occupied by clots of different dates, though all seem to be ante-

mortem. On the side on which the thickening of the vessel is

greatest the clots are older and seem firmly adherent to the wall of

the vessel, and they are evidently of considerable age—most of

the red corpuscles are granular masses, not to be recognised but

for the pigment they contain and by their position in the vessel

;

others have kept sufficient of their outline to be still recognisable.

At the edge of the old adherent clot, which is remote from the

wall of the vessel, the clot is not homogeneous, but becomes broken

np and rugged, and surrounded by clot of newer formation which

completely occludes the vessel. These newer clots are, however, not

quite of the same date, for at one part they evidently consist of

corpuscles which are nearly in their normal state ; while at other

spots the corpuscles, if recognisable at all, are granular, and in yet

other parts they are decomposed into obscure-looking masses, which
are stained by logwood ; but, nevertheless, healthy corpuscles

occupy tracts throughout its substance, and are so mixed up with

masses which have become altered, and which are capable of beino-

stained, that it is difficult to suppose that circulation could have

continued up to the time of death through this vessel, unless it
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was maintained in some degree by the new vessels channelled out

in the new growth which have been already alluded to.

February Gth, 1877.

8. On syphilitic disease of cerebral artery.

By A. Davidson, M.D.

(Communicated by Dr. Douglas Powell.)

A SEAMAN, a)t. 34, came under my care some years ago in the

Liverpool Northern Hospital. He had suffered from chancre

and bubo seven years previously. Three years after he suffered

from sore throat and an eruption on the face and legs, and occa-

sionally from pains in the bones.

On admission he was found to have numerous ecthymatous

Sores on the legs, but his chief complaint was of intense headache,

which at night was so severe that he could not sleep, and he fre-

quently cried out with the pain. He was treated with large doses

of the iodide of potassium, but without much relief. About three

weeks after admission he was suddenly attacked with partial loss of

power in the left arm and leg, which continued. About a fortnight

later, the right third nerve became gradually involved. A week

later he became comatose and died. The pain continued to the

last, and was principally felt in the right occipital region.

Fost mortem.—A small haemorrhage was found in the right crus

cerebri. There was no other lesion of the brain or its membranes
;

but the arteries at the base of the brain were much thicker and

firmer than normal. Sections were made of these arteries, one of

which is the specimen now exhibited.

The section (PL XVI, figs. 1 and 2) shows first (a) a cellular

growth in the adventitia, and secondly (c, d) a partly organised

fibrous growth lining the interior of the vessel.

(1.) The growth in the adventitia has the well-known characters

of an ordinary syphilitic growth, being composed of crowds of round

cells. It is not uniformly distributed around the artery, but is

more abundant, and projects more on one side iu most of the

sections. If we suppose this to be the first change in the vessel

there would, of course, result some compression of the artery or

obstacle to its expansion, which would materially interfere with the





DESCRIPTION OF PLATE XVI.

Figs. 1 and 2 illustrate Dr. Davidson's Case of Syphilitic Disease

of Cerebral Artery. (Page 300.) From drawings by himself.

Fio. 1. Section of cerebral artery, magnified 60 diameters.

FiQ. 2. Portion of ditto at line d, magnified 250 diameters.

A. Syphilitic deposit in adventitia of vessel.

B. Wavy line of internal coat of vessel.

C. Organised tissue (thrombosis ?).

D. Layer of more recent cellular deposit, the inner layer consisting of

more loosely adhering leucocytes.

E. Lumen of vessel with some coagulated blood in the specimen.

Fig. 3 illustrates Dr. Gowers' Case of Syphilitic Disease of the

Middle Cerebral Artery. (Page 286.) From drawing of transverse

section by himself.

a. Remains of cavity of vessel.

h. Connective tissue of outer coat.

c,c. Cavity left by shrinkage, and probably marking the position of the

elastic lamina.

d. Extension of growth through elastic lamina.

e. Mass of growth projecting into lumen of vessel, probably due to the

extension of the growth into a thrombus.

/. Commencing caseation of new growth, x 27.
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circulation of llu* blood tlir()iiL!;li the vessel. Its state would be

siniihir to that of an aihry which had bceu j)artially tied. A parietal

thrombus would form and become orp;aiiised in the usual way.

(2.) The <;rowlh in the interior of tlie vessel I consider to be a

partially organised parietal thrombus, and not the product of a

syphilitic inilammation of the internal coat of the artery, as lleubner

says. The specimen shows the wavy line of the intima (b) in its

natural condition, having the new growth in immediate contact.

Dillerent layers can be distinguished in this new growth : the outer

one (c) organised into fibrous tissue with abundant nuclei, and even

containing a few minute vessels. Within this the structure is less

fibrous and more abundantly cellular (d), while quite on the inner

margin are closely-packed irregular cells, evidently leucocytes,

adhering more or less firmly to the walls of the channel. I would

refer to Billroth's drawing of a thrombus ten days after deligation

of an artery ; the appearances of the histological structure of which

are nearly identical with the outer layer in my specimen (Billroth's

* Surg. Pathol.,' American transl., p. 102, fig. 25).

The disturbances in the cerebral circulation produced by such a

condition of the arteries of the brain would, I think, account for the

intense headache from which the patient suff'ered.

February GtJi^ 1877.

9. Drawings illustrative of syphilitic disease of the viscera.

By Dr. F. C. Tuener for Dr. Sutton.

ITwo drawings from a case of syphilitic disease of the brain,

• showing the base of the organ, and a horizontal section laying

open the lateral ventricles seen from above. The following is the

account of the case and of the appearances seen

:

Syphilitic disease of the brain, a gummous mass extending from

the inner surface of the frontal bone involving the dura mater, pia

mater, and convolutions ; thickening of the right optic nerve, the

left third nerve, and the right sixth nerve.

Jessie C— , a}t. 28, w^as admitted into the London Hospital, under

the care o£ Dr. 5-amskill, on May 2nd, 1876, and died June- lltb.

She stated that she had had good health up to the time of her

marriage, ten years before. Six months after her marriage she had
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a sore throat and lumps in the neck, but no rash or sores on her skin.

She had never been well since this time. She had been troubled with

sore throat and headache, with general weakness. Three years

before her admission a swelliug came over her nose, which broke

and discharged a piece of bone. Six months before admission,

according to her own account, she began to suffer from pain in the

legs and great weakness, so that she was unable to stand, and from

distracting headaches which prevented her from sleeping. Four

months before admission " she went out of her mind." She had no

recollection of what happened during three of these months. About

a month before her admission she awoke one night with a strange

feeling, and with her face drawn to the right side ; she then became

unconscious and had a " fit." Fits occurred frequently from this

time, about three in the twenty-four hours, sometimes preceded by a

trembling sensation and a drawing of the face to the right. The

violent headaches continued, and she vomited frequently without

any assignable cause. She stated that she had had no fits for a

fortnight before she was admitted, during which time she had been

attending as an out-patient for a sore throat. On the day of

admission she observed the sight of the left eye to be failing, and

m the evening the sight of the eye was almost lost. The sight of

the right eye was also said to be failing. At this time ophthalmo-

scopic examination revealed nothing abnormal in the optic discs.

According to her husband's account, she had been observed to be

vacant for twelve months, and her memory had been failing for some

time, and she had complained of her sight getting weak for a

fortnight.

In the ward she had frequent fits, which were observed to be

preceded by the appearance of a purple patch on the forehead, and

by drawing olthe face to the left and loss of speech.

May 7th.—It was noted that the edges of the optic discs were

blurred.

May 15th.—There was partial ptosis of the left side, with paralysis

of the ocular muscles supplied by the third nerve on that side, the

pupil also being dilated and insensitive. It was further noted that

the edge of the left optic disc was more blurred than that of the

right disc.

May 27th.—The external rectus of the right ^e was observed

to be weak.

The fits became more frequent, and as many as twenty occurred

I





DESCRIPTION OF PLATE XVII.

The drawings in this plate illustrate Drs. Turner and Sutton's

paper on Syphilitic Disease of the Viscera. (Page 301.)

A and B are taken from diseased portions of the centrum magnum ovale and

of the base of the brain respectively.

A shows—1. A gummous mass at the apex of the left frontal lobes, surrounded

by fibroid material, gluing the membranes together, thickening them, and in-

vading the grey matter of the convolution subjacent. 2. This convolution very

much congested and invaded by a piukish-grey substance, and with its outline

lost (syphilitic cerebritis).

B. A similar change in a convolution of the right hemisphere, without any

superimposed gummous mass in the membranes.

C shows the left optic nerve in front of the commissures greatly thickened

by a greyish substance, which has surrounded and invaded the nerve sheath and

tissue. The left third nerve is shown similarly surrounded and invaded ; enlarged

to twice its normal size. The right sixth nerve was also much and similarly

thickened.

D shows the condition of the aorta in a case of congenital syphilis in a boy.

It represents the first part of the aorta laid open, showing two prominent,

slightly nodulated, strikingly white patches on its inner surface.

I
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diirinp; tlio Inst twenty-four lioiira of hvv life, during wliich tinio

she was completely uncoiisciouH.

It was especially observed in this case that the convulsive move-

ments durinn; the fit extended in a particular order. Commencing

on the left side of the face, they extended to the left hand and arm,

tluMi to the left leg, then to the right leg and arm, and lastly, to tlio

right side of the face. The spasmodic movement ceased in the same

order, the right side of the face being the last part to cease moving.

The autopsy made by Dr. Sutton revealed the following appear-

ances :

The convolutions of the brain seemed sunken as though atrophied.

There was a node on the left parietal bone, consisting of thickened

periosteum and very hard osseous substance. On the summit of the

left hemisphere, and over its apex, the dura mater was firmly

adherent to the bone, and thickened considerably by some " wash-

leather " looking substance in it. This gummous substance was

surrounded by fibroid material, which had invaded the pia mater,

and the whole was united with the brain substance. The outline of

the convolution to which the gummous substance was adherent was

lost, a greyish-pink substance spreading through the convolution and

destroying its outline. The convolution, for the distance of about

an inch, was very hyperremic, and infiltrated with this material.

A similar change, in a minor degree, was seen in a convolution in

the middle lobe of the right hemisphere (see PI. XVII, drawing A).

The left optic nerve, in front of the commissure, was surrounded

and invaded by a grey substance, by which it was greatly thickened.

The left third nerve and the right sixth nerve were much thickened

by a pinkish-grey substance ; the former was more than twice the size

of its fellow (see drawing C). The rest of the brain showed no

marked changes. The outline ofone optic disc (the left) was lost, its

appearance being very strikingly diff'erent from the defined outline of

the other. The liver was puckered, especially on its under surface,

the capsule being thickened at the points of depression ; fibroid tracts

extended from these into the substance of the liver, and many of

them contained minute gummatous nodules ; in one part a larger

gummous mass was seen. The other viscera presented no syphilitic

changes.

2. Dr. Sutton showed drawings representing the aorta, the lungs,

and one testis, from a case of congenital syphilis.

The patient, a boy from 12 to 14 years of age, was in the London
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Hospital under the care of Dr. Sutton. He had well-marked

physical signs indicating pressure upon the left bronchus, and also

signs of consolidation of the left lung. He was pale and stunted in

growth, and had the characteristic teeth described by Mr. Hutchin-

son, by whom he was seen in the ward, and recognised as presenting

well-marked signs of constitutional syphilis. He had also the

correlated prominent forehead.

A drawing was exhibited representing the back view of the

thoracic viscera, and showing a mass of enlarged glands in the

posterior mediastinum compressing the left bronchus ; also a draw-

ing showing a section of the left lung. The yellowish-grey, solid

substance was evidently the product of a broncho-pneumonia ;
but

it presented no features distinctive of syphilitic changes. A third

drawing was exhibited showing the interior of the aorta, with two

defined and elevated patches of disease (PI. XVII, D). These were

especially characterised by the strikingly white appearance of their

surfaces, and by the slight nodular elevations they presented. The

sharply-defined, irregularly crescentic margin of the larger patch was

very noticeable, and also the fact that the disease was limited to these

two spots, and that there were none of the ordinary appearances of

atheroma to be seen in the vessel. These white patches, therefore,

from their peculiar appearance, form, and arrangement, and from their

association with other syphilitic changes, were regarded as the

products of syphilis.

A drawing showing the characteristic syphilitic changes in the

testes of this patient was also exhibited to the Society.

3. Dr. Sutton showed a drawing of the section of the lung from

a case of syphilitic disease of the larynx.

The drawing represents the appearances seen in one lung of a

patient who was in Guy's Hospital with syphilitic disease of the

larynx about the year 1866. The laryngeal symptoms were very

severe, and tracheotomy was performed by Mr. Durham. After

this the condition of the patient improved, all laryngeal symptoms

subsiding, and the patient seemed to be convalescent, and had left

her bed, when acute pulmonary symptoms set in. There were the

physical signs usually present where there is a large pleuritic eflTusion

on the left side, and it was Dr. Gull's impression that such was the

condition.

At the autopsy it was found that the laryngeal ulcer had com-

pletely healed, and the acute development of the pulmonary aflfec-
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tion could not, therefore, be attributed to laryngeal irritation. Tiie

left lung was consolidated, and the bronchial tubes plugged by

fibrinous masses ; it was softer than normal, and sank in water, as in

ordinary pneumonia, but it had, on section, the greenish-grey colour

shown in tho drawing, which, according to Dr. Sutton's experience,

is characteristic of syphilitic pneumonia, lie is led to state this

from having observed this peculiar appearance in association with

syphilitic changes in other cases.

4. Three drawings of syphilitic disease of the liver were also

exhibited, with the view of showing, (1) that the liver may contain

very small gummata surrounded by a large quantity of fibroid

material, the organ having its surface greatly puckered and nodu-

lated, and being much contracted, such changes being commonly

attended with ascites; (2) that the liver may contain several largo

gummata, with comparatively little fiibroid tissue around them, the

organ being larger than normal, having its surface but slightly

fissured, and having little tendency to induce ascites.

The last drawing exhibited was one of a kidney with a gummous

mass close to its surface. The cortical tissue was much swollen and

deeply congested, and studded with numerous minute grey masses,

seemingly the product of recent acute nephritis.

February 20th, 1877.

10. On sijphiloina of brain with general remarks on syphilis of

the nervous system.

By JoNATUAN Hutchinson.

IEEALLT feel, Mr. President, after the extremely interesting

contributions to our knowledge of the minute pathology of

visceral syphilis which these meetings have elicited from Dr. G-reen-

field, Dr. Gowcrs, Dr. Barlow, and others, some diffidence in

bringing forward my cases. I have had but little opportunity of

pursuing pathological anatomy, and what I shall have to say will

chiefly concern clinical observations unsupported by post-mortevi

examinations. A great many cases of visceral syphilis have in a

more or less fragmentary way come under my observation ; but

20
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although I have, whenever I could, followed them up, yet I have

had surprisingly few opportunities for making necropsies. Most of

the patients have, indeed, persisted in getting well. In point of

fact, the only morbid specimen that I have to show was obtained in

consequence of u mistake in the diagnowis. I am very sorry to say

that, during the life of the lady whose brain is before us, I did not

suspect that she was the subject of syphilis. If I had, I do not in

the least believe that I should have been able to produce the

specimen this evening. The particulars of the case are briefly

these. I saw the lady only twice, with a three years' interval, and

the last time three months before her death. Her family medical

attendant had her under observation the whole time, and it was

through his exertion that we procured the post-mortem examination.

He knew of no reason to suspect her of being syphilitic, and he had

attended her two children, who were quite healthy. When
Mrs. A— was first brought to me in 1867, she complained of a most

severe headache and of dimness of sight. She alleged that her

mother and sister had suffered from a similar kind of headache.

She was irritable almost to the extent of insanity ; and, light being

annoying to her, she would scarcely let me look at her eyes. I

suspected a tumour in the brain. Three years later I saw her at

her own house. She had in the interval been better and worse,

but her sufferings from headache had often been most intense. Her
friends suspected her of exaggeration, asserting that she sometimes

seemed to get well very suddenly, and would now seem almost

blind, and in a few hours be able to read well. The diagnosis was

still "tumour" ; and, although we gave some iodide, it was not pushed

with that vigour which a correct diagnosis w^ould have produced.

At the necropsy, three months after the second consultation, the

skull was found very thick and hard, its dura mater adherent in

patches, and in the pia mater, indenting the convolutions, which also

were implicated, were a number of dense pinkish-white lumps. These

were very evidently syphilitic gummata. We now made further

inquiries, and it came out that this lady, although now well married,

had been kept by her husband for some years before he married

her, and had, to his knowledge, occupied a similar position in

another establishment before that. Still, no one knew^ that she had

had syphilis, and we had to depend upon the character of the osteo-

meningeal disease for our diagnosis. Subsequently, however,

another link of evidence was obtained. Three years after her death,
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her second daughter was under my caro for a prolonged and nevere

attack of symmetrical keratitis. Neither this girl nor her elder

sister presented any definite indications of taint ; the keratitis was?

however, well marked and conclusive. Thus, the motlier's brain

and tiic daugliter's eyes aflbrded mutual liglit on the diagnosis in

each. AVithout the one, it might have been disputed whether

these lumps of deposit were really syphilitic ; and, without the

other, it might have been plausibly asserted that here at length we
had an instance of interstitial keratitis without any reason to believe

in its syphilitic origin.

In connection with this specimen of meningeal gumma, I may be

allowed to remark that it is surely time that practitioners should

avail themselves of the labours of pathologists, and attempt some

distinction between the different forms of what is often called so

vaguely " cerebral syphilis." Before I proceed further let me here

acknowledge my great indebtedness in this matter to my friend and

colleague Dr. Hughlings Jackson. The occlusion of an artery and

subsequent softening of brain-substance is one thing ; a gumma of

the dura mater is another. They are different in their symptoms,

course, and progress under specific treatment. If a man be hemi-

plegic from softening of the corpus striatum consequent on arterial

occlusion, there is but little hope that he will recover, however

vigorously the iodide may be pushed. It may prevent further

arterial disease, but cannot repair the brain. In cases of gumma,

the hopefulness of treatment is, on the other hand, indefinite, and

the triumphs of the remedy are matters of everyday experience. In

many cases, too, the differential diagnosis can be made with fair

accuracy. If we say that we recognise three forms of syphilitic

cerebral disease—one in which the symptoms result from arterial

occlusion, one from the irritation of gummata, and one from peri-

osteal thickening—we may, I think, assume that sudden attacks of

giddiness or paralysis denote the one, that the second has all the

symptoms common to cases of tumour, and that severe pain and

headache usually go with the last. To each of the three conditions,

a whole group of special symptoms might easily be assigned. We
are surely advanced past the stage when it was juf^tifiable to mention

all the symptoms which occur severally in each, as if all were to be

expected in the condition known as " cerebral syphilis." No doubt,

in some cases, all these lesions are present together, and in many
two of them ; but this ought not to prevent us from trying to dis-
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criminate when, as is the case iu most iustances, discrimination is

practicable. I am not sure that we shall not be obliged, as know-

ledge advances, to admit yet a fourth group of cases, one iu which

the symptoms are those rather of progressive and slow atrophy than

of new growth or inflammation. I suspect that there are such

cases, and that they are far less amenable to treatment than any of

the others.

It is of much interest to make a comparison between the patho-

logical consequences of syphilis as observed in the coats of the eye.

and those which occur in the brain and its membranes. Now, we

certainly have two forms of choroiditis. In one—as illustrated by

the sketch which I now exhibit—small separate gummatn, each a

distinct swelling, form in various parts of the fundus and go through

definite changes. After they have, under treatment, been absorbed,

there is not usually any tendency to relapse or to recurrence.

They are, for the most part, easily influenced by treatment. But

there is another form which occurs both in the acquired and iu the

inherited disease which is not easily cured, and which, on the con-

trary, shows a tendency to slow and steady progress. In it we

rarely witness any proof of deposit or of inflammation, but atrophy

of the choroid and retina ensues with pigmentation, and frequently

with involvement of large areas. This form occurs at periods long

distant from tlie primary disease, as a late tertiary. If it follows

inherited disease, it usually happens after the keratitis has got

well, and it proceeds, according to my experience, in spite of treat-

ment, until sight is almost destroyed. It sometimes very closely

simulates the appearances produced by retinitis pigmentosa, and has

also a clinical history as regards rate of progress not very unlike it.

The syphilitic malady may be distinguished from the true retinitis

pigmentosa, I think, by certain differences : its imperfect symmetry

constant implication of the choroid, more or less, &c. ; but it would

be tedious for me at present to go into this question in detail. (The

conditions referred to were illustrated by a number of ophthal-

moscopic drawings.) My chief reason for referring to these two

varieties of choroiditis is to suggest that there may be parallels in

the case of the pia mater and cerebro- spinal centres. It certainly

fits with my experience in practice that there are cases of obscure

nerve- disorder in the subjects of syphilis unattended by any of the

violent accidents, pain, convulsions, sudden attacks of paralysis,

&c., w^hich usually accompany gumma and arterial disease, and which
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are far less easily benefited by treatment. In these, the symptoms

—progress in paralysis for tlio most part—arc slowly and quietly

developed, and they continue, in npito of the iodide of potassium

and of mercury, steadily to progress. Sometimes it is the spine which

is implicated, sometimes the cranial nerves. There is often great

dilHculty, notwithstanding the known history of syphilis, in deciding

whetlier or not the disease is really syphilitic.

I have been familiar for some time with a group of cases in which

the curious condition of immobility of the eyes is apt to occur, all

their motor muscles becoming paralysed. The levator palpebral

usually escapes. These cases arc not attended at first by any of

the symptoms of severe cerebral disease. They do not begin

suddenly, but progress slowly, and in some cases, at least, they are

not much helped by treatment, I have seen, I think, about half a

dozen such, and in all [there was a remote history of syphilis. In

only one have I been able to obtain a necropsy, and in that the

brain has not been sufficiently examined to permit me to report as

to its state. Usually one eye is affected at first, but later on both

will suffer, and both become absolutely fixed.

Dr. Barlow, at our last meeting, produced a living specimen of

the spleen which is not uncommon in syphilitic infants, and he told

us, what is, I believe, supported by general observation, that this

splenic swelling may wholly disappear, and leave nothing which can

be recognised cither during life or at the post-mortem examination.

I wish to support his statement on this point, and to extend the

observation to the liver also. In several cases I have witnessed^

in young persons the subjects of inherited taint, great enlargement

of the liver, which has subsequently wholly disappeared. It is

difficult to believe that there is any kind of gumma-growth in such

cases, and we are obliged rather to fall back upon the hypothesis of

mere vascular turgescence. This turgescence may possibly in its

turn be due to some disease in the nervous system. I well recollect

a lad whose case illustrated what I am saying. He had on more

than one occasion such enlargement of the liver that it hung below

his navel, and was easily visible as a swelling when he lay on his

back in bed. I had him under observation for many years. He had

nodes on almost all his long bonen, and his mother and several of

his brothers and sisters had suftered most severely from syphilisis.

At length he died. At the necropsy, which was made by my
colleague Dr. Sutton, the liver was found natural, and, excepting
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Bome patches of alight thickening of capsule, showed no changes.

I might just add, in reference to this case, that the lad died of

albuminuria, and that his kidneys were in a state of advanced

disease (contracting). Dr. Sutton did not consider their state in

any way directly connected with syphilis, and he commented on

the absence of hypertrophy of the heart as a special feature in the

case. It occurred to me to suspect that their disease might possibly

have been induced by the very prolonged use of iodide of potas-

sium. This is, however, mere conjecture. It seems clear, however,

that among the unexpected incidents of constitutional syphilis we

meet occasionally with general tumefaction of such viscera as the

spleen and liver, independent for the most part of the conditions of

new growth which we recognise as specific, and that such enlarge-

ments are capable of spontaneous resolution. Let me just add that

a parallel condition of temporary great enlargement of the liver is

sometimes encountered in cases of xanthelasma without any

syphilitic history.

I have here drawings which illustrate the common conditions of

gumma in the liver, but I will not intrude upon the time of the Society

further than just to hand them round. One of them, showing a

cicatrix, is valuable because it came from a case of inherited disease.

Its subject was a lad who had characteristic teeth and physiognomy,

and who had also a large gumma in one testis and disease of the coats

of his aorta. The necropsy was made by Dr. Sutton, and I believe that

Dr. Turner will subsequently show (for Dr. Sutton) a drawing of the

artery. Arterial disease in inherited syphilis is probably very rare.

I should like to ask the attention of surgeons and pathologists

to the question of affections of the Veins and of the Lympliatic trunks

in late constitutional syphilis. But few cases of syphilitic

phlebitis have, I believe, as yet been recorded
;

yet probably most

surgeons are familiar with the fact that inflammations around

varices (and even about healthy veins) are not unfrequent in the

subjects of syphilis. I think also that I have seen several cases in

which the thrombosis and phlebitis were attended by other condi-

tions sufficiently peculiar to justify a belief that they were of specific

orit^in. In some, there has been great excess of inflammation, a

larf^e hard mass forming in the cellular tissue and threatening to

slough, much as subcutaneous gummata often do. These cases are

much benefited by the iodide of potassium, so far as prevention of

sloughing is concerned, but the thrombotic plugging remains. I
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am not awaro that any spocimeus have been produced showing

syphilitic disease of the cerebral veins.

As regards the lymphatic trunks^ I believe that they are liable to

disease just as the arteries are, and that it results in similar

conditions of plugging and its consequences. In a clinical lecture

published some months ago I detailed several cases in which one

lower extremity became greatly swollen and remained for long in a

state of solid oedema, there being, in some, reason to believe that

the lymphatic trunks were inflamed, whilst in all there was a history

of syphilis. In one remarkable case, I had treated the gentleman

many years before for syphilitic paralysis of the fifth nerve. In

him, a large network of cord-like lymphatic trunks could be felt

over the lower part of his abdomen, one thigh being greatly

swollen. There was no gland disease—and I am not speaking now

of affections of the glands, but of the trunks. It would be very

interesting, should opportunity for microscopic examination occur,

to ascertain how far in this condition the changes in the walls of

the lymphatics are similar to those seen in the arteries.

Lastly, before I sit down, may I be allowed to suggest that there

is one part of the nervous system which has hitherto been much

overlooked in reference to its suftering from syphilis. I allude to

the vaso-motor ganglia. It is not improbable that certain vague

forms of nerve-disturbance occurring in syphilitic subjects—the

severe dyspepsia, for instance, which is sometimes so definitely

relieved by the iodide of potassium—may be due to disease of the

ganglia. It may, perhaps, be somewhat difficult in respect to many

of them, to determine what ought to be the group of symptoms

which their disorganisation would be likely to produce. I have

begun with the first, the least, and the easiest of investigation—the

lenticular. The nerve-filaments proceeding from this little ganglion

supply motor force to three different structures, and I make bold to

believe that when these three structures are wholly paralysed,

without implication of any other, the disease can be nowhere else

than in the ganglion itself. I further assert that such cases are met

with in practice, and that in my experience their subjects are

almost always those who have suffered from syphilis. The three

motor functions referred to are dilatation of the pupil, contraction

of the pupil, and accommodation. If the pupil, without being

either dilated or contracted, be absolutely motionless, and if there

be absolute cycloplegia (or paralysis of the ciliary muscle) and if
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with these conditions there be no defect of the orbital muriclea, then

1 think the disease must bo destruction (temporary or permanent)

of the ciliary ganglion. I have seen a series of such cases, and

although I am sorry to say—no, not exactly sorry, that is not quite the

right word—that I have as yet had no opportunity for post-mortem

dissection, yet so closely have they resembled each other that tho

diagnosis is, I think, fully justified. In most one eye has been

aftected in the first instance, and the other has followed after an

interval. Some have been benefited by treatment, and others not

so. It will be very interesting in the future to try if we can make

a plausible guess at the diagnosis of similar disease in any of the

other ganglia. February 6th, 1877.

Mr. Hutchinson, in reply to some remarks from other members,

said that there appeared to be some misconception as to his

views, but that he thought that Dr. Goodhart's facts (see next

report) supported them. lie held that during the secondary period

not only some, but all the tissues of the body were more or less

affected and that changes then occurred which rendered them liable

to become the sites of tertiary growths. The latter might be

symmetrical or not,' but if they were so it was by a sort of accident,

since usually some evoking cause was requisite to tlieir production.

In the secondary stage there is a definite and strong tendency to

symmetry while it is absent in the tertiary stage. The tertiary

gumma does not prove blood disease. If it were there, there would

be a tendency to symmetrical symptoms. He wished to make

a remark with respect to the lung and the testis. Dr. Goodhart

had not produced any proof, as far as the speaker could see, that

those diseases of the lung occurred in what would mostly be called

the tertiary period. It was a question of date. But Mr. Hutchin-

son's argument would be that there was a tendency to disease of all

parts during the second stage, the lungs amongst others. He would

want to know the distance of time between the primary disease and

the death of the patient, before he was prepared to admit that Dr.

Goodhart's cases of double lung-disease were examples of symme-

trical tertiary deposit. He would also be glad if anyone could give

any information as to whether anything analogous to phagedaena

occurred in the lung. Everybody knew how common it was in

everything syphilitic, and how rare in any other forms of inflam-

mation. As to the period in which the testis was affected, he had
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rarely seen a pationt with a gumma in his testis in a late tertiary

period. About half iho cases were Rymmetrical and lialt' non-

symmetrical, lie thouglit it stood about mid-way between the

disnppcarnueo of what were commonly accounted as secondary

symptoms, and those counted as tertiary. It was certainly not

usually a late tertiary symptom. February 20th, 1877.

11. Phthisis offibroid form. History of syphilis.

By J. F. GooDHAiiT, M,D.

CASE 1.—Sophia II— , set. 19, was admitted on October 29th, 1873,

under Dr. Pavy. Her father and mother died of phthisis at

forty-nine and fifty. She was well till four years ago, when she

attended as an out-patient for horseshoe-shaped ulcers on both legs,

and since that time she has had sore throat and a rash, the latter

leaving her skin as if it were dirty when it subsided. She has also

had much nocturnal pain both in her head and limbs. For three

years she has had a cough, which came on suddenly, with pain in

both sides, after a severe cold.

On admission she is described as being anaemic, dull looking,

and somewhat emaciated
; the teeth good ; voice husky ; sputa

considerable. The chest fairly well formed and expanding well.

The right chest was dull below the clavicle, and a cracked-pot sound

was elicited. The respiration was bronchial. She had much diar-

rhoea and sickness, and died gradually exhausted.

The post mortem showed pigmented scars on both the legs, mostly

on the inner aspect, but not confined to that region.

The right pleura had a localised collection of pus at its front

part, and the left was aff*ected by general recent pleurisy.

The right lung was solid, with a large cavity at its apex and

several smaller ones elsewhere. The upper part greyish and tough,

the lower more red, with a smooth section, and as if partially

hepatised. It sank in water. Evidently much recent inflammation

existed with that of older date. The lower part of the lung was

soft.

On the left side the disease was more recent. It was irregularly
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distributed throughout the lung, rather avoiding the apex. To

superficial examination the disease appeared scattered about in

tubercular patches, but a more careful look showed that it ran about

in sinuoua lines, as if mapping out the various lobules. In colour

they were grey and pellucid looking.

Slight ulceration of the epiglottis.

Douglas's pouch thickly covered with small grey granulations.

All the other viscera were healthy, and none of them showed any

lardaceous change.

Case 2. Syphilitic stricture of the rectum ; perforation ; fihroid

lungs ; morbus Brightii.—Sarah G— , a)t. 27, was admitted under

Mr. Durham, March 11th, 1874. Her mother died when the child

was four years old of phthisis. She was a married woman with one

child eleven years old. Ten years before she had had spots on her

body, and pains in her legs, arms, and head. She has also lost her

hair, and eighteen months since had severe inflammation in the

right eye. The motions had been very narrow, and for two months

she had passed wind per vaginam. Her legs and arms were covered

with coppery stains and a tubercular syphilide. The right cornea

and iris were dim, and she had evidently had some severe inflamma-

tion in it.

My colleague, Dr. Hilton Fagge, made the inspection. He notes

that there was fibroid disease of the base of each lung, in the form

of white bands, cutting off" islets of the pulmonary tissue from one

another. This condition was confined to the lower inch of each

lung. A single small cavity was noticed, the size of a nut, evidently

a dilated bronchial tube. The peritoneum contained pus, and the

rectum was extensively ulcerated and indurated. All the internal

genitalia were matted together.

Kidneys weighed 15 oz., mottled yellow, evidently aff'ected by an

advanced epithelial nephritis. Iodine gave only a doubtful reaction.

The liver and spleen were normal.

Case 3. Chronic interstitial pneumonia ; cavitation ; fihroid indu-

ration; ulceration of trachea; amyloid disease of the viscera.—James

g— ^ a>t. 23, was admitted into Philip ward, under Dr. Moxon, on

August 19th, 1874. He had had gonorrhoea two years and a half

before, and also a skin disease, which he called secondaries. Ten

weeks before his first admission in 1872, he had ulcerated legs.
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One sister died of coupjli. IFis parents arc lioaltliy. He had had a

winter cou^h for tlirco years, and had been both in Guy's and

Victoria Park Hospital for tliis before.

He was admitted with all the signs of extensive phthisis. His

chest was small, flattened on the riglit side, hollow under the

clavicle. Both lungs dull at the apices and expanding badly, the

right side worse than the left. Both liver and spleen were en-

larged. Urine lOl'i, albuminous. Temp. 100*4°. He became very

anasarcous, and died out in this way.

I made the post mortem. There was much dropsy. The lower

third of the legs was covered with a dirty-brown staining, and on

this, as a background, were numerous, rather more deeply stained,

oval and circular, slightly pitted cicatrices of ulcers, evidently of a

syphilitic nature. No scar of bubo or chancres.

The brain weighed 45 oz. It was normal.

The right lung was so firmly adherent to the chest wall that much
of it was left behind. It was much puckered up and shrunken.

The disease was limited to patches at the posterior part. It was
irregularly scattered through the lung, and all of a fibrous nature,

the intervening lung tissue being emphysematous, but otherwise

healthy. The apex was spared, the disease commencing about an
inch or so from it, and spreading down the back o£ the lung in

patches. About half the lung was thus spoilt. The vessels were
all contracted up into a tough mass ; small cavities formed in the

lung tissue round them.

The left lung was in a much earlier state. It also had a cavity

in it at the hinder part of the upper lobe. There were one or two
small grey nodules scattered round it, but they were very few, and
the walls of the cavity had nothing in it tubercular. At the poste-

rior and upper part of the lower lobe, separated by healthy tissue

from the region just described, was a mass of an inch and a half in

diameter, tough on section, and with a smooth dull surface, like,

though less granular than, a patch of acute pneumonia. It had no
distinct outline other than that given to it by its own contrast wdth
the spongy lung outside it. It was reddish, like pneumonia, but
very tough, and it had various dilated tubes running through it.

No signs of any softening process. The rest of the lung showed
small, puckered, fibrous patches, but no large extent of disease. Its

tissue was emphysematous. The pulmonary arteries were healthy,

except that one going to the lower lobe of the left lung was plugged
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by a soft, whitish-yellow clot of some date ante mortem. Its source

could not be fouud, but it was lodged on the fork of a vessel.

The trachea was generally red, with minute ecchymoses, and about

its middle, on the posterior wall, was superficial ulceration over

two thirds of a square inch ; all the other parts were healthy.

The aorta was atheromatous in wavy ridges. The intestines were

lardaceous, and in the coecum were a few small ulcers.

The liver weighed 142 oz. ; it was extremely lardaceous ; so also

the spleen and the kidneys. The liver was neither gummatous nor

cirrhotic. The kidneys weighed 10 oz. They were whitish yellow

and mottled. Testes healthy.

Microscopical examination of the lung showed a very large amount

of interstitial change, mostly in the form of large tracts extending

along the septa and spreading on each side into the lung tissue.

In this way the walls of the alveoli became much thickened by a

nuclear growth, which dilated them in some places and made them

most irregular in shape or crushed them in others into a mere

nothinf^. In some places nuclei similar to those outside appeared

within the vesicles and mixed with the large cells of catarrhal

pneumonia, which then seemed inclined to forget their type and

increase as small cells, not diftering much from the inflammatory

product outside, but that they were more angular and a little

larger. The extra-vesicular nuclear growth thus formed a mesh

round the vesicles, and by gradual contraction closed many up

altogether. Thus, a good dense fibrous tissue is formed. The

smaller bronchioles were very much thickened, but the arteries not

to any remarkable extent. They were often thickened as to their

external coat, and much so from being involved in the general

thickening with the bronchia, but the latter always showed much

the more thickening.

Case 4.—This case has already been published in the ' Trans-

actions,' in 1874. It was that of a woman, aet. 59, who died of

extensive haemoptysis within a few hours of her admission.

The lungs showed a puckering fibrous change, irregularly distri-

buted throughout them, with emphysema in between. Some of the

fibroid patches had a tendency to separate as sloughs.

The liver contained one well-marked gumma.

The other viscera were healthy.

A fifth case in which I made a ^ost mortem is published b^ Dr.
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Figs. 1, 2, and 3 illustrate Dr. Goodhart's observations on the

Fibroid Changes in the Lung in Old Syphilis. (Page 313.) From
drawings by himself.

Fig. 1 (Case 3). Section of fibroid lung near a thickened septum, showing

the intensification of the disease in the septum, and its invasion of the lung

tissue thence by creeping in between the alveoli and thickening their walls. Later

on the air-cells become crumpled together by the increasing growth, and then

disappear altogether from view. (1 in. obj.)

Fig. 2. Part of the same under ^ in. obj.

a, a. Dilated and distended alveoli.

Fig. 3. Section of a fibroid nodule in the lung from the same patient, the

bronchus and its containing septum cut transversely. The disease is seen spreading

into the adjacent lung, the alveolar walls of which are rather thickened, and the

alveolar cavities containing the products of a catarrhal pneumonia.

Fig. 4 illustrates Dr. Growers' specimen of Syphilitic Disease of

the Lung. (p. 330.)

a, a. Small-celled syphilitic growth.

b. Mixed growth and pneumonic products in centre of air-cells.

c. Commencing caseation of new growth.

d. Infiltration of alveolar walls.

e. Interior of a large bronchus with thickened walls, the inner portion

of which is plicated.

/. A thickened smaller bronchus, along which the growth is extending.

X 30.
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rye-Sniitb, under wliosc viivc llic patient was, in the, prcacnt volume

of the * Transactions ' (page 331).

Here, tlien, are four cases wliicli, with evidence of syphilis citlier

in tlie history or the chani^es in tlie viscera, showed disease in tlic

lung of a non-tubercular character. Tlie other viscera also showed

no tubercular change, if a few small ulcers in the coecum and

some granulations in Douglas's pouch be excepted.

The microscopical features of this disease were so similar in all

the cases tliat a common description will suffice. They all showed

great thickening of the bronchial septa (PI. XVIII, fig. 3), with

thickening of the coats of the vessel and bronchi, and dilatation o£

the latter. The fibrous septa were in places crowded with small

cells and nuclei, which grew into the lung tissue between the alveoli,

distending the walls of these spaces and thickening them con-

siderably (tigs. 1 and 2). The alveoli consequently became much
contracted and ultimately disappeared altogether from view, leaving

a fibro-nucleated tissue, containing good-sized vessels. In some

parts a degenerative change appeared to be going on from the

appearance of glassy swelling noticed in the central parts.

In one patch of more rapid cell growth the central cells were

softening dovvn into cavities without any previous formation of fibrous

tissue. I have been unable to make out in any one of these cases

any special afiection of the arteries. They are very much thick-

ened as to their outer coats, and to a corresponding extent, perhaps,

as to the inner also, but they do not appear to me to have thick-

ened out of proportion to the general thickening that has taken

place in the bronchial septa and around all the vessels and tissues

which they contain. I would, however, lay stress upon the extreme

vascularity of this new tissue, a point dwelt upon by Dr. Green-

field at the last meeting. Several of the specimens under the

microscope show this, and apart from the pathological interest it

possesses with reference to the life history of the gummatous tissue

I believe it to be of practical importance, as explaining the occur-

rence of haemoptysis. I have twdce seen fatal haemoptysis in fibroid

phthisis, and in neither case could the source of the haemorrhage be

found. In every other instance of fatal haemoptysis, save these two,

I have found an aneurysm or some open vessel. A careful search

was made in these two for a similar condition, and I do not think

it could have been missed had it been present ; and I believe the
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extreme vascularity of the bronchial tubes may explain the haemor-

rhage and the concealment of its wource. I have brought these

cases forward to strengthen the numerical proof, where proof is

still wanted, that syphilis is not uncommonly associated with and,

I believe, causes hbroid changes in the lung. They do not con-

stitute by any means all the material which I have collected on

this point (the details of other cases are given in an appendix

at the end of this paper) ; but not to take up the time of the

Society by any narration of cases, I will only say that in twenty

years the post-mortem records at Guy's Hospital furnish 189 cases

of visceral syphilis, and in 45 of that number the lung was dis-

eased. In 7, however, it appears to have been only with acute

pneumonia. So that the total of chronic lung disease amounts to

38. Some of these have been noted at the time of the inspection

as peculiar enough to warrant their being called syphilitic dis-

ease ; and Dr. Moxon has already published notes of some of them,

both in our ' Transactions '^ and in the ' Guy's Hospital Eeports,'

for 18G7. But most of them have been called phthisis. I have

gone carefully over the whole number, and find that they fall dis-

tinctly into two groups, in a manner for which, notwithstanding a

belief in the existence of syphilitic disease of the lung, I was not

quite prepared. The one group is that of fibroid disease. I see no

objection to the term fibroid phthisis ; it takes in twenty-six of the

thirty-eight cases or 68 per cent. The remaining twelve make up

the other group of ordinary tubercular phthisis, having nothing to

distinguish them except, perhaps, and I think this is remarkable,

their immunity from association with intestinal and laryngeal

lesions. In only one of them is the larynx noted to be diseased,

and in only three the intestine ; whereas, if I take the first hundred

cases of phthisis from my notes ofpost mortems, the larynx has been

aftected in 24 per cent, and the intestine in 40 per cent. The

twenty-six fibroid cases were not free from tubercle. In several

instances the lungs are said to have presented tubercular grains in

various parts. But while I do not wish to detract from such an

occurrence any of the weight which it may be thought to have

against the disease which was found along with it being essentially

syphilitic, yet, on the other hand, it must in justice be remarked

1 Vol. xxii. See, also, Dr. Baumber's article in ' Ziemmsen's Encyclop.,* and

Shepherd, " Lectures on the Natural History of Pulmonary Consumption," ' Brit.

Med. Journ.,' 1876.
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tliat llu' presence of Huch grains in llic lungs is no positive

evidence of their tubercular (as wo understand that term) nature.

And even it' they were tubercles they may quite possibly have

arisen in the chronic infhunmatory changes which resulted from tlio

syphilis ; and though tubercles were found in the lungs in six cases,

yet none of these were prominently tubercular, but, ou the other

hand, fibrous. Moreover, only three are noted as having ulcers in

the intestine. I exclude the larynx, as syphilis is the question

under discutssiou, though only a few had laryngeal ulceration. It

is possible that in one or two the intestine was not examined, but I

do not suppose it was so in many cases, though their condition is

not positively stated in several of the reports. With this large

proportion of cases of fibroid disease of all the cases of chronic

lung disease which occurred in syphilis, there can, I think, be

very little doubt that syphilis and fibrous change go together in

the lung as elsewhere.

"With reference to a criticism of Dr. "Wilson Fox, that fibroid

changes do not occur in the lungs of syphilitica in a larger propor-

tion of cases than in those aff'ected with ordinary tubercular

phthisis, I have to say that it is quite true that fibrous changes

are very common indeed in cases of old phthisis. It must be so : no one

doubts, that if any inflammation be sufficiently prolonged an excess

of fibrous tissue must be the result. But most of such cases are

prominently tubercular and have the ordinary distribution of tubercle

in the lungs. Had the cases which are now published in our ' Trans-

actions' had none other than the features of ordinary tubercle I

should have left them alone, but it seems, on the contrary, that

several succeeding demonstrators of morbid anatomy at Guy's, not

one, perhaps biassed, individual alone, have given special descriptions

to particular cases, and have frequently singled them out at the

heading of the report as cases of fibroid disease. It is only fair to

conclude from this that the cases were not ordinary cases of fibroid

changes with tubercles ; such are found almost daily, and would

receive merely such a description as would be required by usual or

common-place facts.

Now, with reference to the microscopical characters of this

fibroid disease, it, of course, becomes a question whether it is

anything specific, or only a form of inflammation, tubercular or

otherwise, modified by the syphilitic virus ? On this point there can,

I think, be very little hesitation in arriving at a decision. I can see
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no difference, in any of the specimens tliat I exhibit to-night, between

those as I suppose due to syphilis and the more chronic forms of

tubercular phthisis, chronic pneumonia, or miners' phthisis ; all of

these histologically are chiefly concerned with a nuclear growth in

the interstices of the lung. They are, indeed, but varying forms of

inflammation ; but unless we think to find a specific corpuscle in

syphilis the close similarity of the growths which occur in it to

those of other diseases was but to be expected, since the range of

variation in the arrangement of cells and tissue, and in the form of

cells is, so far as we know, most limited. I think, too, that this is

the case with regard to the disease of the arteries which has been

described by Heubner and so carefully worked out by Dr. Greenfield.

The specimens which were exhibited at the last meeting seemed to

me, with the exception of the two remarkable cases of Dr. Green-

field's, all to show thickening aud overgrowth in the outer coats of

the vessels as the earliest stage of syphilitic growth. There is

assuredly nothing syphilitic in such a process. The same thing

may be seen in many inflammatory conditions, both acute and

chronic, and though I have never seen anything like the cellular

growth depicted by Dr. Greenfield in the inner coat of the vessel,

yet in all chronic inflammations, oedema, &c., the inner coat thick-

ens with the others. Moreover, such a change in the coats of the

vessels as Dr. Greenfield describes, is by no means essential to

the production of gummata. In two cases of syphiloma of the

brain lately examined 1 have been unable to find anything like it.

The course of the vessels is crowded with small nuclei, but the inner

coat aflfection is absent in most of the diseased vessels. i\nd, lastly,

I fail quite to see in what the process difters histologically from the

endarteritis deformans which occurs in the larger vessels, and which

certainly occurs in many cases without syphilis. But having said

this much, I do not say that the changes are not characteristically

syphilitic ; I believe tliey are, but not from any histological defini-

tion. To go back to the lung, the changes I have described may

not be at all diff'erent histologically from tubercle or any other form

of growth, yet they are quite distinct to the eye. This fibroid

disease of the lungs is a disease which is prominently fibrous and

not tubercular ; it attacks the bases or root of the lung in great

part and not the apex ; it is associated in most cases with peculiar

jnickeringsof the pleura ; and it leads to gangrene and not to molecular

or cheesy changes. It differs from chronic pneumonia and that state
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of solidity which ensues after contraction of the lung from old

l)leiirisy, iu that it is generally less evenly spread over the lobe than

they ; it is nodular rather than diffuse, and it is symmetrical and

not unilateral; it differs from miners' ])hthiai8, in wanting the

extreme amount of tlilatation of the tubes and in possesaing more
solidity from greater cell-growth. Many of the patches of disease

look, it is true, not unlike red or grey hepatization, but they are

much more tough, generally less granular looking, and often some-

what translucent. These are the points which make me think that

there is a tibroid form of lung disease dependant upon syphilis,

and if so this is a point of importance with regard to treatment.

I have laid some stress upon my inability to distinguish between

syphilitic and other inflammatory new growths, because it seems to

me there is a tendency to tie down those who work with the micro-

scope to find definitions which do not exist, and certainly in the case

of syphilis much is lost by doing so. Syphilis depends for its

character so much upon its eruptive form, which I do not think the

microscope can show. Its range within our view is too limited. To
take one point, for example. Dr. Barlow brought forward a case of

enlarged spleen in congenital syphilis at the last meeting. This is a

condition b no means infrequent. I have seen several such. It has

been also said to occur in adults in secondary syphilis, and here, also,

I have seen it once or twice. But the point which interests me parti-

cularly is that it is occasionally associated with considerable enlarge-

ment of the liver, which subsides so rapidly under treatment that I

cannot conceive that the condition of the organ can be anything more
than that of some vascular disturbance and acute swelling, a condi-

tion, that is to say, which would correspond to some rash on the

skin. Then, to take another case ; one of the worst looking livers I

ever saw was from a man who died with a severe tubercular syphilide

on the skin. The liver was blotched all over in a remarkable way
and looked much diseased. But upon examination it showed so

little that, beyond dilatation of the vessels and some slight cirrhosis,

nothing more could be said about it. But lam not disposed to say

it was not diseased for all that, any more than one would say the

stomach or the skin were healthy because all traces of some rash or

injection present during life had disappeared after death.

This may be some explanation of the fact that none of the speci-

mens, which it was hoped a discussion on visceral syphilis would

produce, have been brought for exhibition. I'ew have seen any

21
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changes in the viscera early in the courwe of syphilis
; and this

though they have often been searched for, and whether the patients

examined have been the subjects of acquired or congenital syphilis.

There can, therefore, be very little doubt that the specimens which

have been exhibited are the exceptions and not the rule. I have

examined now five cases of congenital syphilis, and subjected the

various viscera to microscopic examination ; in only one has any

lesion been found. This experience accords with that of others.

With regard to the symmetry of syphilis, a point of some import-

ance in Mr. Hutchinson's argument last session, it may be asked

—

Is the disease really unsymmetrical, and, therefore, local, as Mr.

Hutchinson supposes ? What do the histologists say ? Their

opinion is of value on this point. These cases of fibroid lung do not

show any want of symmetry, for in nineteen cases the disease

attacked both lungs considerably. The majority of cases (38 to 24),

of syphilitic orchitis found in the deadhouse occur in both the testes,

and, I think, if one examines the various viscera plenty of evidence

will be found that when visceral syphilis occurs it is not usually quite

local. It is quite true that visible gummata are often single, but

that is easily explained. All observations go to show that late

syphilitic lesions are syphilised inflammation, with more or less of an

eruptive tendency. The earlier lesions are, I think, due to the

amount of materies morbi alone. It is as if in early syphilis the

material or the process was so intense that the various tissues were

at once excited to rebel, but later on, as some speaker expresses

it, the poison becomes thinned out, and it requires some local

deterioration of tissue, or perhaps intensification of the poison by

Increased vascularity, to call the effect of the disease into existence
;

and if this is so it is hardly likely that the local irritant will act

symmetrically, though the all-pervading habit of the tissues may be

ready to produce the gumma if it should.

Subjoined is a short abstract of nineteen other cases of chronic

lung disease in which the previous occurrence of syphilis was either

certain or highly probable. Some of them have been recorded

much more fully in the ' Guy's Hospital Eeports,' vol. xiii, by
Dr. Moxon.

Isabella R— , set. 44, was admitted under Mr. Bryant. She had
had laryngeal symptoms for eight years, and was admitted with

dyspnoea and loss of voice.
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Tho post mortem by Dr. Moxon is headed, "Old sypliilitic disease

of the larynx— (ICdcma glottidis—Chronic pneumonia and circum-

scribed gangrene—Slightly granular kidney."

The pleura soeiUH to have been comparatively healthy.

The right upper lobe had three cavities in it, with thin white

walls; no tubercle. There was also a firm imperfect conso-

lidation and semi-consolidation. In the upper lobe one spot was

now sullVring local death. At the upper and lower part were firm,

granulated, elastic consolidated lobules, remarkably white in colour,

and not exuding anything on section even when scraped (? specific).

The air-cells were filled with solid masses, which would not squeeze

out, nor could they be separated from the cell-wall by teazing.

They had the appearance of organising lymph. There was much
ulceration of the epiglottis, fauces, &c.

The intestine was not ulcerated. Superficial ulceration of vagina.

James H— , set. 41, under Mr. Hilton. The post mortem was

made by Dr. Moxon, and is headed, "Caries of the vertebrae

—

Pyajmia—Inflammation of the membranes of the brain—Chronic

serous inflammations—Deposits in the lungs and liver (? specific)."

Both pleura? were very adherent. The lungs generally crepitant

and rather dry, the surface contrasting with a few small lobular

abscess boundaries. The upper lobes free ; the lower lobes con-

taining small patches of grey hepatization rapidly running into

suppuration. Then there were spots of obsolete lung tissue

enclosed in a fibrous capsule, and two masses of white matter, like

potter's clay, which showed fibrillating material and cholesterine.

The intestine healthy ; no tubercle ; chronic peritonitis.

John r— , aet. 41.—Cirrhosis of the lung. Constitutional syphilis.

No history of syphilis noted in the report.

Pleurae : Over the upper lobe of the right lung the two layers

were adherent together, and half an inch thick. Over the left lung

there were irregular adhesions.

Right lung : Upper lobe a quarter normal size, impenetrably

hard. Iron-grey colour, with a slightly yellow mark here and there,

as of obsolete tubercles ; one small cavity at its lower part. The

lower lobe had septa of fine fibrous tissue traversing it, and it was

indurated, but there were several clusters of very fine tubercles.

The left lung was emphysematous, and with old scars at the

apices. The lung contained many small tubercles and fibrous bands,
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but was much less diseased than on the other side. The epiglottis

was thickened and eroded. A gumma in the liver. Intestine healthy.

Patrick M— , sdt. 45, under Dr. Wilks, a labourer, formerly a

soldier. He had been in India ; had had syphilis and ague, for the

former of which his penis was amputated. The autopsy showed

phthisis, with cirrhosis of the bases of the lungs, syphilitic hepatitis

and testes ; lardaceous kidneys ; urethral stricture.

The right pleura was very closely adherent, and the lung

inseparable. The left pleura was excessively adherent at the base,

free at the apex.

At the apex of the right lung w^as a cavity the size of a peach
;

around it was some induration, with well-marked miliary tubercle.

At the base the lung was pencilled out by very firm cicatricial

tissue, hard and well organised. A few tubercles were between the

apex cavity and the cirrhosed base.

The left upper lobe was tolerably healthy ; lower down there was

the same condition as in the lower lobe of the right lung. Both

were excessively adherent to the diaphragm.

There was tubercular ulceration of the larynx and intestine
;

lardaceous disease of the intestine; a gummatous liver and nodes

on the skull.

Thomas K— , set. 34, under Dr. Habershon. He had syphilis

thirteen years ago, with mercurial treatment and salivation. In

1864 he had abscesses on his forehead and dead bone came away.

He has never been well since. The report of the post mortem is

headed by Dr. Moxon, " Constitutional syphilis—Large amyloid liver

—Amyloid intestines—Phthisis with sloughing of the lung."

Eight pleura universally adherent, and its lower half much
thickened. The upper lobes were solid, in a state of hard white

hepatization, and contained a large two-recessed cavity with shreddy

lung in it. In the lower lobe were some tubercle-like masses, also

two masses, like beans, and of the size of horse beans. They were very

like syphilomata. The upper left lobe had two more of a like kind

and several groups of yellow tubercles.

The lower lobe was very small, excessively adherent, its fibrous

septa extremely thickened, the intermediate substance wasted, and

the whole lobe shrunk to a mere relic. Some cheesy masses, less well

defined than those in the other lung, were found posteriorly. A few

of the bronchi were dilated ; one small recent ulcer in larynx.
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No ulceration of intcstiue. Syphilitic testes.

Louisa M— , rot. 20, under Dr. ITabershon. A woman of loose

habits. She had had syphilis. Winter cough for the last four

years.

Thepost mortem is headed, "Chronic pneumonia—Gangrene of the

lung—Old laryn<i;eal disease—Tracheotomy—Syphilis."

Eecent pleurisy. No old adhesions. Both lungs considerably

diseased ; the right most so. The fibrous septa were increased

and thick. Part of each lung was solid and charged with nodules,

and one of these hard nodular parts was gangrenous.

The state of the intestine is not noted.

John C— , set. 37, under Dr. Wilks. He had had syphilis ten years

before with several attacks of sore throat and tibial nodes. He had

scars all over the face and limbs, evidently syphilitic.

Dr. Fagge made the post mortem. It is headed, " Chronic fibroid

disease of the lungs—Morbus Brightii—Lardaceous kidneys." The

pleursB were recently inflamed. The lower lobe of each lung was

dense, solid, and airless. The septa and fibrous matter round the

tubes much increased and especially marked in one lung. The

septa distinctly became increased from the surface inwards. At one

apex was a round cheesy mass enclosed in a cyst, with soft well-

defined walls. Both testes fibrous. Larynx and testes not

mentioned, and therefore probably healthy.

Ellen T— , aet. 23, under Dr. Habershon, for phthisis compli-

cated with syphilis. Lardaceous viscera. No history of syphilis.

She is never well, always had winter cough, and has been wasting

four or five months. She had a sore throat on admission, which is

described as a syphilitic throat.

Both lungs equally diseased, with many clusters of yellow tubercles

of quite an ordinary appearance, otherwise the lungs were in a

state of greyish-purple induration, like tuberculous pneumonia.

Left pleura adherent by, much firm tissue. There were a number of

circular scars about the legs, especially the left over the calf, and

two scars of old sores over femoral glands.

No ulceration of intestine noted, or of larynx either.

Oscar B— , set. 42, under Dr. "Wilks. He had a chancre when

25, at other times gonorrhoea three times. Seventeen years ago he

had a second chancre, followed eight months after by a skin eruption,
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sore throat, and loss of voice. lie has been hoarse ever since. He
has had cough since 1867. Both pleurie adherent universally.

Kight thick ; left very thick.

Rig^t lung had much clustered grey tubercle associated with

emphysema ; very little thickening of septa.

Left. Vomica at apex. The lung hardened by interlobular fibrous

tissue and consolidated by caseous pneumonia of very chronic form.

No tubercles in the upper lobe. The lower showed numerous

tubercles and thick fibrous septa.

Numerous intestinal and laryngeal ulcers. Testes syphilitic.

Martha C— , a)t. 25, under Mr. Birkett. Her history was shortly

that she was married, one healthy child four years old, one mis-

carriage. She had always enjoyed very good health and had never

had any kind of sore throat or skin eruption.

The post mortem by Dr. Moxon showed constitutional syphilis in

liver, bones, &c., chronic pneumonia, and circumscribed gangrene of

the lung. Both pleurse were adherent, but not toughly.

Lungs.—Right : universal induration ; the upper lobe especially

affected. The fibrous tissues augmented in all parts, but chiefly in

the upper lobe. There was also a generally distributed lobular

gangrene reaching the surface at two points in the right lung and

one in the left. This acute disease was following the course of the

small tubes.

The larynx was quite healthy, but the trachea was much
diseased ; the cartilages gone and sinuses running into the sur-

rounding tissue. These were all old, and there was in addition a

band across the trachea. The liver contained a well-marked gumma
spreading into the diaphragm, and three others elsewhere. The

uterus was distorted ; cicatrices present on the vulva, and a gumma
in the subcutaneous tisssue over the ensiform cartilage. The

intestines were healthy.

"William A— , set. 47, under the care of Dr. Owen Eees. He died

on the day of admission and no history of his case could be obtained.

Dr. Moxon made the post mortem. The case is headed, "Acute

and chronic pneumonia—Syphilitic laryngitis and syphilitic testis."

The right pleura was adherent at the apex by a thick hard patch.

The middle two thirds of this lung being in a state of grey hepatiza-

tion ; the rest in a state of red. The latter part was marked by very

thick interlobular septa. The fibrous induration was very marked
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to tho touch, tho lung resisting pressure. The small bronchi full of

lymph. Tho ]cft lung, lowardH tho ui)j)cr part, but not quite at the

apex, had a curious circumscribed patch of emphysema and fibroid

induration. The intestine waa in a state of acute catarrh. No
ulceration.

Michael C— set. 38. He had had syphilis fifteen years ago. Dr.

Fagge made the inspection. The case is headed, " Cirrhosis of the

lung, liver, and testis—Syphilis."

About the apex of the right lung the pleura was \ inch thick.

There were other old adhesions elsewhere, and at the base there was

very much thickening, most at one spot, where it was ^ inch thick,

thinning off from thence.

The upper and middle lobe of the right lung were filled with

tubercle, the lower lobe in an advanced state of cirrhosis. In the left

lung the fibrous tissue was rather in excess. The intestine is not

noted, so that it was probably healthy.

A man, sat. ?, under Dr. Pavy's care for fibroid disease of the

lungs, acute pleurisy and pneumonia. He had scars about the

scalp and body generally, which left no doubt of his having been

aft'ected with syphilis. He had had gonorrhoea several times.

The base of the right lung was hard, dense, and massive, inter-

sected with numerous band of white fibrous tissue, with much
fibrous tissue round the vessels and bronchia, which appeared unduly

numerous. The left lung presented similar changes towards its upper

part, but less in degree, and in both lungs were numerous stellate

puckerings, with radiating blood-vessels and opacities of the pleura

over them. The left lung was also in a state of acute pneumonia.

James C— , »t. 38, was admitted, under Dr. "Wilks, with phthisis,

laryngeal ulceration, and syphilis. He had a chancre twenty years

ago, and had had winter cough for three years.

Dr. Moxon made the 'post mortem.

The brain was wasted and the membranes thick.

Both pleurae universally adherent.

Both lungs excessively diseased, the left more and older ; its

upper half reduced to fibroid relics, the lower emphysematous,

and containing clustered tubercles. Eight upper lobe converted

into an iron-grey, hard, massive substance in nearly all its extent.

Lower third containing many tubercles in the form of large spheri-

cal masses of grey induration with tubercles outside them.
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Much laryngeal ulceration, and many large tubercular ulcers of

intestines.

Liver cirrhosed, and at two parts of its capsule adherent to parts

around, as if from syphilis.

Testes both shrunken, and much cirrhosed from syphilitic

orchitis.

Francis N— , set. 31, admitted under Mr. Durham. lie con-

tracted syphilis four years ago, and had, subsequently, inflamma-

tion of the bladder, stricture, syphilitic testes, &c. lie then had

syphilitic ulceration of his nose, palate, and pharynx. In October,

1873, he was in the hospital for fits, the convulsions being restricted

to the left side. The pupils were normal. The spasm ceased on the

one side and then went to the other. He was readmitted with old

sores on various parts of the body. Then he had erysipelas. His
chest became diseased on the left side with most horrible fetor of

the expectoration, and he gradually sank.

Shortly, the inspection showed old syphilis, phthisis, empyema,
evacuation of pus through the lung, amyloid spleen, kidney, and
intestine, cirrhosis of the liver, syphilitic testes, syphilitic disease

of the membranes of the brain, abscess of the brain.

. The dura mater was found adherent to the first frontal convolu-

tion, and yellowish and tough. The thickening did not invade the

substance of the brain. A small abscess was found in the centre of

the centrum ovale of the left hemisphere, with recent capillary haemor-

rhage and softening round it. The cerebral arteries all healthy.

The right lung bulky and open textured, and extensively pneu-

monic. One or two fibroid nodules were found, but it was prac-

tically free from any such deposit.

On the left side an empyema with thick walls covered the upper

part of the lung, and had burrowed along the septum, between the

two lobes, and then opened into the lower. The lung was fibrous in

several parts, tough, spoiled fibrous patches, with their centres

softening, and horribly oflfensive. Thepneiimotiic lung was examined

microscopically vpithout finding any interstitial disease.

John E— , set. 40, under Dr. Pavy, died with syphilis, larda-

ceous and gummatous kidney, and fibrous disease of the lungs. An
army accountant. He had a venereal sore and bubo nineteen years

ago, but has been well since, till he was admitted for albuminuria

and haemoptysis. He had drank freely of spirits.
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Both tlie ploiirjD had old adliosioriH about tliem.

The lun<;s were both iu a wiinilar condition. They had nodular

patches scattered through them, decidedly tubercular in form, but

grey and gristly.

The intestines lardaceous, but not ulcerated.

The liver much scarred, and the spleen contained one gumma.

Testes both iibrous.

William C— , set. 39, admitted under Dr. Pavy. He had been

in the army eleven years. Had had gonorrhoea, but gave no certain

history of syphilis.

The post mortem showed fibroid heart and lung, syphilitic testes,

and syphilitic disease of the skull.

The lower lobe of the left lung was much puckered by fibrous

nodules in its substance, the intervening parts being very emphy-

sematous A good many pleuritic adhesions existed towards the

base. The other lung was emphysematous,

A cabman, admitted under Dr. Taylor's care. He was in the

habit of drinking four or five pints of beer daily, and two or three

glasses of spirits. Never intoxicated. Never had syphilis. He
was a married man with five children alive, four dead, and his wife

had had two or three miscarriages.

The post mortem^ made by Dr. Pagge, showed gummata in the

lung, liver, and testes, difi'used syphilitic hepatitis, and chronic

peritonitis. In the lower and back part of the right lung were large

gummata, one, one eighth of an inch in diameter. In the left

was a single gumma. Intestine healthy.

George H— , aet. 46. under Dr. Habershon. A sailor. In 1853

had sores on the penis, a bubo, and copper-coloured rash over the

body. Has drank a good deal of brandy Admitted for renal

dropsy, which came on first two years ago.

The yost mortem showed lardaceous kidneys, fibroid testes, and

peri-hepatitis.

The lungs were healthy, except at the base of the left, where

there was a scarred surface, with a little thickening of the lung

below it and at the posterior part of the middle lobe was an old

caseous mass the size of a walnut.

The bronchial tubes were enlarged and thickened.

February Oth^ 1877.
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12. Syphilitic disease of the lunys.

By Dr. Gowers.

THE specimen of syphilitic disease of the lung, of which a section

is shown under the microscope, is from the body of a man,

jBt. 68, who died in University College Hospital, under the care of

Dr. Wilson Fox, June 22nd, 1875, having presented symptoms

of encephalic tumour. No early history of the case could be

obtained, and he died soon after admission. The cerebellum con-

tained numerous small tumours, closely resembling in appearance

syphilitic gummata ; some were separate, others had coalesced into

masses. Where separate they were about the size of split peas.

In the lower part of the upper lobe of the left lung there was an

indurated non-caseous mass, not friable, prominent, about the size of

a Maltese orange. It was not surrounded by induration. Other

spots in the same lung presented a similar appearance, but were

grey, though not softened, as in pneumonia. The rest of the lung

tissue was healthy.

Nothing abnormal was seen in the other organs.

Microscropical examination (PI. XVIII, tig. 4) showed that the

structure of the nodule in the lung was by no means uniform

throughout the mass. It contained a small-celled growth irregularly

distributed. In some places the growth formed compact nodules of

some size, but from these irregular tracts of growth extended into

the lung tissue, chiefly along the bronchioles. In places (a, a) small

bud-like nodules of growth sprang from the infiltrated wall. The

walls of the air-cells adjacent to the growth were, in most instances,

infiltrated by it, the wall containing two or three layers of cells.

Some of the alveolar walls adjacent, even to a large tract of growth,

were free from infiltration. But most of the alveoli contained inflam-

matory product ; in some epithelial products and blood-corpuscles

occupied the whole, or the centre, of the air-cells, in others epithelial

products were mingled wdth the small cells, such as constituted the

new growth (h). The areas of many alveoli were occupied by the

new growth, although their walls were still distinguished. Many

air-cells contained a few epithelial and other cells, sparingly scattered
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through a network of fibrilkc, Buch as may be sometimes seen in acute

pueuuionia, and whicli appeared to be the result of the action of the

hardening agent on some albuminous exudation.

Tlie cells of which the growth consisted were small corpuscles,

having a diameter about half as much again as a blood-disc, and

therefore, probably, when fresh, about the j-^j^jj inch. They were,

for the most part, round ; a few were oval or angular, as if from

compression. A few were larger ; in these a cell wall could be

distinguished from a nucleus, which almost filled the cell ; in the

smaller cells no uucleus could be distinguished. Between these

cells was a delicate fibrillary stroma, the fibres approximating the

parallel rather than the reticular arrangement. Here and there,

also, fusiform fibre-cells, having nearly the same diameter as the

smaller corpuscles, lay among them.

In some places (c) granular degeneration had taken place in the

new growth and inflammatory products, corresponding with the

caseation observed in the recent state. January 16^A, 1877.

13. Syphilitic disease of lung.

By T. Heney Geeen, M.D.

THIS lung was removed from a man, set. 40, who, in addition to

the disease here seen, had undoubted syphilitic lesions in his

liver. I regret that I am unable to give any particulars of the

case, as I only saw the man after death, which was four years ago,

and the clinical history has unfortunately been lost. The lung, it

Avill, I think, be admitted, is a tolerably typical specimen of syphi-

litic disease. Occupying the lower lobe of the right lung is an
irregularly shaped mass of indurated consolidation, about the size of

a small orange. This is not sharply circumscribed, but passes gra-

dually into the surrounding tissue, which is somewhat oedematous

and collapsed. It does not involve the extreme base, posteriorly it

reaches the surface, and here the visceral pleura is much puckered
and thickened. The mass is firm, tough, and fibrous looking, and of

a reddish -grey colour. Two or three yellowish caseous looking



332 VISCERAL SYPHILIS.

spots, about the «lze of a threepenny piece, are seen in it. The

adjacent portions of the lung, the upper lobes, and the opposite

lung, are normal. When examined microscopically, the mass of

induration is seen to present the characters common to syphilitic

gummata, consisting, in the main, of a small-celled tissue, which

has undergone in parts imperfect fibroid development, and in parts

some retrograde change. The growth is also seen to have originated

from three or four separate centres, and the peripheral growing

portions of the tissue contain numerous blood-vessels which ulti-

mately become obliterated, and are for the most part invisible

in the older portions. From an examination of the growing

margins, the new small-celled tissue is seen to originate mainly

around the small interlobular blood-vessels, from which it extends

and invades the adjacent alveoli. This growth from its ma-

croscopical and microscopical characters, and associated as it was

with syphilitic changes in the liver, must, I think, be regarded as

an undoubted specimen of syphilitic gumma—the kind of lesion

which is the most characteristic of advanced syphilis.

I would now allude to those other, perhaps more common cases,

in which a precisely similar kind of growth occurs in a somewhat

more localised and often multiple form, giving rise to disseminated

tracts of fibroid induration. Examples of such kind of change have

been brought before us by Dr. Goodhart and others, and I exhibited

two microscopical specimens of such disseminated pulmonary

lesions at the last meeting of this Society. These more localised

growths appear to be precisely similar in their histology and mode

of origin to the so-called gummy tumours, and they belong I think

to the same category.

The question whether certain forms of fibroid induration met

"with in the lung are due to syphilis is often one w^hich it is most

difficult to answer, and in the present state of our knowledge our

opinion must frequently be based perhaps rather upon the macro-

scopical character of the lesion and its mode of distribution than upon

its minute histology. "With regard to the histological characters

of the new tissue, it appears to differ but little, if at all, from that

met with in chronic (so-called fibroid) phthisis, in chronic pneu-

monia, and other forms of pulmonary induration. It is, however,

perhaps in the earlier stages more vascular. This absence of any-

thing very characteristic in the tissue elements holds true I presume

of syphilitic lesions in most other organs. The change observed
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in the inner coat of the small arteries of the brain, described by
lloiibner niid brought prominently before this Society by l)r. Green-
liehl, even if it be peculiar to syphilis, has not, as far as I know,
been shown to occur in the pulmonary vessels. What I believe to bo
of more value than the character of the new tissue in determining

the nature of the pulmonary induration is its mode of growth. In
the specimen I have shown to-night, and in other syphilitic lungs

which I have had the opportunity of examining, the new tissue

appears to originate mainly around the small interlobular blood-

vessels. In this respect I think it differs from other forms of

pulmonary fibrosis. In the more chronic form of phthisis—those in

which there is often much fibroid induration, it will, I think, be
admitted that the principal change takes place in the alveolar walls

and in the smallest bronchi, and that these are implicated not

secondarily but prior to the interlobular growth. The same is also

true of most cases of chronic pneumonia. In that form of indura-

tion also which is occasionally met with as the result of chronic bron-

chitis, in which a new growth developed around the bronchi gradually

invades the adjacent alveoli so as sometimes to produce disseminated

tracts of pulmonary induration, the peri-bronchial origin of the

growth distinguishes it from other forms of fibrosis. As far, there-

fore, as the histology of a pulmonary induration is concerned, I

should be inclined to regard the fact of its origin around the small

interlobular blood-vessels, and not in the alveolar or bronchial walls

as the most valuable evidence we at present possess of its syphilitic

nature. Marked vascularity of the new growth in its earlier stages

is also valuable, especially as distinguishing syphilitic from phthisical

lesions.

It must, however, be admitted that our knowledge of the histoloo-y

of pulmonary syphilis is at present very incomplete, and in many
cases a consideration of the macroscopical characters of the lesion

and of collateral circumstances, will teach, perhaps, as much as the
microscope.

In conclusion I should like to say one word on the relation of
syphilis to phthisis. Is there such a thing as syphilitic phthisis ?

That in very exceptional cases syphilis may give rise to the develop-
ment of masses of induration in the lung, which masses may occa-

sionally undergo partial disintegration, and so lead to excavation,

there can be no doubt, and that it may also be the cause of a more
general fibrosis, leading, sometimes, to ulceration and gaun-rene is
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probable ; but that a progressive disintegrative consoliciation is ever

the result of a syphilitic growth I think there is no evidence to

show. It must, however, be admitted that syphilis may be one of

the many elements concerned in the causation of phthisis. It tends

to impair the general health, and so must favour the development of

phthisical lesions, but phthisis occurring in a syphilised person is,

as far as I know, indistinguishable histologically, and, for the most

part, clinically, from that met with in one who has never had

syphilis, February 20th, 1877.

14. Tertiary syphilis affecting the lungs, {chronic interstitial

pneumonia, '^fibroid phthisis'*); the air-passages, (contraction

of right and left bronchus and general peribronchitis with

dilatation of bronchia) ; the heart, [two fibrous nodes) ;

the dura mater, {condyloma) and skull, [caries) ; the ulna,

{caries) and the testes, [chronic interstitial orchitis).

By P. H. Pye-Smith, M.D.

JOHif A—, set. 42, became an out-patient of mine last summer

(1876). He was an hotel porter, and had suffered for two years

from cough, with pallor, loss of flesh, and considerable muco-purulent

expectoration. He had before attended the Brompton Hospital

for consumption. I found partial dulness over a great part of the

left side of the chest, rhonchus and sibilus audible in both lungs,

and evidence of emphysema in front. The nails were curved and

the aspect phthisical. His father and mother had both died " of

cough and shortness of breath." He had once suffered from

gonorrhoea, but there was no history of any other venereal affection,

primary or secondary, and what is more important, when afterwards

more carefully examined in bed, we could find no scars on the

genitals, and no signs of present or past syphilis. He had a loud

systolic apex-bruit, the result of an attack of rheumatic fever seven

years before.
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After a time a cold absccsB appeared in one forearm, and as ho

did not improve I took him into Guy'w Ilowpital in Augnst.

Jiesides the above symptoma, there was then noted increased

loss of expansion of the left side of the chest and effusion into

the left knee.

I still regarded the case as one of chronic phthisis (i. e. of broncho-

pneumonia, with chronic pleurisy and fibroid thickening, little

tubercle and less caseous pneumonia), affecting chiefly the left lung,

and probably kept in check by mitral regurgitation. He was treated

accordingly, and the chest symptoms somewhat improved, so that

at one time it was even thought he might be sent to the convalescent

home. This was after his recovery from (rheumatic) pericarditis,

and synovitis of the knee. But when the abscess in the arm was

opened, a slough of the tendons of the flexor sublimis appeared, and

afterwards necrosis of the ulna. This suppuration, as time went on,

increased, and the discharge became so profuse and the pain so

exhausting that, after consultation with Mr. Bryant, I transferred

the patient to his care, and the forearm was amputated on December
29th (1876), by the house-surgeon, Mr. H. JN". Smith. The patient

was at once relieved, the stump was healing, and the end of the

operation appeared to be attained, when, on the 21st of January

(1877), he suddenly became unconscious, with twitching of the left

side of the face and limbs.

The eclampsia returned several times and he never recovered

consciousness, but died in a fit about ten hours after the first

attack.

The post-mortem examination showed that the diagnosis and early

treatment has been entirely wrong.

There was not a trace of tubercle in the lungs or the pia mater, nor

in any other organs of the body, including the vertebrae and the

lymph-glands, which were carefully searched.

Excepting the rheumatic affection of the heart (which produced

obstruction of, not regurgitation through, the mitral valve), the whole

of the lesions are clearly the result of syphilis.

There is a patch of caries of the frontal bone occupying the

middle line, and the inner table will be seen to be covered with soft

adhesions from the dura mater. Spreading from that point over the

first and second right frontal convolutions anteriorly, is a thickened

and adherent patch of dura mater, surrounding a raised, somewhat
vascular, condyloma, of unmistakable syphilitic character. The
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brain itself and its arteries were entirely free from disease. The

Bpine and the cord were also examined and found normal.

The larynx was unaff'ected, but it will be seen that just below

the bifurcation of the trachea both bronchi are much contracted and

misshapen. There were some old adhesions here and there in the

right pleura, but universal and dense adhesion of the left. In the

right lung is a single fibroid nodule in the upper part of the lower

lobe, the rest being emphysematous. The left lung is more or

less solid in both lobes, with crepitant regions chiefly in the middle.

The consolidation is firm and grey, with dilated tubes in all direc-

tions. The apex is almost airless. Here and there points of

caseous degeneration are seen in the dense fibroid tissue. It seems

clear that this interstitial inflammation did not start from the

pleura and invade the lung, but was a chronic peribronchitis

begiuning from the syphilitic ulceration of the bronchi. The bron-

chial lymph-glands are small, and not caseous. The mediastinal

were also unaff'ected.

The pericardium was adherent ; the mitral valve much thickened

and contracted so as only to admit one finger. There are also

vegetations on its curtains ; the left auricle is large . and its endo-

cardium opaque ; the aortic valves are adherent and form a funnel-

shaped opening from the ventricle. There are two small fibroid

patches in the left ventricle.

The capsule of the spleen was thick and shaggy. The liver was'

covered with minute flocculent growths, and its capsule was opaque.

There were also apparent minute fibroid growths on its surface, and

in the portal canals on section. The abdominal viscera were other-

wise normal, and there was no trace of tubercle in the ileum or the

mesenteric glands. Lardaceous disease, the fear of which had partly

decided us in amputating the arm, had only began to appear in the

medulla of the kidneys.

The testes show intertubular fibroid induration, which has

advanced further in one than in the other.

Both knees were the seat of slight fibroid degeneration of the

cartilages, but whether the chronic synovitis during life was due to

rheumatism or to syphilis must, perhaps, remain in doubt.

Besides the clinical interest arising from the failure of diagnosis

and the consequent erroneous treatment, this case seems to have

pathological importance as an illustration of the course of visceral

syphilis.
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1. AV^illi respect to so-called syphilitic phthisis, tliere is, I think,

conclusive evidence that a I'oiin of syphilitic disease of the lun^

niay closely simulate tuhcrcnlar phthisis durin*^ life. Jiut it shouUl

Hot he called " syj)hilitic phthisis," because that phrase reduces a

capital distinction in etiology, prognosis, and treatment, to a

secondary rank, just as wo do not now speak of a psoriasis being

simple or syphilitic, it is psorasis or syphiloderma, nor of an eczema

being simple or parasitic, it is eczema or scabies. Though I failed

in the diagnosis on this occasion, others have often succeeded, and I

have twice been able to distinguish by the presence of external

signs of tertiary syphilis the true nature of apparent phtHisis. In

one case the patient perfectly recovered, in the other he greatly

improved, while I had him in sight, under treatment by mercury

and iodide of potassium. The anatomical distinction between this

syphilitic disease and ordinary phthisis is plain enough. Here are

no tubercles, no acute softening, or vomicae, no cheesy glands,

and, microscopically, instead of alveoli stuffed with catarrhal cells,

and peribronchial tubercles and clustered opaque patches, 1 found a

fibro-nuclear growth with numerous and large vessels and abundant

fibrous cicatrical tissue. Betw^een this syphilis pulmonum and

chronic interstitial pneumonia or cirrhosis of the lungs (so-called

fibroid phthisis), there is, I admit, no anatomical distinction. But
we have tw^o unfailing criteria, one in the associated changes in

other viscera, the other in reaction to treatment.

We must all admit that syphilis is no protection from true

phthisis, and that so-called syphilitic phthisis is in most cases ordi-

nary catarrhal caseous pneumonia, spreading downwards from the

apices, and associated with tuberculosis of the lung—true tubercular

phthisis in a syphilitic subject, which runs its course uninfluenced

by the latter disease. But cases like the present prove, I think,

that there is also a chronic interstitial pneumonia, with fibroid indura-

tion and bronchiectasis, with irregular local distribution, with no
tubercle and little caseous degeneration, which starts either from
gummata or from thickened patches of pleura, or, as in this case,

from a chronic contracting peribronchitis. This peribronchitis is

associated with an ulcerative inflammation of the trachea or bronchi,

or both, which is closely related to the ordinary syphilitic inflamma-

tion of the larynx. The symptoms during life are indistinguish-

able from those of ordinary phthisis, though the physical signs

point to a more chronic and fibroid, less acute and caseous, form of

22
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pneumonia. If the physical signs are confined to one lung or absent

from the apices, one may suspect the true nature of the case, but it

is only by concomitant lesions of other organs and by the effect of

treatment that we can establish the diagnosis during life.^

2. The second important point is the support given to the opinion

Mr. Hutchinson advanced last session, that visceral and tertiary

changes are in almost inverse ratio to secondary and superficial

symptoms. In this case there were no external signs of past syphilis,

and the secondary stage must have been very slight, yet the internal

£fl:ection was severe. If this point can be established, its practical

bearing is scarcely less important than its pathological.

3. The gumma of the dura mater, which was the cause of death,

produced neither headache nor other premonitory symptoms until the

convulsions, which killed the patient within twelve hours. This is

opposed to Mr. Hutchinson's opinion, advanced at the last meeting

of the Society, but is in harmony with a traditional dictum of the

late Dr. Bright, that when a man died of eclampsia, the tumour or

other source of irritation was generally to be looked for on the

surface of the brain.

4. There was little or no haemoptysis during the course of the

man's illness.

5. The contraction of the bronchi is very characteristic of syphilis.

I lost a patient about a year ago from a similar stenosis of the

trachea, whom I allowed to die from suff'ocation without attempting

tracheotomy, because the laryngoscope showed that all was healthy

as far as one could see. Post mortem the cicatrices were found in the

intra-thoracic part of the trachea and in the bronchi. This also was

a syphilitic tracheitis and bronchitis. February 20M, 1877.

* Similar cases will be found recorded by Dr. Wilks (' Guy's Hospital Reports,*

1863, p. 37, four cases), Dr. Moxon (ibid., 1867, p. 365), Dr. Morell Mackenzie

(• Path. Trans.,' vol. xxii, p. 33), Mr. W. P. Thornton (ibid., xxxv, p. 41).
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15. Two cases of syphU'Uic disease of the lunys {early fibroid).

By F. A. Mahomed, M.D.

IiiRTNO these two specimens before the Society chiefly on

account of the doubts that were expressed by some mem-

bers during the recent discussion, as to the existence of any

characteristic lesion occurring in the lungs of syphilitic patients,

and also because they show what may be the earliest commencement

of the fibroid degeneration of the lung often seen in syphilitic sub-

jects. In the present cases the disease of the lungs did not play

any important part in bringing about the deaths of the patients,

nor, on examination, did they present any advanced lesions ; they

exhibit, however, an early stage of a severe disease, and present

histological characters, which, I think, may possibly be regarded as

specific.

Emma "W— , set. 47, was admitted into St. Mary's Hospital on

February 17th, 1877, under the care of Mr. Haynes "Wilton. She

suftered from necrosis of the lower jaw, following an attempted

extraction of her first left lower molar tooth. She had also sym-

ptoms of Bright's disease. Her death was caused by erysipelas and

pyaBmia, following an operation for removal of dead bone from the

lower jaw.

At the post-mortem examination, which it is unnecessary to detail

in full, besides necrosis of the lower jaw, unmistakable signs of

syphilis were discovered.

Gummata were found in the liver, brain, and spleen, besides the

disease of the lung now exhibited. The kidneys were contracted and

granular, and undergoing amyloid degeneration ; there was amyloid

degeneration of the mucous membrane of the intestine. She also

suftered from pyaemia, which revealed itself by pyemic pericarditis,

and a pyaemic abscess in the spleen.

The pleura) were non-adherent.

Both the lungs were ratlier irregular looking and puckered,

pale on the surface, (Edematous, presenting a mottled appearance

on section, smaller tubes full of frothy secretion, and larger tubes

containing muco-pus.
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The right lung weighed 1 lb. 3 oz. On its inner side, and imme-

diately in front of the root and below the bronchus, was much pucker-

ing and cicatricial tissue. No cretaceous deposit. There was a white

fibrous nodule here, about the size of a nut, which appeared the

centre of the mischief. From this great thickening had extended

along the pleura, between the upper, middle, and lower lobes ; the

pleura here was one eighth of an inch thick, and sent branches of

fibroid tissue inwards between the lobules, which extended half

across the lower lobe, and converted a large portion of this lobe

into fibroid tissue, pressing on and causing atrophy of the true

lung structure, so that little besides large vessels and bronchi

appeared to remain. It also invaded the middle lobe, though to a

less extent.

Left lung weighed 1 lb. 1 oz. At the base, about the centre of the

part in contact with the diaphragm, was a puckered portion of lung,

with thickened pleura, but also without cretaceous deposit; this

also sent invading strands of fibroid tissue into the surroundiiig

lung, though less abundantly than in the right. The bronchial

glands were rather large and dark ; none cretaceous or cheesy.

On microscopic examination of the cicatricial portion of the right

lung, it was found to consist of ordinary fibroid tissue, w^hich was

not highly nucleated, and was apparently of very old standing. At

the point of junction of this fibroid tissue with the surrounding

lung it was found to be replaced by a small- celled growth, which

exactly resembled in appearance that of an ordinary syphilitic

gumma ; this intervened between the old fibroid tissue and the

normal pulmonary alveoli, and probably indicated the mode of

invasion of the lung by this tissue, which had all probably passed

through the small-celled stage. In that part of the lung which

appeared comparatively normal to the naked eye, small extra-

alveolar nodules of a similar small-celled growth were found here

and there ; the walls or the alveoli were covered with catarrhal cells,

and in some parts this catarrhal condition was more severe, filling

the alveoli with cells ; in some giant cells could be seen. In the

midst of the dense fibroid tissue an enormously thickened artery

was found, which is represented in this drawing, the coats of

this vessel are two or three times the thickness of its lumen. In

the centre is distinctly seen the somewhat thickened intima, next to

this is a thick layer of circular muscular fibres, then comes a layer

of very great thickness, equal to that of all the other coats together.
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Tliiy, al fii-sf, h1«j;1i1, ;ij)|)(>arH lo t'onKiHt of a coUcciloTi of small

ihu'](>:iUmI cpitlu'lial cells, hut 1 tliiiik the appearance is due to the

lraiisv('rs(» section of loin^il udinal inusclo-fihnss ; still rnoni exter-

nally is another layer of circular muscle-fibres, and beyond these a

thickened, hyaline, and rather liighly nucleated adventitia. Thia

middle layer of transversely cut muscle-fibres might very easily be

mistaken for a new cellular growth, so utterly out of proportion is

it to the ordinary thickness of even a thick muscular coat. Indeed
it would be possible to mistake it for a special syphilitic arteritis.

All the vessels in this patient were much thickened, and her

kidneys (specimens from which are under the microscope) are good

examples of contracted and granular kidneys ; they show very well-

marked intertubular, highly nucleated, fibroid change, and the

vessels show very great thickening of the intima, hypertrophy of

the muscular coats, and thickening and hyaline change in the

adventitia. The vessels of the Malpighian tufts are especially very

markedly diseased, many tufts being converted into opaque, appa-

rently structureless masses, chiefly on account of their amyloid

change ; in some, partial degrees of the same change can be seen,

parts of the tuft being opaque and structureless, while others main-

tain almost their normal appearance. The heart in this case only

weighed 12 oz. To return, however, to the vessels in the fibroid

portion of the lung, only one or two in the section present this enor-

mous amount of thickening, in others there is an intermediate

degree, while some are of the same thickness as those of corre-

sponding size in the rest of the body. A vein may be seen in the

drawing, near the thickened artery, which has a similar thickening

of its walls, and which apj^ears to be irregular in its distribution,

but probably this is due to the section of the vessel being somewhat

oblique. As in the artery this thickening appears to be due to a

great hypertrophy of its muscular coat, though on this point I think

it probable all observers w411 not agree.

The second casfe is that of Ann T—, aet. 47, who was admitted

into St. Mary's, under the care of Dr. Sieveking, February 13th,

1877, suffering from intestinal obstruction, from which she died

on February 22nd.

At the post-mortem examination the intestinal obstruction was

found to be due to syphilitic ulceration and stricture of the rectum;

perforation of the gut had occurred at the sigmoid flexure, where

there was further ulceration. There were also several gummata in
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the liver, one large and comparatively recent, and three old and
shrivelled. The kidneys weighed 7 ounccB, and looked faintly

granular.

On microscopic examination a slight excess of connective tissue

was found in them, with a little thickening of the Malpighian cap-

sules. There was also some contraction of both the mitral and tricus-

pid orifices. The mitral valves were thickened and white, the lower

edges of the flaps being almost continuous, forming an oval opening

measuring only 7 inch in diameter. One of the chordae tendineie of

the posterior flap was thickened to the size of a crow quill ; it was
white, glistening, and fibrous ; another was also rather thick. The
tricuspid valve formed an oval opening, by adhesion of the edges of

its cusps, which measured "75 inch in diameter. The valves were not

rigid and the edges not much thickened, but of a bright white

colour. The walls and cavities of the heart were normal.

The pleurae were both adherent over the lower lobes, and the left

also at the apex. The right lung weighed 11 oz., was rather con-

tracted, though not so much as left, and somewhat tough and

fibroid in appearance and to the touch. Bronchi rather prominent,

and pulmonary artery thickened. The left lung also weighed 11 oz.,

very small, shrivelled, and fibrous, but not dense, hard, or consoli-

dated. Much cicatricial tissue and a cheesy nodule at apex.

A large cretaceous nodule, the size of a hazel nut, with much
puckering, in middle of upper lobe, near its anterior margin. There

was a good deal of compensatory emphysema. Attached to left

lung was a very large and cretaceous bronchial gland.

The presence of the cheesy nodule at apex, and the cretaceous

gland, would seem to indicate an inflammation, not of the nature

of a gumma, which would not produce a secondary suppura-

tive infection in the gland. The same changes wxre found, how-

ever, on microscopic examination, as in the last case, at the out-

skirts of the cicatricial tissue in the apex, that is, where the fibroid

tissue was youngest ; the lung w^as here found infiltrated with the

small-celled growth, which appeared to be undergoing fibroid change,

and beyond this was pure small-celled growth without fibrillation.

Away from the cicatrix small dots can be seen by the naked eye in

the microscopical section, which prove to be Isolated nodules of

similar small-celled growth ; these appear to indicate the first com-

mencement of the disease, and from these centres it would appear

to spread and involve the surrounding parts. The growth appears
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to pcloct ilio intor-alvoolar Rpacca, where connective tissue ik most
abundant, tliua it may ol'len bo seen in the connective tissue a])()ut

a good-sized vessel ; it appears to be generally perivascular,

though not so markedly so as tubercle. This drawing was taken

from such an isolated nodule of the growth, occurring in a part

richly suj)[)Hed with vessels. These vessels are not thickened in

this case, either in tlie neighbourhood of the growth or elsewhere.

The chief interest in these two cases appears to me to lie in the

question, may this small-celled growth be considered to be of a

specific character ? If so, the cases appear to throw much impor-

tant lighten the method of progress of the fibroid change in syphi-

litic lungs. It has been stated that fibroid degeneration of the

lung occurs in syphilitica apart from gummatous growth, but it

would appear that the gummatous growth may be so small in pro-

portion to the extent of lung affected that it might be easily over-

looked, or it may have existed at a period long anterior to death,

and have since disappeared, but it seems most probable that it is

always present at some time or other in every case ; and also that it

need not occur in large gummatous masses, but in small pin-head

gummata, which cannot be detected by the naked eye on cutting

into the lung, but discoverable on microscopic examination. I can

find no record of cases quite similar to the above in the ' Transac-

tions ' of the Society ; the four cases of fibroid lungs in syphilitic

patients, recently described by Dr. Goodhart, all contained cavities,

and were possibly later stages of the same disease. Dr. Payne, in

his edition of Jones and Sieveking's 'Manual,' describes a similar

method of invasion of the lung by minute, multiple gummata under

the name "Indurative Lobular Pneumonia," a term I do not think

altogether the happiest, as it scarcely describes the histological

changes produced.

I think the question of the specific character of this growth

entirely an open one ; it is common enough to see similar small-

celled inter-alveolar growth from other causes, quite apart from

syphilis, and it is scarcely proof of its syphilitic nature that it was

found in a syphilitic subject, and resembles somewhat gummatous
growth in its histological characters, although these facts afford

some grounds for the assumption. May 1st, 1877.
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16. Aneurysm of the aorta in a syphilitic subject.

By F. A. Mauomed, M.D.

I
WISH to explain that I do not bring forward this case as one

of aneurysm due to a special or syphilitic arteritis ; in fact, I

do not believe that it is, neither do I bring it forward for any

special interest of its own, but as a disease of a not uncommon type.

The relation between aneurysm and syphilis is so important that I

think it would be a matter for regret should this question be

left were it at present rests without any further contribution of

facts or statistics.

The patient from whom this specimen was obtained was a man,

set. 39 ; he was was formerly, unfortunately, an artilleryman, a fact

which introduces a further complication in the etiology of his

disease.

He had served in India, but for many years past had been a cab

driver in London. He had generally enjoyed good health and had

been temperate. He was married and had a large family of healthy

children, and his wife is stated to have had only one miscarriage.

He was taken suddenly ill on January 31st, 1877, while driving his

cab, not having complained of any previous symptoms, except

occasional vertigo, and was admitted to St. Mary's hospital,

delirious, with much struggling and requiring restraint ; he had a

very small and feeble pulse, varying in frequency from 105 to 120,

and died in the course of an hour or so.

At the post-mortem examination, with the full details of which I

I need not detain the Society, the pericardium was found distended

with blood, partially coagulated, and measuring about 550 c.c. in

quantity. The haemorrhage had occurred from the posterior aspect

of the aorta, through a hole about the size of a pea, which opened

into an aneurysmal sac, the size of half a Maltese orange.

On opening the heart and aorta the sac was found on the

posterior part of the vessel, between the sinuses of valsalva, corre-

sponding to the left and posterior aortic valves and a little above

them. The right edge of the opening of the aneurysmal sac into

the aorta is remarkably ragged, thick, and irregular, as if it formed

i
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the edge of an ulcer, and in the wall of the aneuryBm, where it has

burst, is another dJHlinct ulcer, the size of a threej)enny-j)ieee, in the

floor of which is the j)erforjiti()n. The aneurynni appearH to have b(!en

ori;j;inally produced in tlie floor of an atheromatous ulcer, and not

by a pouching of all of the coats ; the position and size of the

aneurysm confirms this view. The rest of the aorta throughout its

whole extent ia extremely puckered, irregular, and fibrous. It is

not dilated, but had evidently been affected by severe and general

endarteritis. Tlie arteries of the rest of the body were thickened,

but apparently not atheromatous. No disease of the cerebral

vessels could be detected by the naked eye.

There was nothing worthy of remark here in the other organs,

except the testes. In the left of these is a patch of fibroid

degeneration, such as that usually resulting from a gumma; while

in the right is a recent vascular, grey, and elastic swelling in the

lower part of the body of the organ, about the size of a small hazel

nut, not well defined and eyidently of very recent date. Upon
microscopic examination it presents all the usual appearances of a

syphiloma, the intertubular structure being greatly increased by

the small-celled syphilitic growth, pressing upon the tubules and

displacing but only occasionally destroying them, while there is

increased proliferation of the epithelium of the tubules, which are

crowded with large and irregularly shaped cells ; the vessels of the

part do not appear to be aflfected by the growth. Specimens of this

growth are exhibited under the microscope. Microscopic examina-

tion of what appeared to be the most prominent patches in the

aorta failed to discover any characteristic small-celled infiltration

;

the changes which were apparent were only those usually found in

the degenerative period of endarteritis. Microscopic preparations

of the aorta are also exhibited.

It is worthy of note that the disease both in the aorta and testes

gives indications of two periods of activity, separated by an interval

of abeyance, and that the periods were probably coincident in each,

for the primary disease in the aorta is of old standing, and apparently

of the same stage throughout, the eruption on its internal coat

having been probably general, while the first formation of the

aneurysm was probably at this period ; on the other hand, there is a
distinctly recent ulceration in the wall of the sac, and not a gradual

thinning or erosion such as more commonly occurs when an aneurysm
bursts, and this ulceration must be of quite recent date. In the left
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testis is also old disease, probably of the same date as that in the

aorta, while in the right it is quite recent, and now, after preser-

vation in spirit, hardly discoverable.

The rehition between aneurysm and syphilis was first pointed out

and has received most attention in the army medical department ; it

has not, however, yet been placed upon a sure and undisputed

footing ; the small statistics that have been given indicate that

syphilitic subjects are especially liable to atheroma and hence to

aneurysm. But the most prominent supporters of this view also

alhrm a belief in a syphilitic arteritis, but this docs not appear to

have much foundation. Although now the fact of the relation

between them is at least admitted as probable by the majority, yet

I think it is still regarded with considerable scepticism by many
observers and by some even denied entirely. Dr. Aitkin states

that out of twenty-six cases in which well marked syphilitic lesions

were found, seventeen had more or less severe atheroma of the aorta,

and several of these had aneurysmal dilatations of that vessel.

Dr. Davidson states that out of 114! post-mortem examinations, he

found 22 cases of atheroma of the aorta ; of these 17 had syphilitic

histories, 1 doubtful, and 4 no syphilis. Of the whole 114, 78 had

no syphilis, 4 had atheroma, or 5'1 per cent, while 28 had

syphilitic histories and 17 had atheroma, or 607 per cent. (' Army
Med. Dep. Rep.,' vol v.) These and a few odd cases appear to be

almost all the facts that have been recorded on the matter.

Unfortunately it is not easy to obtain statistics on this subject,

for often in cases of syphilis the condition of the aorta has not been

recorded, or again, in aneurysm the question of syphilitic infection

has been ignored. Thus, in the last ten volumes of the ' Transactions
'

of this Society, thirty-two cases of syphilis are recorded, but

mention of the aorta is only made in seven of these, and in only four

is it stated to have been affected by atheroma.

At the commencement of this debate, Dr Greenfield stated in his

careful account of 22 syphilitic subjects, that endarteritis was present

in several, and especially alludes to three females, aged respectively

23, 25, and 35 years. In 6 cases which I have had the opportunity of

examining at St. Mary's during the last two years, it was present in

four, and in two of these to an extreme degree ; the ages of these were

31, 39, 40, and 65 years. In one of these six eases no especial note

is recorded about the aorta ; in one it was free from disease.

From an examination of the records of post mortems at Guy's,
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liowovor, oxtcndingover the four yoarH 1872-73-7'l'-75, and includiiij^

1797, that JH, clowe upon 1800 canes, tlie followiiif^ factH jjrcsciit

theniNelvoH and nvo of <^real intereHt.

These cases include 5G cases of sypliilis as indicated by th(i

presence of <;ununata in the liver and teati^', or classed uiidci' the

head of sy j)liilis. Jn tl»ese 50 cjiwes, no special note of the aorta is

made in 23. In 13 cases severe atheromatous disease was ])resent,

in 7 it was but sli<;hlly allected, and in 13 its condition is described

as " good." If, then, we take the lowest estimate and say that there

was atheroma in 13 cases only, concluding that in all in which it is

not referred to the condition was normal, it gives ns 23"2 per cent,

of syphilitic cases as subject to atheroma; while in the remaining

1741 the aorta is especially mentioned as affected by atheroma,

endarteritis, or aneurism, in 104, that is, only in 59 percent, of all

the remaining cases. This estimate is lower than any other

previously given, yet it sufficiently indicates a strong predisposition

to aneurysm in syphilitic subjects.

With regard to the form of endarteritis present in these cases I

have not been able to find any reliable histological observations

;

even concerning the small arteries, to which attention has been more

especially directed, opinions are divided as to the specific nature of

the disease. In two aortas which I have examined microscopically

the changes found were those usually existing in the degenerative

or atheromatous stage of endarteritis. I have not had an oppor-

tunity of examining an aorta during the acute stage of the disease.

It appears from the cases recorded that the endarteritic eruption

may be general and extend throughout the aorta, or it may be

local and confined to only a small portion, and again, that the

aneurysms resulting may be globular, sacculated, and formed of only

the external coat, or tubular, numerous, partial, and formed by all

the coats.

The relation between syphilis and aneurysm is not then yet

decided, although it may be accepted, I think, as certain that

aneurysm occurs more frequently in syphilitic than in non-syphilitic

subjects. But whether this more frequent occurrence be due to a

special syphilitic arteritis, remains still to be determined ; at present

I do not think there is a tittle of evidence to prove that it is.

Februaiy 20 tJi, 1877.
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17. Description of specimens of visceral syphilis, sent from the

museum of the Royal Victoria Hospital at Netley to the

Pathological Society of London—January and February,

1877.

By William Aitken, M.D.

(Communicated by the President.)

1 Syphilitic gummata in brain and liver.—A sergeant, set. 27, and

• of ten years' service, contracted syphilis in 1860, at Ports-

mouth, and was under treatment for the primary sore for sixty-six

days. Having left England for service at the Cape of Good Hope,

he there led an intemperate life, and at last fell into a very bad

state of general health, which eventually culminated in a fit of

epilepsy in 1807, i.e. seven years after the primary infection.

After the fit subsided, it was found that motion and sensation of

the right side was lost, and that there was paralysis of the left

side of the face. A.fter repeated attacks of epilepsy he was sent as

an invalid to England in 1808. He improved in health on the

voyage, the paralysis disappeared to a great degree, but vision

became impaired, and he lost the sight of the left eye completely,

the right being affected to a less degree. On admission to Netley

Hospital he could w^alk, and the facial paralysis had gone, but the

tongue protruded slightly to the right side. There were general

tremors of the muscles, and in w^alking the right leg was still dragged,

but sensation was almost restored. During the month following

admission he had frequent fits, and at last he lay in a state

of semi-stupor ; in another month he was completely paralysed as

to his right side, he gradually became less and less sensible, till

towards the end of the third month after admission he suddenly

became completely comatose and died.

Post-mortem examination—The body weighed seven stones six

pounds. There were remains of ulceration on the penis. The

calvarium was extensively diseased. The frontal parietal and

occipital bones on their inner aspect presented a roughened

excavated porous appearance, some of the excavations extending

nearly through the thickness of the whole bone.

The dura mater was adherent to the bone and much thickened

anteriorly, especially over the anterior lobe of the left hemisphere,
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where it was adherent alwo lo a lar«;e ^aimmatouR tumour by its

cerchi-al surface. The lexliire of the l»raiii waw Hoft aiul the

convoliilioiis were Hal teued. Tlie whokM)!" tlie anterior lobe of the h'it

lietnisplu're liad un«hT<2;one Hoi'tenin^^ and left a lar<,^e deep excavation

(;3(;x*jr) x IG ineheM) ; tlie cerebral matter forming the boundary

of (his cavity was extremely soft, and lying towards the outer

aspect of this cavity was a large gummatous growth of firm

consistence, about the size of a walnut. A second growth of

similar character occui)ied the space between the inner aspect of

the cavity and the longitudinal fissure. The central ganglia of left

side were almost diffluent, and about an ounce and a half of fluid

was found in the lateral ventricles. The arteries at the base of

the brain were normal. The convex surface of both lobes of the

liver exhibited numerous cicatrical depressions, from which fibrous

bands radiated into the substance of the organ, and numerous small

gummatous nodules still remained unabsorbed and of a yellowish

colour, undergoing fatty metamorphosis. Other organs were normal.

2. 'Portion of hrain sliotving a tumour about the size of a walnut,

of a Jihro-cartilaginous structure situated a little inferior and

to the external side of the left corpus striatum, with softening of

hrain substance surrounding tlie tumour.—Erom a soldier, set. 27, of

eleven years' service, of which ten were spent in India. He had

been many times in hospital for syphilis and had been repeatedly

salivated. In 1838-39 and 1840, he had been five times in hospital

for syphilis ; in 1841 he was forty-five days in hospital for nodes
;

and one year afterwards a large ulcer appeared on the right arm,

followed by several lesser ulcers, described in the history as

syphilitic in character. In March of the same year (1844) he

fractured his arm when simply cleaning his musket. In July,

1844, two sores appeared on the left eyelids, described in his history

as " chancrous looking."

In February, 1845, symptoms of brain disease commenced after

having been twelve days at sea on the voyage home from India. A
series of apoplectic attacks five months afterwards (4th July)

commenced, and terminated fatally by coma on the 10th of July.

3. Syphilitic lesions in calvarium, liver, and right lung.—A private,

a?t. 30, and seventeen years' service, had a history of primary syphilis,

followed by what is described in the summary of his medical history

sheet as acute rheumatism, remittent fever, and chronic hepatitis,
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was admitted into Netley Hospital, and died on the 9th of July

1863.

There were found at the post-mortem examination yellow gum-

matous growths in the frontal bone. Some of these had softened,

BO that caries of the bone existed, penetrating through its substance,

and generally there was marked thickening of the calvarium.

Towards the base of the right lung there was a circumscribed

nodular growth about two inches in greatest length and of an oval

shape, which had commenced to soften in the centre. A lesser node

existed in the immediate vicinity.

There was cicatricial 1oj*s of substance in the coats of the aorta

extending throughout the arch (endoarteritis).

The liver was marked on its outer aspect with cicatricial loss of

substance at several spaces ; and on section through these cicatrices

yellow nodular masses were seen, and disseminated throughout its

substance were numbers of similar gummatous growths.

4. Section of the Jiypertrophied walls of the left ventricle of the

heart.—In its muscular substance are shown numerous firm, yellow,

opaque nodules, and strands of similar material. The nodules are

circumscribed, varying in size from a marble to a walnut, and

situated beneath the endocardium. In general features they are

not to be distinguished from gummatous growths in the testicles

and brain. Microscopically they are seen to consist of small

spheroidal or oat shaped cells interspersed throughout a delicate

fibrillated matrix.

Fi'om a private soldier, who suffered in 1861 and 1862 very

severely from secondary syphilis, and in 1869 was invalided for

funo-us of the testicle. Tor six or seven months anterior to his

death he had complained of • weakness, languor, and lassitude,

with occasional pain in the cardiac region, but continued on duty.

Two days before death he had uneasy sensations about the heart,

and was extremely pale. His death was sudden after walking a

short distance.

5. A portion of the transverse and descending thoracic aorta, laid

open to show at the curvature a mass of degeneration about the size of

a florin.—The central portion is depressed, thin, puckered, and

cicatricial-like, with an annular ring of growth surrounding it and

irregularly nodular. In one small spot the surface is ulcerated.
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othenviao tlio serous covering is entire. There is a cicatrized-liko

portion extentlin*; from the circular spot into the transverwe aorta,

and isohitcd spots and streak h of degeneration are Been in tlie

descending ])or(i()n (endarteritJH and fatty degeneration.)

From a private who died from plitliiniH, tlie evidence of syphilis

consisting of a hard cicatrix on penis, cicatrices with induration of

tonsils and pharynx, and lardaceous disease of the liver and spleen.

6. Lesion in thoracic aorta {syphilitic endoarteritis.).—A private,

aet. 29, and seven years' service, died of paralysis at Netley on the

3rd of May. 1SG4.

There was a history of treatment for a primary sore followed by

admissions for chronic rheumatism.

On admission he was helpless from paralysis, no record existing

of its commencement. The pupils were unequally dilated. The

muscles of both arms were wasted and rigidly contracted. He
finally died comatose.

At post-mortem examination the calvarium was found irregularly

thickened, with porosity of the internal table, especially expressed

over the prominences of the frontal bone. There were adhesions

of the dura mater to the brain, opacity of the arachnoid, with sub-

arachnoid effusion.

There was extensive destruction of brain substance on both sides,

superficially and yellow (gummatous) growths in the middle of

the cerebral ganglia on both sides. Cicatricial loss of substance on

the epiglottis.

The aorta presented a sacculated appearance, with great corru-

gation of its lining membrane, and numerous small adherent masses

of fibrine were scattered over its surface. About three inches from

the aortic valves there was a deep excavated ulceration, with raised

margin, about the size of a bean, filled with a fibrinous coagulum
;

and there is cicatricial loss of substance at different parts throughout

the aorta.

There were perihepatic adhesions, with some cicatricial loss of liver

substance on its anterior aspect, and numbers of small commencing

gummata in its substance. The spleen contained deposits similar

to those in the liver. Microscopically these deposits in liver and

spleen consisted of an intense proliferation of round and oval-

shaped minute cell-growth.

7. The riyht testicle, the glans penis with prepuce, and the left
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testicle.—The glans penis is reduced to a thin button-like projec-

tion, marked by cicatrices and dark discoloration. The testicles,

especially the left, are nodulated on the surface ; the tunica albu-

grisea is thickened, and the parenchyma of the testicle is replaced

by laminated nodular growths studded with white opaque spots.

The largest of these in the left testicle is softening in the centre.

From a soldier, aet. 24, who had primary syphilis in 1859 and

again in 1864. The latter chancre was soft, and was followed in a

few months by secondary lesions. He died the following year from

exhaustion consequent on destructive and profuse suppuration of

the palate, superadded to which the post-mortem records the calva-

rium as thickened and dense ; a node on parietal bone. The

tonsils and pharynx a mass of ulceration ; corrugation and remains

of endarteritis of the aorta ; lardaceous disease of the kidneys, as

also of the small and large intestines, and fibroid degeneration of

the liver.

8. Syphilitic lesion in the testicles.—A private, aet. 26, of nine

years' service, was admitted into Netley Hospital on 23rd October,

1867, and died on the 9th of November. He contracted syphilis at

Zante, and was under treatment three times for secondary sym-

ptoms, followed by admissions for repeated attacks of what has been

set down as rheumatism. His fatal illness commenced eight months

before he arrived at Netley, and was attributed to cold on guard

duty. He suffered mainly from dyspepsia and haemoptysis. He
died from pneumonia.

Post-mortem examination showed roughening of tbe inner aspect

with thickening of calvarium, and adhesion to it of the dura mater.

Besides nodular growths in the liver lardaceous disease had

commenced, and the testicles were both indurated, and gummata

existed in both.

9. A testicle enlarged and indurated tvith ((/ttmmatous) matter

deposited in its substance.—This is a very old preparation before the

visceral lesions of syphilis were thought of, and is recorded from a

soldier affected with secondary syphilis, who had taken much

mercury.

10. A portion of left lung with the isolated {gummatous) deposits.

—This also is a very old preparation from the body of a medical

officer, set. 27, who for several years had suffered from secondary
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syi^hilis. A Mlouijjhinp; ulceration in tlio centre of the ri^'lil arm

optMiing into tlic blood-vesHclBneceHsitated amputation on account o£

haMnorrhaixo. Wlicn the Htunip waH nearly healed the patient died

p:reatlv emaciated, a few weeks after amputation of the arm.

11. A portion of lirer showint/ a depressed, puckered, white

cicatrix on its surface.—This ia a very old specimen, and the only

history of it is that " the patient had contracted syphilis in the

"West Indies, for which he had used mercury to a considerable

extent. The bones of the cranium were carious, but no history of

the hepatic cicatrix appears to have been collected."

February 20th, 1877.

18. Enlargement of the spleen and heart disease in a case of

congenital syphilis.

By Thomas Barlow, M.D.

HABRIET M— , a child four months old, was brought to the out-

patient department at Great Ormond Street on the 3rd of

November, 1876.

In addition to snuffles and desquamation she had fissuring

round the mouth, some enlargement of the lower ends of the ulnae,

and was so marasmic that she did not seem as though she could

live more than a day or two. The liver was felt three fingers'

breadth below the margins, and the spleen two fingers' breadth. She

had a systolic murmur heard all over the heart region, best at the

apex, and conducted out to the angle of the scapula. She rapidly

improved in her general condition under mercurial treatment, but

the spleen increased at first, so that on the 14th November the

lower edge was four fingers' breadth below the thoracic margin. The

liver also enlarged a little, but soon began to diminish, whilst the

spleen continued large, and has diminished lately only to a very

slight extent ; the lower edge can be felt as low as the umbilicus.

It is to illustrate the affection of the spleen in the early stages of

congenital syphilis that I have brought this patient. I am quite

23
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certain it is often ignored and quite as often misrepresented. There

is no reference to it in Diday or in Mr. Hutchinson's classical

memoir. It is not descrihed in the first edition of Niemeyer. Nor
is it spoken of in Eindfleisch. Dr. Gee first drew attention to this

condition. In a paper read before the Royal Medical and Chirur-

gical Society in 1867, Dr. Gee established the following proposi-

tions :—In about half the cases of congenital syphilis the spleen is

enlarged, so that it can be felt during life. In about one quarter

the enlargement is really great. Sometimes, in addition to enlarge-

ment of the spleen, there is enlargement of the liver or lymphatic

glands. The majority of cases of great enlargement die.

The degree of the s])lenic enlargement may be taken as an index

of the severity of the cachexia, with this qualification, that the spleen

does not diminish pari passu with the cachexia, but remains, it may
be years, more or less enlarged, a monument of what the cachexia

has been.

Sometimes an enlarged spleen is tbe only sign of an active syphi-

litic cachexia.

This paper was not published in the ' Transactions ' of the Royal

Medical and Chirurgical Society ; nevertheless, such information on

the subject as is to be found in recent works, e.g. Bailmler's article

on " Syphilis " in ' Ziemssen,' has been mainly derived from Dr.

Gee's observations.

I have very little to add to these observations. I believe Dr.

Gee has understated rather than overstated the proportion of cases

in which some splenic enlargement occurs. Out of twenty-eight

children with definite signs of congenital syphilis under twelve

months old, I found twenty-two had some splenic enlargement.

With respect to the persistence, the child whom I have brought

down to-night illustrates the fact that the sj^lenic enlargement is

scarcely at all diminished, although the other signs are in abey-

ance, and the child's nutrition greatly improved. At the same time

I believe that in the cases of slight enlargement the recession of

the spleen only lags a little behind the subsidence of the other

symptoms.

In two cases at least slight enlargement of the spleen has become

evident after the patients had been put under the influence of

mercury, but in neither case did the enlargement continue more

than a few weeks.

I should like to lay special stress upon the fact which this child
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illustrntOH, viz. tlial tlie (liminulioii in tho aizo of the liver (when

that orgau haw been enlarged) bcgina to take i)lace ])efore diminu-

tion in the wize of the Hpleeii.

AVhal is the nature of this Hplenic enhirgeraent ? It certainly is

not amyloid. I have only seen one case post mortem. In that

s])ecimen there was simply slight enlargement with hardness, as

Bright would style it. There was no reaction with iodine, and

there were no gumniata.

Dr. Gee has seen two post mortem specimens, and in each of them

there was simply firm enlargement, with, in one case, considerable

thickening of the capsule.

If one regards, with Mr. Hutchinson, congenital syphilis as one

of the exanthemata, this enlargement might at first seem to have

some affinity with the enlargement of the spleen in typhoid. But

the spleen in typhoid is generally (not always) an " enlargement

with softness ;" and moreover, so far as I know, it does not remain

enlarged for any length of time after the subsidence of the fever.

If, however, we look upon congenital syphilis as a fever thinned out,

so to speak, then it is not difficult to appreciate the difference

between the two forms of enlargement as to their chronicity.

I believe that, occasionally, the febrile enlargement of the abdo-

minal viscera may be the antecedent of fibrosis of some of those

organs. I am acquainted with one case, at all events, of w^ell-

marked fibrosis of the liver, which dated from scarlet fever.

I venture to suggest that difi^use syphilitic cirrhosis of the liver,

properly so called (as it has been descrided by Cornil and Eanvier),

may be the sequel of the febrile or exanthematic swelling of the

liver, which has imperfectly resolved. Is it possible that the some-

what persistent enlargement of the spleen may be of the same

nature ?

The reason, it appears to me, why Ave have not more opportunities

of studying these conditions is on account of the active measures

now generally adopted in the treatment of congenital syphilis.

As to the nature of the heart disease in this case I am chary in

giving an opinion. There is not a vestige of cyanosis, there is pro-

bably slight hypertrophy of the left ventricle, and the murmur is

that which mir/ht be caused by mitral regurgitation. Whether there

is some congenital malformation in the ordinary sense of the word,

or whether there may be some gummatous growth in the wall of the

heart or involving the valves I cannot pretend to say. I have had
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one ease of a child the subject of congenital syphilis, who had a

murmur which I believed to be organic, but which disappeared

under mercurial treatment. In the present case no alteration has

taken place. January IG^/i, 1877.

19. Epiphysial disease fi'om a case of inherited syphilis.

By Warrington Haward.

THE bones exhibited are those of the arms and forearms of a

child (Harriet W—), set. eleven weeks, who was brought

to me at St. George's Hospital on November 21st, 1876. The

child seemed healthy at birth, and nothing wrong was noticed till

November 16th, when it was ten weeks old. The mother then

observed that the right arm hung down as if paralysed, and that

there was a swelling over the right elbow. Next day, November
17th, a rash came out over the nates, and the child was noticed to

have " snuffles." November 21st (the day I saw it) the left arm

was noticed to be in the same condition as the right.

On examination the child presented the following conditions :

—

It was not very well nourished, and looked ill and feeble ; the

complexion was pale, but of natural tint ; there was a well-marked

coppery roseola over the nates. There was characteristic coryza or

snuffles, and the cry was high-pitched and squeaky. The arms

hung down as though paralysed, the forearm pronated ; and over the

posterior and inner aspect of each elbow was a fluid swelling. The
child did not seem to be in pain, exce2)t on manipulation of the

elbows, and this examination revealed unmistakably a separation

of the lower epiphysis of each humerus. No disease of any other

bone could be discovered.

The family history gives clear evidence of syphilis both in the

parents and children.

Soon after marriage both parents suftered from bad ulcerated

throats, the father very severely for several months. The mother
has since had much pain in the bones ; and when I saw her had
still severe osteal pains, and numerous well-marked amygdaloid
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glaiidfci. I ilid not see the fatlier, but the mother informed me that

ho was now apparently well.

Their first child, a girl, was lately in St. George's Hospital, and

is one of the worst cases of inherited syphilis I have ever seen.

The bridge of the nose has fallen in from destruction of the bone

;

8he has offensive discharge from the nostrils, scarred lips, keratitis,

and enlargement of the liver and spleen.

After the first child, came two miscarriages ; then a second child

was born alive, but died when seventeen days old ; said to have had

some internal disease.

Third, fourth, and fifth children said to be healthy.

Sixth has " snuffles," and is weak.

This is the seventh child.

I prescribed grey powder, and wrapped the elbows in cotton wool.

The day on which the child was brought to the hospital was

exceedingly cold and wet ; and, probably as the result of the journey,

the child became very ill in the evening, with great difficulty of

breathing. This continued to increase, and death occurred on

November 23rd. I made the post-mortem examination eleven hours

after death. The lungs gave evidence of acute general bronchitis,

with large areas of collapse, and this was evidently the cause of

death. The rest of the viscera, both thoracic and abdominal, were

natural. No new growth of any kind could be found. The liver

and spleen were of natural size.

Around the lower end of each humerus, and chiefly at the

posterior and inner aspect, was a small collection of laudable pus.

This was not in the joint, but in the tissues outside it. The synovial

membrane of all the joints of the upper extremities was natural,

as was also the articular cartilage, but there was separation more

or less advanced of every epiphysis. On the right side the lower

epiphysis of the humerus is seen to be completely separated from

the shaft ; the upper epiphysis is slightly separated, but not loose.

The upper epiphysis of the ulna and radius are completely sepa-

rated from the shafts ; at the lower end of these bones there

is a distinct line, where the disjunction of the epiphyses is

commencing.

On the left side there is much the same condition. The lower

epiphysis of the humerus is loose, the upper epiphysis slightly

separated. The upper epiphysis of the ulna is loose, the lower just

begins to show the line of separation.
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In the fresh .state there was a distinct pink line at the point of

separation of the epiphyses, and the ossifying layer is seen always to

be attached to the epiphysis and separated from the shaft.

There was no periostitis.

Nothing wrong was observed upon an external examination of

the other bones, and the epiphyses of the lower extremity appeared

natural : no sections, however, were made of them.

This epiphysial affection appears to be not infrequent among the

early symptoms of inherited syphilis, and is sometimes almost the

only sign of the disease. Usually, however, it is accompanied by

other syphilitic affections, such as the rash and coryza observed in

this instance. It is unquestionably a syphilitic disease, and is not

seen in non-syphilitic children. If not very advanced, it yields

rapidly to mercurial treatment.

The symptoms are very well illustrated by the case related.

The most striking is the pseudo- paralysis of the affected limb, with

an absence of any acute pain or marked pyrexia. Then in the early

stage a swelling is felt at a position corresponding with the

epipliysial line of one of the bones, most often the femur or

humerus ; in the later stage the epiphysis is felt loosened from the

shaft, and there is probably fluid swelling around the affected part

of the bone. The history, and usually some other symptoms, will be

found to indicate the inheritance of syphilis.

The disease has been described by Dr. Wegner, of Berlin, whose
observations have been confirmed by Professors AYaldeyer and
Kobner.

M. Parrot has given a clinical description of the affection, and
Dr. E. W. Taylor, of New York, has recently published an excellent

resume of what is known on the subject, with some very carefully

recorded observations of his own. This is however, I believe, the

first time that a specimen of the disease has been exhibited in

England.

The microscopical appearances have been succinctly stated by
Dr. Taylor as follows :

—
" In the first stage we have a simple

hyperplasia of cells, with irregular deposition of lime salts ; in the

second an intensification of this condition ; in the third a new
element, namely, the abnormal proliferation of all the elements of

the tissues, with an infiltration of granulation-tissue into the medul-
lary spaces following the vessels." Mm/ 1st, 1877.



VISCERAL SYPHILIS. 350

20. Disease of the epipJnjsial end of the diaphysis of each

humerus
J
and interstitial pneumonia in congenital syphilis.

By James F. Goodhart, M.D.

THE patient, a male child 7 weeks old, came to my out-patients' at

the Evelina Hospital for Children, on January IGth, of the

present year. Fourteen days before, i. e. when it was five weeks

old, a rash appeared on its buttocks and legs, followed by a

discharge from the nose and mouth. The mother, who seemed

a healthy though spare woman, showed no signs nor gave any

liistory of the symptoms of syphilis ; but she had lost two children,

each at about four months after birth. She has one living child

healthy. The father suffers from sore throat.

The child had well-marked coppery maculae about the thighs

;

slight superficial ulceration about the anus and scrotum ; well-

marked thickening of the alee nasi and upper lip, with Assuring and
brown staining. The spleen and liver were normal. Unguentum
Hydrargyri was ordered for inunction : a week later its spleen was
a little enlarged. The blood contained a slight excess of splenic

corpuscles, twenty-seven in a half-field. Liver normal. The child

improved under treatment for some little time, but when seen on
March 13th, about eight weeks after its first appearance, it was
evidently wasting, and the right side of the chest was dull pos-

teriorly, the lung expanding deficiently, and giving bronco-

phony. The dulness became more marked, and accompanied by
bronchial breathing, and it died on March 23rd. I had noticed

nothing wrong with the bones at any time, but on subsequent inquiry

found that for the last four or five days—and the child had not been

seen for ten days—the mother had noticed swelling on each elbow.

At the post mortem^ five days after death, there was a little

broncho-pneumonia at both bases, hardly sufficient as it appeared

to cause the physical signs which had been heard during life. All

the other viscera were normal, and the only disease found was an
abscess round and in each elbow. This was due to, or at any rate,

associated with, ostitis of the lower end of each humerus above the

still cartilaginous epiphysis, which was partially separated. The
joint was healthy looking and free from injection or softening, and
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for this reason the communication of the abscess outside with the

joint must have been quite recent. At one spot in the ulna, at the

deepest part of the olecranon fossa, the bone was exposed and felt

rough. The pus was peculiarly gelatinous and clotted. On
examining the bone afterwards its shaft had a new layer of bone on

its lower end, and the periosteum was thickened, and at one spot

just above the epiphysis was a small, almost quadrilateral plate of

bone, yellow, bare, and evidently in process of separation from the

shaft. The periosteum at the lower end of the humerus was thick-

ened. Both humeri showed similar changes. The other bones

were healthy. The disease is evidently similar to, though less

advanced than, Mr. Haward's case in the present volume, and

similar to those described by Wegner, Parrit, Taylor, and others, as

not so very uncommon in congenital syphilis.

The pneumonia when examined under the microscope was a very

good specimen of tlio interstitial form of pneumonia described by

Hobins as epithelioma of the lung, and was quite like the specimen

described and figured by Dr. Greenfield in a previous volume of the

* Transactions ' (vol. xxvii), but as far as its naked-eye appearances

went, it neither resembled Dr. Greenfield's case nor those of the

white hepatization of Virchow and Weber ; indeed it had nothing

to indicate that it was of a peculiar character. May l5tJi, 1877.

I
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(ll.) ox THE AUTERIO-CAPILLARY SYSTEM IN CONNECTION WITH
KIDNEY DISEASE.

1. On chiuujes in the spinal cord and its vessels in arlerio-

capillary jibrosis.

By Sir William Gull, Bart., M.D., and H. G-. Sutton.

BEFORE entering upon the morbid changes which are the subject

of this communication, it may be permitted us to state some

general conclusions on arterio-capillary fibrosis to which our obser-

vations have led us.

In May, 1872, we recorded in the ' Transactions ' of another

Society a series of observations on the morbid state commonly called

clironic Bright's disease with contracted kidney, and affirmed that

there are (I) not only the well-recognised, and, we may say,

notorious cases in which the kidneys are contracted, the heart much
hypertrophied, and the vessels diseased, but there are (2) others in

which the kidneys are but slightly aifected, and yet in which the

heart is equally hypertrophied and the vessels diseased, and (3)

other cases in which the heart is hypertrophied, the vessels diseased,

but without disease of the kidney of the kind in question, or merely

the congestion of the dying. In all these three classes of cases we
have observed fibroid changes in the arterioles, capillaries, and

interstitial tissue of various organs. On these grounds we expressed

the opinion that the pathology of the state commonly called chronic

Bright's disease with contracted kidney was not essentially renal,

and that for its full comprehension a wider investigation of con-

comitant or even antecedent changes in other organs was called for.

Since the time named we have prosecuted these investigations more
or less continuously throughout the several organs—stomach, spleen,

liver, lungs, heart, cord, brain, skin.

If further inquiry should establish, as it seems to us assured that

it will, that, after tlie middle period of life, there is very commonly
a pathological condition of the body which leads to fibroid changes,
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not only in the kidneys, but more or less generally in other organs,

then we may conclude that the renal affection, being of the same

kind and character, i« probably but a more pronounced local expres-

sion of a general disease or degeneration.

Clinical medicine from this point of view would recognise the

significance and bearing of many now supposed unimportant

ailments ; and might find that these ailments are signs of commenc-

ing tissue-changes of the kind in question, springing up in one or

more of the several organs, it might be in advance of renal changes,

and foreboding their advent. But lest we should be misunderstood

as too much limiting this inquiry, we would state that our investiga-

tions lead us to think that these tissue-changes may in some cases

result from the renal disease. "Whilst in others they may follow the

renal changes in respect of time, but not be dependent upon them,

but upon a general cachexia of which the renal disease is part.

Everyone will admit that the progress of pathology must be made

by retracing the steps which lead to morbid anatomical results. In

chronic Bright's disease with contracted kidney, the kidneys and the

thickened heart, the two most prominent features, have mostly

occupied and satisfied the attention, whilst antecedent or attendant

changes in the other organs have been but little considered ; or, fur-

ther, indeed, when such changes with hypertrophy of the heart have

occurred without the prominent lesion in the kidneys they have been

too much regarded as isolated facts. We believe it will be proved

that these collectively indicate in common a state having anterio-

capillary fibrosis as its basis.

E-especting the objection which was raised by Dr. Johnson, that

what we had regarded as a pathological change in the arterioles and

capillaries was a merely artificial result, we have only here to state,

with due respect to him, that continued investigations have but

strengthened our views ; and the observations we have now to

submit on the cord will probably leave little doubt in the minds of

others that the changes in the arterioles and capillaries are morbid.

As to the hypertrophy of arterioles we may say, as we did in our

earlier communication, that, though the muscle in some of the

larger arterioles especially seemed to be increased, yet we are still

sensible of the difficulty of giving a true interpretation to such an

appearance. As to the question whether the muscular layer of the

arterioles in any particular instance be hypertrophied, assuming the

several elements to be normal, or whether the thickened appearance
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in Hiicli a case is tho result of unusual contraction of the vessel, we

have not, as wo say, been able fully to satisfy ourselves. The

problem is beset with special cliflicultics, and obviously greater ones

than can arise in deterniiiiing whether the arterioles be the seat of

nu)rbi(l chani^jes in tlicir tissues or not. Moreover, w^e know of no

observations yhowiug that the muscular layer has a constant thick-

ness in arterioles of equal calibre.

Nor is it always easy to say whether the adventitia of an arteriole

is thickened if it be separated from its surroundings. At all events,

in a doubtful case we are much aided by seeing how the apparently

thickened adventitia is in continuity with the increased connective

tissue about it, and how the fibroid changes spread from the vessels

to the surrounding textures.

But whatever conclusion shall be arrived at respecting the hyper-

trophy, we maintain that the muscle layer in many arterioles in

chronic Bright's disease and the general state associated with it is

atrophied, and associated with a hyalin-fibroid change in arterioles

and capillaries.

In submitting our observations on the spinal cord, we desire to

add that we have extended our inquiries to other organs, and are

prepared to show there are similar tissue-changes in various seats

and amount throughout the body in this morbid state.

This communication we regard as but part of a series growing out

of our former inquiry, and enlarging our conclusions recorded in

1872.

We believe that many, if not most, of the textural changes in the

cord will be seen to be similar in kind to those which characterise

the fibroid contracted kidney. Hereafter we purpose to show from

observations already made that the same character of lesion occurs

in stomach, spleen, heart, lungs, brain, skin, <fec.

The sections of the spinal cord which we now bring forward, are

prepared in the usual way, hardened by chromates, stained with log-

wood or carmine, or anilin black, and mounted in Canada balsam.

Before entering upon the morbid changes in the cord in cases of

arterio-capillary fibrosis, it may be useful to recal some particulars

of the normal histology.

The surface of the cord is bounded by connective tissue, which is

simply part of its pia mater, and processes of the same penetrate at

many points into the white matter. Many of the larger processes

(septula) pass in a straight direction inwards ; but, in doing this,
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they give off branches, and enclose groups of nerve-tubules, making

it not ditfieult to imagine that the columns of the cord are comparable

to a fasciculus of medullated nerves, bound together by connective-

tissue sheaths which are the remains, or at all events the repre-

sentatives, of the neurilemma. The thinner branches of the septula

give off still more slender processes, and the finest of these pass

between and separate individual tubules.

By this branching and communication, a connective-tissue plexus

is formed, in the meshes of which the nerve-tubules lie as in a stroma.

Gerlach estimates that the most attenuated divisions do not exceed

•008 of a millimetre in thickness. The septula of connective tissue

in the lateral columns near the grey matter are thicker than in

many other parts, and thicker in the posterior than in the anterior

columns, and especially near nerve-roots.

Opinions have differed as to the structure of the septula, but

Gerlach says the larger are made up of slightly sinuous fasciculi of

the very finest connective-tissue fibrillse, which run mostly hori-

zontally to the long axis of the body. Our observations support

his opinion. (See PI. XIX, figs. 1 and 2.)

If the connective tissue from the septula be traced inwards until

the finest divisions of the plexus are reached, we see, in transverse

sections of the cord, nuclei lying here and there between the nerve-

tubules. Immediately surrounding these nuclei is a small amount

of protoplasm ; and from this protoplasm radiate two, three, or

more, exceedingly slender caudate processes, which divide and sub-

divide and pass between the tubules. It is these caudate fibrils

which constitute the finest intertubular branches of the connective

tissue (see PL XIX, fig. 2), These connective-tissue nuclei with

their caudate fibrils are especially well seen in the columns of the

cord, near to the grey matter (see PI. XX, fig. 1), and with their

protoplasm are particularly distinct in the anterior columns, near to

the anterior median fissure. But they may be found in almost

every part of the white matter. They are better brought out by

logwood dye than by carmine. In addition to these elements there

is a finely granular and homogeneous substance (neuroglia) which

imbeds the tubules. This neuroglia is considered by some observers

to be simply a modification of the connective tissue, interlaced by

elastic fibres.

A line bounds the outer edge of the medullary sheath, and

separates it from the neuroglia. We are disposed to agree with





DESCEIPTION OF PLATE XIX.

Plates XIX to XXXI inclusive illustrate the Observations of

Sir William Gull and Dr. Sutton on the Changes in the Spinal

Cord and its Vessels in Arterio-capillarj Fibrosis. (Page 301.)

From drawings by Mr, A. T. Hollick.

Plate XIX.—Drawings represent sections of a liealthy cord, from a boy,

ait. about 14, killed by an accident.

Fia. 1. From the lateral column near the surface and posterior nerve-root,

showing the fibrillar character of the connective tissue, radiating from centres,

dividing and subdividing ; its finest branches surrounding the individual nerve-

tnbulcs in the form of a plexus. In each of these centres, where a nucleus is

usually seen, there is a quantity of granular matter, but the nuclei themselves are

not represented.

a. Faint hyaline cloudiness (albuminoid material?) seen pervading the

nerve-tubules in some parts.

Fig. 2. From the lateral column, near the grey matter, showing

—

a a. Vessels (finest arterioles) cut longitudinally and transversely, from the

outer coat of which the connective-tissue fibrils extend between the

nerve-tubules.

/3. A centre from which the exceedingly fine connective-tissue fibrils are

radiating, and in which a nucleus is distinctly seen. }

I

Several other similar centres with the nuclei are represented in the drawing.
'

i
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DESCEIPTION OF PLATE XX.

Drawings represent sections of the healthy cord of a man, xt. 20, who was

killed by an accident. Intended to show the appearance of the connective- tissue

cells and their radiating fibrils. (The artist has drawn the fibrils too coarsely.)

Fig. 1. From the lateral column, close to the posterior cornu, showing

—

a. The floor of a vessel cut longitudinally, its outer sheath remaining,

from which fibrils of connective tissues are given off.

/3 (3. Connective-tissue nuclei, with a small quantity of surrounding proto-

plasm, from which fibrils radiate, dividing and subdividing, enclosing

the nerve-tubules, and forming the connective-tissue plexus.

y. Grey matter of the posterior cornu. ( x 330.)

Fig. 2. From the same region of the cord.

a. An arteriole cut longitudinally, coloured corpuscles occupying its

lumen. The small amount of perivascular connective tissue round it

is to be noticed. ( x 250.)
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those who look upon tlio concentric Jipjx'urance commonly Been in

the nuHlullarv sub-slaiu'c of the nerve-tubulcH, enpecially in chromic

acid preparations, as an artificial production.

Of the grey matter, for our purpose, we need not say more than

that the nerves are surrounded by neuroglia, but without the

fibrillar connective tissue as in the white matter; and that a

connective-tissue plexus supports tlie columnar epithelium of the

central canal. Outside this is a very fine nerve-plexus, and a

number of scattered spherical bodies, which are thought to be con-

nective-tissue cells. The nature of some of these bodies is uncer-

tain. The distribution of the vessels in the cord is not yet fully

determined. Artificial injections show arterioles and capillaries

ramifying in the septula of connective tissue. These vessels are often

seen in the septula naturally injected. The capillaries and arte-

rioles of the grey matter are generally seen without difficulty. The
arteriole and vein on each side of the central canal are familiar

objects.

We have given these brief particulars of the healthy cord, with

the object of rendering our description of the pathological altera-

tions more intelligible.

These alterations will perhaps be better understood if we describe

first the slighter and more recent, and subsequently the more
advanced and complicated changes.

"We first describe (Case 1) the changes which we think are due to

oedema—simple exudation as part of a more or less general oedema.

In a section of the dorsal cord^ are seen many small homogeneous
masses, well stained ; these vary much in size ; some are only as large

as the area of one nerve-tubule, while others occui:)y the area of two
or three ; the edges of these masses are not always well defined,

they fade off" gradually into the adjoining structures. As many as

twenty to thirty of these masses can be counted at one time in the

field (150 diameters). They are present in this case in all parts of

the white matter, but are more numerous in the deeper parts of the

columns. These masses are simply diff*used amongst the nerve-

elements and connective tissue. This is evident by noticing that

although the homogeneous stained substance may conceal the axis

cylinders and medullary sheaths, yet, if the focus be altered, these

structures are seen lying, seemingly little or not at all changed,

' William Luue'ii case. 1*1. XXI, tigs. 1 aud 2.
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amongst the stained homogeneous matter. Similar homogeneous

substance is noticed also collected around some of the capillaries,

and so much so that the wall of the vessel is buried in it. Still it is

to be noted that most of the collections are not in immediate con-

tact with arterioles. Besides these homogeneous masses, there is

also a hazy substance, probably of the same nature as the above, but

less in amount, and therefore more faintly stained, apparently

pervading many of the medullary sheaths, and even extending into

axis-cylinders, and also a few collections of yellow (haematin)

granules. These defined homogeneous masses correspond to what

have been called colloid bodies (see PL XXI, fig. 2, ft). The fibrils

of the connective-tissue cells appear thickened in many parts.

"Whether this apparent thickening be due to exudation around the

fibrils, or to an increase of the substance of the fibrils themselves,

may be open to question. The protoplasm around the connective-

tissue nuclei appears increased, but the nuclei themselves of the

connective tissue appear in this case mostly normal, but some seem

swollen and are aggregated together in parts in twos and threes. The

vessels are for the most part not noticeably thickened. Some axis-

cylinders in one of the sections of the anterior column are enor-

mously enlarged by exudation, or, at least, by some material which

took the dye well. (PL XXI, fig. 1.)

In the spinal cord we next refer to (Case 2, of Wilkins, set. 42

:

autopsy showed kidneys granular and contracted ; left ventricle

of heart hypertrophied ; old haemorrhagic changes in brain, &c.)

there are changes (simple exudation) similar to the above, but

the vessels and connective tissue are thickened by fibroid material.

In the anterior columns especially, some of the fibrils of the con-

nective-tissue plexus are thickened by fibroid material, and some

of the adjoining nerve-tubules are completely concealed, as if they

had been destroyed by it. There are many small centres of this

fibroid thickening. Portions of the columns appear healthy, but

the greater part is evidently the seat of morbid change. Most of

the connective tissue is free from the fibroid thickening, but

granular matter is exuded along its fibrils, or the fibrils themselves

are swollen by exudation. There are collections of haematin-

granules in one of the posterior columns, also showing exudation.

Together with these changes there are numerous masses of homo-

geneous (stained) material, mostly spherical in shape. Their

outline is not well-defined. Tbeir substance seems difi'used





DESCEIPTION OF PLATE XXI.

Drawings represent sections of the cord of a man, aet. 25 (Lane), who died with

granular contracted kidneys, mottled by acute nephritis ; hypertrophy, with

dilatation of the left ventricle. Clinically there was adema, albuminuria, and

indications of "uremia," &c., but no symptoms of spinal-cord disease are

recorded.

Fig. 1. From the lateral column in the dorsal region, near the surface and the

posterior nerve-root.

a a. Swollen axis cylinders,

y. Granular matter along the plexus of connective tissue, thickening it.

Fig. 2. Another part of the same specimen.

j3 y3. " Colloid masses," so-called, hyaline, homogeneous, (albuminoid ?)

material.

y. Granular matter along the connective-tissue plexus, thickening and

obscuring it.

These appearances are considered to be due to oedema of the cord.
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amonG;8l tlio nerve-tubulos and conncctivo tissue. In portions

of the cdIuiiiii tlicso masses are very numerous. Here and there

llioy are more circumHcribcd, and tlicy have the appearance

of bcin<T bounded by a very tliin wall, suggesting that the mate-

rial is accumulated within a nerve-sheath, and distends it. Owing

to the accumulation of this exudation, the connective-tissue fibrils,

instead of forming thin partitions between the nerve-tubules,

as in healthy cords, appear spread out, rendering the nerve-

tubules very indistinct. They appear to be imbedded in a granular

homogeneous substance. Some of this substance could be directly

traced as effused from the vessels, for in one part of a section a

vessel is seen cut across, and surrounded by hyalin-homogeneous

(dyed) material. Some of the arterioles of the dorsal portion are

very noticeably thickened by fibroid material, and it was particu-

larly observed that whilst the tunica intima of one of them is

normal, and some of its transverse muscle-cells normal, other

muscle-cells are indistinct, as if much shrunken ; and outside the

muscle layer there is a homogeneous substance bounded by coarse

and dense-looking fibres, amongst w^hich are spindle-shaped nuclei.

In some of the larger arterioles the muscle-cells appear larger than

normal (hypertrophied?),but in other parts of the same vessel they

are apparently atrophied and reduced to mere granules. The walls

of some of the capillaries look simply coarse, but others are

evidently much thickened, for the walls of some are thicker than

the diameter of their lumen.

The above details denote chronic changes in the arterioles,

capillaries, and connective tissue, with recent exudation.

We may now refer to one more cord (Case 3, of Ann Cain, aet.

52 : autopsy showed granular contracted kidneys ; dilated hyper-

trophied left ventricle ; atrophied skin and spleen ; arterial disease)

in which there are morbid changes resembling those above. The

adventitia of the arterioles is thickened and coarse, with here and

there an excess of elongated nuclei in it. The walls of some of

the arterioles have a hyalin appearance also. Much of the con-

nective tissue seems abnormally rigid and coarse, and, as in the two

other cords referred to, there are appearances indicating that

there has been recent exudation between and into the nerve-

tubules. Therefore a great many of the septula throughout the

cord, even where they are not markedly thickened, have an abnor-

mally granular aspect ; and in parts homogeneous material clouds
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the medullary sheaths and the axis-cylinders, whilst there arc

numerous spherical homogeneous stained (colloid) masses, such as

were svon in the two previous cases.

The changes in the connective tissue of the above-named cords

are slight compared with those observed in the cords to be now
described, and some of the changes are so minute that we cannot

appreciate them by the lower powers of the microscope, though by

comparison with a healthy cord and under higher powers the

changes are very obvious. The fibroid thickening in the adven-

titia of some of the vessels (Wilkins and Cain) indicate chronic

change, though the very large quantity of homogeneous and very

finely granular material scattered largely through these cords are

regarded as the product of recent serous exudation. We were

led to this opinion from the appearance and arrangement of the

material itself in these cords, and from other facts which have come

under notice.

"We have already stated that a very large portion of this homo-

geneous and granular material is diff*used through the cord-structures

without any abrupt margin ; but some of it is sharply bounded,

not apparently by any new structure, but by being moulded to

the outline of a tubule ; but it is conceivable that the boundary

around some of it may have been the wall of a lymphatic vessel, pre-

suming such vessels exist in the cord. These so-called colloid bodies

are probably, as we have said, but simple exudations of albuminoid

material. Similar hazy homogeneous material we have found, more

or less hyalin, but in very much smaller quantity, in parts of a

healthy cord ; for instance, in that of a boy suddenly killed. If it be

albuminoid matter the product of simple serous exudation it might

be expected that it would be found in minor degree, even in healthy

cords, especially w^iere death occurs rapidly by injury ;
for if the

body be well nourished, then especially during very rapid dying, the

venules and capillaries of the cord, as of other organs, must be

abruptly and unduly distended as the pulmonary circulation is

suddenly arrested, consequently serum escapes more or less from

the distended vessels into the substance of the cord, liver, kidney, and

other organs. Microscopical examinations of the organs of persons

accidentally killed in health teach that at one time serum alone

escapes, at another serum together with leucocytes with or without

red corpuscles. But neither iu healthy cords, nor even in all cords

from cases of Bright's disease, have we seen such large and well-
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(Iflliu'd I'ollrctions of «ri':»iiiil:ir and liomo'jciH'oiis material as ob-

ycrvi'tl ill tlie tlireo eordn ;il)i)Vo doscribed. Again, to show tliat

therte homogcneouH col Ircl ions liitliorto called colloid inaHses are

Bcro-albiiininoici exudations, we may state we liave observed, wliere

the brain substance bas been contused by accident, as in fractured

skull, tbat similar masses are scattered in very large quantity,

and Bimilarly dilfused into and amongst tbc nerve-elements.

For instance, sections of tlie pons and medulla oblongata taken from

the body of a healtby young man killed by fracture ot the base of

the skull, more especially of the pons, were thickly studded with an

enormous quantity of these homogeneous masses, and here and

there ha^matin granules. Again, where the cord bas been injured

by fracture of spine we have found these homogeneous masses iu

very great quantity in the cord substance. Further, in cases of

acute paraplegia (myelitis) a large quantity of this homogeneous

material is found lying around the vessels, and disseminated from

them into the surrounding structures, with increased nuclei and

leucocytes.

From these facts, together with the appearance and arrangement

of these colloid masses, we are led to regard them as merely albumi-

noid exudations, the water of which has been removed in course of

preparing the sections ; and the very ready way in which the

material takes dye tends to show, as we have already once remarked,

that it was at the time of death plastic. It is, moreover, to be

noticed that there is not with such exudation a great increase of the

nuclear bodies or corpuscles to indicate that the exudation is inflam-

matory. Still it is in much greater quantity than is found in the

mere passive congestion of healthy cords. "VVe are, therefore, led

to conclude that this condition is simple oedema of the cord,

coincidentally, it may be, with oedema of other parts of the body.

Naked-eye examinations show that the membranes of the cord,

especially of the lumbar region, are not infrequently oedematous in

cases of intertubular nephritis. In giving this account of these

bodies we ought to state that somewhat similar colloid masses may,

as is supposed, be produced by dissolution of nerve-tubules.

AVe may now pass on to describe morbid changes more marked
and more advanced.

First, there is thickening of connective tissue by broad stream-like

collections of hyalin-homogeneous substance, this being in such

amount as to compress and invade the nerve-tubules, so that the axis-

24
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cylinders are destroved or invisible. Such a condition is more than

mere cedema, but still short of actual myelitis. Second, then follow

exudation and multiplied connective-tiswue nuclei and leucocytes,

—myelitis.

In Case 4^ in the dorsal portion of cord the connective tissue

is seen much thickened by a homogeneous substance, studded with

an excess of nuclei, clustered in parts into twos and threes ; the

walls of some of the arterioles and capillaries are much swelled and

markedly hyalin
; their outline is partially concealed by this hyalin

(dyed) homogeneous substance, which infiltrates the surrounding

connective tissue, and spreads away from the arterial wall amongst

the surrounding nerve-structures. (See Pis. XXII and XXIII,

)

This homogeneous (dyed) substance extends into some of the

medullary sheaths, but the axis-cylinders appear to a great extent

unaftected, though some seem invaded by it. It is also very

noticeable that there is increased nuclear formation in the grey

matter. Together with these recent changes, there are also indica-

tions of chronic thickening by a fibroid substance of the adventitia

of the arterioles. The muscle cells in some arterioles are inap-

preciable.

In the columns of cord of another case (Case 5^) there is similar

evidence of myelitis and indications of chronic change. The con-

nective tissue of the columns of the lumbar portion is thickened

throughout with an excess of nuclei. This thickening is largely

produced by an exudation of granular and hyalin homogeneous

(dyed) material in and around the connective-tissue nuclei and

fibrils. The connective-tissue nuclei are increased or leucocytes

aggregated. Also spherical bodies (colloid masses) are scattered

here and there. Some vessels (arterioles) are much thickened,

their walls even thicker than their lumen, and nearly all have the

characteristic hyalin appearance.

The outline of some of the arterioles is coarse, with spindle-

^ Case 4, of James Benton, a3t. 47. Autopsy showed granular contracted

kidney, with indication of recent acute nepiiritis ; emphysema ; dilated and

hypertrophied left ventricle ; great contraction and granular condition of mucous

membrane of stomach ; atrophied brain. Pericarditis and pneumonia.

2 Case 5, of William Geo. Hale, ajt. 69. Autopsy showed simple fracture of

femur ; granular contracted kidney ; hypertrophied heart, weighed 18 oz. Lungs

emphysematous ; pleuro-pneumonia at base of one. Atrophied spleen, with

thickened connective tissue. Atrophied brain. No cedema. No indication in

kidney of acute nephritis.





DESCEIPTION OF PLATE XXII.

Drawing represents a section of the cord (lumbar region) of a man, a3t. 47

(Benton), who died from pneumonia and pericarditis, with granular contracted

kidney's and hypertrophy, with dilatation of the left ventricle of heart. The

cord-substance, on section, looked wet—cedematous. No symptoms of cord

disease noted. The patient walked into the hospital, but became comatose shortly

afterwards.

The drawing shows arterioles much thickened, with the nuclei of their

"iatima" multiplied; and exudation material, which, in escaping, has swelled

and clouded the vessel wall, and extending from it along the counective-tissue

fibi'ils, has swelled and disfigured them also.

a a. Vessels swelled by exudation.

|3. Nuclei of intima swollen and multiplied.

y y. Swollen and deformed connective-tissue nuclei.

d S. Leucocytes, or connective-tissue nuclei.

This drawing is considered to represent commencing myelitis.
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DESCEIPTION or PLATE XXIII.

Drawing represents a section from the dorsal region of the same cord (Benton),

but showing a more advanced change in myelitis.

a. Thickened vessel, hyaline layer.

(3(3. Thickened connective tissue; the nuclei multiplied, grouped in twos

and threes,

y y. Nerve-tubules invaded (atrophied ?).

There were also fibroid appearances in this section, but to what degree the

changes were old we could not determine, because much of the tissue was evi-

dently swelled and obscured by recent exudation.
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DESCEIPTION OF PLATE XXIV.

Drawing represents a section taken from the lumbar region of the cord of a

man, ait. 36 (Glenn), who was admitted with symptoms of loss of co-ordination

of arms, legs, chest, and articulation. Left ventricle was hypertrophied and

dilated, no valvular incompetency. No disease of the kidneys ; they were simply

congested. Tl»e posterior cornua of spinal cord were observed to be indistinctly

defined and the posterior columns had a decided abnormal appearance.

The drawing is considered to show still more advanced changes (subacute

myelitis ?) in the cord. In the previous plate the nuclei are seen for the most

part small and together, as if dividing ; here they arc more generally separated

and multiplied. With the increasing nuclei large accumulations of dense proto-

plasm are seen (o a) of a more formed appearance, and more extensively invading

and obscuring the nerve-tubules.
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sliapod nuclei Hcattered along it, but these are aeeniingly not in any

di'ciiled excess. The connective tissue extending between nerve-

tubules from the adventitia of some of the arterioles, is markedly

thickened by felt-like and honiogeneoua substances. These appear-

ances seem to denote that the vessel-walla and the connective

tissue of the cord are thickened by some chronic fibroid change as

well as swelled by aome recent exudation.

Another very striking feature is the puckered condition of the

surface of this cord. At the depressed parts tracts of thickened

connective tissue extend from the surface into the substance of the

columns. In reference to thia condition we may remark that,

though in healthy cords there is usually alight depression where the

vessels pass in at the surface, yet the contrast between the abnormal

puckering above described from thickened connective tis^iue, and

that which normally occurs, is striking. In these thickened fibroid

tracts are arterioles, in the thickened walls of which is an excess of

nuclear bodies. The connective tissue about the posterior roots

especially is much thickened, and also contains a great number of

nuclear bodies and homogeneous colloid masses ; and the surface

of the cord corresponding to this part is still more abnormally

puckered and uneven. This fact of irregular puckering and

contraction, associated with thickened connective tissue, seemed

to us so important that, before determining that it had a patho-

logical value, a careful comparison was made with healthy cords.

The changes in the above-named cords are distinct, however

much difference of opinion there might be as to their significance,

but they seem small in degree when compared with the changes we
now come to.

In the dorsal portion of the cord of Case 6,^ but most of all in the

posterior columns, the connective tissue almost throughout the white

matter is enormously altered. The septula and their finer processes

are replaced by a dense homogeneous substance. This new material,

uhich has taken dye well, is studded with many large (swelled?)

nuclei. These are in great excess, and aggregated into small groups

(see PI. XXIV). In the posterior columns this dense substance is

in greatest quantity. Many tubules are imbedded in it, and their

axia-cylindera only seen. Othera would seem to have been entirely

replaced by the exudation. But even where this material occurs
* Case 6, of Henry Glenn, a?t, 36. Autopsy showed dilated hypertrophied left

ventricle; atrophied braiu ; syphilitic chunjrcsj iu liver ?; kidneys simply veuously

congested.
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ia greatest quantities some medullary sheaths and axis-cylinders,

even in its vicinity or surrounded by it, remain almost normal.

The arterioles and capillaries are seen very greatly thickened by

homogeneous or faintly fibroid material. Capillaries and very fine

arterioles with much thickened wnWa are seen surrounded by great

quantities of this same material, which radiates into the surrounding

connective tissue, compressing and invading the nerve-tubules (see

PI. XXX).
We now come to what seem to us more chronic changes. In the

optic thalamus in Case 7^ there is fibroid thickening, forming a

kind of scar, imbedding haematin crystals, evidently the remains of

old haemorrhage. The septula of the cord in this case are much

thickened by a fine felt-like substance. The changes here seen

recal to our minds that the Trench pathologists have described

similar fibroid thickening in tracts of the cord in cases of old cerebral

haemorrhage, and called it "descending sclerosis." The morbid

growth in this cord had destroyed many of the medullary sheaths

and axis-cylinders.

In another case (Timothy Eing^) the chronic fibroid change,

though very marked, was confined to numerous small areas

of the columns {sclerose en plaques^. In the dorsal portion of

the cord, the part principally examined, there is much of this

morbid change, but it is greatest near the surface of the cord in

the vicinity of the posterior roots. Even with half-inch objective

the connective tissue seems to be here and there much thickened,

though there is a good deal of healthy nerve-structure remaining.

It is one of the most noticeable features of this cord that the

connective-tissue nuclei are surrounded by a quantity of fibroid

material, as if they were centres of this thickening. Such is the

interpretation we adopt. Examining this new material further

( X 250), the nuclei are seen well stained and apparently swelled,

and extending from them is an exceedingly delicate felt-like sub-

stance, spread out and invading and destroying adjoining nerve-

* Case 7, of Towndrow. Autopsy showed old haemorrhagic changes in the form

of ochrey matter in the corpus striatum, recent blood clot in the one hemisphere

;

dilated hypertrophied left ventricle; granular kidneys.

'^ Case 8, of Timothy King, a't. 43. Died November 22nd, 1875. Autopsy

showed brain convolutions much atrophied ; vessels atheromatous. Heart weighed

20 oz.; left ventricle dilated and hypertrophied; valves normal; lymph on peri-

cardium. Lungs collapsed at bases. Kidneys small and granular, weighed 3^ oz.

each. Liver and spleen healthy. Muscular atrophy well marked in muscle of

thumbs and interrossei and muscle of forearms.





DESCEIPTION OF PLATE XXY.

Drawing represents section of the cord of a man, mt. 43 (Ring), who died with

granular contracted kidneys and hypertrophied and dilated left ventricle. The

clinical cord symptoms in this case were those of progressive muscular atrophy

and paralysis of hands and feet.

The appearances represented are those corresponding to "sclerose en plaques."

a a. Fihroid thickening around the connective-tissue nuclei, broad strands

extending from them, contracting and constricting the nerve-tubules.

[The felt-like appearance of the fibroid material is not sufficiently shown in the

drawing.]
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iubiilcs ; llioiiu;l» in tlic vicinity of IhoHO destructive processes there

ai(» MDi'iiinl axiH-cyliiulcrs and medullary Hheatlm (nee PI. XXV)
;

tlu> (•(HiiKH'tive-tisHue j)lcxus bclwi-cn tliein lias a (;oarMe a])p('ar-

anco. In some parts hoth connective tissue and nerve-Htructures

seem nornml. This is especially ho in the lateral columns. This

new material is not liomo^eneous, as we have alrc^ady said, but seems

to be made u|) of extremely delicate fibrilhe, which can be best

expressed as t'elt-like. INlany axis-cylinders appear abnormally

l:u'c;e (hypertrophied ?). Some of the arterioles and capillaries

are surrounded by a lar<j;e quantity of new (felt-like) material

;

some are seen to be so much thickened that the thickness of their

walls is double that of the lumen. The hyalin appearance is well

marked. There are a number of homogeneous (colloid) stained

bodies scattered over the section. These are very noticeable

objects in the centre of the thickened masses.

Tracing further these chronic changes, we may describe next

the alterations seen in Case 9.^ In the anterior columns, and

especially nenr the posterior roots, but in other parts also, the

connective tissue is much thickened. Many small foci of thickening

are seen as in the preceding case, and in the centres of these are

nuclei, with much fibroid material around them, and in many
parts where this has accumulated the nerve-tubules cannot be dis-

tinguished, or only the axis-cylinders, which are so shrunken as to

be scarcely recognisable. With these changes, there is still a great

deal of healthy nerve- substance. Arterioles and capillaries in this

cord are also much thickened by fibroid material.

AVe now adduce evidence of more advanced and more extensive

fibroid changes in cord—diffused sclerosis.

We take a case (Case. 10) in which there was progressive

muscular atrophy and distinctive cardio-renal changes.^ In the

dorsal portion of the cord there is extensive morbid change,

more especially in the posterior and lateral columns. The larger

septula near the periphery are much widened, and it seems
evident that the thickening has extended from the surface

1 Case 9, of James Chataway, a)t. 56. Autopsy, February 5th, 1874. Dilated

and hypertrophied left ventricle, heart weighed 22 oz. ; no vahiilar disease •

suppurative nephriti.s; brain very slightly atrophied.

• Case 10, of William Sears, set. 40. Autopsy, March 17th, 1873, showing
muscular atrophy; granular contracted kidney ; indication of acute nephritis;

dilated hypcrtropliy of left ventricle; no valvular disease uor adherent peri-

cardium ; brain slightly atrophied.
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inwards. Some of these septula are three or four times thicker

than normal ; this increased thickness is produced by fine (felt-like)

fibroid substance, without large nuclei. From each side of these

widened septula thickened branches of fibroid material are given off

;

and in some places near the surface these are so broad that they seem

to have coalesced and formed an uniform mass of fibroid substance, in

which scarcely a nerve-tubule can be seen (see PI. XXVII). In other

places the thickened branches have not coalesced, but the growth

has extended thickly round the nerve-tubules. Here and there is a

normal nerve-tubule, imbedded in this fine felt-like thickening ; or

the medullary-sheath may be gone, leaving only the axis-cylinders
;

or there is no decided trace of nerve-tissue remaining, being

replaced by this new fibroid material. At a little distance from the

surface of the cord, these very broad septula have tlieir fibrillar

ramifications replaced by broad lines of homogeneous or fine felt-

like substance, surrounding each nerve-tubule. Nerve-tubules

are seen imbedded in ring-like masses of this substance (see

PI. XXVI). It is instructive to notice that in some parts

there are numbers of connective-tissue nuclei scattered as in

healthy cords. They are well stained, but there is a much larger

amount of protoplasm than normal around them. It is further

noticeable that not only has the protoplasm increased around the

nuclei, but these latter have multiplied. The condition of the grey

matter we consider undetermined.

In the most advanced stages of the changes we have thus called

attention to (case Sears) broad masses of uniform fibroid substance

are to be seen completely replacing areas of nerve-tubules, and

sending ofi" thick processes of the same fibroid material which

surround and imbed some nerve-tubules, and have destroyed others.

This is well represented in Plate XXVII.
"Whilst extensive atrophy of the nerve-tubules thus occurs with

this deposit in some parts, in others the axis-cylinders are enor-

mously swollen or hypertrophied.

The vascular sheaths are also seen surrounded by a large amount

of the same fibroid substance.

We adduce two more cases (Palmer and Mutimar) where

the chronic fibroid change was very much advanced. Both termi-

nated in paraplegia. Sections of the lumbar portion of the first

(Palmer,! Case 11) show the connective tissue in many parts of the

^ Case 11, of George Palmer, act. 58. Autopsy showed atrophy of brain ; vesicular





DESCRIPTION OF PLATE XXYI.

Drawing from the cord of a man, set. 40 (Sears), whose spinal symptoms, as

in the last case, were those of progressive muscular atrophy, and who died

with hypertrophied and dilated left ventricle, and with kidneys granular and

contracted, and mottled by acute nephritis.

The drawing shows still further advanced changes in the connective tissue of

the cord. The nuclei have mostly disappeared. The intertubular changes (a a) are

not so much in amount as in the former plate, but are more rigid in character.
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DESCRIPTION OF PLATE XXVII.

Drawing from the same case as the last plate, representing a section of the

lateral column, close to the surface and near the posterior nerve-root.

The appearances shown are those of extreme sclerosis.

a a. Masses and broad tracts of felt-like fibroid material invading and con-

tracting the nerve-tubules.

(3. Fibroid thickening around a vessel ; its lumen is occupied by coloured

blood-corpuscles.

7 y. Various gradations of contraction and destruction of the nerve-tubules.
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DESCEIPTION OF PLATE XXVIII.

Drawing represents section from the cord of a man, sot. 58 (Palmer),

with symptoms indicating acute softening of cord supervening on slow failure

of motor power in legs, accompanied by pains and twitching in the legs. At

the autopsy the cord appeared normal ? the heart healthy ; kidneys slightly

granular ; lungs emphysematous.

The part shown is in the lateral column, near the posterior nerve-root, and

close to the surface, presenting acute changes upon extreme sclerosis.

a. A vessel thickened by fibroid material.

/3j3. Extreme fibroid, felt-like thickening, which has invaded and destroyed

the nerve-tubules.

y. Destruction of the nerve-tubules in many parts.

S d. Nerve-tubules swollen and seemingly disorganised (acute softening?).
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wliiio iniiKtT very iiiuch t liickmcd hy .'i tclt-likc flltroid maiorial.

TluH JH eHj)ocialIy marluMl in llic ijoslci-ior iiiid latcrMl colinniis, liut

it is present also in the anterior eohnnns. 'I'he tliickeiiiiig iH very

irrt'Ljiilarly (lislrihutoil, leaving sonic; j)orti()iiH of the columns com-

paratively healthy, certainly iniieh lesH aftected. Many of the

BCptula are ext remedy thickoned by thiw fibroid substance, which

extends from them along the course of the connective tissue plexus,

invading some nerve tubules, rendering their axis-cylinders very

indistinct (shrunken), or inappreciable. Many of these thickened

masses send off* branches which intercommunicate. In their

meshes are medullary sheaths, seemingly swelled up and disor-

ganised, and the axis-cylinders scarcely or not at all recognisable

(see PI. XXVIll). There is also a cloudy homogeneous material

scattered here and there, seemingly exudation-material, faintly

stained ; also spherical homogeneous masses, so-called colloid

bodies, l^urther, in portions of the fibroid material there are a

number of spherical nuclei, which appear to be newly formed

connective-tissue corpuscles.

The vessels are greatly thickened, imbedded in large quantities of

fibroid material (see PI. XXVIII). This applies to arterioles and

capillaries. This fibroid thickening is seen extending in great

quantities from the adventitia of the vessels into the surrounding

connective-tissue plexus, clearly denoting that the vessels have

been centres of thickening, and that the fibroid change has radiated,

from them (see PI. XXXI). These appearances lead us to infer that

the fibroid change originated in the posterior and lateral columns

around vessels and along septula, and that they were chronic in

cliaracter. Many nerve-tubules were atrophied or contracted by

the growth ; but there was evidence also showing that acute changes

had supervened on the chronic ; swelling and destroying many
tubules which had escaped the fibroid thickening.

In the cord we have last to mention (Mutiniar ') the fibroid

changes are extremely marked, and in the posterior columns most

of all. A portion of the surface of the posterior column is seen to

emphysema, with broncho-pneumonia; kidneys faintly granular; cystitis; spleen

Email. Heart weighing Hi oz.; left ventricle not hypertrophied.

• Casel2, of SU'phen Mutimar, a-t. 52. Autopsy showed fibroid consolidation of

upper lobes of lungs ; heart, no noticeable change, except some dilatation of right

Bide ; fibroid thickening in liver ; testicle smaller than normal, tough, firm, and
iuvaded by fibroid material ; kidneys normal ; spleen normal.
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be much puckered, as if drawn inwards by fibroid contraction.

One of the most striking features of this cord is an cxtraordiuary

thickening of the vessels ; their intima is sharply bounded ; outside

that is a clearer stratum, and that again is bounded by the coarse

fibres of the adventitia, and from it radiates a felt-like fibroid

material studded with nuclei and granules (see PL XXIX). As

many as thirteen of these thickened vessels are counted in the

field, under Hartnack's objective No. 7, ocular No. 3, but it is very

difficult to determine the condition of much of the surrounding

connective tissue ; it is studded with granular matter and nuclei

;

it looks as if it had undergone general fibroid change. There

appear to be many shrunken axis-cylinders, others look large, either

swelled or hypertrophied.

It is a very striking feature in this cord also, that both the con-

nective tissue and the nerve-tubules seem comparatively little

affected in some portions of it. But even where the changes are in

comparison very slight, the fibrils are in parts thickened by fibroid

material, and scattered amongst it are many very small nuclei, and

the vessels are thickened by fibroid substance. This fibroid change

is seen extending from the surface in many parts. In one part a

broad wedge-shaped fibroid mass is traced from the surface inwards

right across the field (see PL XXIX). Many nuclear bodies are

imbedded in the fibroid substance. As it tapers oft', thick vessels

are observed lying in it. At its summit it bifurcates ; one

extremity includes three thickened vessels ; the other seemingly

spreads out, embraces vessels, and a network of new connective

tissue, consisting of nuclei and fine fibrils, extends from around

the vessel. This new tissue together forms a broad mass with

no recognisable nerve-structure in it, and occupies about a third

of the field. Between the two arms just named a group of nerve-

tubules is seen, with their axis-cylinders and medullary sheaths

little altered. There is so much morbid change in this cord that

we can here only describe some of the most prominent features.

In some of the cords described there was a large quantity of

dense protoplasm accumulated in and around the vessel walls,

causing great thickening. This material differed from the simpler

exudation by its greater density (see PI. XXX) and less hyalin

character ; by taking dye more readily, and by the increased

nuclear bodies in it. These changes seemed to us to denote

myelitis more or less acute.





DESCRIFTIOIS^ OF PLATE XXIX.

Drawing represents section from the cord of a man, a)t. 52 (Murtimar), a

paraplegic patient, who had also paralysis of the sphincters. After death exten-

sive fibroid consolidation of the lungs was found and fibroid degeneration of the

testes. The cord was soft in the upper dorsal region, but this was attributed to

crushing in taking it out of the body. The heart and kidneys were normal.

There was a history of syphilis thirty years previously, and of a fall on the back

seventeen years before death, followed in a short time by incomplete and

temporary paraplegic symptoms in arms and legs. He recovered, and followed

his employment for seventeen years, and then the fatal paraplegia supervened.

In the larger drawing a broad, wedge-shaped tract of dense fibroid thickening

is seen extending inwards from the surface, and other tracts of similar tissue

around the vessels in the posterior column.

a. Region where the nerve-tubules have been destroyed.

/3 /3. Arterioles greatly thickened.

S 0. Capillaries thickened.

The smaller drawing represents a group of thickened arterioles, and capil-

laries from a part nearer to the grey matter.

I
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DESCRIPTION OF PLATE XXX.

From the same case as Plate XXIV (Glenn). The drawing is intended to show

the great accumulation of dense protoplasm surrounding the arterioles and

capillaries (a a), and extending from them along the tracts of the connective tissue,

thickening it.

The specimen is stained with aniline black, which does not show the connective-

tissue nuclei, which are conspicuous in the former plate referred to.

a a. Arterioles and capillaries filled with coloured blood-corpuscles.

/3/3. Dense masses of protoplasm thickening the vessels and extending from

them.
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DESCEIPTION OF PLATE XXXI.

From the same case as Plate XXVIII. Fibroid, rigid, felt-like material is seen

surrounding the arterioles, thickening their walls, and extending from them in

tracts along the course of the connective-tissue fibrils. Plate XXX shows that

dense protoplasm collects and thickens the vessel walls, and that the thickening

radiates from the arterioles and capillaries in the course of the connective

tissue. Here is shown (in Plate XXXI) a more advanced change than that

represented in previous plate ; a stage of sclerotic contraction beginning around

the vessels. In other parts of this section the contraction is extremely advanced.

See Plate XXVIII.
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In other cords the arterioles and capillaries were surrounded by

lar<;e (|uantilies of felt-like (ibroid material (see IM. XXXI), which

extended into and between the nerve-tubules. Where the connective

tissue was much thickened, one or more vessels were commonly

seen imbedded in it. This fibroid thickening corresponds to what

Charcot, Leyden, and others, have named and described as sclerosis,

and to what llindfleisch calls " inflammatory induration." E-ind-

fleisch says :
—" An attentive examination of the smallest of these

loci leads to the curious discovery that the masses of fibroid thick-

ening have all got a red spot or line in their centre, a distended

blood-vessel All these vessels with their finer ramifications

are in a state which we should not scruple elsewhere to call one of

chronic inflammation."

He particularly refers to the increased cells thickening the

adventitia of the arterioles and capillaries, which as we also have

stated is seen more specially in the acuter changes, and he goes on

to remark ;
'* In these alterations of individual vascular tufts I see

the first anatomical element of the disease ; the second consists in a

fibroid metamorphosis and overgrowth of the neuroglia."

Our observations on the cord show that exudations from the

vessels lead to swelling and thickening of its perivascular and

other tissues. This is acute in some cases ; in others the change

is much more chronic. Not only is there in the acute cases the

traceable exudation from vessels evidently causing the surrounding

thickening, but in the chronic cases also the large collection of

fibroid material around the arterioles and capillaries, becoming

thinner and thinner as it recedes from them, supports the opinion

that the fibroid change begins in and around the walls of the arte-

rioles and capillaries.

We have not yet, however, arrived at any conclusion as to whether

there is merely an excessive discharge of blood-plasma, or whether the

plasma accumulates because the lymphatics are blocked, or the con-

nective-tissue cells or areolae thickened, blocking and preventing

the plasma passing onwards into the lymphatics. In whatever way
it happens the plasma accumulates most probably, first around the

capillaries, then in the capillary wall, and as the obstruction there

is increased, the tension is transmitted backwards, and exudation

into and around the arteriole wall follows as a consequence. In
support of this statement, Eiudfleisch notices, as we have done, that

the calibre of the affected arterioles seems increased.
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Having thus described the changes we have obaerved in these

cordd, it remains to Hunimarise our conclusions.

1. In two cases (Ilubbert and Bowman) with granular and con-

tracted kidney there was no appreciable changes in the cord ;
in two

others (Deane and Dean) the arterioles and capillaries of the cord

were hyalin and much thickened. [The details of these cases are

here not introduced.]

2. In one case (Lane) in which there were granular contracted

kidneys (with indications of recent acute nephritis) and well-

marked hypertrophied heart, there was seemingly exudation into the

cord substance (oedema).

3. In two cases (Wilkins and Cain) in which there were the

usual changes of chronic Bright's disease with contracted kidney

(heart hypertrophied, kidneys contracted) some arterioles and capil-

laries of the cord were thickened by fibroid material with or with-

out hyalin appearance, others w^ere swelled and hyalin only. The

connective tissue in parts looked rigid, and there was exudation

material around and into it and the nerve-tubules;—fibroid change

and oedema.

4. In another case (Whitehead) no traces of chronic fibroid

changes were found in the arterioles and capillaries, but their walls

w^ere greatly swelled by exudation of homogeneous hyalin material,

which extended in broad tracts from them into the surrounding

tissues (initial myelitis ? hypostatic ?).

5. In three cases (Hale, Farley, and Benton) some of the

arterioles and capillaries were much thickened, their walls swelled

by hyalin material, and without any or but doubtful evidence of

chronic fibroid changes in them. The connective tissue was swelled

and the fibrillar character lost, seemingly in consequence of large

exudation of hyaline homogeneous material into it. Its nuclei were

multiplied (myelitis). But whilst the condition of some of the arte-

rioles and capillaries and the connective tissue and nuclei was thus

changed, there were other arterioles apparently thickened by coarse

fibroid material, indicating more chronic changes preceding the acute.

6. In two cases (Eing and Chataway) arterioles and capillaries

were here and there thickened by fibroid changes, and there were

numerous centres of thickening of connective tissue with atrophy

or contraction of nerve-tubules, whilst in many other parts the cord

substance looked strikingly healthy (sclerose en plaques). In one

of these cases (Chataway) the brain was atrophied ; the heart was
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jjfroatly liyporlropliiod, 'vvei'ijht twenty-two ounces, valves he.allliy
;

ki<Iiu>y8 venously conjijeated, and with indicationH of only a lilllo

recent suppurative nephritis, excited by the paraj)le/:;ic cystitis, la

the other case (Uin^^) the kidneys were ^ranuhir and contracted
;

heart hyperlrophied ; no valvular disease.

7. In three cases (Sears, Palmer, and Mutimar) the arterioles

and cai)illarie8 were much thickened by fibroid material, and sections

of these vessels showed them imbedded in large quantities of felt-

like fibroid substance, which extended from them, dividing and sub-

dividing, and invading and destroying medullary sheaths and axis-

cylinders, or enclosing other nerve-tubules in a coarse felt- like con-

nective tissue. Near the exit of the posterior nerve- roots from the

surface of these cords the connective-tissue thickening was espe-

cially great, and many nerve-tubules at this part were replaced by
fibroid material (ditFiise sclerosis).

It may be superfluous to repeat that notwithstanding the de-

structive changes we have described in these cords, a considerable

portion of their structure remained comparatively healthy, and that

fact elucidates some of the peculiarities of the clinical features

observed in these cases. From the detailed particulars of the

arterioles and capillaries it may be inferred that the walls of

some were simply swelled up by hyalin albuminoid material, with-

out much increase of the nuclei of the intima or adventitia in

number ; and in referring the changes observed in the cords of Lane
and Whitehead to simple exudation, we are unable, from the appear-

ance of the cord and exuded material, to determine to what extent

it occurred shortly before death, during dying, or even after death.

In the case of Lane there was general oedema in connection with

acute nephritis ; the exudation into the cord-substance might there-

fore be part of the general serous accumulation. In the case of

Whitehead there was no renal disease and no general oedema.

The hyalin material had, in AVhitehead's case, spread widely into

the textures of the cord ; here and there stream-like extensions

disintegrating the cord-substance. The connective-tissue nuclei

seemed altered, but it might fairly be questioned if they were

increased in number. These appearances seemed to us to indicate

that the exudation had most probably occurred during the venous

congestion of dying, and may be even, to some extent, after death.

We still think it most probable such was their origin. We have to

qualify this, however, by stating that (a) we have not found a similar
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amount of exudation of hyalin material in healthy cords of personn

killed, but in a minor degree we have found this hyalin swelled

appearance in the connective tissue of the cervical cord of a man

killed by fractured skull and lacerated brain (Boreham). It was

instructive to notice that then the appearance was less marked in

the dorsal cord, leading to the iuference that the exudation and

swelling were due to the injury to the head, (b) We have not

found similar exudation either in amount or manner of arrange-

ment in most cords diseased, (c) We have seen similar exudation,

but in less degree, in the cord of a person who died of tetanus.

Here the vessels of the cord were very full of blood, and their w alls

were hyalin, and the connective tissue also.

We are led by these facts to reserve the question of the origin of

this simple exudation for further examination.

The fibroid changes observed in several of the cords described

resemble those of granular contracted kidney in the following

features

:

In the spinal cord, as in the kidney, the fibroid change, as might

be expected, is most marked where the connective tissue is most

abundant. Extending in the cord, as in the kidney, from the

surface-membrane inwards ; or extending in the cord from the grey

matter outwards and in the kidney from the base of the cones out-

wards. Extending in cord and in kidney from the adventitia of the

arterioles and capillaries into surrounding connective tissue. The

fibroid material in the cord, as in the kidney, contracts and com-

presses surrounding tubules, atrophying or destroying them, but

leaves many other adjacent tubules comparatively normal. In the

cord, as in the kidney, it would seem that acute change commonly

supervenes on the chronic. Seeing that so many tubules remain

comparatively normal, we are enabled to understand how it is that

both cord and kidney may retain much of their functional activity,

even when they are the seat of very extensive fibroid change, and

this usually continues (persons walk or secrete urine fairly well)

until the more healthy tubules are deteriorated by acute changes.

It only remains to state that of the five cases in which there

were well-marked fibroid changes (sclerosis) in the cord, in two (Sears

and Hing) the kidneys were very granular and contracted, left

ventricle of the heart hypertrophied, no valvular disease.

The kidneys were slightly granular, and the left ventricle of the

heart not hypertrophied, in one (Palmer).
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The kidneys wvvv uoi conlracted nor pjraniilar in Iao ; l)iil in one

of these (Mutiinar) the liin<^H were the seat of cxlcnHive fibroid indu-

ration and tlie lesliek^ also, and in ilie liver a little similar clianpje

;

in the other (Chat away) the left ventricle of tlie heart, without

valvular disease, was greatly hy|)ertroi)hied, and tlic brain atrophied.

These pai'tii'ulars show that fibrosis in the cord may occur coin-

eidentally with fibrosis of the kidney ; or it may be in advance of

iJie fibroid change in the kidney; or occur as part of a general

fibrosis, altogether inde])endently of renal disease.

We cannot conclude these observations without expressing our

obligations to Mr. Robert Kershaw for the great care, patience,

and skill with which he has prepared the sections ; to Dr. Turner,

for much help in collecting and revising details ; and to Mr. Ilollick,

the artist, for the extreme care with which the drawings have been

executed. March 6th, 1877.

2. On the changes in the blood-vessels and in the kidney, in

connection with the small red granular kidney.

By Geor&e Johxson, M.D.

IN the present communication I shall endeavour to prove—1st. That
in the advanced stages of the various forms of chronic Bright'a

disease there exists, in association with hypertrophy of the left

ventricle of the heart, a true hypertrophy of the muscular arterioles

throughout the body.

2nd. That the hypertrophy of the heart is caused by an impedi-

ment to the circulation resulting from contraction of the systemic

arterioles, excited by blood contamination consequent on degeneration

of the kidney.

3rd. That the theory which assumes that the small granular

kidney is mainly the result of an interstitial fibrosis is incomplete

and inaccurate.
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In the 33rd volume of the ' Med.-Chir. Trans.' I first described

hypertrophy of tiie nmseular wuIIb of the minute renal arteries as

seen in eases of chronic Bright's disease, but more especially in the

small red granular kidney.

I believe that to have been the first published description of

hypertrophy of the muscular arterioles, and I nuiiutaiu that the anato-

mical description and the accompanying illustrations are perfectly

accurate in every particular. That paper was published in the year

1850, before the reseaches of Bernard and Brown-Sequard had made

known the true function of the muscular arterioles, and of the vaso-

motor nerves.

Believing, as I then did, that the contraction of the muscular

arterioles assists the heart to propel the blood onwards, I erro-

neously supposed that the hypertrophy of the arterial walls was the

result of their excessive contraction in propelling the blood through

the obstructed capillaries in front.

Soon after this Bernard, Brown-Sequard, and others, by a

laborious series of experiments, established the doctrine which is now

universally accepted by physiologists, though not, as I shall presently

show, by all physicians, namely, that the function of the muscular

arterioles under the guidance of the vaso-motor nerves is to regulate

the blood supply to the various tissues and organs. The contraction

of the arterioles narrows their canals, lessens the blood supply to

the capillaries, increases arterial tension, and excites more forcible

and frequent contractions of the left ventricle to overcome the

obstacle. The function of these contractile tubes appears to be

sufficiently well expressed by comparing them, as I some years

since ventured to do, with a "stop-cock," so that while the large

elastic arteries assist the heart and propel the blood onwards, the

minute muscular arteries regulate its distribution through the

capillaries to the tissues. I am almost ashamed to refer to such

elementary physiological doctrines in this learned assembly, yet I

am compelled to do so, because the doctrines in question are ignored

by some of my critics.

In the 51st volume of the * Med.-Chir. Trans.' published in 1868,

I gave the results of more recent and extended observations on the

condition of the arteries in Bright's disease. Eeflecting upon the

probable cause of the hypertrophy of the left ventricle of the heart,

which Dr. Bright, in the 1st volume of the ' Guy's HospitalEeports,'

had pointed out as being frequently associated with advanced



IN CONNECTTON WITH KTBNKY DTSKASE. 3S3

defeneration of tlu' kidney, it occurred to inc tliat tlic explanation

iiii«;ht probably bo found in tlio state of the niuscular arteriolcR.

The course of reasoning' waa this :— with the hyp('rtr()j)}jy of the

left ventricle there is hi«;h arterial tension, as fill, by the fm^'cr and

demonstrated by the sphygniograph ; this indicates resistance some-

where in till' terminal vessels. The probable seat of that resistance

is the muscular arterioles, wliich beinu; stimulated to undue con-

traction by the morbid quality of the blood, imj)cde the circulation

and thus ex{)lain the arterial tension and the cardiac hy{)ertrophy.

In accordance with the physiological law that over-action of

muscles, within certain limits, leads to overgrowth or hypertrophy

of muscular tissue, it seemed probable that the continued over-

action of the muscular arterioles in the cases under consideration

would be found to have, as it were, registered itself in hypertrophy

of their walls. Then seeking for evidence of this hypertrophy

with the assistance of my friend and former colleague Dr. Kelly, I

found it unmistakably present, not only in the arterioles of the

kidney, where I first discovered it many years before, but also in those

of the skin, mucous membranes, muscles, and pia mater. In short, I

found evidence sufficient to lead to the conclusion that in the excessive

contraction of the hypertrophied muscular arterioles throughout

the system, I had discovered the true cause of the hypertrophied

left ventricle.

In the 55th volume of the ' Med.-Chir. Trans.' Sir William Gull

and Dr. Sutton published the celebrated paper in which they deny,

or at any rate doubt, the existence of arterial hypertrophy ; they

describe a condition of the vessels which they designate arterio-

capillary fibrosis, and express their belief that the cardio-vascular

changes and the renal degeneration are the result of this general

morbid state which is allied to senile degeneration.

Sir William Gull, at the last meeting of this society, expressed

the determination of himself and his colleague to leave that paper to

the verdict of the profession. To which I reply that, in the hope and

belief that the tribunal referred to will give due consideration to

my criticism of the theory of ** arterio- capillary fibrosis, which was

published in the 56th volume of the Koyal Med. and Chir. Soc.

' Trans.,' I confidently await their verdict. Meanwhile I proceed as

briefly as possible to meet some of the objections to the doctrine of

arterial hypertrophy to which Sir William Gull gave utterance at

our last meeting.
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He said that hypertrophy of tlie muscular wallw was difficult to

estubliwh, for it was simulated by vessels in a state of contrac-

tion, and it was not possible to give a fixed standard of the thick-

ness of the normal muscular coat ; moreover their specimens showed

vessels which presented various degrees of thickening of the middle

coat in various parts of the same vessel, and often, indeed, mani-

fested diminution in the thickness of the muscular layer (' Lancet'

report). My reply to these objections is, first, an appeal to the

specimens which I have exhibited this evening, where may be seen,

side by side for comparison, specimens of normal and hypertrophied

arteries from the same tissue, kidney, skin, intestine, muscle, and

pia mater. No unprejudiced observer of those specimens could fail

to see that in the hypertrophied arteries the muscular walls are

often two or three times as thick as normal arteries of the same

calibre. Nothing can be easier than to compare such arterioles at

the afferent vessels of the Malpighian tuft, which are remarkably

uniform in the size of their canals and the thickness of their muscular

walls, and it can plainly be seen that the hypertroplied arteries are

very much thicker than the corresponding normal vessels. No
amount of post-mortem contraction of an artery can simulate the

appearance of hypertrophy which consists in an increase of the

muscular layers from one to three or four in vessels of equal

size.

In the paper of Sir William Gull and Dr. Sutton (Koyal

Med. and Chir. Soc. ' Trans.,' vol. Iv) there appears a drawing

of a transverse section of an hypertrophied renal artery, but

with a curiously inaccurate description. The surface of the

section shows an inner longitudinal and an outer circular layer of

fibres. This double layer is constantly seen in the hypertrophied

renal arteries ; but Sir William Gull and his colleague assume that

the inner longitudinal layer alone is muscular, and they say that

" external to the muscular nuclei there was a quantity of hyalin-

fibroid substance, and the layer formed by this material was much

thicker than the muscular layer."

Again, they say (at p. 278, par. 4) " where the kidney disease was

far advanced, hyalin-fibroid changes were seen in the minute renal

arteries precisely similar to those observed in the arterioles of the

pia mater and of other parts of the body." It is evident, therefore,

that they believe the outer layer in the renal artery to be the

counterpart of the so-called *' hyalin-fibroid " layer in the arteries
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of the pia mnter, tlie facl bcM'ng that this layer in llie pia mater

18 external to tlie nuiyeiilar layer, and is composed of the diHlended

fibrouB tissue, while in the renal artery the iBbrous tissue is usually

inconspicuous, and that which they mistake for it is the hyper-

trophied circular layer of muscular fibres.

Now, this erroneous descri])tion of the thickened renal arteries

serves in j)art to exi)lain the difEculty which tlie authors find in

" establishing hypertrophy of the muscular walls," since it proves

that they are so possessed by the idea of their hyalin-fibroid change

as to mistake for it the most unquestionable example of arterial

hypertrophy.

Then in reply to their statement that the muscular layer

sometimes varies in thickness in different parts of the same vessel,

and that it is often manifestly diminished in thickness. This may
be quite true, but it can be easily shown to be consistent with the

doctrine of arterial hypertrophy. An artery which has, up to a

certain point, been hypertrophied may, like the muscular fibres of a

generally hypertrophied heart, subsequently undergo atrojohic and

degenerative changes.

"We do not deny the existence of cardiac hypertroj^hy because

some of the muscular fibres are found after death to have under-

gone fatty degeneration.

In consequence of the high arterial tension and pressure in tbe

advanced stages of Bright's disease it would seem to be a matter of

absolute necessity that those muscular arterioles which do not

strengthen themselves by hypertrophy should be so over-distended

by the strongly contracting left ventricle, that their canals will

become dilated and their walls atrophied.

It is probable, too, nay it is certain, that in the advanced stages of

renal degeneration the morbid quality of the blood excites inflam-

matory and degenerative changes in some arterioles as in the larger

arteries and in various other tissues ; but these changes are quite

apart from the physiological hypertrophy of the muscular arterioles
;

and it is evident, from a consideration of the physiological function

of the muscular arterioles, that degeneration of their walls, with

a resulting loss of contractile power, will not explain the hyper-

trophy of the left ventricle.

It is a well-known fact that alcoholism, which is a common
cause of renal degeneration, also often excites inflammatory and

degenerative changes in the blood-vessels, and it may sometimes

25
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happen that a certain amount of vascular degeneration precedes

the renal diseane, but such vascular changes would not be

correctly designated a " arterio-capillary fibrosis of unknown

origin."

Since the discussion of this question at the two meetings of the

Eoyal Medical andChirurgical Society attention has been much given

to the subject, and a large amount of evidence in favour of the exist-

ence of a genuine hypertrophy of the muscular coat of the arterioles

has been collected and published by Dr. Atkins, of Cork (' Brit.

Med. Jour./ April 3rd, 1875), Dr. Galabin ('' On the Connection of

Bright' s Disease with changes in the Vascular System "), and Dr.

Grainger Stewart ('Brit. Med. Jour.,' November, 1873). But the

most complete review of the question is contained in the new

edition of Dr. Dickinson's book on 'Albuminuria.' I beg here to

express my admiration of the ability, the industry, and the candour

displayed by Dr. Dickinson in his treatment of this subject.

Although I differ from him in some of his conclusions, I agree with

him almost entirely in his statement of facts.

Dr. Dickinson admits that the muscular coat is hypertrophied,

but he says that the other coats are also thickened. This I have

never denied. Hypertrophy of the walls of the arterioles, like

hypertrophy of the walls of the heart, implies an increased growth

of all the textures which enter into the composition of the arterial

and the cardiac wall respectively.

The tunica adventitia in some of Dr. Dickinson's illustrations of

hypertrophied arteries, although thicker than in the corresponding

normal arteries which he gives for comparison, presents no appear-

ance of abnormal textural change, and in none of his illustrations

is there that hyaline appearance of the fibrous tissue of the arteries

of the pia mater which in some of the specimens exhibited here

five years ago by Sir William Gull and Dr. Sutton were unquestion-

ably the result of the glycerine in which they had been pre-

served.

Dr. Dickinson says that, besides the increased thickness of the

muscular coat, degenerative changes occur. This I have already

referred to, and endeavoured to explain. All Dr. Dickinson's illustra-

tions are taken from the arteries of the pia mater, which, although

most easily obtained for examination, afford by no means the best

examples of arterial hypertrophy. The change, as a rule, is most

constant and conspicuous in the arteries which supply secreting sur-
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faces ; for example, the arteries beucatli the skin and in the mucous
membrane of tlie intestines.

Dr. Dickinson admils tliat the arterial changes with cardiac

hypertrophy occur not only in association with the granular kidney

but also in the advanced atrophic stage of the large white kidney

the result of a scarlet fever, &c., and in cases of granular kidney

occurring in young subjects, four examples of which he refers to.

In one case recorded by Dr. Barlow, of Manchester, the patient

died with granular kidney and hypcrtrophicd heart, at the early age of

five years and eleven months. Then Dr. Dickinson proceeds to show

that simple abolition of the renal structure by so local and mechan-

ical a cause as stone in the kidney leads to the same cardio-vascular

changes ; and he arrives at the conclusion that the changes in the

circulatory system are a result of the renal degeneration, and not,

as 8ir AVilliam Gull and Dr. Sutton suppose, of a general arterio-

capillary fibrosis. Then he goes on to say, " if the circulatory change

be caused by the renal, it can scarcely be otherwise than by way
of glandular incapacity and consequent impurity of blood."

Up to this point Dr. Dickinson and I are almost entirely in

agreement, and I again beg to thank him for the valuable evidence

which he has collected, but when he comes to the physiological

explanation of the cardio-arterial hypertrophy we entirely part

company.

Dr. Dickinson attempts to cast ridicule upon my explanation of

the phenomena by representing me as saying that the heart and

arteries are endeavouring to get the better of each other, and that

" both, like conflicting athletes, are increased in muscle by the

exercise." He says, " It may be asked whether this hypothesis,

representing the heart and arteries as animated by different and

opposed volitions, is consistent with what we know of their actions

in health." To this I reply that in this query is implied a very

real though, of course, an unintentional misrepresentation of my
meaning. There is obviously no "volition" in either heart or

arteries. The arterial contraction is a reflex phenomenon excited by
the influence of morbid blood, while the more forcible cardiac con-

tractions are a necessary physiological result of an impediment to

the onward flow of the arterial blood from whatsoever cause arising.

I look upon the excessive arterial contraction excited by an

abnormal quality of blood as analogous to spasm of the glottis

provoked by an irritating gas or a foreign body in the larynx.
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Then we come to Dr. Diekinson'w own theory, which is this—that j|

the impediment to the circulation is in the capillaries, and that the

function of the arterioles is, by their contraction, to assist the heart m
to drive the blood onwards. In consequence of the capillary

"

obstruction " the heart and the arteries, whose common function it

B jointly or alternately to carry on the blood, become habitually

distended, are stimulated by distension to over-action and by over-

action to hypertrophy."

This theory is precisely that which I put forth in the year 1850

to explain the hypertrophy of the renal arterioles, and which I

abandoned in obedience to the teaching of Bernard, Brown-Sequard, I

and all modern physiologists. If Dr. Dickinson's explanation of the |

arterial hypertrophy is correct, it is certain that the generally

accepted doctrine with respect to the function of the muscular

arterioles is entirely erroneous.

Dr. Dickinson, referring to the well-known fact that the larda-

ceous form of Bright's disease is less frequently than any form

associated with hypertrophy of the heart, does not see that this fact is

inconsistent with his theory. It is obvious that lardaceous degenera-

tion of the arterioles must impair their contractile power, and there-

fore, their ability to assist the heart in accordance with his view

or to oppose it according to mine. Now, if Dr. Dickinson is right,

surely the heart should be more frequently and decidedly hyper- 1

trophied in these cases than in any other in consequence of the loss

of the assumed co-operation of the arterioles, while, according to my ,

view, the rarity of cardiac hypertrophy is ex23lained by the fact that

the lardaceous degeneration of the arterioles destroys or greatly

lessens their power of contracting, and thus impeding the onflow of

the blood.

The explanation of those comparatively rare cases in which the

cardio-vascular changes occur with little or no disease of the

kidneys, is to be found in the fact, as suggested by our President at

the last meeting, that probably various forms of blood deterioration

besides those which result from renal disease and ursemia may
excite the contraction of the arterioles which determines the

cardiac overwork and hypertrophy. The circulation of imperfectly

oxygenised blood certainly has this influence, and in proof of it I

have shown one specimen of hypertrophied subcutaneous arteries

from a patient who died from emphysema of the lungs and chronic

bronchitis. In confirmation of this view too, I may refer to Dr. , i,
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IMahonu'irs \)i\\)vv "On tlic E<i()l()f,'y of Bright'H DiseaHc " (Itoyal

Mctl. and Cl»ir. Soc. * Trans.,' vol. Ivii), in wliich lie sliows that in

some eases of eonvalcsccncc from scarlet fever there is an increase

of arlcrial 1 en sion the result of poisoned blood before the appear-

ance of albumen in \hv urine.

I find myself once more called upon to maintain that the small

red «;rannlar kidney is not the result primarily and essentially of

an interstitial nephritis, or of an arterio-capillary or any other

torni of fibrosis, aa Sir Wm. Gull and others believe. Dr. Dickin-

son expresses his surprise that I still maintain the view that the

j)rimary and essential changes in this form of renal degeneration

are intratubnlar, and consist of degeneration and disintegration of

the glandular epithelium ; and I am equally sur2)rised that he still

holds to the opposite view. In opposing the generally accepted

view of the morbid anatomy of the granular kidney, I find myself

in the very respectable company of Drs. Wilks and Moxon, who
with reference to this question say,^ " Some authors, especially Dr.

Dickinson, describe an increase of fibrous tissue ; we think there is a

little increase round the vessels, but not much. The patches

apparently of fibrous tissue figured in Dr. Dickinson's excellent

drawings we have always seen, but high powers resolve these

patches into the remains of tubes, as indeed would probably follow

from consideration of the drawings themselves. His drawing of

healthy kidney has seven Malpighian corpuscles, but a drawing of

granular kidney on the same scale, but of half that size, has

twenty-one of these corpuscles with but little tissue between ; now,

this shrinking to one sixth of the bulk is accompanied by dilatation

of some tubes, so that a considerable space must be occupied by the

compact walla of the necessarily numerous shrivelled ones. We
have found that a fibrillated condition prevails in the tube-walls,

which become coarse-looking ; but all large patches of apparent

fibre we have always found to be chiefly made up of apparently

wasted tubes."

This explanation of the fibrous appearances in the granular

kidney I have always maintained since the year 184:7, when, in the

30th volume of the Royal Med. and Chir. Soc. ' Transactions,' I

published a paper " On the Inflammatory Diseases of the Kidney."

I am now prepared to demonstrate that the description and inter-

^ ' Pathological Anatomy,' p. 509.
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pretation there given of the minute anatomy of the small granular

kidney is in every respect strictly correct, and that with the excep-

tion of the account of the hypertrophy of the renal arterioles which

I gave in the 33rd volume of the ' Transactions ' no material

addition has since been made to our knowledge of the minute

anatomy of the small granular kidney.

I will first give my own description and explanation of the

appearances, and I will then criticise the theory of interstitial

fibrosis. The primary and essential structural change in the

granular kidney consists in disintegration and destruction of the

glandular epithelium of the convoluted tubes ; the products of this

disintegrating process appearing in the urine during life in the

form of granular casts of the tubes, and the result is that, when

sections of the kidney are examined microscopically, while some

tubes retain the normal lining of epithelium, others are filled and

rendered opaque by epithelium in various stages of disintegration,

and others are more or less completely denuded of epithelium, a

few granular particles only adhering to the inner surface of the

basement membrane. Then, as a result of this destruction of their

gland- cells, many tubes are seen in different stages of atrophy and

contraction, and between these contracting tubes are seen wide

spaces more or less hyaline or fibrous which are mainly occupied by

the atrophied remains of other wasted tubes and capillaries. In

some tubes the normal epithelium is replaced by a lining of delicate

transparent rounded cells, each with a single nucleus. Again,

other tubes may be seen in various stages of dilatation into cysts.

This process of dilatation goes on until cysts more or less numerous

may be seen by the naked eye. The explanation of this cyst

formation is probably to be found in the fact that some tubes

continue to secrete an aqueous fluid, while their lower portions are

plugged by accumulated epithelial debris, and thus they become

distended by their own secretion.

What, then, is the explanation of the disintegration of the renal

epithelium ? A careful clinical study of these cases points to the

conclusion that a morbid quality of blood circulating through the

kidney is the determining cause of the disease. The products of

faulty digestion, gouty or otherwise, the poison of lead, various

forms, degrees, and results of alcoholism, the retained products of

other excretory organs, more especially of the skin or the liver.

These morbid materials in process of excretion by the kidneys excite



IN CONNECTION VITH KIDNEY DISEASK. 391

in tlio i^laiul-cc'lla tliu structural aud destructive changes wliicli I

have described. But is there no increase of fibrous tissue ? There

may bo to some extent, but I agree with Drs. Wilks and Moxon in

saying tliat it is "not much." While the gland-cells of the kidney

are constantly, in tlie discharge of their function, undergoing change,

and are readily destroyed by morbid products passing through them,

the more permanent and tougher texture of the basement membrane

and the capillaries is much more slowly and only in a secondary

way affected. In accordance with the evolutionist doctrine of the

" survival of the fittest " amongst individuals, we have here the

survival of the toughest amongst the venal tissues. In some parts

the basement membrane and the Malpighian capsules appear to be

thickened and assume a fibrous texture, so that an examination of

the granular kidney without reference to the normal structure, and

especially to the appearance of the fibrous network which is seen on

examination of a section of a normal kidney after washing away the

gland-cells, might lead to the belief that the tubes are surrounded

by an abnormal fibrous tissue. My description of the microscopic

appearance of the granular kidney is confirmed in a very remark-

able manner by Mr. Simon in a paper published in the same

30th volume of the Eoyal Medical and Chirurgical Society's ' Trans-

actions ' as that which contains my paper. The two papers, Mr.

Simon's and mine, were read the same evening. We were at that

time colleagues, and the papers by mutual agreement were written,

and the illustrations were drawn, without any communication with

each other until we met in this room. It will be seen that our illus-

trations are almost identical, and our description of the microscopic

appearances exactly agrees. The difference between us was one of

interpretation. Mr. Simon believed the transparent portions of the

kidney to be microscopic cysts, while I interpreted them to be

denuded tubes, as they are now generally admitted to be.

I refer now to this bygone controversy in order to remark upon

the fact that the very striking appearances in the kidney which

formed the subject of that rather sharp discussion are now utterly

ignored by the advocates of the theory of interstitial fibrosis.

These remarkable changes within the uriniferous tubes receive no
explanation from the theory in question ; they are, therefore, left

unheeded, and, of course, unaccounted for.

Dr. Dickinson, in contradiction of my views as to the morbid

anatomy and pathology of the granular kidney, states that " in the
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vast majority of cases, in all caaes except thoae ia which the

contraction of the organ has become extreme, tbe epithelium is

exactly such as is found in healthy kidneys." I have no doubt that

even in the most advanced stages of granular degeneration some

tubes may be found containing quite normal epithelium. Life

could not possibly be prolonged until the epithelium in every

uriniferous tube has undergone destruction, but Dr. Dickinson's

assertion must appear astounding to any one endeavouring to look

at the question even from his own point of view. To me, at least,

it seems inconceivable that an interstitial inflammation and fibrosis

should cause extensive gi'anular contraction of the kidney, and yet,

not even as a secondary result, give rise to any appreciable change

in the delicate texture of the glandular epithelium.

I now proceed to point out a few amongst the insuperable

objections to the theory of interstitial fibrosis which is so con-

fidently maintained by some pathologists.

In the first place the granular kidney retains its red colour and

its vascularity even in the most advanced stages of the disease.

It is called, and correctly called, the small red granular kidney.

This appearance is quite inconsistent with the doctrine of an inter-

tubular deposit, which must inevitably obliterate the capillaries,

and render the cortex more or less pale and anaemic. Such an

appearance of anaemia is general over the cortex of a large white

kidney, when the tubes, being distended by their contents, compress

the intertubular capillaries. Again, such an anaemic appearance is

visible over a circumscribed spot w^hen arteries and capillaries are

obstructed by embolic particles of fibrin. If in the granular kidney

the intertubular capillaries were obliterated, as they must be, by an

interstitial fibrosis, we should expect the epithelial lining of the

tubes to undergo the same changes as result in it from the embolic

plugs, namely, a fatty transformation prior to complete atrophy.

On the contrary, a fatty condition of the epithelium in cases of

small granular kidney is quite exceptional.

One of the most serious objections to the theory of interstitial

fibrosis is this :—On examiuing a section of the kidney the charac-

teristic intratubular changes may often be seen in various stages

of progress, while the intertubular capillaries surrounding these

morbidly changed tubes are injected with blood and evidently quite

normal. I have se n this in numberless sections of granular

kidney, and I maintain that this fact alone is absolutely destructive
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of llio iniorstitial liypothcsis. Again, compirsHioii oi' \hv, iiiter-

tubul.ir capilliirii's by morbid dcpowii or growth would evidently

cause great engorgement of the ]\liili)ighian cupillaricH with roHiili-

ing copious all)umiiiuria and luiMnorrhage into the tubes, but in

cases of granuhir kidney the albumen \h, as a rule, less copious than

in any other form of Wright's dinease. It is often very «cauty, and

it is sometimes entirely absent.

It is a well-known fact that retention of urine within the kidney

by obstruction of the ureter may set up changes resulting in

granular contraction of the kidney. I have a specimen here this

evening, mounted in the year 1855, from a case in which the

ureters were obstructed by cancer of the bladder. In this speci-

men the characteristic denuded tubes may be seen. Dr. Dickinson

endeavours to explain the disease thus originating by inflammation

about the blood-vessels engendered " by degrees of morbid absorp-

tion or other irritation insufficient to produce suppuration." It

seems to me more probable that the epithelial lining of the tubes is

destroyed directly by the pressure and irritation resulting from the

retention of their secretion within the tubes.

I scarcely feel called upon to express any opinion upon the

beautiful specimens and drawings, the result of much combined

labour and skill, which were exhibited by Sir William Gull and Dr.

Sutton at our last meeting. Sir AVilliam Grull said that "this

Society is not the place for theories, but for facts." Nevertheless,

the exhibition of those specimens and their arrangement in a
" coherent" series was suggested by a theory, and a theory which,

as I think, attaches undue importance to the appearance of fibroid

tissue in various tissues and organs, while it pays no heed to other,

and perhaps more essential, pathological changes.

We want to know something of the etiology and the clinical

history of the morbid changes in question. What share had
alcoholism and other forms of blood contamination in their causa-

tion ?

It would require a large number of well-observed facts and a

very careful induction from them to justify the conclusion that the

appearance of an excess of fibroid tissue in the spinal cord is more
than a secondary result of antecedent and more essential changes

;

first, it may be in the blood, and subsequently in the highly

organised and easily destructible nervous tissue of the cord.

I know that the authors of the theory of arterio-capillary fibrosis
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attach undue and exaggerated importance to the appearance of

fibrosis in the kidney, and I suspect that they over-estimate its

importance in other organs. March 20th, 1877.

3. On the sphygmographic evidence of arterio-capillary

fibrosis.

By r. A. Mahomed, M.D.

FIGS. 5 and 6 are tracings obtained from a male, aged about 35,

and a female, set. 45 ; they illustrate a form of pulse fre-

quently met with in apparently healthy persons, but who, not

uncommonly, are subjects of the gouty diathesis, dyspeptics,

Woodcut 5.

alcoholists, or who possess one or other of the predisposing causes to

chronic Bright' s disease. They do not, however, present any other

symptoms ; their urine is normal, and the character of the pulse

alone aifords an indication of their condition. The pulse presents

the signs usually recognised as those of high tension ; the most

Woodcut 6.
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lmi)ortant clmractcr to ha recogniHed by the finger is that of

persistence, the vesael being couHtautly full during both sybtole

and dinHtolo. This chronic condition of high arterial tension must

inevitably lead to hypertrophy of the heart and thickening of the

nrteries, in other words, to the cardio-vascular changes described by

Sir William Gull and Dr. Sutton as arterio-capillary fibrosis.

Given a chronic condition of increased arterial tension, and arterio-

capiUarijfibrosis must necessarily folloiv. The sphygmograph must

therefore be considered the earliest and surest indication of this

disease. This condition of increased arterial tension is very

constantly found in advanced life, so also is arterio-capillary

fibrosis, and the sjihygmograph will indicate most accurately and

delicately the degree present, as accurately as the thermometer will

gauge the amount of fever.

I believe that this increased arterial tension and its consequent

cardio-vascular changes are due primarily to a blood poison, and

that the vascular condition gives rise to the kidney disease, and not

that the disease of the kidney produces the high arterial tension.

Thus, the kidneys may be extensively diseased, but the arterial

tension may not be increased, and no cardio-vascular changes will

result ; or, on the other hand, the arterial tension, previously high,

may diminish, and even become lower than normal, during the

recovery from acute Bright's disease, while the urine continues

albuminous, and the kidneys are far from normal.

Fig. 7 represents the pulse of a man, ast. 35, who w^as a patient

in the London Hospital, under the care of Dr. Sutton. His arterial

tension was not high, though he had albuminuria and all the

Woodcut 7.

symptoms of Bright's disease. He subsequently died, and his

kidneys were found to be typical specimens of the contracted
kidney, only weighing three ounces together, but his heart was not
hypertrophied nor his vessels thickened- the condition of his
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vascular syBtem found after death thus perfectly corresponding with

the condition indicated by the aphygmograph during life.

Fig. 8 illustrates a pulse of low tension obtained from a man,

set. 24), a patient in St. Mary's Hospital, under the care of Dr.

Handtield Joues, who was recovering from a severe atttack of acute

Bright's disease, accompanied by general oedema and bloody urine ;

Woodcut 8.

the urine was still highly albuminous, and contained fatty casts,

but the oedema had entirely gone. His pulse had previously been

one of high tension, but this had passed off, and it was now a soft

dicrotic pulse.

It is worthy of remark that the state of the pulse during conva-

lescence from acute Bright's disease is, perhaps, the most important

indication for a prognosis. If the disease depends on a chronic

blood condition, the patient will recover from his acute attack with

a pulse of high tension, and, if so, will almost inevitably pass into

the condition known as chronic Bright's disease ; the acute symp-

toms being always likely to recur. While, if the blood-poison

causing the primary attack be of a temporary nature, when con-

valescence approaches the pulse will become soft, and no permanent

or advancing changes in the kidney need necessarily take place, the

patient will probably make a good recovery, and the disease never

return.

Those exceptional cases of destruction of one kidney by an

abscess, &c., in which the heart is found hypertrophied and the

vessels thickened, probably do not owe their vascular condition to

the loss of kidney structure, but rather to an antecedent blood

condition, such as gout, which may have caused the formation of

calculus in the kidney, and its subsequent destruction by suppura-

tion.

I think the sphygmographic evidence very fully supports the

view expressed by Sir William Gull and Dr. Sutton, that Bright's
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disease is not a diHCase of the kidney alone, but a i'ar more general

contlition ; this view I have niainlaincd at greater length in a paper

on the *' Etiology of Bright's Disease," publiwhed iu lhe*Tran«-

actions ' of the Koyal Medical and Chirurgical Society for 1874.

March 20th, 1877.

(c) ON CEKTAIN ACUTE SPECIFIC DISEASES.

1. The organism characteristic of vaccinia.

By EiCKMAN John Godlee.

NEARLY four years ago a series of experiments was undertaken

with a view of determining whether, by a process of cultiva-

tion, any organism could be obtained from the blood or juices of

patients suffering from those diseases in which these bodies are sup-

posed to play an important part. It was anticipated that if the

process proved successful some distinctive characters, either in

appearance or reaction, might be developed as the result of their

growth in some of the fresh media into which they were to be

inoculated. For a long time the results may be said to have been

wholly negative, but as, in the course of observation, it became

necessary to examine the blood of patients suffering from a variety

of diseases, as well as because these negative results are a strong

proof of the trustworthiness of the method of experiment em-

ployed, it may be advisable to place them very briefly on record.

It is essential, however, before doing so, to give some explanation

of the steps of the experiment. This is with a few modifications

(which are probably not improvements, but which have been intro-

duced for the sake of convenience) essentially that which is followed

by Mr. Lister, and which has been described by him in the ' Micro-

scopical Journal,' October, 1876, and in his address to the British

Medical Association at Edinburgh.

In the first place a stock of fluids to be used as media for cultiva-

tion has to be prepared. This is done either in a florence flask, or

in one with two necks specially arranged for the purpose. The pro-

cess is extremely simple, but is, at the same time, so instructive that
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I may be excused for deBcribing it somewhat in detail. After drying

the flask it is covered with a cap of cotton wool, which is tied tightly

round the neck, and it is then heated in a hot chamber for some

hours to a temperature above 300° Fahr., by which means all life in

the interior is with certainty destroyed. After cooling, the cotton

cap is removed, and the fluid to be preserved is carefully conducted

to the bottom of the flask by means of a syphon. The outer surface

of this syphon has been either superheated or carbolised. The neck

of the flask is guarded, meanwhile, by a piece of carbolised cotton

wool. The syphon is now carefully withdrawn and the cotton cap

reapplied.

AVhat is now the condition of things ? In the bottom of the

flask is a fluid which contains the causes of putrefaction ; above the

level of the fluid all is pure. All that remains is to plunge the

flask into a water bath above the level of the septic fluid contained

in it, and heat it to 212° for a longer or shorter time, according to

its putrescibility. In this way milk and turnip infusion may be kept

for an indefinite period, whilst fluids, such as urine and hydrocele fluid,

which are aseptic in their source, require only to be conducted into a

pure flask capped with cotton wool for preservation in the same

way.

The vessels in which the actual cultivations take place, and into

which the fluids are decanted from the flasks, are small test-tubes on

feet, such as are largely made in Germany, provided with caps made

by cutting oflf the lower ends of somewhat larger test-tubes. These

are first superheated, and then placed, each under a small bell jar,

in rows along the plate-glass shelves of a cupboard, which can be

heated to any required temperature. The glass cup fits quite loosely

and thus the only protection which this arrangement aff"ords is from

draughts, yet it is found sufiicient to prevent putrefaction in all the

fluids that have been tried. It is obvious, however, that when the

cap is raised, either during decantation or, subsequently, during the

process of inoculation, or for the removal of fluid for examination,

there is a risk that some malignant piece of dust may fall into the

vessel, and accordingly accidental inoculation will occasionally occur ;

but experimentally it is found that the particles of dust which carry

the causes of putrefaction are not sufficiently numerous to make the

danger of their introduction at all probable during the momentary

exposure which these manipulations, if rapidly performed, render^

necessary. Still, the possibility of risk or accident must always be
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kept iu mind, a possibility whicli renders neccBsaiy a frequent repe-

tition of the experimentw.

It may not be out of place to mention an accident which this

niolhdd of exporiinoiitalion is open to, and which once ])uzzlcd me
for some little tiim\ 1 had prepared .several dozen glasses containing

various fluids with great care, and placed them simply under bell-

jars on the wooden shelves of a cupboard. The greater number

of them developed blue mould, and it required some time to discover

that the plant had been introduced by a minute acarus, to the hairs

of which the spores were adherent in great numbers. I have since

seen the same or a very similar acarus swarming together with blue

mould under the covers of some old microscopical slides. It is

obvious that uo mere protection from draughts, such as that here

employed, can prevent the introduction of seeds of any kind by

means of messengers provided with legs, aud this indicates one of

the directions in which fallacies may be sought.

In the observations upon blood the fluids used were milk, urine,

turnip infusion, and a solution of phosphate of soda, and tartrate of

ammonia.' The blood was first obtained by washing the ball of the

thumb by a solution of carbolic acid in ether, then shaving ofi"part

of the carbolised epidermis with a previously superheated knife, so

as to prevent, in the first place, the introduction of organisms from

the skin, and then the admixture of carbolic acid wdth the blood.

A puncture was then made in the centre of the part from which the

* The composition of the ammoniacal solution used in these experiments was

as follows :—Sod. Phosphat. 1 gramme, Ammouise Tartrat. 10 grammes, distilled

water 1000 c.c.e. Tlie specific gravity was practically that of water, the reaction

alkaline. The turnip infusion was prepared by cutting up several turnips and

boiling them for about an hour; the liquor was then brought to a specific gravity

of about 1018, and neutralised in some experiments by the addition of a little

bicarbonate of soda, but in others it was allowed to remain acid. The colour was a

dark brown. The hydrocele fluid was obtained by puncturing the tunica vaginalis

with a trocar which had either been boiled or soaked in absolute alcohol, after

first well carbolizing the scrotum. In some of the earlier experiments a perfo-

rated needle was employed, in connection with which was a glass tube bent at a

right angle. Attached to the lower end of this glass tube was placed a circular

piece of caoutchouc which had been soaked in a solution of carbolic acid ; this

was intended to prevent the possibility of dust falling into the flask while the

fluid was being -drawn off. In the later experiments this precaution was, how-

ever, omitted. About the milk and the urine nothing need be said, except that

the latter was simply passed into a previously superheated flask after first apply-

ing a little carbolic solution (1 to 40) to the tip of the penis.
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epidermis had been removed, and wa8 collected in a capillary tube.

One eighth of an inch or more of thia was afterwards cut off and

allowed to fall into the test-tubes containing the fluids to be used in

the experiment.

The following is a short summary of the observations which were

made

:

Ague.—Two cases.

A. July 4th, 1873.—Blood examined two hours after rigor.

Granular masses abundant, in size one fourth that of a red corpuscle.

Some of whit^ corpuscles surrounded by a similar material. No
bacteria seen. "White blood-corpuscles in normal quantity.

B. July 4th, 1873.—Blood examined two hours after a rigor pre-

sented almost identical appearances.

The four fluids each were inoculated with blood from patient a

on July 4th, and patient u on July 5th, and remained unchanged

till August 23rd, the temperature being maintained at 80°—83° F.

Pycemia (true embolic).—Two cases.

A. Aug. 27th, 1873.—Blood contained many highly refracting

granular masses, one eighth the size of white cor2)uscles ; the latter

were in more than average numbers. No bacteria seen.

Four fluids inoculated, and no development occurred by Sep-

tember 6th.

B. Feb. 12th, 1874.—Blood contained an excessive number of

white corpuscles, but scarcely any granular masses.

No development by March 7th. No note was made of tempe-

rature.

TypJioid.—One case.

Sept. 11th, 1873.—Blood showed a great number of minute

granules and an excess of white corpuscles, and one doubtful

bacterium was seen after proloiiged search.

No development by October 5th ; temp. 80° F.

Erysipelas.—Two cases,

A. Feb. 10th, 1874.—Blood examined on second day. Showed

nothing abnormal except an excess of white corpuscles.

Four fluids inoculated and kept at a temperature of 75°—80° F.,

except on the second day, when it fell to 60° F., showed no change

with one exception, viz. that the milk glass developed some very

minute rods, which at last caused a slightly acid reaction.

B. Feb. 14th, 1874.—Blood inoculated into the four fluids on the
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third day. No cluuige occurred by March 7th, except that a plant

of l^cneciUiim (jUiurum ^rew in the urine. Temp. 75^—80" F.

Acute necrosis.—The pus Iroui tliree cawos was examined. Two
of them presented no appearance of an organism, the third, how-

ever, showed chains of granules in such abundance, and of such

r« gular shape, tluit no doubt was felt by several observers that they

were organisms. It should be remarked, however, that a somewhat

similar aj)peavance was once seen in the pus taken from a very acute

abscess of the neck, and also that the granular matter in pus often

arranges itself in a deceptively regular manner. Eight glasses were

inoculated w ith the pus from the last case on May 20th, 1874, but

no development occurred by June 5th, the temperature being that

of the external air.

Besides the cases mentioned above, the blood of a considerable

number of patients suftering from various diseases was examined,

as well as that of dyspeptic people and those supposed to be

healthy ; and 1 can iuUy endorse the views expressed by Drs.

Bastian, Moxon, and Goodhart upon this subject ; for while in any

one of the classes above mentioned granular masses of varying size

are often discovered, and more rarely single or double granules, I

have never seen anything that I could feel at all certain was a

bacterium.

As this branch of the inquiry appeared unpromising, it was deter-

mined to repeat the observations with some fluid in which the

medium of infection was know^n to exist, and of these the most easily

obtainable was obviously vaccine lymph.

Ever since the observations of Cohn on the subject, it has been

agreed that the granular masses which are seen in small numbers in

lymph taken on the seventh or eighth day, but in large quantities in

that which has been kept for some time in tubes, consists in all pro-

bability of an organism. Many attempts have been made by Chauveau

and others^ to isolate this molecular part from the fluid in which

it floats, but with somewhat doubtful success. The filtration of

minute organisms, at the best of times an unsatisfactory procedure,

because in the first place the pores of the filter must necessarily

be of extreme minuteness ; and, in the second place, many of

' ' Nature du Virus Vaccin. Nouvellc demonstration de I'inactivite du plasma

de la serosite vaccinale virulente,' par M. A. Chauveau. 'Nature du Virus

Vaccin. Determination des elements qui constituent le prineipe actif de la

serosite vaccinale virulente,' par M. A. Chauveau.

26
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the substances which have suggested themaelvee as suitable for

the purpose, may bo supposed to exert a deleterious influence

upon the organisms themselves. Dr. Sanderson, indeed, has come

to very definite results by means of his process of allowing the

particles in diluted lymph to subside ; and the conclusion to

which he, as well as the other observers arrived, was that the fluid

part alone was incapable of originating the disease. But at the

same time it must not be forgotten that lymph, in which no

granular material is visible, is often very active,^ and that stale

lymph, which possesses a diminished activity, shows this granular

material in excess. By the method of experiment now employed

the separation of the granules becomes quite easy, for it turns out

that, by inoculating with vaccine lymph either milk, turnip in-

fusion, urine, or hydrocele fluid, and keeping them at a temperature

of 90°, 100°, an organism will generally be developed of perfectly

characteristic appearance, and closely resembling that seen in the

original stale lymph, and that it produces constant and characteristic

changes in the fluids in which it grows.

The organism will be seen from the drawings2(woodcut 9) to consist

of granules, which vary in size in different fluids, but which maintain

a nearly uniform size in each sample. They have a tendency to

arrange themselves in fours, and even when aggregated in large

masses this arrangement is usually seen. In turnip infusion the

granules are larger than in any other fluid that has been employed,

but they do not occur as a rule in such abundance. In milk they are

often arranged in twos, or even singly, and are thus very difficult to

distinguish from the smaller milk globules, but the eflfect produced

upon the milk is so peculiar that the growth of the organism cannot

be mistaken.

It must not be supposed that the development occurs invariably,

or that it always manifests the same energy ; much, no doubt, depends

upon the qualities of the fluid as well as upon the lymph. The

following may, however, be taken as the result of a thoroughly

active growth of the organism.

In milk, after a day or two, the colour becomes dead white as com-

paredwith its previously slightly opalescent appearance, and at the end

of a week the whole becomes either much less diffluent than before,

* Hiller, * Centralblatt fiir die Medecinischen Wissenschafteu,' No. 20, May
13th, 1876.

' A specimen was exhibited at the meeting.
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or else completely solid. The reaction in the meantime remains

almost unaltered, or if anything it blues reddened litmus slightly

more than normal milk while still giving a faint red tint to blue

litmus.

Woodcut 9.

Ijff.S.

Organisms obtained from the lymph of vaccinia (from camera lucida

drawings x about 1000 diameters).

Fig. 1. Organisms in Hydrocele Fluid.—a. Thirty-six hours after

inoculation with vaccine lymph (April 29th, 1875). b. Fifty hours

after second inoculation from specimen a (May 3rd, 1875).

Fig. 2. Organisms in Milk.—Thirty-six hours after inoculation with

vaccine lymph (April 29th, 1875).

Fig. 3. Organisms in Turnip Infusion.—a. Fifty-one hours after

inoculation with vaccine lymph (April 20th, 1875). h. Fifteen days

after inoculation with vaccine lymph (May 4th, 1875).

Fig. 4. Organisms in Urine.—a. Fifty-one hours after inoculation

with vaccine lymph (April 28th, 1875). h. Thirty-six hours after inocu-

lation with vaccine lymph (April 29th, 1875).

In urine the reaction becomes intensely alkaline, and a copious

deposit of phosphatic crystals is thrown down within twenty-four

hours, while the organism is found in abundance in the turbid fluid.

In hydrocele fluid a granular deposit forms at the bottom and the

fluid becomes turbid, both tlie deposit and the fluid containing the

organism. A similar though less marked change occurs in the

turnip infusion ; the reaction of the latter if acid, to begin with

remains unaltered, as does the alkaline reaction of the hydrocele

fluid.

*t
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In the few experiments in which the amrnoniacal solution was

used no development was obtained.

One or two glasses in different series obviously putrefied from the

first, but if tlie organism described occurred no adventitious bac-

terium was found, except in a very few glasses after a long time and

frequent exposure for examination.

The lymph was obtained in the earlier experiments by carbolizing

the skin over the vesicle and puncturing it with a superheated

lancet and collecting it in capillary tubes, but these precautions

were not all carried out in the later ones. The following is a

summary of the experiments performed.

The first was on February 16th, 1874, when four glasses containing

respectively milk, urine, turnip infusion, and the amrnoniacal solutions

were inoculated in the manner described above. The turnip

infusion became opaque on February 18th, and on February 2l8t

the milk was solid throughout. A microscopical examination made

on March 4th showed the organisms figured in the drawing.

The next consisted of two sets o£ glasses containing the same

fluids with the exception of the turnip infusion. They were inocu-

lated on February 23rd, 1874. The turnips and the milks under-

went the same changes as in the last experiments, with the exception

that the milks became white and turbid, but not solid. Neither the

urines nor the ammoniacal solution developed any organisms. It

must be mentioned that the temperature, usually about 90° Fah.,

on the second day was allowed to fall to about G0°.

The third experiment was made on March IGth, 1874, when two

series complete, with the exception of the ammoniacal solution, were

treated in the same way. The milk and turnip infusion of one series

developed the characteristic changes. The other milk developed a rod-

shaped bacterium and putrefied ; the other glasses remained barren.

The observations were now, owing to want of time, left untouched

for about a year, and then, on April 19th, 1875, two series, consist-

ing of milk, urine, turnip infusion, and hydrocelefluid, were inoculated

as before, but the temperature w^as not raised above that of the

atmosphere, about 60° Fahr. Under these conditions no change

took place during eleven days, except that a rapidly growing

organism, no doubt adventitious, developed in one of the hydrocele

glasses. The temperature was then raised to 98° Fahr., but the

only eff'ect produced after twenty-six days was a doubtful and very

feeble development of the organism in one of the turnip glasses.
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The next Hcriea of oxi)crinu'nla was made, about the same time,

but in lliem, as in the first, tlie temperature was kept about 90*^

—100° Fahr. The animoniacal solution was in them omitted.

The eliaracteristic naked-eye ehanges occurred within forty-eight

hours, and within eiglit days the milks were solid. The organism

was found in large numbers and without admixture. Two more

series were inoculated on May l^lst, with a precisely similar result,

with the exception that the milks became thick and not solid, and

it should be added that similar results have been obtained on more

than one occasion since that time.

AVith a view of discovering whether this organism alone was

capable of originating the disease, it was determined to vaccinate

a child with a fluid in which it was undoubtedly actively growing.

For this purpose hydrocele fluid seemed most advantageous, its

unirritating qualities having been previously ascertained by an

inoculation on my own arm. In order to eliminate the fallacy of

introducing any of the original lymph, first one hydrocele glass and

then another were inoculated from that which had originally

received lymph on April 26th. On May 3rd, viz. a week after the

lymph was obtained, four days after its first transplantation, and

two days after its second transplantation, some of the first and

second broods were used to vaccinate three children on one arm
each, while the other arm received some recent (arm-to-arm)

lymph. My expectations were great and the disappointment cor-

respondingly severe when, a week later, it was found that the result

with the artificial lymph was absolutely nil ; the punctures and

scratches remained as completely free from any appearance of

iufiammation as the spot on my own arm, which had received the

pure hydrocele fluid. A similar trial was made on June 2nd, with

a tube of milk and another of hydrocele fluid, about forty-eight

hours after they had been inoculated, and in which the organism

was in a most active condition when the tube was filled, but here

again the result was completely negative. Two days later four

tubes containing samples of each of the four fluids employed were
used to inoculate the four teats of a calf six months old, which had

been kept all its life in a field in the company only of its mother
and another cow, and which had, therefore, probably, never had the

disease. Here again no result was obtained.

What conclusions are deducible from these results ? We cannot

be reminded too often of the great caution which is necessary in
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coming to a judgment on these questions, and of the many pitfalls

with which they are surrounded. I think we may, however, safely

conclude

—

Ist. That the granules constantly observed in active lymph are

really organisms.

2nd. That they are capable of growth in fluids of very various

characters.

3rd. That they prohally require a heat nearly approaching that

of the human body for their active development.

4th. That they produce upon the fluids in which they grow very

characteristic changes.

5th. That as they have been at present grown they are alone

incapable of originating vaccinia.

The last is no doubt the point to which the attention is most

attracted, and the immediate conclusion of many will very likely be

that, because they cannot alone originate the disease, they have,

therefore, nothing to do with its causation. This is plausible, and

may possibly be true ; but that it is not at present proved I must

most emphatically insist.

It will be necessary to resort to a few examples by way of illus-

tration of this position. It is constantly found in the animal and

vegetable kingdom that the direct descendants of an individual

manifest qualities quite diff'erent from those of their parent. Many
of our artificial species of plants, for example, while they retain

their specific characters when propagated by cuttings, revert to an

original type when they are propagated as seedlings. A fancy

pigeon will, as the result of crossing, return to the original type,

and we are unable to make its descendants assume the characters of

its immediate predecessors. Many other illustrations might be

drawn from the parasitic worms, or that low class of fungi, the

Myxomycetes, which exhibit a similar dimorphism ; but it will be

more instructive if, at the risk of being accused of resorting to the

petitio-principii, I point out some illustrations which are aff'orded

by the behaviour of the lymph of smallpox itself. If one is to accept

the evidence of Ceeley, Thiele, Badcock, and others, we must

believe, notwithstanding the contradictory observations of Chau-

veau, that if smallpox lymph be inoculated upon a cow, the symptoms
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of cowpox nrv produced; and it* tlio human Hul)ject be vaccinated

iroin the pustuloH bo produced, lie will bccoirie the subject of

vaccinia, and not variola} By making the poison pass through the

8}'8lein of the cow, it thuH has its characters permanently altered.

Supposing, then, for the sake of argument, we imagine the

poison cTidowcd with living characters, we may say that the grand-

cliild of that which was smallpox in the patient from whom the

cow was variolated has been converted into cowpox by passing

through the system of the cow, and we do not know how its descen-

dants could be made to assume their ancestral characters of smallpox

again. In the same way it is possible, it is even probable, that by

passing the cowpox poison through such an uncongenial medium as

hydrocele fluid or urine, we have deprived it of the power even of

acting like cow-pox in our sense of the word ; and it will remain to

be seen by future experimentation whether or not the condition can

be discovered which will give it its old properties again. And,

moreover, it is to be observed, that when vaccination has been prac-

tised direct from the cow, although the result, if successful, is often

more marked than when lymph is taken from the human subject, it

is not a very easy thing to obtain a result at all. The cowpox

poison, as it exists in the cow, is not in a favorable condition for

inducing the disease in man, and it is not until it has become

humanised, i. e. accustomed to its new habitat, that it reproduces itself

with the almost unerring certainty which holds in the case of the

lymph in use at the present day. A fortiori, then, it would appear

likely that such a complete change of habitat as has been afforded

in my experiments would, supposing the organism to be really the

bearer of the contagion, unfit it for growing in the soil from which

it was originally taken.

But there is also another condition which might possibly influence

the development of the organism in the children vaccinated, even

8U])posing it still retained its power of starting the disease. It

seems probable that the lymph, as it occurs in the human subject,

has in itself some irritating qualities, for a slight redness is pro-

' It has been stated that the results ohtained by Chauveau (' Vaccine et Variole,

nouvcUe etude cxperimentale sur la question de I'identite de ces deux affections')

are sufficient to negative the conclusions arrived at by these experiments. For a

discussion of this (jucstion I would refer the reader to Dr. Seaton's 'Handbook
of Vaccination,' 18G8, chapter iv ; with the conclusions there arrived at the

perusal of M. Chauvcau's paper leads uje quite to agree.
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duced (in some cases at leaet) within a short time of the inocula-

tion ; the fluids used in my experiments were, on the other hand,

perfectly bland. Now, we know that healthy living tissues have a

remarkable power in preventing, by mere contact, the development

of living organisms, whereas anything which weakens the vitality of

the tissues, and notably inflammation, tends to diminish the power of

resisting their growth. It is, therefore, possible that if a fluid in

which the organism were actively growing were inoculated upon an

inflamed surface, or if some irritating material were mixed with the

the artificial lymph, a difl'erent result might be obtained. I am
sorry that no opportunity has yet ofiered of trying the experiment

in this form.

When I gave the name of this paper to the secretaries some time

ago, I had-hoped to be able to make some positive statement with

regard to smallpox. I have merely now to add, however, that

the result of the four experiments I have at present made has been

quite indefinite.

In the first trial, the lymph was taken from a patient in St.

Thomas's Hospital, and was placed in three glasses within half an

hour in the hydrocele fluid and urine ; a granular organism pre-

sented itself closely resembling that described above, but there were

also distinct chains of granules, which were thought to be adventi-

tious.

The next two experiments w^ere made with lymph w^hich I

obtained at the smallpox hospital at Highgate, and placed in the

vessels within two hours. The last was from a tube sent me by

Dr. Strugnell from the same place. The lymph was taken on the

sixth day of the eruption and was in some cases quite clear. No
development of an organism took place.

I do not despair of obtaining what I am very much inclined to

believe occurred in the first of these trials by modifying the

conditions of the experiment. The failure is less to be wondered at

than the frequency of success with the vaccine lymph, when it is

remembered that out of five or six hundred attempts to inoculate

variola upon cows in the hands of Mr. Badcock, not more than 7

per cent, proved successful. March Gth, 1877.
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2. Kxpcriments and observations on vaccine and variolous

contagium.

By P. M. Braidwood, M.D., and F. VACnEU.

(Introduced by the President.)

IN 8cttiDf2; ourselves to add somewhat to existing knowledge on

contagion nnd contagious diseases, we have termed our work
" Contributions to the Life History of Contagium," as expressive of

the wide scope of our subject. Puring the past two years our

observations and researches have for the most part been confined to

the study of the contagium most easily obtainable, viz. that of vaccinia

and its analogue variola. It has been examined by us with reference

to the three following queries, viz.

:

"What is contagion ?

In what manner is it generated or communicated ?

What are the conditions on which its life or activity depend ?

It is of interest only to the literary archaeologist to learn that

from the middle of the seventeenth century, when Hauptmann first

suggested the possible origin of epidemic diseases from invisible

germs in the air, till the middle of the present century numberless

speculations on this subject have been brought forth and have expired

—these hypotheses ascribing to parasitic animals, plants, ova, &c.,

the power of originating and communicating contagious diseases.

To Dr. Lionel Beale belongs the honour of discovering in vaccine

lymph transparent particles of extreme minuteness, in which he

surmised that the contagious or active properties of the lymph

resided. This observation was made known in 1863, and extended

at a somewhat later date to other contagious or infectious

diseases. Dr. Chauveau, of Lyons, was the earliest to demonstrate

by the method of diiVusion, a demonstration since repeated by Dr.

Burden Sanderson and others, that " the vaccinal serosity is not

virulent, and that the activity of vaccine resides in the solid

granules, either in all or only in one part of these little elementary

organisms." Dr. Chauveau was led to adopt the process of dift\ision

becauHC he found, after very careful experimentation, that the

elementary granules (as he termed them) of pure vaccinal serum

never completely subsided, and passed through every filter. His
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conclusions have been more recently confirmed by Dr. Burden

Sanderson's researches ; so that we may now be said to possess the

stroDgest indirect proof (we can have no direct proof till we have

learned how to wash oft' all trace of plasma from the bodies it

suspendis) that the contagium of the virus, with which we are most

familiar, consists of transparent particles, not exceeding (according

to Sanderson) the 20,000th of an inch in diameter, neither soluble

in water nor in watery liquid, and not capable without losing its

properties of assuming the form of vapour. Further, inasmuch as

these particles do tend to subside, but according to Chauveau,

" never dispose themselves completely in the lower layers," we are

assured that they are of a specific gravity only slightly greater than

that of the plasma surrounding them. It has also been remarked

that, as they do not sensibly diminish the transparency of the liquid

containing them, they retract light in the same degree as this. It

seems probable, further, that the leucocytes met with in vaccine

and other contagious fluids should be regarded as receptacles of the

infective particles.

As is well known to you, through his contributions on the nature

of virus to the ' Comptes Kendus,' torn. Ixvi and Ixvii, M. Chauveau

tested the contagium liquids of variola, pneumonic noyaux, glanders,

and sheep-pox, by dilution and difi'usion, and obtained in respect of

these contagia results similar to those we have above detailed. His

investigations with the sheep-pox virus, besides showing quite as con-

clusivelv, as in the case of vaccine, that the active principle of this

virus is neither soluble nor diff'usible, proved also the greater con-

ta""iousness, or rather concentration, of sheep-pox virus (the activity

of sheep-pox virus as compared with vaccine being, according to

Chauveau, as 30 to 1), and thus furnished a simple explanation of

the phenomenon of the infectiousness of sheep-pox and smallpox,

and the non-infcctiousness of cow-pox.

Next, as to the manner in which contagium is'generated and com-

municated. An almost incalculable amount of patient industry has

been bestowed on this subject, but the actual results obtained have

been disappointing. Observers are still at variance whether these

minute particles we have above described, and other disease-germs,

are always produced from like bodies previously existing, or whether

they do not, under certain favorable conditions, spring into being

de novo ; whether they are vegetable or animal substances in a com-

municable state of chemical change, or are of the nature offerments.
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Of thoHO who hold the ronncr doctrine probably the earliest, and cer-

tainly the Btrongest and bcHt known, is Dr. lieale, who states in his

elaborate work on * Disease Oorms,' that a germ (or, as ho prefers

to term it, a " bioplast ") is " but a particle of living matter which

has been detached from already existing living niattcr, and this living

matter came from matter of nome sort which lived before it." The

smallest particle, moreover, of this living matter, Dr. liealc states, in

bis ' Eeport to the Cattle Plague Commissioners,' " when supplied

with its proper pabulum, will grow and multiply, giving rise to

millions of little particles like itself, each having similar properties

and powers." Hence infecting particles are ** derived by direct

descent" from healthy living matter (bioplasm), this becoming

diverted from its ordinary course of developmental change and

manifesting increased rate of growth and degradation oF formative

power.^

On the other hand, among tbose w^ho have striven to prove that

contagion is not merely alive in the sense of being part of the living

body like a blood-cell, but is itself a distinct living organised being

inhabiting the diseased body, Professor Hallier, one of the earliest

and strongest advocates of the fungoid theory of contagion, is best

known to us. This eminent botanist contends his investigations

have established that the contagium-particles of cholera and sheep-

pox are of a fungoid nature, introduced ah extra, and growing in

the body ; and his researches into the nature of diarrhoea, dysen-

tery, typhus, typhoid and recurrent fevers, measles, smallpox, cow-

pox, scarlatina, gonorrhoea, and syphilis, have led him to entertain

a like opinion in regard to the etiology of these diseases. Dr.

Lewis, however, in his ' Keport on the Microscopic Objects found in

Cholera Evacuations,' denies positively that there is any fungus

peculiar to cholera-stools. The organic forms which, according to

Hallier, are met with in contagious fluids are analogous, and are

included under the general term hefe. AVhen of spheroidal form
Hallier terms them micrococci, while bacteria he regards as spore-

born micrococci become staff-shaped. As opposed to Hallier,

Niigeli, who first gave to this class of organisms the name of
" Schizomycetes," separated them from the fungi. Some contagium-

particles cannot be distinguished from micrococci and bacteria under

' "The contafjious bioplasm results from normal bioplasm, the life of which
has been carried on for some time under unusual conditions." (Bcale, " On Life

and on Vital Action," the ' Lumleiuu Lectures,' 1875, p. 90.)
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the most powerful objectives, while it is clear that organisms belong-

ing to the same class as these minute bodies are concerned in many
diseases. Klebs and Recklinghausen and, more recently, Dr. Burden

Sanderson, have shown what an important part they play in the pro-

duction of septicaemia and other infective inflammatory processes.

They are so widely spread throughout nature, their food is so plenti-

ful, their tenacity of life is so great, and they multiply so rapidly

(according to Dr. B. Sanderson, a single bacterium will produce

16,777,220 individuals every twenty-four hours) it is at least

possible they may constitute the elementary particles of some of

the specific contagious diseases. A modification of this theorem of

the bacterial nature of contagia is that bacteria, naturally harmless,

derive poisonous properties by feeding on morbid food or by contact

with morbid matter, and thus become, so to speak, the carriers of

various specific contagia. Accordingly, Dr. A. E. Sansom remarks

that " the poisons of spreading diseases are extremely minute living

organisms, having the characteristic endowments of vegetable

growths, analogous to the minute particles of vegetable protoplasm

whose function it is to disintegrate and convert complex organic

products, owing their specific properties in the special diseases, not

to any botanical peculiarities, but to the characters implanted in

them by the soil in which they first sprang from innocuous parents,

and from which they are transmitted, this soil (except in the case

of their earliest origin) being the fluids of the animal body."

The most numerous, most consistent, and careful observers who
support Hallier's theory of the fungoid origin of disease-germs are

met with in the German school of pathologists, but among ourselves

Drs. B. Sanderson and Klein incline to this doctrine. Among recent

< Reports of the Medical Officer of the Privy Council,' New Series,

No. 3, are to be found two papers, compiled respectively by Dr. B.

Sanderson and by Dr. Klein, which contain the latest observations.

In the former, Dr. B. Sanderson states that rod-like or staflf-shaped

bodies, discovered originally by Pollender, and observed later by

Heusinger, Bollinger, Brunell, Klebs and Tiegel, Delafond and

Davaine, in splenic fever or milzhrand among lower animals, have

been identified by Buhl as present in the blood of human subjects

aflected with a disease termed by him mycosis intcstinalis, and

studied more recently by Prof. AValdeyer. But, as Dr. Sanderson

remarks, " the morphological relations of the organisms found in

mycosis intestinalis with those of splenic fever " require further

\
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invcatigntion. liKleed, Honie very recent investigators of tlio French

Bchool have denied t)ie exiHleneo of these rod-shaped bodies in the

blood and tissues of vietiins of splenic fever.

AV^ith regard, next, to rehipsing fever, Dr. Obermcier, during tlic

Berlin epidemic of Ls72, discovered specific organic forms (spirilla)

in the blood of suflerers from this disease, and noted that, '*aa soon

as the pyrexia passed off the organisms di8a])peared, reappearing

when tlie patient fevered in the re]a[)se." These observations were>

later conlirmed by Drs. Eugel and Weigert, and the relationship of

these organisms was especially studied by Dr. Litten, during the

Breslau epidemic, in 448 cases. He found them only in the blood

of persons affected with the disease, and present invariably during

the paroxysms, but never during the intervals. The number
of spirilla seen varied considerably, and diminished, probably, as

the paroxysm approached its termination ; they were strikingly

uniform in size and aspect ; their convolutions were extremely small,

and were independent of their movements. On the addition of dis-

tilled water they died instantly, and a solution of caustic potash

dissolved them.

Dr. Sanderson's abstract of the report on the relapsing fever

epidemic of Breslau is followed by an addendum to his review of

recent contributions to the pathology of diphtheria, this addendum
detailing Drs. Letzerich's and Oertel's investigations on diphtheria.

In the earlier paper Dr. B. Sanderson defines diphtheria as a spread-

ing necrosis of a previously infiltrated part, in which the lymphatic

system is invaded by micrococci, and the question to be solved, he

says, is, '* whether the previous infiltration is determined by the

presence of the micrococci." This fungoid origin or micrococcus

infiltration of the tissues aff'ected by diphtheria is su^^ported by the

observations of M. Nassiloff and Dr. Oertel, and by the experiments

on animals of Prof. Eberth of Ziirich, and of Dr. Dolschenkow in

Strasburg, But, although no distinct light has been thrown on the

etiology of diphtheria by these observers, it is, as Dr. Sanderson re-

marks, "of moment to have learnt that forms of micrococci exist which

possess the power of colonising in living tissues, and thereby in-

ducing a variety of inflammation, which is distinguished from others

by its tendency to result in disintegration ; and that this faculty of

originating disintegrative inflammation is possessed by them inde-

pendently, and can be exercised without the concurrence of any

previously existing morbid process."



414? ON CERTAIN ACUTE SPECIFIC DISEASES.

In erysipelas a like plugging of lymphatic vessels and spaceB with

micrococci, and colonisation of the deep tissues and of viscera by these

organisms, have been noted by Drs. Lukomsky and Orth, but that

they are the essential or necessary producers of this affection

remains yet a matter of doubt.

We shall refer shortly to Dr. Klein's discovery of vegetable

organisms in tissues affected by variola ovina ; but inasmuch as

these observations have since their publication received contra-

diction from their author in respect of the vegetable characters

exhibited by the contagious particles in this disease, we prefer to

speak first of the tissue changes observed by Dr. Klein, so that mem-

bers may compare them with the appearances we shall later describe

and exhibit as having been found by us in an analogous disease

—

vaccinia in the cow and in man. As every one knows, the variolous

group of diseases (human, bovine, and ovine) are characterised by

the appearance, on different parts of the surface of the body, of an

eruption, vesicular in the first instance and becoming, at a later date,

pustular. Moreover, as we all know, the contents of these vesicles

consist of fluid in which float blood-corpuscles (red and white),

epithelial scales, and certain minute, spherical, highly refractive

bodies, presenting sometimes active movements, and forming groups

of threes and fours. On submitting this fluid to a temperature of

32° C. for twenty-seven hours, Dr. Klein observed, in addition to

the above structures :— (1) Pus-corpuscles containing each two to six

homogeneous, slightly refractive spheroids. (2) By the repeated

division of these spheroids, dumb-bells and necklaces are formed.

(3) These necklaces, when long, are apt to break up into shorter

chains, forming groups, from which the free ends of the filaments

project. By the coalescence of such groups of convoluted chains

are produced colonies of micrococci like the zoogloea of Cohn.

(4) These colonies are often connected together by long filaments,

some of which still show a necklace-like structure, while others are

apparently smooth and homogeneous.

As regards the changes produced in the skin by the contagium of

sheep-pox, Dr. Klein divides the development of the primary pock

into three stages. The first is characterised by progressive thicken-

ing of the integument over a rapidly increasing but well-defined

area ; the second, by the formation in the rete Malpighii of

vesicular cavities containing clear liquid, in which, sooner or later,

vegetable forms are developed ; the third, by the impletion of these



ON CKUTAIN ACUTK Sl'ICCllMC DISKASK.S. 415

cavities witli puH-corpuHclcH. In liic rote Malpighii, where the

process coinineuccB, are to be ween eiilar^'ement and increased

diatinctnesa of its ccIIh with corresponding gerniinaiive changes in

tlieir nuckM, alno increased size of the papilla) with germination of

the endothelial elements of the capillary blood-vessels. Next, the

lymphatic canaliculi of the corium are to bo observed dilated, their

lining cells are enlarged and more easily recognised, and in the

more vascular ])arts of the corium the channels arc more or less

filled with migratory or lymph-corpuscles. At the same time the

lympliatic vessels, of which the canaliculi are tributaries, can bo

readily traced. About the third day after the appearance of the

pock, the contents of the dilated lymphatics begin to exhibit characters

which are not met with in ordinary exudative processes, viz.

organised bodies, of spheroidal or ovoid form, having the characters

of micrococci and of branched filaments. While these appearances

present themselves in the corium, changes, preparatory to the

formation of the vesicular cavities in the rete Malpighii, are

beginning. By a process designated horny transformation, having

its seat in epithelial cells of the middle layers of the rete

Malpighii, a horny stratum appears, by which the rete Malpighii is

divided into two parts, one more superficial, the other deeper than

the horny layer. Simultaneously with these changes the cells of

the rete nearest the surface of the corium undergo very active

germination, and the interpapillary processes not only enlarge, but

intrude in an irregular manner into the subjacent corium. '' At
the same time, the cells immediately below the horny stratum begin

to take part in the formation of the vesicular cavities, some of them
enlarging into vesicles, while others become flattened and scaly, so

as to form the septa by which the vesicular cavities are separated

from each other." The vesicular cavities increase in size and
number, and gradually coalesce into larger sinuses. " JSTo sooner

has the coalescence of the vesicles made such progress as to give

rise to the formation of a system of intercommunicating sinuses

than it is seen that the whole of the deep layers of the rete

Malpighii become innundated, so to speak, with migratory cells,

which soon find their way towards the cavities, and convert them
into microscopical collections of pus- corpuscles, the formation of

which is proved to be due to migration from the corium." The
anatomical characters of the secondary pocks are found to be
substantially the same as those of the primary ; but in general the
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Btage of pustulation is reached more rapidly iu the secondary pocks,

and in these " the formation of the horny layer is very partial in its

extent and distribution, and afi'ects only a few cells of the middle

layer of the rete."

Here we may refer shortly also to Dr. Klein's more recent

observations on the microscopical changes to be seen in the tissues

affected by the contagium of typhoid fever. During the stage of

catarrhal inflammation he has observed the mucosa, in certain more

or less well-defined areas, becoming infiltrated with lymph-cor-

puscles ; there is also a production of cells with nuclei like those

of endothelial cells and derived, he thinks, from the lymphoid cells

;

the meshes of the adenoid tissue become much larger than in the

normal condition, and the cells continue to increase in size (the

larger lymph-cells incorporating the smaller ones) till by and by a

retrograde process sets in and they break down into a granular

mass. In the centres of enlarged follicles he next noticed a tissue

of a more or less spongy appearance consisting of anastomosing broad

trabeculae enclosing smaller or larger areas of a transparent substance

occupied by very transparent nucleated cell-plates which are the

larger nucleated lymph-corpuscles and become, in a later stage, true

giant cells and are surrounded by blood-vessels. The walls of the

ultimate capillaries were observed to be considerably thickened,

compressing and distorting their lumen.

In the next place Dr. Klein found in follicles simply distended by

succulence the Lieberkuhniau crypts filled with highly refractive

corpuscles of a greenish-yellow colour, varying in size from about

twice the size of a coloured blood-corpuscle to that of a very

minute granule. Most of them were spherical, but some were

hour-glass or kidney-shaped. These he considered at first to be of

vegetable nature, a mycelium splitting into macrogonidia and

microgonidia, but doubt on this point has been cast by later

observations. He further found spores and micrococci making

their way from the free surface of the bowel through the Lieber-

kuhniau crypts into the lymphatics and blood-vessels. In the later

or ulcerative stage he observed the reticulum of the lymphoid

tissue becoming in some places transformed into a very dense felt-

work of stiff, highly refractive fibres between which the original

cellular elements gradually disappear through disintegration. At

the same time the blood-vessels become obliterated by the "deposition,

probably by exudation from the vessels, of a peculiar dark-coloured



ON CERTAIN ACUTE SPECinC DISEASES. 41

»

mnierial, in connection with and around Avliich tlic tissue undergoes

ni'utv^tic cliangCH." This material consiatw of micrococci, small

granules, and groupH of larger sphereH, proved by reagents to be of

foreign origin. These are seen also enclosed in cells, witln'n

blood-vesseln and in lymphatics, and in the tissue surrounding them.

Our knowlodge is fortunately somewhat more advanced on the

question how contagium is communicated. This may take place

either directly, when fluids containing contagium are transferred

from the diseased to the healthy subject by vaccination or syphilitic

inoculation ; or it may occur ^«f^i>gc^/y, when the contagium-particlea

are transferred from the diseased to the sound through the inter-

vention of media, as air, water, and food. The communication of

contagious diseases by inoculation is undoubted, and needs no

illustration. That air contains organic, living germs, and spreads

them, is also proven by the researches of M. Pasteur, Dr. Beale,

Prof. Tyndall, Kiichenmeister, and Chauveau. But that moisture

is an important adjunct in the process appears more than probable.

That milk is one of the media by which certain contagia are spread

was first suggested and rendered probable by Dr. Ballard's inquiry

into the outbreak of typhoid fever at Islington in 1870 ; and this

conclusion has received confirmation by Dr. Ballard's later investi-

gations and by those of Messrs. Radcliffe and Power. That other

articles of diet, especially animal foods, are occasional media by

which contagia are disseminated, rests on sufficient testimony, food

aftordiug a nidus for all classes of particles ; while wearing apparel,

bedding, furniture, paper-hangings, and the other accessories of a

bedroom, as well as books and the instruments used by the medical

attendant, may all be regarded as efficient agents in the communica-

tion of contagious diseases.

"We ask ourselves, thirdly, what are the conditions on which the

life or activity of contagia depend ? This question may be viewed

from two sides, the physical and the physiological. Contagium may
be altered or rendered inert by the use of such physical means as

dilution, heat, or admixture with disinfectant solutions ; or con-

tagium may have its physiological characters altered by the soil

into which it is inserted, by exposure to the action of other con-

tagia, &c.

Dr. William Henry, of Manchester, concluded from his experi-

ments that vaccine lymph is rendered totally inert by exposure to

a temperature of 120 to 140" Fahr., a conclusion which we believe we

27



418 ON CERTAIN ACUTE SPECIFIC DISEASES.

have been able to negative ; and that the virus of scarlet fever was

made inactive by a temperature of 240° Pahr., which is a very

doubtful observation, seeing we know little or nothing of the nature

of this virus. Moreover, the experiments of Dr. Burdon Sanderson,

of Dr. Bastian, and of Mr. jF. Grace Calvert on the influence of desic-

cation on microzymes, throw little light on this subject, while the

relationship between microzymes and contagium, if any, is veiled in

uncertainty. Further, the amount of cold necessary to destroy any

of the specific known contagia remains to be discovered.

Of the action of so-called ''chemical disinfectants," that is,

destructive agents, on contagia, positive information is also much

wanted. M. Lemaire, by inoculating parallel incisions, one with

pure vaccine, the other with a mixture of the same vaccine and

carbolic acid, found that the former succeeded, while the latter

failed. He also vaccinated an infant at several punctures, and

immediately after touched one with carbolic acid and found vaccine

produced no effect at the puncture thus touched.

Dr. John Dougall published in the ' Glasgow Med. Jour. ' the

results of his experiments on the action of certain vapours on vaccine.

He found that vaccinations with lymph exposed to,the vapours of

carbolic acid, chloroform, camphor, sulphuric ether, or iodine (the

reaction of the mixture being in each case neutral or alkaline),

were successful ; while vaccinations with lymph exposed to the

vapour of sulphurous, nitrous, hydrochloric, or glacial acetic acid,

or to chlorine (the reaction of the mixture being in each case acid),

were unsuccessful. In the next place Mr. Crookes, in testing the

influence of carbolic and sulphurous acids on cattle plague, found

that these antiseptics not only limited the epread of the disease, but

also conferred immunity on healthy animals brought in contact

with diseased ones ; and that carbolic acid when injected into the

blood checked the course of the disease partially or completely.

Original experiments and observations.—These we beg briefly to

recapitulate to you under two headings, histological observa-

tions and physical experiments. The former include a micro-

scopical examination of vaccinated heifer skin at intervals of twenty-

four hours for eleven days ; at intervals of twenty-four hours for a

week the lymph having been tinged with colouring matter before its

application ; and at intervals of four hours during the first twenty-

four after vaccination ; also the microscopical examination of

human vaccinated and of human variolous skin at various d^tee.
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Our ])liyyicnl experimeutH coUHihitod in testing the influence on

vaccine, of difl'usion in water, of dilution with water and exi)OHuro

to air, of expo.surc to increased temperatures and to intense cold,

and of exposure to the action of so-caUed germicides. The niicro-

8coj)ical examination of vaccinated lieifer's skin at intervals of

twenty-four hours showed—as seen in the specimens and drawings

submitted for your inspection this evening—that the principal local

changes excited by the vaccine contagium aftect the true skin, the

rete mucosum, and consequently the hair-follicles, as also the

corium and glandular elements. These changes consist in a cor-

puscular infiltration of tliese tissues, the corpuscles to be most dis-

tinctly seen during the earlier days after vaccination, being oval or

round nucleated cells, deeply tinged by carmine. The corpuscles,

moreover, congregate in hair-follicles and in the sudoriparous glands,

where they are to be seen budding or throwing off minute, round,

highly refractive bodies. During the later stages of the disease

the rete mucosum and corium become agglutinated, the calibre of

the hair-follicles and glands is encroached on, and their cavities

obliterated by the elongating corpuscles becoming fibrous. The

largest number, however, of the corpuscles shrink and are carried

away as debris by the active lymph vessels. In none of the prepara-

tions examined by us have we observed any bacteria, fungoid forms,

or allied organisms.

The microscopical examination of vaccinated heifer skin at

intervals of four hours during the first twent3^-four hours has

thrown no new light on the previous observations. This series,

examined with a low power, exhibited no special changes. Under a

high power (about 350 diameters) no alteration is observable till

about twelve hours after vaccination, when there is to be seen

swelling of the true skin through serous infiltration, with multi-

plication of its cellular elements. Examined about sixteen and

twenty hours after vaccination the rete mucosum and corium are

seen crowded with corpuscles (nucleated cells) which appear to be

commencing to rei)roduce or throw out off"shoots. This corpuscular

increase is observable also in the hair-follicles and glands.

AVe next tinged vaccine lymph with china ink well mixed in dis-

tilled water and applied to scratches made at several spots on a heifer.

Our expectation of tracing the progress of the vaccine particles

into the cellular elements was not satisfactorily reached by this

means, though in sections of skin thus treated we found the black
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pigment most abundant in the reteMalphighii, detectable also along

the borders of the hair-follicles, and even into some of the sudori-

parous glands and lymph spaces. These appearances were most

distinct in sections of heifer skin removed on the third day after

vaccination, when the minute black particles were to be seen in or

on some of the nucleated cells in the sudoriparous glands. In

sections of skin removed on the fifth and later days after vaccination

the tinging seemed not to have penetrated so deeply nor to have laid

hold of the nucleated corpuscles which were shrunken and under-

going degenerative changes.

In further prosecuting this method, by tinging vaccine with an

aqueous solution of artist's indigo and applying this to scratches on

a heifer, we were no more successful than before, because our

sections of skin were frozen to avoid the shrinkli^g caused by

hardening in alcohol, and proved too opaque for examination with

high powers.

We next obtained portions of vaccinated skin from the human
subject to compare them with vaccinated heifer skin. On the

fourth day after vaccination (the earliest date at which we examined

the local manifestations of vaccine contagium in the human subject),

we observed with a low power thickening or swelling of the true

skin, separation of the rete Malpighii from the papillary corium at

intervals to form vesicles, and infiltration of hair-follicles, and

glands with deeply tinged nucleated cells. The lymph-vessels

and cavities were also seen crowded with such cells. Examined

with a power of about 350 diameters these appearances were more

readily traceable, and the nucleated corpuscles were to be observed

budding or germinating.

Studied a few days later human vaccinated skin, on the tenth day

of the process, showed agglutination of the veto and corium, de-

struction of hair-follicles, and glands, and thickened processes of

connective tissue dipping into the layer of areolar tissue immediately

beneath the corium, forming sacs which serve as reservoirs of lyniph.

These connective-tissue bands by increase in thickness produce the

foveas considered characteristic of a good cicatrix. The difference

in structure between this subcorial layer in human skin as compared

with heifer skin exj^lains the much larger supply of vaccine afforded

by the human subject than that obtainable in the heifer.

Examination of human skin on the nineteenth day after vaccina-

tion under a low power shows the destruction of the true skin and
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its vnriiHis t'loincMilS', lenvinii: ;i ciciitriciiil ti.s.suo- which is undergoing

contraction. Undci" a high power tlio nhrnnkcn reniainH oF cor-

puHflcH arc to bo obHcrved infiltrating tdiiefly the upper lialf of tlic

true skin, while in it« deeper portion arc to be seen the remains of

lymph cavitioH. The deepest layer of the corium is further to be

<d)served transformed into connective-tissue fibres, which run

parallel with the surface.

Human skin ou the thirty-eightli day after vaccination presents

on section no special appearance. The cicatricial transformation

induced by the process causes firm adhesion of the two layers of

true skin, gradual contraction of this portion, and consequent

distortion of the i)apilla} and hairs in skin adjacent to the vesicle.

The connective-tissue layer formed from the deep layer of the

corium is seen continuous with the processes of connective tissue

which dip into the subjacent areolar tissue. No lymph-vessels,

spaces, or other elements are to be seen in the true skin, but the

sites of some of the hair-bulbs are indicated by vacuoles.

We next endeavoured to compare the local manifestations of

human variola with those we have described as characterising

vaccinia in man and in the heifer. We examined, accordingly, sections

of human variolous skin on the fourth day, at maturation or about

the seventh day, and on the twelfth day of the eruptive stage of the

disease. Under a lower power the human variolous vesicle on the

fourth day of the eruption shows on section corpuscular infiltration

of the rete and corium, with breaking dow^n of the middle layers of

these tissues in the centres of the vesicles. The capillary and

glandular elements of the true skin are seen destroyed, the lymph-

spaces and vessels are filled with nucleated cells, the walls of the

capillaries thickened, and the sudoriparous glands (in the lowest

portion of the corium) filled from over-development of their

epithelial cells.

Examined under a high power the superficial layer of the rete

Malpighii is observed compressed to form a limiting membrane out-

wards, while the deepest layer of the corium acts similarly in sepa-

rating the cavity of the vesicle from the subcutaneous areolar tissue.

The corpuscular elements infiltrating the true skin are seen as

round or oval nucleated cells, with well-defined margins scattered in

the tissue at the circumference of the vesicle, as shrunken or com-

pressed, irregularly shaped, deeply tinged cells closely packed

together in the centre of the vesicle, with here and there large
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round spaces enclosing groups of small nuclei or nucleated cells.

The process of reproduction by gemmation is detectable at this stage

of the disease.

A section of human skin occupied by a variolous vesicle of the

seventli day or stage of maturation exhibits under a low power the

increased density of the deep layer of the corium, sending broad

processes into the subcutaneous areolar tissue, whilst the cavity of

the vesicle itself appears more or less empty and contracting. The

elements of the true skin are no longer distinguishable excepting a

few remnants of lymph-spaces. Under a high power the variolous

vesicle at this date shows its cavity more or less intersected by

bands of connective tissue enclosing irregularly shaped nucleated

corpuscles. Along the margins of the hairs and their follicles are

observed nucleated cells closely packed together, and some of them

elongated into fibres. The deep layer of the corium is seen firmly

matted together into broad bands of parallel fibres. The process of

reproduction is not so distinct at this stage, but the crowding of the

sudoriparous glands with nucleated cells is well seen.

Human variola on the twelfth day of the eruption exhibits under

a low power the separation of the rete from the corium by means of

the corpuscular infiltration which had taken place, the destruction

of the elements of the tissue, the connective-tissue transformation

of the deep layer of the corium, and the engorgement of the lymph-

system of the true skin. Under a high power the corpuscular

character of the changes in the true skin is well seen. The limiting

layer surrounding the vesicle, observed so distinctly on the seventh

day of the eruption, is now absent, the hair-follicles, and glands

are almost entirely destroyed.

A comparison, then, of vaccinia in man and in the heifer with

human variola shows the close resemblance of the two processes as

reo^ards their local manifestations. In both diseases we find the

contagium aff"ecting the rete Malpighii and corium, inducing therein

corpuscular infiltration, leading to the formation of vacuoles which

separate the two layers, destroying the capillary and glandular

elements of the true skin, and exciting reproduction of the conta-

gium particles by gemmation. The only point of difference in the

process manifested by these two diseases is the more pronounced

character of the local changes characterising variola.

"We beg now to draw your attention to some of the so-called

physical properties of vaccine contagium, as investigated by experi-
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mcnlH on infftiits and hoift^'B. Wo commenced with the testing of

vaccine lymph by diiVusion to prove in wlmt elements of thin fluid

the conta«;ioii8 property of vaccine probably rcRided. M. Chau-

vcau, and more recenllyDr. Burdon Sanderson, had already worked

in this direction, but we connider that, by using only one method of

conveying contagion at one time to each subject, and by the testing

of results by revaccination at definite intervals after the primary

o])eration, \\(^ have obtained more trustworthy results than have

yet been reached. It is unnecessary here to detail our procedures,

seeing they are to be read in full in the supplement of the ' Brit.

]Med. Journ.' published on June 24th, 1876. From Table II

appended to our report on this inquiry it will be seen that we
experimented with the products of seven diffusions on eighteen

children, and no results were obtained excepting in one child,

who yielded one vesicle. Four insertions being made in each

subject seventy-one out of seventy-two entirely failed. Four of

the diffusates used by us were water that had been in contact with

lymph volume for volume ; one of water in contact with half of its

volume of lymph ; and in two instances the diffusate used was

water in contact with three times its volume of lymph. Four

out of the whole number of seven diffusates were prepared by

maintaining water in contact with lymph forty-four hours or

upwards. Of the seventeen children in which inoculation \\ath

diffusates prepared by us failed to produce any results fifteen were

vaccinated successfully, yielding thirty-six groups of vesicles out of

fifty insertions, and only one child failed to receive vaccination.

"We submit, therefore, that our experiments prove the futility of

inoculation with the soluble constituents of vaccine, and that they

show this more strikingly than the experiments of our predecessors

(M. Chauveau and Dr Sanderson), though some of the diffusates

made by us were much more concentrated than any hitherto

experimented with. It appears to us also that by in each case

trying the effect of the diffusate first, and in no instance vaccinating

till at least six days after the abortive incisions had been made, we
avoided a probable source of error ; as, when a virus of normal

strength is inserted simultaneously with virus artificially diluted, it

is reasonable to conclude that, in some subjects, the failure of part

or the whole of the points inoculated with the diluted virus is due
to the system being occupied in developing vesicles at the points of

insertion of the normal virus. The following experiments bear
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upon this point :—Four children were each vaccinated on the right

arm at three points with pure lymph, and on the left arm at three

points with a mixture of two parts water and one of lymph. The

vaccine used in making the mixture had been collected at the same

time and from the same subject as the undiluted vaccine, and in

each instance the left arm wa« operated on immediately after the

right. The twelve points on the right arms produced twelve satis-

factory vesicles ; the twelve on the left arms but six vesicles, some

of which were very imperfect.

Secondly, we instituted a series of experiments to determine the

period at which lymph exposed to the decomposing action of water

and air became virtually dead, and the circumstances preceding or

attending its loss of vitality. Owing to the difficulties besetting the

investigation our experiments leave unexplained the phenomenon

of the depreciation of a contagium-liquid after dilution and expo-

sure ; but they tend to favour the belief that the length of time the

mixture of the contagium-liquid and water is exposed, rather than

the extent of the multiplication of the microzymes therein, deter-

mines the degree of modification the contagium undergoes. "We

subjected exposed mixtures of vaccine lymph and water to careful

microscopical examination, and found that neither the appearance

of microzymes nor their rate of increase seemed to be regulated by

the duration of time the mixtures were exposed. One of the

mixtures employed in our experiments swarmed with microzymes

on the third day, so that it presented the cloudy appearance of a

liquid specially prepared for their cultivation ; in another mixture,

exposed for five days, there were very few ; and another exposed for

fourteen days, though it was viscid from evaporation, was almost as

clear as pure Canada balsam
;
yet it was found on testing the

specific properties of these various mixtures (whether they were

fruitful, slightly fruitful, or apparently sterile), as regards the pro-

duction of microzymes, that the activity of the lymph contained was

in inverse proportion to the time during which it had been exposed.

Our experiments were made with the products of eight mixtures in

all ; and of these six were prepared and exposed the same day the

lymph was collected, two one day after collection, the lymph in

these instances being preserved in the interim in sealed capillary

tubes. With the products of these mixtures, exposed for various

lengths of time, eighteen children were vaccinated, each one in four

places, a sufficient portion of the mixture bein^ hlown on each spot
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and smeared over with the f/hiss tuhc. On llie C'i<;litli <l;iy after

vacciuntiou each cliild vvaa oxamiiu'd, and in cacli inaianco wlicre

the vaocination was wholly without effect the child was Hubsc-

(]U(Mitlj vaccinated with pun* lyinpli. The results we thus obtained

were, that, out of twelve insertions made with mixtures exposed

from forty-four to forty-eii;lit hours, eleven (or 91 per cent.) were

8ucces.sful ; out of sixteen insertions made with mixtures exposed

for five days, twelve (or 75 per cent.) were successful ; out of

twelve insertions made with mixtures exposed for six days, eight

(or ()6 per cent.) were successful ; out of sixteen insertions made
with mixtures exposed for seven days, seven (or 43 per cent.) were

successful ; out of eight insertions made with a mixture exposed for

eight days, four (or 50 per cent.) were successful ; and out of eight

insertions made with a mixture exposed for fourteen days, only two

(or 25 per cent.) were successful. The temperature of the air of

the room in which the mixtures were exposed would not vary

much ; it is fairly cool in hot weather, and during cold weather

there was an open fire in it every day. Without, then, exaggerat-

ing the significance of the results we have obtained, we may at least

claim for them some consideration, as showing that the deteriora-

tion in lymph which takes place when it is mixed with water and

exposed to the air is not solely due, and certainly not in proportion

to the microzymes developed therein.

Thirdly, we investigated the eff'ects on vaccine of its subjection to

increased temperatures and to intense cold. The questions we
proposed at the outset o£ this inquiry, and which our results have,

as we believe, enabled us to answer, are as follows

:

a. What is the highest increased temperature to which vaccine

lymph may be safely exposed without impairment ?

h. What is the highest increased temperature to which it may be

exposed without total loss of its specific properties ?

c. What is the lowest increased temperature sufficient to render

vaccine lymph totally inert ?

d. Will a few minutes' exposure to an increased temperature pro-

duce the same effect on vaccine lymph as two hours' exposure ?

e. Will the lowest increased temperature sufficient to render

vaccine lymph totally inert in a few minutes, render it totally inert

in a few seconds ?

AVe did not seek to solve these problems with absolute exactness,

but were satisfied with approximate results, that is, within two or
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three degrees Fahrenheit. Our method of procedure is fully

detailed in the supplement to the * Brit. Med. Journ.,' February

10th, 1877. The research extended over a period of upwards of

seven months, during which nineteen specimens of vaccine lymph

were exposed to various temperatures, ranging from 120° or a few

degrees above to 149^° Fahr., and for lengths of time varying from

two hours to thirty seconds. With the nineteen specimens of

lymph artificially heated, there were performed thirty-seven experi-

mental vaccinations on thirty-six children, one child being made the

subject of two distinct experiments. For each of the experimental

vaccinations, excepting the first two, the contents of three capillary

tubes were used, and the lymph was in each case inserted at three

spots. The children selected had not been previously vaccinated,

nor had suffered from variola. One arm of each child was scarified

in three places with a clean lancet, and the lymph, heated to the

temperature stated for the time specified, was blown on the scarifi-

cations from the capillary tubes, and spread over them with the

tubes, the lymph from each tube being spread over two or more

scarifications. In every instance excepting three the success or

failure of the experiment was ascertained by a personal examination.

We may briefly recapitulate the results of this inquiry as follows,

and refer you to the afore-quoted supplement for details. Vaccine

lymph exposed to a temperature of 120° to 123^° w\is -applied suc-

cessfully to two children ; another specimen, exj^osed to a tempera-

ture of 124^° to 12G°, was also successful ; a third, exposed to a heat

of 127^° to 130i°, also succeeded ; and a fourth, raised to 132° to

137°, was followed by like results ; altogether twenty-three out of

twenty-four inoculations were fruitful. We next tested the effects

of a temperature of 144° to 148°. Two vaccinations with lymph

exposed to this heat, for seventeen minutes only, entirely failed, but

these children proved susceptible to vaccination with unheated lymph.

Vaccine not being aftected by a temperature of 137°, and apparently

rendered inert by a temperature of 148°, we tried an intermediate

temperature, subjecting six tubes to from 139° to 141^°, with which

we vaccinated two children at three insertions each. In one child

the vaccination succeeded at two insertions, in the other it wholly

failed. The child in whom the vaccination had failed was again

vaccinated a week later with lymph heated to 134° to 139°, and

the three points in which it was inserted produced characteristic

vesicles.
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These experiments seem to hHow that the highest temperature to

which vaccine lymph may be safely exposed without impairment in

139° Fahr. Exposed to a temperature 2^° beyond thi8, its action

becomes uncertain.

Our oxperiments were directed next to aBcertain the highest

increased temperature to which vaccine may be exposed without

total loss of its specific properties. Six insertions with lymph raised

to 142° to 146i°, and another six with lymph raised to 139 <}° to

146^, all failed ; but out of six insertions, with lymph raised to 140°

to 143°, and six with lymph raised to 1412° to 145°, seven, that is,

more than half, were successful. Could ifc be that the one degree

beyond 145° sufficed to kill? The next specimen of lymph was

raised to 143^° to 146°, and six insertions with it failed. Would a

lower temperature, if maintained for a longer period, have this

effect ? A specimen of lymph was kept for two hours at a tempera-

ture of 125° to 131-0°, and out of six insertions to which it was

applied five succeeded. We tested a temperature of 146° once more,

maintaining a specimen of lymph for two hours at 131°—146°.

Five out of six insertions with this were also successful. Out of

twenty-four insertions with lymph raised to 146° or 146^°, but five

had succeeded, and the inference was that this, or a closely proxi-

mate temperature, was the highest lymph could be exposed to with-

out total loss of its specific properties. In seeking an answer to

the question, What is the lowest temperature sufficient to render

lymph totally inert ? we tested the effect of a temperature 3° higher

than this. Subjects were becoming scarce, and it is not improbable

that, if we had devoted eight children to trying lymph raised to 147°

or 14S°, we might have obtained one or two vesicles out of twenty-

four insertions, and then been at a loss to procure subjects for the

crucial test. Four specimens of lymph were accordingly raised

respectively to 138° to 149° for two hours, to 145^° to 149i° for

eleven minutes, to 147° to 149^° for five and a half minutes, and to

146^° to 149° for four minutes. Eight children were vaccinated

with the lymph thus exposed, each at three points, and out of the

whole twenty-four insertions not one produced the slightest effect.

As in one of our earlier experiments a heat of 148° sufficed to render

six insertions abortive, we consider that we have obtained almost

conclusive proof that a temperature of 149^° deprives vaccine lymph
of its specific properties, and that it is nearly the lowest temperature

that can be relied on to have this effect. Our experiments, we con-
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sider, also tend to ahow that exposure to an increased temperature

for a few minutes is as effective an exposure for two hours. Our

results, therefore, negative Dr. Henry's conclusion, '* That vaccine

lymph is rendered totally inert by exposure to a temperature of

140° Fahr." which is still currently quoted and accepted. Our

reply, then, to the questions with which we started is as follows :

—

The highest increased temperature to which vaccine lymph may be

safely exposed without impairment is 139° Fahr. ; the highest

increased temperature to which it may be exposed without total

loss of its specific properties was about 14G° Fahr. ; the lowest

increased temperature sufficient to render vaccine totally inert is

probably 149^° Fahr. ; we found, further, that exposure to this

increased temperature for a few minutes was as potent as exposure

for two hours ; and lastly, that exposure of vaccine to an increased

temperature of 147° to 149^° for thirty seconds did not materially

impair its efficacy, probably in consequence of so brief exposure not

being sufficient to affect equally the entire column of vaccine.

Next, as to the action of vaccine subjected to intense cold. The

questions we designed to answer were, Will exposure to the

lowest temperature we can attain render vaccine lymph inert, or

sensibly impair its activity ; and, if so, will exposure to any less

degree of intense cold diminish or destroy the activity of vaccine

lymph? "We submitted three specimens of vaccine lymph to intense

cold obtained by frigorific mixtures ; the first specimen being

buried in a mixture of pounded ice and chloride of calcium, the

other two in a freezing mixture of solid carbonic acid and ether,

prepared for us by Mr. Ladd, of Beak Street. The details of these

experiments are to be found in the supplement formerly men-

tioned ; and we consider that by these experiments we have shown

that the exposure of vaccine lymph for an hour and a quarter to a

temperature nearly a hundred degrees below that at which mercury

solidifies, not only does not destroy the activity of vaccine lymph,

but does not impair or affect it at all, that is, so far as can be

determined by its efficacy in the production of vesicles.

Lastly, w^e beg to draw your attention to the influence of so-

called germicides on the activity or vitality of vaccine contagium.

We have occupied so much of your time in describing our other

investigations into the properties of vaccine contagium that you

will excuse our briefly summing the results of the series of

observations relating to the action of certain germicides on the
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vitality or activity of vaccine. Our rcsultn are based on 537 inocu-

lation.s witli jnixlurcs of germicide solulionH and frcHli-tested vac-

cine in varying j)roportions, on twenty-six heifers and cighty-fivo

children. In t»ach instance where failure resulted from such inocu-

lations, the susceptibility of the subject to vaccinia wan tested at

a later date by vaccinating it with fresh lymph. We learned from

these experiments, that

—

1. The immediate inocuhition of a mixture of vaccine and a

moderately strong solution (one to twenty aq.) of carbolic acid

destroys the activity of vaccine in a certain number of instances.

2. Such a mixture preserved for some time (seventeen days to six

weeks) in hermetically sealed capillary tubes fails to produce vesicles.

3. A mixture of vaccine with a stronger solution of carbolic acid

(one to four aq.) also failed to produce vesicles.

4. The admixture of carbolate of glycerine destroys the efficacy

of vaccine.

5. Sulphurous acid instantaneously destroys the activity of

vaccine.

6. Ozone destroys the vitality of vaccine, but seems to require

time to produce this effect.

7. Chlorine appears to act like sulphurous acid in destroying at

once the efficacy of vaccine.

8. Chloralum seems to be inert.

9. Quinine, in the proportion of three drops of a saturated

aqueous solution of the muriate mixed with one tube of vaccine, was

abortive, and so were also mixtures of one and two drops of the ger-

micide solution with one tube each of vaccine kept in hermetically

sealed capillary tubes for eight to eighteen days. Quinine, there-

fore, seems to act like carbolic acid, when in excess or after contact

has been maintained.

10. Salicylic acid, in saturated solution, does not appear to

impair the efficacy of vaccine.

11. Boracic acid, in saturated aqueous solution, affects vaccine

little if at all, even after having been kept for some days in contact

with the contagium particles, seeing that out of a total of sixty-nine

inoculations performed with this germicide added to vaccine lymph,

forty characteristic groups of vesicles were obtained.

12. Cupralum in saturated aqueous solution, destroys almost

instantaneously the efficacy of vaccine.
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13. Terebene and Eerralum, tented on heifers only, rewpectively

sterilized lymph.

14. Liquur Potaasa) Permanganatis (B.P.) destroys the contagious

property of vaccine when the mixture is freshly prepared.

April nth, 1877.

3. The anatomical changes of the kidney, live7', spleen, and

lymphatic glands in scarlatina of man (with 18 illustrations).

By E. Klein, M.D.

(Introduced by the Peesident.)

[Tins paper and the one which follows upon pig typhoid refer to

investigations undertaken for Mr. Simon, late medical officer of

the Privy Council and Local Government Board, in whose eighth

Eeport they will be found published in extenso.]

1. Anatomy of scarlatina.

A GOOD deal of information concerning the condition of the

organs in scarlatina has been obtained by tlie researches of difte-

rent observers, more or less modern, and this information may be

also obtained by the readers of text-books and pamphlets in which

scarlatina is made the subject of direct or indirect discussion.

Examining a number of cases of scarlatina that died in various

periods between two and forty-four days I found several fiicts

concerning the morbid anatomy of the different organs which have

not been fully recognised by previous observers, and which seem to

me to deserve the attention of pathologists. The facts to be chiefly

referred to here concern the kidney, liver, spleen, and the lymph-

atic glands of the throat ; those referring to the skin and other

organs will not be considered here for reasons stated above.

Before proceeding to mention the changes observed I wish to say a

few words as regards the cases themselves from which the material for

anatomical examination has been obtained. The cases were twenty-

three in all, and they were case* of undoubted scarlatina, under the

care of my friend Mr. Murphy, resident medical officer at the

London Fever Hospital at Islington.





DESCKIPTION OF PLATE XXXIT.

The Figures in this Plate illustrate Dr. Klein's paper on the

Anatomy of Scarlatina. (Page 430.) From drawings by himself.

Fig. 1. Malpighian corpuscle of the kidney of a case of two days' illness.

a. Parts of the glomerulus degenerated into a hyaline mass. h. Afferent arteriole.

c. Part of glomerulus less changed than a. d. Thickened capsule, x 350.

Fig. 2. From a kidney of a case that died after seventeen days' illness.

a. Transverse section of artery of cortex, h. Lymphatic tissue in the sheath of

artery, c. Outlines of urinary tubes, x 280.

Fig. 3. From the kidney of a case of twenty-one days' duration, a. Artery of

cortex, longitudinal section, h. Infiltration around the vessel with lymph-cells.

c. Arteriole showing hyaline degeneration. d. Outlines of urinary tubes.

X 220.

Fig. 4. From a vertical section through the cortex of the kidney of a case of

eleven days' duration, a. Artery in transverse section, v. Vein ditto, i. Infil-

tration with round cells, i. e. interstitial nephritis, c, d. Straight urinary tubes.

b. Convoluted tubes, x 180,

Fig. 5. Malpighian corpuscle of kidney of a case of thirteen days' duration.

a. The afferent arteriole containing an embolus, h. Space between Bowman's

capsule and glomerulus, c. Infiltration with round cells around the Malpighian

corpuscle, d. Urinary tubules, x 350.
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The earliest ea«o was that of a child of six, that died after two

(lays' illness; the latest was a case that, while convalescent fi'oiri scarla-

t ina, succinnbed to an attack of pneumonia forty-four days after being

lirst taken ill with scarlatina. Between these two extremes I have

all intermediary periods, viz. cases of three, four, five, six, seven,

ten, eleven, thirteen, seventeen, eighteen, twenty-one, and twenty-

six days' duration. The age of the different cases varied greatly,

the larger number being, of course, children between about two and

twelve ; one case was of the age of fourteen, one of twenty-pight,

and one of thirty-six years.

I pass now to the description of the changes.

A. Of the kidney.

The kidney was examined in twenty-three cases. For con-

venience sake we may divide the changes in those occurring in the

early and those in the late cases (a definite boundary between the

two is not present).

The first set of changes refers to the vascular apparatus and to

certain glandular parts of the kidney. The vascular changes are

limited chiefly to the cortical portion of the kidney. They are

—

1. Increase of nuclei (probably epithelial nuclei) covering the

glomeruli of Malpighian corpuscles.

2. Hyaline degeneration of the elastic intima of minute arteries,

especially of afferent arterioles of Malpighian corpuscles.

The intima of these vessels appears from place to place swollen

up into cylindi'ical or spindle-shaped hyaline masses, which at

some places produce a distinct narrowing of the lumen of the

vessel. In connection with this we have a similar hyaline degene-

ration of the capillaries of Malpighian corpuscles, in the course of

which greater or smaller parts of the glomerulus become imperme-

able. The degenerated parts of the glomeruli are at first hyaline,

later on they assume a more fibrous aspect. Bowman's capsule

becoming at the same time considerably thickened. This degenera-

tion of the Malpighian corpuscle I have observed, as already

mentioned, in the earliest cases that I have examined (PI. XXXII,
fig.i).

3. A third change to be observed already in the earliest cases is

the multiplication or germination of the nuclei of the muscular

coat of minute arteries, and a corresponding increase in thickness of
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the wall of these vessels. This multiplication of the muscle-nuclei

—I use this term for brevity's sake—is to be observed in different

parts of different arterioles. It is most conspicuous in arterioles at

the point of their entrance into the Malpighian corpuscles, but it is

also distinct in other arteries in the cortex as well as in the base of

the pyramids.

The changes referring to the glandular part of the kidney

are indications of parenchymatous nephritis, consisting in swelling

up of the epithelial lining of some convoluted tubes, and germi-

nation of the nuclei of epithelial cells, especially in portions of

ascending tubules lying close to an afferent arteriole of a Mal-

pighian corpuscle. Granular matter and even blood may be found

in the cavity of Bowman's capsules and in convoluted tubes, and

also cloudy swelling and granular disintegration of the epithelium

in some parts of convoluted tubes. In some cases there appears to

be detachment of epithelium from the membrane of larger ducts of

the pyramids. The latter changes, viz. those referring to paren-

chyma, are well known from the observations of John Simon, Dr.

Johnson, Dr. Dickinson, Dr. Tenwick, and others. The hyaline

degeneration which I mentioned to occur in the intima of minute

arteries and capillaries of glomeruli already in the earliest cases of

scarlatina belongs, I have little doubt, to the same category as

those of chronic Bright's disease, described before this Society by

Sir "William Grull and Dr. Sutton, and is too well known to be

repeated here.

Neelsen (' Archiv. der Hoilkunde,' 187G, II and III Heft, p. 119)

noticed in various cerebral diseases, in many acute infectious

diseases (variola, typhus, morbilli, one case of scarlatina), and in

various other diseases (syphilis, phthisis, pneumonia, dysentery,

rheumatism, &c.), the w^all of capillaries of the pia mater consider-

ably thickened, highly refractive, and of a lardaceous aspect. Gene-

rally only small portions of the capillaries are thus affected, most

frequently at the point of dividing into two or more branchlets.

The nuclei of the endothelial ceUs of those parts are never normal,

always shrunk.

In a few cases Neelsen saw also in some isolated arterial branch-

lets passing into capillaries a thickening of the wall, extending for a

large distance, and consisting of a fusion of the intima, media, and

adventitia into a colloid mass, in w^hich at some places were in-

cluded amyloid bodies. The chemical examination proved that the
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su]ist;uu'(> in (|iieHti()n lias similar properticH as elastic tiBSUC. Several

observers (Liibimoll', Kudolf Arndt, Scluile, Adler, and Eppinger)

had previously dewcribed a waxy, colloid, or fj^lansy degeneration and

thickenini; oi* enpillariea and HMialler vesselH of the pia mater, and

have associated this morbid condition of the vchscIh with certain

diseases of the cerebrum; by the observations of Neelsen this

conclusion appears unjustified. As I mentioned before, Neelsen's

observations refer to the vessels of the pia mater only. I do not

think the hyaline degeneration in my cases is of the nature of

colloitl as maintained by Neelseu, for the chemical tests yield no

positive result.

Two points in Neelsen's observations are of very great interest

to me : (1) the fact that the hyaline change affects very readily the

vessels near their point of branching, and (2) that the hyaline

substance in question is of the nature of elastic tissue ; for in the

kidney of our cases the aflferent arterioles undergo the change in

question chiefly near their termination, i. e., near the point of

branching into the capillaries of the glomerulus, and the intima

being the part of the arteriole which undergoes the hyaline degene-

ration, it is quite clear that for this reason this substance is of the

nature of elastic tissue.

I am inclined to think that in the arterioles observed by Gull

and Sutton it is also an elastic layer which first undergoes the

hyaline change ; not the intima but the external elastic layer, i. e.,

that separating the media from the adventitia. I shall have to

mention presently that the hyaline degeneration in arteries is very-

marked in the spleen in scarlatina.

In my paper " On the Minute Anatomy of Typhoid or Enteric

Fever " (see Mr. Simon's Reports, 1875), I have described and figured

a change of arteries of the intestine and spleen, which is the exact

counterpart of the changes observed in the arteries in scarlatina
;

in that paper 1 called the change a deposit of colloid material

between intima and media, hut looking at the drawings and my old

specimens again, I find that it is precisely the same hyaline dege-

neration of the intima of the vessels as in scarlatina.

As regards the multiplication of the muscle-nuclei of arterioles,

there are several questions to be considered:

—

{a) Is it beyond

dispute that the number of nuclei in the coat of the arterioles is

increased ? To this I can positively answer, yes. (i) If so, are

they the nuclei of the muscular coat, or are they, perhaps, belong-

28
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ing to the increased number of nuclei of the lining endothelium ? A
confusion of the two sorts of nuclei is impossible, even in the

minute arterioles, whether looked at in its transverse or longitu-

dinal section, the oblong nuclei of the muscle coat being arranged

in the transverse diameter, whereas those of the lining endothelium

lie in the long axis of the vessel, (c) Thirdly, it may be said that

the increased number of nuclei in the muscular coat of arteries is

not due to a multiplication of the nuclei of the muscle fibres, but

are the nuclei of lymphoid cells which have immigrated from the

surrounding tissue, this being in a slight inflammatory condition.

The inspection of the preparations and the diagrams prove conclu-

sively the non-admissibility of such an argument, the aspect and

arrangement of the nuclei whether in the muscular coat of a

minute artery or of a larger branch, in the kidney, or in the organs

of the throat or liver,—for, as we shall see, the same appearances are

to be observed in the arteries of these organs—is of a very charac-

teristic nature (PL XXXIII, fig. 8).

The more important question that arises now is this :—Is this

multiplication of the muscle-nuclei and the corresponding increase

in thickness of the coat accompanied by an increase in thick-

ness and number of the muscle fibres, i. e., does it mean a real hyper-

trophy ? I ought, perhaps, altogether abstain from entering this

question, having undertaken to limit myself at present to simply

enumerating facts ; but I will nevertheless place before you those

points which seem to me to be against the assumption of a real

hypertrophy and will contrast them with those which appear to

favour it. As opposing the assumption that the thickening is due

to a real hypertrophy of the muscle-cells is the early date of its

appearance, hypertrophy of muscular tissue according to a general

experience being the result of a slow chronic process.

In favour of a hypertrophy is the fact of the thickening itself, and

the circumstance that I have seen minute arterioles in their longi-

tudinal axis possessing a greater number of muscle cells than I

should have expected to find in the normal condition.

On superficial consideration it seems reasonable to suppose that

the germination of muscular nuclei of arterioles is a consequence of

the degenerative change of the ends of arterioles and of capillaries

of glomeruli ; that is to say, inasmuch as by the swelling of the

intima at the termination of aff'erent arterioles, and a corresponding

swelling of the wall of some of the capillaries of the glomerulus.
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the rosistaiR'c, already great imdcr iiormal coiidilioii, becomes

excessive, the muHeular coat of the aflerent iirtcriolo will become

hypertrophied. This, as I said, seems at first Hi«,dit an admissible

explanation, but looking carefully at the facts I do not ref^^ard this

explanation as the eorreet one. The ehief reason for saying so is

this : the nunibei* of arterioles and glomeruli in whieh the above

degenerative changes may be observed is very small as compared

with the number of arterioles and arteries, whose muscle nuclei are

in a state of germination.

I am inelined to think that both the hyaline degeneration and the

proliferation of muscle-nuclei we meet in earlier stages are two con-

comitant symptoms, caused probably by the same agent.

In coimection with the changes in the coats of arterioles we have

to mention those cases of scarlatina that die under the symptoms of

anuria and. urajmic poisoning, and when the kidney does not show

any marked changes. Eor such cases Klebs assumed the glomerulo-

nephritis, a condition which he describes thus :

" In t\\c post-mortem examination the kidneys are found slightly

or not at all enlarged, firm .... the parenchyma very hyperajmic.

Only the glomeruli appear on close inspection pale, like small white

dots. The urinary tubes are often not changed at all, occasionally

the convoluted tubes are slightly cloudy. The microscopic examina-

tion shows that there are neither interstitial changes nor proliferation

of epithelium, the so-called renal catarrh, generally supposed to be

present under those conditions on account of the absence of other

perceptible derangements, and there seems, therefore, leaving out

the glomeruli, the congestion of the kidney alone to remain to

account for the symptoms during life. That this, however, is in-

suflBcient no one can doubt, knowiug that in equally intensive active

as well as passive hyperaemia, e.g., in CO poisoning and in passively

congested kidney, complete anuria and acute uraemia never happens."

On mieroscopic examination of the glomeruli it is seen that " the

whole spaee of the capsule is filled with small somewhat angular

nuclei, embedded in a finely granular mass." " The vessels of the

glomerulus are almost completely covered by nuclear masses."

I have observed in all my early cases the great abundance of

nuelei of the glomerulus, but a conditicm like that described and

figured by Klebs (' llandbuch der patholog. Anatomic,' fig. 72,

p. GIG) I have met with only in a very few glomeruli. The cases

of Klebs were, I have little doubt, diflfcrent from those examined by
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me, for a general condition of the glomeruli as described by this

observer, and Buch an exce«8ive proliferation of nuclei that the

blood-vessels are completely compressed is not to be seen in one of

the twenty-three cases I have examined.

1 must therefore question whether the anuria and uraemic poison-

ing in scarlatina, when the kidney does not show any conspicuous

catarrhal or other changes, is due to a compression (Klebs) of the

vessels of the glomeruli by the nuclear germination. I am inclined

rather to insist on the changed state of the arterioles ; and if this

may be taken to express that under the influence of some stimulus

(perhaps some blood irritant) which the disease supplies, the arterial

muscular tissue has been exceptionally exercised
;

query, whether

this exceptional exercise of contractility, affecting the calibre of

arterioles, may during life shut the glomeruli out of the circulation,

and may thus, so far as it operates, suppress the secretion of urine.

As regards the parenchymatous changes found in early cases I

have only to add that they are slight, and in some cases it requires

careful examination to detect the cloudy swelling and granular

disintegration of epithelium, this being limited to very small portions

of convoluted tubes.

The second set of changes to be described now refer to cases that

died later than the first week, beginning with about the ninth or

tenth day. Here we find changes due to interstitial as well as

parenchymatous nephritis ; they are {a) the appearance of round cells,

lymphoid cells, or whatever they may be called, in the connective

tissue of the kidney, {h) certain concomitant alterations of the urinary

tubes. The infiltration with round cells is observable after the end

of the first week in the connective tissue around the large vascular

trunks, whence it spreads into the basis of the pyramids, and espe-

cially into the cortex (PI. XXXII, fig. 4). The gradual increase in

extent and intensity of this infiltration is so decided in our cases

that I have no hesitation in concluding that the interstitial nephritis,

when it does take place, commences about the end of the first week

as a slight infiltration of the tissue around the large vascular trunks,

and, csBteris paribus, gradually increases to such an extent that

portions of the cortex, very seldom portions of the basis of the

pyramids, are converted into a pale, firm, round-cell tissue, in which

the original urinary tubes of cortex become gradually quashed and

lost. The parenchymatous nephritis consists in crowding of urinary

tubes with lymphoid cells, granular and fatty degeneration of





DESCRIPTION OF PLATE XXXIII.

•

The figures in this Plate further illustrate Dr. Klein's paper on

the Anatomy of Scarlatina (p. 431), from drawings by himself.

Fig. VI. From a vertical section through the cortex of kidney from a case of

thirteen days' duration, a. An interlobular artery, containing an embolus.

e. Embolus, bb. Urinary tubules, cc. Urinary tubules, containing round cells.

d. Malpighian tuft. The tissue around the artery filled with round cells, i. e.

interstitial nephritis, x 180.

FiQ. VII. From a section through the kidney of a case of eleven days' dura-

tion, a and b. Malpighian tufts more or less degenerated, o. Infiltration with

round cells, d. Urinary tubules, x 180.

Fig. Vlll. An artery in transverse section of a case of two days* duration.

a. Lumen of vessel, b. Muscular coat, the nuclei of muscle-fibres germinating,

c. Adventitia. x 350.

Flo. IX. From a section through the trachea of an early case, representing an

enlarged lymph-follicle, the centre of which contains multinuclear cells, x 280.

Fig. X. From a section through a lymphatic gland of the neck from an early

case, showing hyaline and fibrous degeneration of the adenoid tissue, a. Giant-

cell, b. Degenerated adenoid tissue, c. Unaltered adenoid tissue, x 270.
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epitlioliinn of urinary tubes, and cylinders of different kinds in the

tubes. This becomes distinct after the interstititial chaiiges have

rrac'hod a certain higli degree, and they are quite insignificant before

tliis degree of interstitial nephritis is attained. The infiltration of

cortex with round cells is firyt observable at the roots of the inter-

lobular vessels, wlicnce it spreads very rapidly towards the capsule

of the kidney, and also laterally among the convoluted tubes around

the IMalpigliian corpuscles. The infiltration is at first limited to

the tissue between the medullary rays, ^.e , the parts around the

interlobular vessels ; later on it encroaches also on the medullary

rays and attacks extensive portions of the subcapsular region. In

the course of this process considerable parts of the peripheral

cortex—occasionally of a more or less distinct cuneiform character

with the basis nearest the capsule of the kidney—become converted

into whitish, firm, bloodless, cellular masses, in which Malpighian

corpuscles and urinary tubes cannot be more than imperfectly

recognised, having become more or less degenerated.

In some cases the infiltration in the cortex, especially around

interlobular arteries, presents all the characters of adenoid or

lymphatic tissue, i.e., more or less dense reticulum of fibres or

membranous structures, in the meshes of which lie embedded chiefly

uninuclear lymph-cells (PI. XXXII, figs. 2, 3).

(c) In one case, a child, set. 5, that died after thirteen days, I found

the interstitial inflammation very intensive, and in the foci I met with

emboli in arteries. The emboli are seen both in larger arterial trunks,

as that represented in PL XXXIII, fig. 6, and show^n in a specimen

under the microscope, as well as in minute arteries in the latter case

chiefly at the point of entrance into the Malphigian corpuscles

(PI. XXXII, fig. 5). The emboli are composed chiefly of fibrine,

and a few cells in it. The nature and distribution of the interstitial

inflammation is in all cases of the same kind, and I think it is not

impossible that also in the other cases embolism of arteries stands in a

causal relation to the interstitial inflammation. The more intensive

the degree of interstitial change the more marked is the enlarge-

ment of the kidney and the more distinct is also the parenchymatous

nephritis, the number of urinary tubes which either contain casts or

are in the process of destruction by being flooded with the inflam-

matory products (especially cells) increasing gradually. I need hardly

add that under the circumstances also Malpighian corpuscles become
obliterated, undergoing fibrous degeneration (PI. XXXIII, fig. 7).
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It follows from tliia that the intensity of the parenchymatous

change is dependent upon the degree of the interstitial nephritis.

A very curious fact is the deposit of lime matter in the epithe-

lium and lumen of urinary tubes, first of cortex, then also of pyramids

at an early stage of scarlatina, when the kidney otherwise showa
only very slight change.

Several observers, Biermer, Coats, and especially Wagner, have

described each one case of scarlatina with interstitial nephritis which

they regarded as unusual. According to me this is the general rule,

viz. that cases of scarlatina that die after about nine or ten days

show more or less well-marked interstitial nephritis.

B. Lymphatic glands of neck.—In this paragraph I wish to mention

certain peculiar changes which we find in the lymphatic glands con-

nected with the organs of the throat, i. e., the lymphatic follicles at

the root of the tongue and pharynx, those in the mucous membrane
lining the posterior surface of the epiglottis, the lymphatic follicles

forming the tonsils and the lymphatic follicles in the mucous mem-
brane of the larynx and trachea ; and, finally, the lymphatic follicles

in the lymphatic glands of the neck (the submaxillary lymph-glands).

Besides the general inflammatory enlargement of these structures,

owing to increase of all the constituent parts, we find the central por-

tions of the lymphatic follicles undergoing a peculiar change, consisting

in the following features : the ordinary uninuclear lymph-cells form-

ing the great bulk of the follicles are greatly decreased in number,

and their place is taken by granular large cells containing numbers of

germinating nuclei, between cells with two nuclei and cells with

twenty or more nuclei we find all intermediate forms (PI. XXXIII,
fig. 9). On account of the decrease or even disappearance of the

ordinary lymph-cells from the central part of the lymph -follicles

and the presence of large cells, this portion of the follicle contrasts

very markedly in a section (stained with logwood) with the peri-

pheral portion which contains crowded nuclei of ordinary lymph-

cells. These changes we meet in the lymphatic follicles of all the

organs enumerated. In the glands of the neck we find in addition

fibrinous thrombi in venous vessels ; at first hyaline, then fibrous

degeneration of adenoid tissue and the appearance of giant cells,

i. e., large granular multinuclear masses iu the tissue of the follicles

(PI. XXXIII, fig. 10, and PI. XXXIV, figs. 11, 12, 13). The

fibrous degeneration appears to start in connection with the

enlarged cells.

i





DESCRIPTION OF PLATE XXXIV.-

The figures in this Plate also illustrate Dr. Klein's paper on

the Anatomy of Scarlatina (p. 431), from drawings by himself.

Fig. XI. Shows tlie giant-cell, a, of Fig. X more liiglily magnified.

a. Granular substance of giant-cell. h. Capsule, c. Processes of capsule.

X 450.

Fiaa. XII and XIII show giant-cells from a lymphatic gland of the neck of

au early case. a. Adenoid tissue, showing more or less distinct fibrous degene-

ration, h, g. Finely granular substance of giant-cell, x 450.

Fig. XIV. From a section through spleen of an early case, showing hyaline

degeneration of the coat of an artery (transversely cut), a. Hyaline degene-

ration.

Fio. XV. Artery in longitudinal section, a. Hyaline degeneration of intima.

X 220.

Fig. XVI. Malpighian corpuscle of spleen of early case, showing three different

zones, a, J, and c. (About x 50.)

Fig. XVII. Part of central and intermediate zone of the same Malpighian

corpuscle as in XVI, only more highly magnified, x 180.

Fig. XVIII. From a section of the liver of an early case, showing infiltration

of interlobular connective tissue with round cells, a. Bile-duct. h. Artery in

section, its wall thickened, c. Round-cell infiltration. At the side of artery a

vein in section.
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C. The liver.—Tliis or^aii I oxMinincd in ci^lii cascH ; I found it

slightly onlar<j;od and tho scat of iiiiporiant chan<,'e ; they arc:

granular t)|>a(iu(' swelling of livcr-cellH ; benidca this, in Borne

j)arts, the livcr-cclls aro filled with fat-globules, in others with

pigment ; some arteries show siniihir changes in the intima and

middle coat, aa those in the kidney. The chief feature of import-

ance, however, is the great thickening of the connective tissue of

the Glisson's capsule; the interlobular connective tissue containing

greater or smaller collections of round cells forming sometimes con-

tinuous cord-like or nodular cell-accumulations around bile-ducts

and blood-vessels (PI. XXXIV, fig. 18). These changes, viz. acute

interstitial hepatitis, were w^ell marked already in a case of two days'

illness. In some cases we find in addition similar accumulations of

round cells in the connective tissue within the acini.

D. The spleen.—Not less interesting are the changes in the spleen,

they are uniform and constant, they are {a) enlargement of the

Malpighian corpuscles, i. e., lymphatic sheaths of arteries
; (6) hyaline

degeneration of intima of arteries to a very considerable degree,

amounting in some cases almost to total seclusion of the lumen

of the vessel (PI. XXXIY, figs. 14, 15) ;
(c) distinct multiplication

of nuclei of muscle coat of ultimate arterioles and hence the in-

creased thickness of their wall
;

{d) hyaline swelling and degenera-

tion of adenoid tissue around degenerated arteries ; (e) change of

central parts of many Malpighian corpuscles somewhat similar to

tliat described of the lymph-follicles of the throat, viz. the ordinary

nuclei of lymph-cells disappear from the centre, and in their stead

we find large hydropic cells containing yellowish pigment. In

preparations stained with logwood there appear three distinct zones

in the Malpighian corpuscles (PI. XXXIV, figs. 16, 17 :—(1) a

central, (2) a middle, and (3) an external zone, as seen in diagram.

Lastly, thickening of inner coat of veins by adenoid tissue.

In conclusion, I may add that besides the hyaline swelling of the

clastic intima of vessels and the reticulum of adenoid tissue, I noticed

a remarkable swelling of the elastic basement membrane of the

trachea, and especially in one case also of the elastic tissue of the

true vocal cord, this being transformed into a swollen hyaline

reticular substance. This is certainly a point of some interest in a

chemical sense, seeing that elastic tissue is just the tissue which

otherwise ofiers the greatest resistance to chemical reagents, as

acids and alkalies. April 17th, 1877.
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4. Experimental and anatomical inquiry into the so-called

pig-typhoid.

By E. Klein, M.D.

IN an elaborate and important paper in the ' Veterinarian,' June

—

November, 1875, Professor Axe, of the Eoyal Veterinary Col-

lege, London, endeavoured to prove that human typhoid in its clinical

history, etiology, and morbid anatomy, has its complete analogy

in a disease in the pig, the so-called pig-typhoid. This theory, as is

well known, has been first advanced by Dr. Budd ; and as is likewise

well known Dr. Murchison, in his book on ' Continued Fevers,' has

expressed grave doubts as to the admissibility of such a comparison
;

not, I believe, so much on account of the non-communicability of

the human typhoid to the pig, but on account of the anatomical

dissimilarities between the two diseases.

The so-called pig-typhoid is, at any rate, an interesting disease,

and being a good example of an infective fever in animals, I thought

it might be of interest to the members of this Society to receive a

short communication of the results of an inquiry into the etiology

and morbid anatomy of that disease.

It will facilitate the understanding of those results if I may be

permitted to give first a brief summary of what is known of the

clinical history of this disease.

A. It is well ascertained that the disease is a specific infectious

fever, having an incubative period of from three to fourteen days,

followed by systemic disturbance manifesting itself in fever and the

concomitant symptoms, viz. high temperature, dulness, congestion

of eyes, &c. A few days after the first signs of the disturbance

there appears a patchy redness on the skin of the abdomen, axilla,

the inguinal region, inside of thighs, the perineum, neck, and ear-

lobes, the skin being at the same time swollen at those places. A
few days later there appears, according to Professor Axe, an eruption

which he regards as the typhoid eruption, and which he describes

in the following manner :

" Preceded by a considerable rise of internal temperature, the

eruption is developed on the fifth day in the form of small, round.
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raisod spotfl of a faintly red colour. Tho under surface of the

belly and hrca.st, \\\v hauiicli, tho inside of the arms and tlii«,diH, and

l)»>hiiid tlio oars, are the parts on which it is most coimiioiily oh-

Herved. Theso spots vary in size from one to three lincH ;
Home are

acuminatcMl, others, and by far the majority, present a more or Ickh

n)unded free surface. They are circular in outline, and rise from a

(lilfused or circumscribed base. Some are but slightly raised above

the general surface of the integument They are somewhat

firm in consistence, and the redness quickly disperses on the appli-

cation of pressure." . . .

" After the lapse of two or three days the raised spots subside and

are followed by a second, a third, or even a fourth crop. Tbey

remain from one to three days and then disperse, leaving the

e])idermi8 in a ragged desquamating condition, and the seat of the

eruption of a brownish-yellow colour

" Should the fever be intense and the cutaneous inflammation run

high, vesicles of various sizes appear on the summit of the pimples.

These are charged with a thin, transj^arent, clear fluid. When the

eruption is confluent and the vesicles coalesce the cuticle may some-

times be removed in large layers several inches square."

Early in the course of the disease general prostration ensues.

The bowels are in some cases constipated, in other cases there is

diarrhoea, and the stools are then thin and watery, and of a brownish

-

yellow colour. In severe cases there is blood mixed with the

discharges. The belly is always tender to the touch. Besides this,

the animals show great stupidity, giddiness, and even delirium. The
animals generally die after a longer or shorter period (it varies

between several days and several wrecks), under signs of prostration

and emaciation
; about 85 or 90 per cent, is the death-rate.

B. The post-mortem examination of those animals which I had the

opportunity to examine—twelve in number—showed as the most
prominent lesions those referring to the skin, intestine, lymphatic

glands, liver, and lungs.

(a) Skin.—In most of the twelve animals that were examined the

skin was aff'ected. It is swollen and of diff'use red colour about the

perineum, symphysis, and groins, so is also the skin of the neck.

The ear-lobes much swollen, especially near the tips, and red. The
same is the case with the skin of the nose. In two cases there was
no distinct rash, and in one case there were (a few in former,

numerous in latter place) smaller or larger necrotic patches of the
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superficial part of the skin of groins, and especially in both ear-

lobes.

(b) Intestine.—Small intestine shows, as a rule, hyperajraia, and

in some cases eechymosis in the mucous and submucous tissue, and

the serous covering. In some rare cases the same is seen also in

the stomach. Large intestine shows always the most characteristic

appearances. In some cases there are smaller or larger, isolated or

confluent, ulcerations at and around ileo-coDcal valve, the rest of the

mucous membrane being hyperaimic. In the highest degree the

whole large intestine down to the rectum contains ulcers ; in the

CGDcum they are confluent, and measure several inches, extending

transversely as well as longitudinally ; while the whole remaining

mucous membrane of the large intestine is much thickened, and in

some parts the submucous tissue contains large accumulations of

blood. The ulcers are of various aspects. The following forms may
be seen : very minute, well-defined, prominent, yellowish-whitish

specks of the size of a millet or hempseed ; then somewhat larger,

more flattened, prominent, circular or oval yellowish patches fwith

which in one case the whole mucous membrane of the coecum

seemed quite covered) up to about ^ of an inch in diameter ; next,

flat, circular, or slightly oblong patches, situated on the crest of a

fold of the mucous membrane, in size from ^ to 1 inch in diameter,

generally black or grey in colour, except a very conspicuous and, I

may almost say, characteristic prominent rim which is yellow. The

ulcer generally presents a pale^ central, or eccentric disc, around

which are arranged concentric rings. Between these flat ulcers with

concentric layers and those uniform, yellowish-white, prominent

patches and nodules there are all intermediary form.

The above-described ulceration of the large intestine of the pig

cannot in any v ay be confounded with the characteristic ulcers of

human typhoid ; the differences are really striking on the most

superficial inspection ; and it is to me unintelligible how so eminent

an observer as Dr. Budd could have drawn any comparison between

the two diseases. The microscope reveals a marvellous difterence in

the two diseases, for in the pig-typhoid these patches, whether nodules

or ulcers, have ahsolutely nothing ivhatever to do ivith lymphatic

follicles, whereas in human typhoid it is just these structures which

by their changes lead to the characteristic ulcerations.

In a few cases I observed ulceration also of the organs of the

throat. In one case these were symmetrical ulcerations of the
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mucoiia monibraiic of tho «j^iim8 and cluioks, of the front part of the

ton«i;ii(\ o( tlic lianl and soft palate, and of the epiglottis. The

ulcers were of a dark j^rey colour; and what was most conapicuous

about them was their synnnctrical diHtribution on the two sides of

the above or<j;ana.

Besides the iutestino, the following lymphatic glands present very

characteristic appearances ; the mesenteric glands, especially those

of the large intestine ; the bronchial glands ; the chain of glands

along the thoracic (descending) aorta ; the sternal glands
;
and the

submaxillary lymphatic glands. The glands are much swollen,

slightly firmer than normal, more or less red, in severe cases dark

purple or even black, and when cut into letting a considerable

amount of red fluid ooze out. At the same time it may be seen that

the chief seat of red colouration is the cortical part of the gland,

from which it extends for a greater or smaller distance into the

medulla according to the greater or lesser severity of the disease.

The microscope reveals in all cases a very characteristic state,

namely, a bursting of blood-vessels in the cortical tissue, and

hasmorrhage into the lymphatic follicles and sinuses of that part,

amounting in severe cases to total destruction of the adenoid tissue

by blood. In severe cases the medullary sinuses, and partly also

the medullary lymphatic cylinders, become filled with extravasated

blood. In so far this condition is similar to what is found in

anthrax. Now, this state of the lymphatic glands is, as I said,

very characteristic, and, combined with the disease of the intestine,

is of paramount importance for the diagnosis.

Further important symptoms, and which have not hitherto

received due attention, are the affections of the lung and serous

membranes. Especially the lung affection has shown itself to be

as constant as any of the preceding, even more constant than that

of the skin. The state of the lung is this : the slightest degree

consists in a distinct mapping out of the lobes and lobules by

oedema of interlobular tissue, the lung-tissue of the corresponding

parts being at the same time hyperaemic. Then these parts become

hepatised and transformed into a heavy, airless, red, transparent

tissue ; and subsequently smaller or larger opaque or white specks

and patches appear in the red substance, and, as they increase in

size, become gradually confluent. On a section it may be seen that

this is due to the fact that the bronchial tubes become gradually

filled with a white, brittle, cheesy mass, progressing gradually from
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tlio fiuest ramifications on to the larger branehcH of tlie affected

lobulea and lobes. Finally the whole lobule i.s tranatorined into a

discoloured, dry, hard, friable mass. The pleura of the corre-

sponding parts is, of course, inflamed, being in some cases exceed-

ingly thick, and covered with false membranes. In severer cases

the greater part of one lung and portions of the other may be thus

changed, and on the external surface there may exist smaller or

greater ulcerations. Except in very slight cases there is generally

a certain amount of pleural exudation ; and in severer cases the

pleura contains a considerable quantity of a thick, offensive,

yellowish, or discoloured exudation. In some severer cases the

pericardium is also inflamed, containing a large quantity of exuda-

tion, and its walls being much thickened by false membranes. The
same is also the case with the peritoneum, this being in some cases

hypersemic in parts, or even covered with solid lymph and pus. We
have had cases where there was no skin eruption, slight intestinal

change, and extensive pleuro-pneumonia, pericarditis, and pleuritis.

The next organ of importance is the spleen. The spleen is of

dark colour and sometimes enlarged ; in some cases it appears not

altered in size. In one case it was remarkably enlarged, having

throughout it irregular nodular structures, from the size of a pin's

head to that of a pea or even larger, whitish in appearance and of

firm consistency.

The liver is in severe cases enlarged and very full of blood. The
kidney is sometimes also changed : there is hypera)mia of the

pyramidal parts, and underneath the capsule, which may be easily

stripped oft', there are visible on the surface of cortex hsemorrhagic

round spots of the size of a pin's head, while similar spots, but

scarcer, are met with in the cortex and pyramids. The severer the

case the more numerous the haemorrhagic spots.

Thus we may say that the skin, large intestine, lymphatic glands,

and lungs are the organs most commonly affected, and that changes

of the serous membranes, the spleen, liver, and kidney, and likewise

of the organs of the throat, are of less constant occurrence.

0. I now pass to the microscopic examination of the intestine.

(1.) Intestine.—The mucous membrane of the large intestine

shows the following changes :—The capillary vessels next the

surface very much distended and filled with blood, occasionally

ruptured, so that blood is extravasated in the mucosa underneath
the epithelium. Generally the epithelium at the mouth of Lieber-
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kiihn's crypta dc^tnchcd and in the act of bn^alvinf^ down. TUa Hamo

is the case willi the cpitlu^liuni covering the iimco.sa around tlio

mouth of the crypts; at tliese places the cpilheliurn is raised from

the mucosa by the presence of cavities filled with fluid, in which are

suspended cells, granular matter, and blood. In some cases there

is copious luTmorrhage in the submucoaa ; the lymphatic vessels of

the submucosa are very much distended and filled with blood,

derived, no doubt, from broken vessels.

From the above condition of distension of blood-vessels, loosening

and partial or total removal of epithelium, we have all inter-

mediary forms leading up to the necrosis and disintegration of the

superficial portions of the mucosa, commencing as very small

circumscribed opaque spots in which the tissue is disintegrating,

and rapidly increasing in breadth and depth. There is no doubt

whatever that the "ulcerations " of the large intestine are merely

due to a necrosis of the most superficial part of the mucosa.

The submucosa shows at the same time, next the muscularis

mucosae, a reactive inflammation, being full of pus-corpuscles. As
the necrosis spreads, the infiltration of the deeper parts with pus-

cells increases. Generally the muscularis mucosae seema to be the

boundary up to which the necrosis proceeds.

AVhat we have said hitherto is, I think, quite sufficient to

convince any one that the " ulceration " of the mucosa of large

intestine in the pig has absolutely nothing in common with the

ulceration of the intestine in typhoid fever of man ; the latter

being a process entirely limited to the lymphatic follicles of the

intestine.

JS^ote.—I will mention here the presence of giant cells in the

mucosa in lymph spaces around the crypts of Lieberkuhn.

With regard to the ulcerations of the mucous membrane of the

mouth, gum, hard palate, and tongue, I have to state that here, also,

the ulceration consists in a necrosis of inflamed mucous membrane.

(2.) Lymphatic glands.—Corresponding to greater or lesser red-

ness of the lymj^hatic glands we find the cortical parts occupied by

greater or smaller masses ofblood, the adenoid tissue becoming, at the

same time, destroyed. In the most acute cases we find great portions

of the cortical follicles transformed into an uniform red mass. All

the lymph-sinuses are in this case also filled with blood, and hence a

very striking appearance is produced in some parts : the medullary

cylinders being still intact, while the lymph-sinuses between them
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and the connective-tissue trabeculao are much distended and filled

with blood.

lu the mesenteric glands of some cases I have found great num-

bers of giant cells filling up the lymph-sinuses of the medulla.

These *' giant cellu " I can trace down to small granular cells, looking

very much like epithelial cells. Some of the larger ones contain

twenty, thirty, and more nuclei.

(3.) In addition to what I said of the changes presented by the

lungs I have to mention that in some places the lung is the seat of

lobular pneumonia. The walla of the air-cells are thickened by round

cells, and the cavities of the former filled with fibrin, lymph-cells,

changed epithelial cells, and in some instances also smaller or larger

" giant cells." In other places the bronchi are thickened and sur-

rounded by huge mas^-es of round cells. In the last stages or higher

degrees the inflamed tissue becomes transformed into a necrotic

disintegrating mass.

(4.) The liver.—Its interlobular connective tissue is greatly

altered by infiltration with lymph-corpuscles, which at some parts

form considerable accumulations, amounting almost to nodular new-

growths. Similar accumulations of lymph-cells may be observed

within the acini of the liver of more advanced cases.

As regards the etiology of the disease, it is known and experi-

mentally proved by Professor Axe (a) that the infection is carried

out through the air, and (h) that the skin contains the contagion,

for, withdravring fluid from the aflected skin and injecting it into the

skin of a healthy animal Professor Axe succeeded in producing the

disease. That the contagion is also contained in the ulcerations of

the bowels, and therefore in the intestinal discharges, has been

tacitly assumed. I have, however, succeeded in proving, by direct

experiment, that this is really the case, for injecting into the skin of

a healthy animal minimal quantities of matter obtained by scraping

the ulcerated intestine of a diseased animal produced invariably the

disease. It is, however, doubtful whether simple feeding with the

ulcer material has any efl'ect, for in two cases simple feeding failed

to produce the disease, and in one case, where feeding was followed

by the characteristic symptoms of typhoid, a previous lesion of the

mucous membrane of the mouth may have been, and very likely was,

the means of inoculating the animal, the infecting food having had to

be introduced by force.

By another experiment I proved that also the diseased spleen
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contains tlio virus, for when parts of thiH organ be introduced into

a lioalthy animal, either mixed with the food orby direei inoculation

into the skin, the animal becomes smitten with the disease.

As a last, but not least, interesting experiment, may bo mentioned

this :—Juice and blood obtained from the swollen lymphatic gland of

an animal dying under well-developed symptoms of the typhoid were

injected into the skin of a healthy animal. This animal did not

show any signs of the disease, but after sufficient time had been

allowed to elapse, it was again inoculated with material taken from

intestinal ulcer o£ a typhoid animal ; it then showed distinct signs

of the disease, although only of a very mild degree.'

This experiment, no doubt, docs away with the idea of many con-

tinental veterinary pathologists, who regard this disease as anthrax,

well known for the infective properties of the blood at all stages of

the disease. I may mention, incidentally, that the well-known

bacillus anthracis, so characteristic for blood of anthrax, were absent

in the blood of our animals. Whether, however, the blood and lym-

phatic glands, in early stages of pig typhoid, contain the virus,

whether, as is very probable, the affected lung harbours the con-

tagion, and if so in what way it is communicable, viz. whether by air

or food, or through lesions of the skin or mucous membranes, are

questions which we hope to decide by further experiments.

April 17th, 1877.

^ The experiments were carried out in conjunction with Mr. H. Duguid,

veterinary surgeon at the Brown Institute.
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XII. MISCELLANEOUS SPECIMENS.

1. Transposition of the viscera in a living subject.

By David B. Lees, M.D., M.A., M.E.C.P.

HK— , a pale thin boy, set. 8, usually living at Leeds, but now

• on a visit to London, was brought to the Hospital for Sick

Children, on the 7th of November, 1876. He had been gradually

losing flesh for the last six months, but had not snlfered from

cough.

When the chest was exposed for physical examination, it was at

once observed that the cardiac impulse was situated on the right

side, just below and to the outer side of the right nipple. The

cardiac dulness was placed entirely on the right side of the chest,

and extended from the median line of the sternum to the right

nipple line. Superiorly the line of dulness sloped upwards from

the apex beat to the junction of the second costal cartilage with the

sternum. The cardiac impulse was difiused ; it was felt more in the

fourth space than in the fifth, but chiefly at a spot opposite the

fifth rib, just below the level of the nipple, and about one eighth of

an inch to the right of it. The cardiac sounds were normal.

The liver was found to be situated on the left side. Its area of

superficial dulness commenced at the fifth left intercostal space,

and extended to the costal margin, in the nipple line.

The tympanitic resonance of the stomach was detected below the

costal margin on the right side.

The position of the spleen did not admit of easy definition, but

on careful percussion there seemed to be a small area of dulness on

the right side, between the anterior and posterior axillary lines, and

lying along the course of the tenth rib.

In the lungs nothing abnormal was detected by percussion and

auscultation. The right testicle was found to hang a little lower

than the left. It may be added thai the boy is right-handed.

Cases of transposition of the viscera are found from time to time

in dissecting-rooms and ViX post-mortem examinations, but they have
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not often come under observation during; life. The condition must

be considered aa a pathological curiosity rather than as one of

•mportance to the patient. It ia interesting from its bearing on

certain theories of the origin of right-handedness, which ascribe the

preference for the right hand to an earlier development of the left

side of the brain, due to the diverse arrangement of the carotid

arteries at their origins.

It may be assumed that in the case of this boy the arch of the

aorta and the vessels springing from it are transposed along with

the heart ; hence, if the above theory were true, the boy should be

left-handed, which he is not.

In connection with the difficulty of defining the position of the

Bpleen, it is interesting to note that in more than one case of trans-

position discovered after death, it has been found that the spleen

was replaced by a number of small spleniculi.

December IdtJi, 1876.

2. Granulation tissue from white swelling of knee.

By RiCKMAN John Godlee.

IBCAECELT know whether this case presents sufficient interest to

warrant its introduction amongst the ' Transactions' of the

Society, because I believe it is a pretty generally recognised fact that

the structure I am about to describe occurs rather frequently in the

disease in question, and is not now considered to be in any way

specific, at least not by a large number of observers.

It is that of a boy, four years and a half old, who had developed

a very acute white swelling of the knee-joint. The symptoms were

characteristic, but no suppuration had occurred. The increase in

size and general disturbance were, however, occurring so rapidly,

that the surgeon, under whose care the child had come, determined

upon amputation. I need say no more about the clinical aspect

of the case except these two points. First, that the father was in the

habit of wandering over the globe, and boas^ted of a somewhat large

29
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family of illegitimate children, who were distinguished in hie account

of them by the places in which they were born ; as a result of this, no

accurate family hiatory pointing to tubercle could be obtained ; and

secondly, that the patient having died eight days after the operation

from acute septicaemia, at the autopsy no appearance of tubercle was

found in other parts of the body.

I thus had the opportunity of observing under very favorable

conditions the state of the material tilling the joint. The bono

seemed healthy, the cartilage on the femur was of about the normal

thickness, a quarter of an inch, and there was a considerably

thicker layer covering it of gelatinous, semi-transparent, granulation

material.

It is simply on account of the structure of this granulation

material that the case is brought forward ; and it must here bo

stated that the preparation was preserved in chromic acid, and

afterwards placed in spirit, and that it is therefore possible that the

chromic acid may have had something to do with the production of

the appearances to be described. This granulation material con-

sists, then, of a delicate reticular structure, containing in its

meshes nucleated cells of varying size, as well as free nuclei

(PI. VI, fig. 3), and exhibiting throughout systems of this net-

work arranged concentrically, which in some parts of the section

appear empty, and in others contain either in their centre, or at

some other part, the now well-known so-called giant-cell (PI. VI,

figs. 3 and 4). In other words, the greater part is almost identical

with adenoid or cytogenous tissue, and the circular arrangements

are absolutely identical with what was at one time considered to be

special to the growth of tubercle.

At the deeper part, that is, near the cartilage, is a very vascular

layer, containing large vessels : few and very small ones are to be

seen near the surface.

The cartilage itself is for the most part healthy, but towards the

joint the cells are multiplying, and at the junction of the cartilage

with the granulation material the stroma becomes fibrillated,

and 80 passes indefinitely into the trabecular structure of the

main mass.

Now, as I said before, T am w^ell aware that this appearance has

been described by Friedlander and others as occurring with great

frequency in joints of this sort, and I think that the point U)

be learned from this fact is that unless one is to maintain, as it
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scorns to mo witliout any sufTicicnt fouTKlnlion, that wc are dealing

with actual tiiberculoHiH of the synovial membrane of the joint, we

are almost driven to the conclusion that this complicated structure

hag nothing special about it, but simply represents a very lowly

organised form of inflammatory tissue. I have here a sketch of

tubercle of the testicle, and I would draw your attention to the

beautiful drawing of acute miliary tuberculosis in Thierfelder's 'Atlas

of Pathological Anatomy.' It will be seen that the structures are as

nearly as may be the same.

In conclusion, I would only remark on the suggestion that these

two preparations would at first almost inevitably present, viz. that

the giant cells and their surroundings have something to do with

the alveoli of the lungs or the tubuli of the testicle. In size they

nearly correspond ; and, in the testicle especially, it might easily be

imagined that a gradual passage from one to the other might be

traced ; but that there is really no relation between them the

preparation from the synovial membrane of the joint would go far

to prove, if proof were wanting.

April Srd, 1877.

I
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XIII. SPECIMENS FROM THE LOWEll ANIiMALS.

1. Fracture of the sesamoid bones in both fore feet of a horse.

By Alban Dohan.

THE specimens here brought forward are the fore feet of an old

funeral horse, exhibiting fracture of both sesamoid bones ou

both sides. The bones in question are naturally situated behind

the metacarpo-plialangeal articulation, and are developed in two

ligaments which connect the metacarpus with the first phalanx, and

represent the interossei of man. They are, therefore, not exposed to

direct muscular violence.

The following history is given by Mr. F. Eidler, veterinary

surgeon, of Netting Hill, who has kiudly presented the specimens

to the Museum of the Eoyal College of Surgeons of England. The

two feet are from an aged, and rather fat and heavy, funeral horse,

that had been turned out to graze without his shoes. A man in

charge of the animal mounted him and made him gallop as fast as

he could along a hard road, when he suddenly stopped and rolled

over on his side. The horse was found to be hopelessly lame, on

which account he was shot, and the lesion here exhibited was dis-

covered on dissection.

Though fracture of both sesamoids on both sides is rare, I am
informed by two distinguished veterinary surgeons, Mr. Pritchard

and Mr. Fleming, that this injury not unfrequeutly occurs to both

bones ou one foot. Mr. Fleming asserts that this accident " is

scarcely produced like fracture of the patella in man, which is due

to muscular contraction in many instances. Fracture of the sesa-

moids in the horse occurs from ligamentous strain, and this, when

the animal lands on its fore limbs in a wide or high jump at a fast

pace, and with a heavy weight on its back, is very severe."

A glance at either specimen will explain how, when the pha-

langes are forcibly extended on the metacarpus, the sesamoid

ossicles, firmly held by their ligaments, are snapped asunder against
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the base of the metacarpal bono. It ap])car8 to me that tho

proximate cause of fracture of the patella in man is identical, for

although the rectus and tho other extensors act in the first instanco

at the will of tho patient to save himself from falling backwards,

still, at the moment the patella break?, the contracted, rigid muscles

above constitute a passive ligament like the ligamentum patellio

itself below. The patella then is fractured as it lies against the

condyles of the femur, firmly held above and below, for the lesion

can never be caused by the upper fragment being simply pulled

off by the muscles, however soft the whole bone may be. It is only

after the fracture that muscular contraction, previously exerted iu

vain to its uttermost extent, can assist in drawing up the upper

fragment.

December 5th, 1876.

2. Calculous deposit in the urethra of oxen, producifig rupture

of the bladder*

By Edwards Crisp, M.D.

THE calculous matter, which I exhibit, was taken from the urethra

of an ox that died of rupture of the bladder in consequence of

the canal being impacted with this material. Six oxen died from

the same cause, and many other cases occurred in the same neigh-

bourhood (Great Oakley, Essex). My informant, Mr. Charles

Stanford, of Great Oakley, tells me that all these animals were fed

partly on rice meal.

In the twenty-first volume of our ' Transactions,' p. 424, in a

communication on urinary calculi in the lower animals, I have

spoken of the not unfrequent occurrence of this deposit in oxen

and sheep, that are highly fed on saccharine and carbonaceous

matter, and I have alluded to the smallness of the urethral passage

at the end of the penis, in oxen and sheep, as one cause of the

fatality.
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As stated in that communication, stone in the bladder is much

more prevalent in India, where the inhabitants are chiefly rice

feeders, than in European countries, and the prevalence of this

deposit in oxen fed upon rice meal may throw some light upon the

cause of this affection.

Beet root, cotton cake, and sugar, will also occasion these

deposits irrespective of rice, but the information I have lately

obtained leads me to think that rice acts as an important factor in

their production. As stated before, the calculous matter is com-

posed chiefly of ammoniaco-magnesian phosphate.

May 15th, 1877.

3. A double duck's egg.

By Edwards Ceisp, M.D.

THIS specimen, which contains one perfect egg within another, was

laid two years since by a common duck belonging to my milk-

man. The egg weighed 4 oz., measured 9 inches in circumference
;

the outer egg contained a perfect yolk with the usual amount of

albumen ; the inner egg, of the ordinary size, has not been opened,

but judging from other cases recorded it was also perfect. At first,

I thought the specimen very rare, but on further research I dis-

covered that many examples have occurred in the domesticated

duck, but never, I believe, in any bird in a wild state. The
mode of occurrence in these " freaks of nature" it is difficult to

explain ; one theory mooted, is, that a full formed egg passes back-

wards and becomes enclosed in the membrane of the outer egg, but

to my mind the explanation is not satisfactory, I append a curious

extract upon this subject, from Sir Thomas Brown's ' Relegio

Medici,' which I think worthy of notice. ** Now ivhether seminal

nibs hold any sure proportion unto seminal enclosures ? TFhi/ the

form of the germ doth not answer the figure of the enclosing pulp ?

Why the nib is sealed upon the solid, and not the channel side of

the seed as in grain ? Why, since we often meet with two yolks
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in ono shell, and somctinicti ono egg within another, we do not

oltener meet witii two nibs in one distinct seed."'

The other exaniploa of abnormal egg formation, and abnormalities

of the oviduct 1 reserve for another occasion, in consequence of the

groat number of specimens before the Society.

May I5th, 1877.

k 4. Pneumonia in hirds.

By Edwaeds Ceisp, M.D.

THE specimens of four lungs are from the common fowl, two cocks,

that died in my own poultry yard at intervals of some months,

so that I had an opportunity of carefully watching the symptoms.

In both instances the birds only lived about eight days from the com-
mencement of the attack. In the early stage there was great heat

of skin ; temp. 108° ; loss of appetite ; wings lowered, with a

peculiar short croupy sound at intervals, the birds in the last stage

having frequently the beak open.

The lungs, as the specimens and drawings show, are consolidated

and hepatised, the air-cells being filled with lymph-corpuscles and
granular matter. As is well known there are no distinct bronchial

tubes in the lungs of birds, and the air in some species passes into

the bones, and into the large abdominal sacs. I exposed many years

since at the Zoological Society^ the prevailing error that the bones of

birds are filled v^ith air. Our swiftest flying birds, such as the birds

of passage, have little or no air in their bones ; the swallow and
martin, that travel probably seven or eight hundred miles daily, have

the bones filled with marrow, and the little plump, heavy, humming
bird, that Professor Owen, in his article "Avis," 'Todd's Cyclo-

paedia," says, " has the bones filled with air to the phalanges of the

toes," has, as I have verified by dissection, no air in its bones.

The above remarks are especially applicable when studying the

^ * Garden of Cyrus,' Bohu, vol. ii, p. 525.

2 ' Proceedings.'



456 SPECIMENS FROM THE LOWER ANIMALS.

disease in question, for, as far an I could ascertain, there was no

extension of the intlamniation to the membrane ot" the hollow bones,

arm-bones, scapulas and clavicles, nor to the abdominal air-sacs,

80 that possibly life was prolonged by the partial aeration of the

blood in these cavities. Probably a bird without air in its bones

would succumb more readily to the same amount of inflammatory

mischief.

As far as I know, pneumonia in birds has not been before de-

scribed, and I believe it is very rare in its idiopathic form
;
partial

congestions, and tough, leathery masses of lymph are frequently

met with outside the lung, especially in the rapacious birds, but

general inflammation is seldom seen. Tubercle, too, in the lungs

is comparatively infrequent, for often when the spleen, liver, and

intestines are highly tuberculous, the lungs are free from the disease.

I speak only of domesticated birds, and of foreign birds in confine-

ment. In wild birds the lungs are rarely diseased.

May loM, 1S77.
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CANCER, MEDULLARY, of the prostate (S. Coupland) . . . 185

CAPILLARIES, see Fibrosis (arterio-capillary).

CARCINOMA, primary, hard, of the bladder (H. T. Butlin) . .165
CARIES of the cranium and ulna, in tertiary syphilis (P. H. Pye-Smith) . 334

CARTER {H. v.), memorandum on leprous nerve disease . . i

CATHETERISM, epithelioma of bladder, probably due to irritation from (C, H.
Fagge) ....... 167

CAYLEY {TVm.), report on S. Coupland's specimen of lymphoma of the prostate

185

CHARCOT (J. M.), ;jer T. W. Nunn, sections of spinal cord and phrenic nerves

in the two forms of progressive muscular atrophy . . .9
CHILD, MICROCEPHALOUS, brain of a (T. Barlow) . . .8
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CHOROID, melanotic sarcoma of; no recurrence after removal of the eye (Spencer

Watson) . . . .210
CHOROIDITIS in a child the suhject of congenital syphilis (T. Harlow) . 2H7

CIRCULATION, organs of, dlseases, &c., of . . 43-119

CIRRHOSIS, primary contracting schirrhus of liver simulating (C. H. Fagge) 137

CIRRHOTIC LIVER, anteversion of, simulating enlargement (T. D. Griffiths) . 142

COCKLE {John), per T. Holmes, nearly impassahle stricture of the ccsophagus,

fatal by ulcerative perforation of the trachea . . .123
COMA, RENAL, death from, in case of compression of renal arteries (J. B. Yeo) 94

COMMITTEE, CHEMICAL, reports of:

— on John Wilton's specimen of intestinal concretion discharged through an

abscess in the back (J. B. Sanderson and C. H. Ralfe) . 130
— on W. W. Wagstatte's specimens of renal calculi (W. II. Dickinson and

C. H. Ralfe) . . . . .176
COMMITTEE ON MORBID GROWTHS, reports of:

— on D. Balding's case of recurrent tumour (II. T. Butlin and R. J. Godlee)

31
— on F. A. Mahomed's cases of adenoma of the liver (J. F. Payne and W. S.

Greenfield) .... 155
— on Sidney Coupland's specimen of lymphoma of the prostate (J. S.

Bristowe and W. Cayley) .
'

. . .185
— on J. Walters' specimen of scirrhus of the diaphragm (II. T. Butlin and

J. F. Goodhart) . . • . . .219
COMMUNICATIONS (special)

— (a). On visceral sypliilis .... 249-360
— (b). On the arterio-capillary system in connection with kidney disease

361-97
— (c). On certain acute specific diseases . . 397-447

CONCRETION, intestinal, discharged through abscess in back (John Wilton)

129

CONTAGIUM, experiments and observations on vaccine and variolous (P. M. Braid-

wood and F. Vacher) ..... 409

COUPLAND {Sidney), lymphadenoma of the stomach, mesenteric glands, kidneys,

ovaries, thyroid,.&c. . . . . . .126
,, biliary calculi encysted in peritoneal adhesions . . .157
„ *' solitary " kidney ...... 159

,, lymphoma (lyrapho-sarcoma) of the prostate ; secondary nodules in pancreas

and supra-renal capsule . . . . .179
„ — report on, by ihe Committee on Morbid Growths (J. S. Bristowe and W.

Cayley) . . . . . . .185
„ medullary cancer of the prostate . . . .185
„ see Baldiny {D.).

CRANIUM, caries of, in tertiary syphilis (P. H. Pye-Smith) . . 334

,, syphilitic disease of (W. S. Greentield) .... 262

CRISP {Edtvards), fibroid ovarian tumour . . . .195
„ calculous deposit in the urethra of oxen, producing rupture of the bladder 453

,, a double duck's egg ...... 454

„ pneumonia in birds ...... 455

CYSTIC disease, the left testicle affected with (W. Haward) . . 177

DAVIDSON {A.), on syphilitic disease of cerebral artery . . 300

DERMOID tumours, see Ovarian.

DIAPHRAGM, aneurysm of the aorta beneath the pillars of (L. Marshall) . 85
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DIAPHRAGM, scirrhus of the (J. Walters) . . . .218
DICKINSON (W. //.), rejfort on W. W. Wagstaffe's specimens of renal calculi 176

DIGESTION, ORGANS of, diseases, &c., of . . . 120-158

„ — A. Digestive canal..... 120-137

,, — B. Liver, pancreas, peritoneum, &c. . . . 137-158

DIPHTHERITIC FALSE MEMBRANE (W. S. Greenfield) . . 41

DISEASES, &c., of NERVOUS system .... 1-31

of the ORGANS of RESPIRATION . . . 32-42
of the ORGANS of CIRCULATION . . . 43-119

of the ORGANS of DIGESTION . . . 120-158
— A. Digestive canal..... 120-137
— B. Liver, peritoneum, &c. .... 137-158
of the GENITO-URINARY ORGANS . . . 159-200
— A. Kidneys, bladder, &c. . . . . 159-177
— B. Male genital organs .... 177-189
— c. Female genital organs .... 189-200
of the OSSEOUS system .... 201-209

of the ORGANS of SPECIAL SENSE (eyc) . . . 210-212
TUMOURS ...... 213-230

of DUCTLESS GLANDS..... 231-235
of the SKIN ..... 236-248
SPECIAL COMMUNICATIONS ..... 249
— A. On visceral syphilis .... 249-360
— B. On the arterio-capillary system in connection with kidney disease 361-397
— c. On certain acute specific diseases . . . 397-447
MISCELLANEOUS SPECIMENS .... 448-451
SPECIMENS from the lower animals . . . 452-456

DISEASES, ACUTE SPECIFIC, on certain . . . 397-447

„ see Organisms characteristic of.

DISINTEGRATION, spontaneous, of calculi within the bladder (W. M. Ord) 170

DORAN (Alban), fracture of the sesamoid bones in both fore feet of a horse 452

DUCTUS ARTERIOSUS, unobliterated, without other malformation of the

heart and great vessels (W. J. Walsham) . . . .43
DUNBAR (/. /, M.), a pin spontaneously expelled after eleven months' retention

in the pharynx . . . . . .120
DURA MATER, condyloma of, in tertiary syphilis (P. H. Pye-Smith) . 334

EGG, DOUBLE, of a duck (E. Crisp) .... 454

EMBOLIC PATCH FS in spleen and kidneys, in a case of aneurysm of common
femoral artery (T. Bryant) . . . . .98

EMBOLISM, cases of aneurysm from (J. F. Goodhart) . . . 106

,, aneurysm of common femoral artery at its bifurcation, probably due to (T.

Bryant) . . . . . . .98
„ aneurysm in calf of leg, and bifurcation of popliteal into anterior and posterior

tibials, probably due to (T. Bryant) .... 103

EMPYEMA, [ cerebral abscesses after successful operation for (P. H. Pye-
Sraith) . . . . . . .4

ENCHONDROMA of the submaxillary salivary gland (H. T. Butlin) . 228

ENDOCARDITIS, ulcerative, in a case of aneurysm of common femoral artery

(T. Bryant) . . .

'
. . .98

„ — upon old heart disease (T. Bryant) . . . .103
ENTEROTOMY in a case of intussusception of ileum (II. Morris) . . 131

EPIPHYSIAL DISEASE from a case of inherited syphilis (W. Haward) . 356
„ and interstitial pneumonia in congenital syphilis (J. F. Goodhart) . 359
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EPITHELIOMA of posterior wall of bladder secondary to perineal fistula, and

probably due to irritation from catbeterism (C. 11. Fagge) . . Ib7

ERUPTION, PECULIAR, after the use of bromide of potassium (D, li. Lees) . 247

EYE, DisEASKS of .... . 210-212

„ see Choroid.

FACE and scalp, circunascribed scleroderma of tbe left side of (W. M. Baker) 245

FAGGE (C. Hilton), aneurysm of a branch of pulmonary artery in a cavity in the

lung of a child . . . . . .35
„ three cases of primary contracting scirrbus of tbe liver simulating cirrhosis 137

„ epithelioma of the posterior wall of the bladder, secondary to a perineal fistula of

thirty years' standing, and probably due to irritation from catbeterism . 167

„ two cases of melanuria associated with melanotic new growths . 172

„ case of simple synostosis of the ribs to the vertebrae and of the arches and

articular processes of tbe vertebraj and of hip-joint . . .201
FATTY TUMOURS, see Tunmirs.

FEET, FORE, of a horse, fracture of sesamoid bones in both (A. Doran) . 452

FIBRE, see Muscular Fibre.

FIBRINOUS CLOT in the heart of a child, probably from sewer-gas poisoning (W.

Munro) . . . . . . .47
FIBROID TUMOUR, see Ovarian.

FIBROMA growing from ischium (A. P. Gould) . . .225
FIBROSIS, ARTERio-CAPiLLARY, chaugcs iu tbe spinal cord and its vessels in

(\V. Gull and II. G. Sutton) . . . . .361
„ — on the spbygmographic evidence of (F. A. Mahomed) . . 394

FISTULA, PERINEAL, epithelioma of bladder secondary to, and probably due to

irritation from catbeterism (C. H. Fagge) . . . .167
FOOT, symmetrical shortening of (Sydney Jones) . . . 208

FRACTURE of upper lumbar region, spinal column of a man who lived twenty-

six years after (T. Carr Jackson) .... 206

„ of tbe sesamoid bones in both fore feet of a horse (A. Doran) . . 452

GALL-STONES, see Calculi (biliary).

GENERATION, organs of, diseases, &c., of . . 177-200

GLANDS, BRONCHIAL, medullary sarcoma of (T. B. Peacock) . . 32

„ ductless, diseases of ... . 231-235

„ salivary, see Salivary.

GODLEE {R. J.), the organism characteristic of vaccinia [experiments to

determine whether organisms characteristic of diseases could be obtained

from tbe blood or juices of patients suffering from those diseases] . 397

„ granulation tissue from white swelling of knee . . . 449

,, report on D. Balding's case of recurrent tumours

GOITRE, EXOPHTHALMIC, casc of (H. G. Howse)

GOODHART {J. F.), two cases of acute mediastinal inflammation

„ cases of aneurysm from embolism

„ three cases of labial tumour

„ phthisis of fibroid form ; history of syphilis

„ — abstract of nineteen cases

„ disease of the epiphysial end of the diaphysis of each bum
stitial pneumonia, in congenital syphilis .

„ post-mortem examination in T. Bryant's case of aneurysm of

artery .....
„ exophthalmic goitre, see Howse.

„ see Marshall (Lewis).

„ report on J. Walters' specimen of scirrbus of tbe diaphragm . .219

. 31

. 115

. 37
. 106

. 213

. 313
. 322

ru>, and inter-

. 359
common femoral

. 101
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GOULD {A. Poarcp), disoase of tricuspid, mitral, and aortic valves . .OO

,, large spindle-cell sarcoma of thigh .... 223

„ fihronia growing from ischium ..... 225

,, case of recovery from pyopericardiura .... ^)7

' G01VERS (jr. R.), the pathological anatomy of hydrophobia (with four cases) 10

„ hypertrophy of heart, witli primary renal disease . . . M
„ mitral disease, compensatory enlargement of anterior flap, high arterial

tension . . . . . . .51
„ cerebral syphiloma, mode of growth .... 280

„ syphilomata of brain and spinal cord, syphilitic thickening of membranes
around nerves, &c. . . . . . .281

„ syphilitic disease of cerebral artery .... 286

,, syphilitic disease of the lungs ..... 330

GRANULATION TISSUE from white swelling of knee (R. J. Godlee) . 449

G'/2£'^A^(r. 7/enry), syphilitic disease of the lungs . . .331
GREENE {A. W.), report of T. Bryant's case of ulcerative endocarditis upon

old heart disease . . . . . .103
Gigi^EiVF/^LD (rr. 5.), diphtheritic false membrane . . .41
„ single kidney . . . . . .101
„ specimens illustrative of visceral syphilis .... 249

„ table of cases of visceral syphilis observed in post-mortem room of St.

Thomas's Hospital during 1875-6 . . . 250-53

„ report on F. A. Mahomed's cases of adenoma of the liver . . 155

GREENHOJV (EJ. //.), Addison's disease in an early stage, with haemorrhage
into supra-renal capsules, interstitial pneumonia, and varicose condition,

of lymphatics of the pleura ..... 231

GRIFFITHS {T. D.), anteversion of a small cirrhotic liver simulating enlargement
142

„ two dermoid ovarian tumours ..... 196

GULL (Sir Wm.) and H. G. SUTTON, on changes in the spinal cord and its

vessels in arterio-capillary fibrosis . . . .361
,, — reply, see Johnson (G.).

HAEMOPTYSIS, fatal, associated with tuberculosis (Fred. Robinson) . 33

HAWARD (Warrington), the left testicle affected with cystic disease . 177

„ epiphysial disease from a case of inherited syphilis . . . 356

HEART DISEASE in congenital syphilis (T. Barlow) . . .353
„ death from, in ulcerative endocarditis (T. Bryant) . . . 103

HEART, fibrinous clot in, of a child, probably from sewer-gas poisoning (W.
Munro) . . . . . . .47

„ firm clot found enveloping the, in aneurysm of ascending aorta (J. P.

Irvine) . . . . . . .73
„ hypertrophy of, with primary renal disease (W. R. Gowers) . . 44

,, malformation, see Ductus arteriosus.

„ two fibrous nodes in, in tertiary syphilis (P. H. Pye-Smith) . . 334

HERNIA, pericardial diaphragmatic, of the omentum (W. M. Baker) . 58

HOLMES (T), see Cockle (John).

HORSE, fracture of the sesamoid bones in both fore feet of a horse (A. Doran) 452

IIOJFSE (H. G.), ruptured axillary artery, with formation of true bone callus

at the site of rupture . . . . .90
„ /or /. /^. Gooc?Aar#, case of exophthalmic goitre . . .115
HUMERUS, disease of the epiphysial end of the diaphysis of each, in congenital

syphilis (J. F. Goodhart) ..... 359
,, see Epiphysial disease.
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HUTCHINSON {Jonathan), on syphiloma of brain, with general remarks on
syphilis of the nervous system.... 305

HYDROPHOBIA, pathological anatomy of (W. R. Gowers) . 10

HYPERTROPHY of heart, with primary renal disease (W. R. Gowers) . 44

ICTERUS gravis, see Jaundice.

ILEUM, intussusception of, enterotomy, removal of the tumour during life (H.
Morris) . . . . . . .131

INFLAMMATION, mediastinal, two cases of acute (J. F. Goodhart) . 37
„ — ^ai/e of cases at Guy's Hospital, 1873-5 . . .41
INTESTINES, diseases of ... . 120-137

INTESTINE, anatomical changes in, in pig typhoid (E. Klein) . 442-45

„ small, lymphoma of (F. Taylor)..... 135

INTUSSUSCEPTION of the ileum, enterotomy, removal of the tumour during
life (H. Morris) . . . . . .131

IRVINE (J. Pearson), double aneurysm of thoracic aorta, compression of left bron-
chus, and consequent extensive lung cliaiiges; interstitial pneumonia . 63

,, ulceration of aorta from friction of growths on segments of the aortic valve,

minute aneurysm of aorta, and rupture into pericardium, &c. . . 68

,, aneurysm of ascending aorta; rupture into pericardium; firm clot enveloping
the heart (J. P. Irvine) . . . . .73

ISCHIUM, fibroma growing from (A. P. Gould) . . .225

JACKSON (T. Carr), the spinal column of a man who lived twenty-six years after

fracture of the upper lumbar region .... 206

JAUNDICE, case of, with xanthelasma, lasting seven years (W. F. Smith) . 236

JOHNSON {George), on the changes in the blood-vessels and in the kidney in

connection with the small red granular kidney . . .381
„ see Gull and Sutton.

J0iV£'5 (5yrfney), symmetrical shortening of the foot .. . . 208
„ multiple melanotic tumours . . . . .219
„ — microscopical appearance by C. Stewart . . .221

KIDNEY, single (W. S. Greenfield) . . . .161
„ " sohtary " (S. Coupland) . . . . .159
KIDNEYS, BLADDER, &C., DISEASES of . . . 159-177

„ primary disease of, in a case of hypertrophy of the heart (W. R. Gowers) 44
,, DISEASE of, on the arterio-capillary system in connection with ; special com-

munications ..... 361-97

,, changes in, in connection with the small red granular kidney (G. Johnson)
381

,, anatomical changes of, in scarlatina (E. Klein) . . . 431

„ embolic patches in (T. Bryant) . . . . .98
„ see Coma (Renal) ; Lymphadenoma of.

KLEIN {£.), per C. Murchison, the anatomical changes of the kidney, liver, spleen,

and lymphatic glands in scarlatina of man . . . 430
„ experimental and anatomical inquiry into the so-called pig typhoid . 440

KNEE, white swelling of, granulation tissue from (R. J. Godlee) . . 449

LABIAL TUMOUR, three cases of (J. F. Goodhart) . . .213
LANCASTER (//.), report of T. Bryant's case of aneurysm of common femoral

artery . , . . . . .98
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LEDIAUD {Ilmrif J.), aneurysm of arch, with dilatation of aorta below . 74

„ — with rupture into cjcsopliagus . . . .75
LEES (David B.), pecuhar eruption after the use of bromide of potassium . 217

,, transposition of the viscera in a Uviug sul)ject . . . 448

LEGG {J. Wickham), post-mortem examination of two of Dr. Ciowers' cases of

hydrophobia . . . . . 19, 21

LEPROUS NERVK disease, memorandum on (H. V. Carter) . . 1

LIME, CARBONATK of, rcual calculi hitherto presumed to be composed of; supple-

mentary note (W. W. Wagstaffe) . . . .176
LIP, tumour of, three cases (J. F. Goodhart) . . . .213
LIVER, &c., DISEASES of .... 137-58

,, anatomical changes of, in scarlatina (E. Klein) . . . 439
„ — in pig typhoid (E. Klein) ..... 446

„ adenoma of, two cases (F. A. Mahomed) .... 144

„ atrophy of, see Atrophy of.

„ small cirrhotic, anteversion of, simulating enlargement (T. D. Griffiths) . 142

„ primary contracting scirrhus of, simulating cirrhosis (C. H. Fagge) . 137

„ enlargement of, see above (cirrhotic).

LIVER and spleen, cicatrices of, in a case of congenital syphilis (T. Barlow) 291

LUMBAR REGION, fracture of the upper, spinal column of a man who lived

twenty-six years after (T. Carr Jackson).... 206
LUNGS, see Respiration (organs of).

LUNG of a child, aneurysm of a branch of pulmonary artery in a cavity in (C. H.
Fagge) . . . . . . .35

„ medullary sarcoma of (T. B. Peacock) . . . .32
„ changes, "interstitial pneumonia," in double aneurysm of thoracic aorta (J. P.

Irvine) . . . . . . .63
,, syphilitic disease of (W. S. Greenfield) .... 258
„ — (W. R. Gowers) . . . . . .330
„ — (T. H. Green) . . . . . .331
„ — early fibroid, two cases (F, A. Mahomed) . . . 339
„ tertiary syphilis affecting the (P. H. Pye-Smith) . . . 334

LYELL (R.), myxo-sarcoma of the upper part of the left thigh . . 225

LYMPHADENOMA of the stomach, mesenteric glands, kidneys, ovaries, thyroid,

&c. (S. Coupland) . . . . .
.' 126

LYMPHATIC GLANDS, anatomical changes in, in pig typhoid (E. Klein) 442-5

„ of the neck, anatomical changes of, in scarlatina (E. Klein) . . 438

LYMPHATIC VESSELS of the pleura, varicose condition of, in a case of Addison's
disease (E. H. Greeuhow) . . . . .231

LYMPHOMA of the small intestine (F. Taylor) . . .135
„ of the prostate, secondary nodules in pancreas and supra-renal capsule (S.

Coupland) . . . . . . .179

MAHOMED (F. A.) on two cases of adenoma hepatis . , . 144
„ — report on, by the Committee on Morbid Growths (J. F. Payne and W. S.

Greenfield) ...... 155
„ two cases of syphilitic disease of the lungs (early fibroid) . . 339
,, aneurysm of the aorta in a syphilitic subject . . . 344
,, on the sphygmographic evidence of arterio-capillary fibrosis . . 394

MALFORMATION, unobliterated ductus arteriosus without other malformation of
the heart and great vessels (W. J. Walsham) . . . .43

MALIGNANT DISEASE, see Cancer.

MAMMARY REGION, see Breast.

MARSHALL (Lewis) per J. F. Goodhart, aneurysm of the aorta beneath the pillars

of the diaphragm . . . . . .85
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MEDIASTINUM, secondary recurrent tumour in (I). Balding) . . 23

„ acute inflammation of, two cases (J. F. Goodiiart) . . .37
MELANOTIC SARCOMA see Sarcoma.

MELANOTIC TUMOUR, see Tumours.

MELANURIA associated with melanotic new growths, two cases (C. II. Fagge)

172

MEMBRANE, diphtheritic false (Mr. S. Greenfield) . . .41
MENINGITIS, arteritis and choroiditis in a child the subject of congenital syphilis

(T. Barlow) . . . . . .287
MESENTERIC GLANDS, see Lymphadenoma of.

MICROCEPHALOUS CHILD, brain of a (T. Barlow) . . .8
MITRAL VALVES, disease of (A. P. Gould) . . .50
„ disease, compensatory enlargement of anterior flap (W. R. Gowers) . 51

„ disease of, in a case of aneurysm of common femoral artery (T. Bryant) . 98

MORBID GROWTHS, see Committee on.

MORPHEA or circumscribed scleroderma of the left side of face and scalp (W.
M. Baker) . . . . . . .245

MORRIS (Henrtf), intussusception of the ileum; enterotoray, removal of the

tumour during life . . . . . .131
MUNRO {W.), fibrinous clot in the heart of a child seven years of age, probably from

sewer-gas poisoning . . . . . .47
MURCHISON {C), see Aitken, Braidwood, Klein.

MUSCLES, see Atrophy (muscular).

MUSCULAR FIBRES, striated, in a fatty tumour from a child (H. T. Butlin) 221

MUSEUM of the Royal Victoria Hospital at Netley, specimens of visceral syphilis

at, description (W. Aitken) ..... 348

MYXO-SARCOMA of the upper part of the left thigh (R. Lyell) . . 225

NERVOUS SYSTEM, DISEASES, &c., of .... 1-31

NERVES, leprous disease of, memorandum on (H. V. Carter) . . 1

„ syphilis of, general remarks on (J. Hutchinson) . . . 305

„ syphilitic thickening of membiane around (W. R. Gowers) . .281
„ tumours of, cases exhibited at the Pathological Society (1850-75) . 30

,, cranial, syphilitic gummata on, in a case of congenital syphilis (T. Barlow) 291

„ phrenic, sections of, in the two forms of progressive muscular atrophy (J. M.
Charcot) . . . . .. . .9

„ sciatic, recurrent tumour of, with secondary growth in mediastinum and pleura

(D. Balding) . . . . . .23
NUNN {T. jr.), see Charcot (J. M.).

OBSTRUCTION, see /n/e^^me* (obstruction of).

ODELL {TV. M.), report of Case 1 in Dr. Gowers' paper on Hydrophobia . 15

(ESOPHAGUS, perforations in, of aneurysm of thoracic aorta (F. Semon) . 76

„ rupture into, of aneurysm of arch of aorta (H. A. Lediard) . . 75

,, nearlv impassable stricture of, fatal by ulcerative perforation of the trachea (J.

Cockle) . . . . . . .123
OMENTUM, pericardial draphragmatic hernia of the (\V. M. Baker) . 58

ORCHITIS, chronic interstitial, in tertiary syphilis (P. H. Pye-Smith) . 334

ORD (11 m. M.), specimens of calculi which appear to have undergone spontaneous
disintegration within the bladder .... 170

,, specimens of small calculi, in great part of carbonate of lime passed by the

urethra . . . . . . .171

I
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ORGANISMS characteristic of diseases (ague, pyjcmia, typlioid, erysipelas, necrosis),

description of a series of cxperiinciits un(lertal<en for (httermining whether they

conhl he ohtaiiicd from the hlood or juices of patients sutferiiig from those

diseases (R. J. Godlee) ..... 397

ORGANS OF SPECIAL SENSE, diseases, &c., of . . 210-12

OSSEOUS SYSTEM, diseases, &c., of . . . 201-209

OVARIES, TUMOURS of, two dermoid (T. D. Griffiths) . . .196
„ — fibroid (E. Crisp) . . . . . .195
„ tumours of both, with peritoneal infection (J. K. Thornton) . . 189

„ see Lymphadenoma of.

OXEN, calculous deposit in the urethra of, producing rupture of the bladder (E.

Crisp) . . . . . . .453

PANCREAS, secondary nodules of lymphoma in (S. Coupland) . . 179

PAYNE {J. F.), report in F. A. Mahomed's cases of adenoma of the liver . 155

PEACOCK [T. B.), medullary sarcoma of bronchial glands and lung . 32

PERFORATION, fatal, of trachea in nearly impassable stricture of oesophagus

(J. Cockle) . . . . . .123
PERICARDIUM, ruptnre into, of aneurysm of aorta (J. P. Irvine) . . 68
„ rupture into, of aneurysm of ascending aorta (J. P. Irvine) . . 73

„ pyo-, case of recovery from (A. P. Gould) . . . .57
PERITOiNEAL ADHESIONS, biliary calculi encysted in (S. Coupland) . 157

PERITONEUM, &c., diseases, &c., of . . . 137-58

„ infection of, in a case of tumours of both ovaries (J. K. Thornton) . 189

PHARYNX, pin spontaneously expelled after eleven months' retention in (J. J. M.
Dunbar) . . . . . . .120

„ fatty tumour behind the (F. Taylor) .... 216

PHTHISIS, fibroid, with a history of syphilis (J. F. Goodhart) . . 313
„ — in tertiary syphilis (P. H. Pye-Smith).... 334
„ syphilitic ? . . . . . . .337
PIN, spontaneously expelled after eleven months' retention in the pharynx (J. J. M.

Dunbar) ....... 120

PLEURA, secondary recurrent tumour in (D. Balding) . . .23
„ lymphatic vessels of, varicose condition of, in a case of Addison's disease (E. H.

Greenhow)....... 231

PNEUMONIA in birds (E. Crisp) . . . . .455
„ interstitial, in a case of Addison's disease (E. H. Greenhow) . .231
„ — in a case of double aneurysm of thoracic aorta (J. P. Irvine) . 63
„ — in congenital syphilis (J. F, Goodhart).... 359
„ — chronic, in tertiary syphilis (P. H, Pye-Smith) . . . 334

POTASSIUM, BROMIDE of, peculiar eruption after the use of (D. B. Lees) . 247

POTT (Percivall), case of recurreut steatomatous tumour (from * Philos. Trans.'

for 1740) . . . . . . .31
PROSTATE, medullary cancer of (S. Coupland) . . .185
„ lymphoma of the, secondary nodules in pancreas and supra-renal capsule (S.

Coupland) . . . . . . .179
PYE-SMITH {P. H.), cerebral abscesses following three weeks after successful opera-

tion for empyema . . , . . .4
„ tertiary syphilis affecting the lungs, the air-passages, the heart, dura mater, skull,

ulna, and testes ...... 334
„ see SMITH (JV. F.), case of jaundice.

PYOPERICARDIUM, case of recovery from (A. P. Gould) . 57
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RALFE (C. H.), report on Wilton's specimen of concretion from vermiform

appendix . . . . . . .130
„ report on Mr. WagstafFe's specimens of renal calculi . . . 17G

RENAL DISEASE, see Kidneys.

RESPIRATION, organs of, diseases, &c., of . . . 32-42

RIBS, synostosis of, to the vertebrae (C. H. Fagge) . . . 2Ul

ROBINSON {Frederick), case of fatal hieinoptysis associated with tuherculosia 33

RUPTURE of axillary artery, with formation of true bone callus at the site of

rupture (II. G, Howse) . . . . ,90
SALIVARY GLAND, submaxillary, enchondroma of (II. T. Btitlin) . 228

SANDERSON {J. B.), report on J. Wilton's specimen of concretion from vermiform
appendix....... 130

SARCOMA, large splndle-cell, of thigh (A. P. Gould) . . . 223
„ MEDULLARY, of broncliiul glands and lungs (T. B. Peacock) . . 32

,, MELANOTIC, of the choroid ; no recurrence after removal of the eye (Spencer
Watson) . . . . . . .210

„ MYXO-, of the upper part of the left thigh (R. Lyell) . . . 225

SAVORY (IV. S.), enchondroma, see Butlin.

SCARLATINA in man, anatomical changes of the kidney, liver, spleen, and
lymphatic glands in (E, Klein)..... 430

SCIRRHUS of the diaphragm (J. Walters) . . . .218
„ primary contracting, of liver simulating cirrhosis (C. II. Fagge) . 137

„ see Cancer.

SCLERODERMA, circumscribed, or morphoea, of the face and scalp (W. M. Baker)

245

SEDGWICK {IV.), notice of his case of recurrent osteoid cancer published in 1855
30

SEMON {Felix), case of aneurysm of the thoracic aorta, with repeated perforations

in the oesophagus . . . . . .76
SENSE, ORGANS OF SPECIAL, DISEASES of (eye) . . 210-12

SESAMOID BONES, fracture of, in both fore feet of a horse (A. Doran) . 452

SEWER-GAS poisoning, fibrinous clot in the heart of a child from (W. Munro) 47

SHORTENING, symmetrical, of the foot (Sydney Jones) . . 208

SKIN, anatomical changes in, in pig typhoid (E. Klein) . . .441
SKIN, DISEASES of . . . . . 236-248

SKULL, see Cranium.

SMITH {Pye), see Pye-Smith.

SMITH {Thomas), fatty tumour, see Butlin.

SMITH {William Frank), per P. H. Pye Smith, case of icterus gravis, with xan-
thoma planum et tuberosum (xanthelasma) lasting seven years, &c. . 236

„ — remarks on, by P. II. Pye-Smith .... 242

SPECIMENS, MISCELLANEOUS .... 448-51

„ FROM THE LOWER ANIMALS .... 452-56

SPHYGMOGRAPHIC evidence of arterio-capillary fibrosis (F. A. Mahomed) . 394

SPINAL COLUMN of a man who lived twenty-six years after fracture of upper
lumbar region (T. Carr Jackson) . . . . 206

SPINAL CORD, on changes in, and in its vessels in arterio-capillarv fibrosis (W.
Gull and H. G. Sutton) . . . . . 361

„ section of, in the two forms of progressive muscular atrophy (J. M. Charcot) 9

„ syphilomata of (W. R. Govvers)..... 281
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SPLEEN, anatomical changes of, in scarlatina (E. Klein) . . 439
„ cicatrices of, in a case of congenital syphilis (T. iiarlow) . . 291
„ enil)olic patches in (T. Hryant) . . . . .98
„ enlargement of, in congenital syphilis (T. Barlow) . . . 353
„ syphilitic deposit in (T. IJu/.zard) .... 295

STE}]\IRT (C), report on the microscopical appearance of S. Jones's multiple
melanotic tumours . . . . . .221

STOMACH, INTESTINES, &c., DISEASES of . . 120-137
„ lymphadenoma of, &c. (S. Coupland) .... 126

STRUCTURE, see (Esophagus.

SUPRA-RENAL CAPSULES, Addison's disease in an early stage, with haemorrhage
into (E. II. Greenhow) . . . . .231

„ secondary nodules in (S. Coupland) . . . .179
SUTTON {H. G.),per F. C. Turner, drawings illustrative of syphilitic disease of the

viscera ....... 301
,, an arterio-capillary fibrosis, see Gull and Sutton.

SYNOSTOSIS of the ribs to the vertebrae, and of the arches of the vertebrae them-
selves (C. II. Fagge)...... 201

SYPHILIS of the nervous system, general remarks on (J. Hutchinson) . 305
„ aneurysm of the aorta in a syphilitic subject (F. A. Mahomed) . . 344
„ history of, abstract of nineteen cases of chronic lung disease with a (J. F, Good-

hart) ...... 322-329
,, — in a case of phthisis of fibroid form (J. F. Goodhart) . .313
,, CONGENITAL, gummata on cranial nerves, disease of cerebral arteries, and

cicatrices of liver and spleen in a case of (T. Barlow) . .291
„ — enlargement of the spleen and heart disease in a case of (T. Barlow) . 353
„ — disease of the epiphysial end of the diaphysis of each humerus and inter-

stitial pneumonia in (J. F. Goodhart) .... 359
,,
— meningitis, arteritis, and choroiditis in a child the subject of (T. Barlow) 287

„ INHERITED, epiphysial disease from a case of (W. Haward) . . 356
„ TERTIARY, question of the symmetry of . . . 312,322
„ — affecting the lungs, bronchia, heart, dura mater, ulna, and testes (P. H. Pye-

Smith) . . . . . . .334
SYPHILIS (visceral), special communications on . . 249-360

,,
— description of specimens of, sent from the Museum of the Royal Victoria
Hospital at Netley to the Society (W. Aitken) . . . 343

„ — specimens illustrative of, from cases observed at St. Thomas's Hospital during
1875-76 (W. S. Greenfield) . . . . .249

„ — ditto, table of the cases (do.) . . . 250-253
„ — ditto, the disease of the lungs (do.) .... 258
,, — ditto, disease of skull, membranes of brain, cerebral arteries, and brain sub-

substance (do.) ...... 262
^^
— ditto, disease of the cerebral arteries (do.) . . . 272

SYPHILITIC DEPOSIT in spleen (T. Buzzard) . . .295
SYPHILITIC DISEASE of cerebral artery (W. R. Gowers) . . 286
„ — ditto (A. Davidson) ..... 300
„ — ditto (W. S. Greenfield) . . . . .272
„ — ditto, leading to thrombosis and softening of the brain (T. Buzzard) . 295
„ — of the lungs (W. R. Gowers)..... 330
„ — ditto (W. S. Greenfield) ..... 258
„ — ditto (T. H. Green) . . . . .331
^^
— ditto (early fibroid), two cases (F. A. Mahomed) . . . 339

„ of the viscera, drawings illustrative of (H. G. Sutton) . . 301

SYPHILITIC GUMMATA on cranial nerves, disease of cerebral arteries, &c., in a
case of congenital syphilis (T. Barlow) . . . .291
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SYPHILITIC THICKENING of membranes around nerves (W. R. Cowers) . 281

SYPHILOMA of brain, mode of growth (W. R. Cowers) . . 2H0

„ — with remarks on syjiliihs of the nervous system (J. Hutchinson) . 305
„ — and spinal cord, Ike. (W. R. Cowers) . . . .281

7'^yZOA* (Fr^</mc^), lymplioma of the small intestine . . . 135

,, fatty tumour behind the pharynx . . . .210
TESTIS, left, affected with cystic disease (W. Haward) . . .177
„ chronic interstitial orchitis in tertiary syphilis (P. H. Pye-Smith) . 334

THIGH, myxo-sarcoma of the upper part of left (R. Lyell) . . 225
„ large spindle-cell sarcoma of (A. P. Gould).... 223

THORNTON {J. Knowsley), tumours of both ovaries, with peritoneal infection 189

THOROWGOOD {J. C), see iniion (John).

THROMBOSIS, from syphilitic disease of cerebral arteries (T. Buzzard) . 295

TISSUE, intermuscular, of thigh and skin, lymphadenoma of (S. Coupland) . 126

TRACHEA, fatal ulcerative perforation of, in nearly impassable stricture of oeso-

phagus (J. Cockle) , , . . . .123
TRANSPOSITION of the viscera in a living subject (D. B. Lees) . . 448

TRICUSPID VALVES, disease of (A. P. Gould) . . .50
TUBERCULOSIS, fatal haemoptysis associated with (F. Robinson) . . 33

TUMOURS, &c. . . . . . 213-230

TUMOUR, labial, three cases of (J. Goodhart) . . .213
, of nerves, cases exhibited at the Pathological Society (1850-75) . 30

, of ovaries, see Ovaries.

, DERMOID, see Ovaries.

, FATTY, from a child, containing striated muscular fibres (H. T. Butlin) . 221

, — behind the pharynx (F. Taylor) . . . .210
, FiimoiD, see Ovarian.

, multiple MELANOTIC (Sydney Jones) .... 219

, RECURRENT, of sciatic nerve, mediastinum and pleura (D. Balding) . 23

, see Sarcoma.

URNER (F. C), see Sutton.

TYPHOID, pig, experimental and anatomical inquiry into the so-called (E. Klein)

440

ULCERATION of aorta from friction of growths on segments of the aortic valve (J.

P. Irvine) . . . . . . .08
ULNA, caries of, in tertiary syphilis (P. H. Pye-Smith) . . .334
URETHRA of oxen, calculous deposit in, producing rupture of the bladder (E.

Crisp) . . . . . . .453
URINARY ORGANS, diseases, &c., of . . . 159-177

VACCINIA, the organism characteristic of (R. J. Godlee) . . 397

VACCINE CONTAGIUM, experiments and observations on (P. M. Braidwood and

F. Vacher) . . . . . .409
VACHER (F.), see Braidwood.

VALVES, see Aortic, Mitral, Tricuspid.

VARICOSE condition of the lymphatics of the pleura in a case of Addison's disease

(E. H. Greenhow) . . . . . .231
VARIOLOUS CONTAGIUM, experiments and observations on (P. M. Braidwood

and F. Vacher) ...... 409

VASCULAR SYSTEM, diseases, &c., of . . . 43-119
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VERTKBll/E, SYNOSTOSIS of ribs to (C. II. Fapgc) . . . 201

„ of the arches and articular processes (C. II. Fnggc) . . .201
VISCERA, transposition of, in a living subject (I). B. liCCs) . . 448
„ sec Si/j)//ilis (visceral).

WAGSTAFFE, {IV. W.), renal calcnli hitherto presumed to he composed of

carbonate of lime (supplementary note) . . . .176
„ — report on, by Chemical Committee (W. II. Dickinson and C. II. Ralfe) l/G

WALSIIAM {W. J.)i unobliterated ductus arteriosus without other malformation
of the heart and great vessels . . . . .43

n'"yyZ,7'£'/i'.S (J.), scirrhus of the diaphragm .... 218
„ — report on, by the Committee on Morbid Growths (II. T. Butlin and J. F.

Goodhart)....... 219

WATSON (JV. Spencer), melanotic sarcoma of the choroid, no recurrence of

disease fourteen months after removal of the eye . . .210
JVIIAl^RY {—), note of Case 3 in W. R. Gowers' paper on Hydrophohia . 20

M'llITE SWELLING of knee, granulation tissue from (R. J. Godlee) . . 449

WILTON (John), per J. C. TJiorowgood, intestinal concretion [from vermiform
appendix] discharged through abscess in back . . .129

,,
— report on, by Chemical Committee (J. B. Sanderson and C. H. Ralfe) . 130

XANTHELASMA in a case of icterus gravis, lasting seven years (W. F. Smith)

236
XANTHOMA planum et tuberosum, see Xanthelasma.

YEO (/. Burney), aneurysm of inferior mesenteric artery compressing bothrenal
arteries, death from renal coma

.

. . . .94

EEEATA
In Index to Vol. XXVII, 1876.

Page 478, lines 42-3, Breast ;/or H. T. Butlin, read ^A^ W. Wagstaflfe.

,, 479, line 5— Butlin ; dele line reports of cases of cancer, 239-48.

„ 479, lines 19—20, Cancer
; for H. T. Butlin, read W. W. WagstafFe.

And in same line, pp. 478-9 add in

Cancer of both male breasts with secondary disease of glands (W. W. Wagstaife)

234

And at page 491, line 42, Wagstaffe ; add in

„ scirrhus of the male breast, secondary disease of glands . . 234

,, table of cases of cancer of the male breast.... 246

„ nine cases of cancer of the male breast since 1857, and twelve not previously

reported ..... . 239—245

PlilNTED BY J. E. AULAIiP, BAKTHOLOMEW CLOSE, LONDON.
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