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LECTUEE LXXXV.

MARSH FEVERS: INTERMITTENT FEVERS.

The Manifestation of a Diathesis.— Causes which produce that

Diathesis.—Marsh Cachexia.— Organic Lesions : Engorgements

of the Spleen aud Liver.—These Lesions are both the Consequence

and the Cause of Accidents.—Regular Intermittent Fevers.—
Their Three Stages.—Their Different Types.—Marsh Fevers may

be Continued at their commencement.—They must not be con-

founded ivith Continued Fevers, nor with Pyrexia beginning in

marshy districts with intermittent paroxysms.

Gentlemen:—In 1858, we received into Saint-Agnes's ward

three persons with intermittent fever : one of them contracted this

disease in the Crimea, and the other two in Africa. They returned

to France, and came to reside in Paris, in 1857 ; but it was not till

1858, six months afterwards, that these individuals suffered from a

recurrence of paroxysms of intermittent fever for which they had

been treated, and apparently with complete success, in the country

in which they were first attacked.

We frequently see recurrence of the paroxysms of marsh fever

in persons for a long time removed from the influences which first

produced the symptoms. This recurrence, common though it be,

is not the less deserving of the attention of physicians : it is not

without importance in relation to nosology, but its relations to thera-

peutics are still more important.

We must be careful not to confound these recurrences, more or

less distant in respect of time, and more or less possessing the cha-

racter of periodicity, with morbid phenomena proceeding from a

single persistent cause, with a diathesis of the organism, or with

relapses of pyrexias and phlegmasia.

A person, for example, after the lapse of weeks, months, or years,

1
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takes, a second time, a purely inflammatory peripneumonia : tins

second attack does not consist of new manifestations of an existing

disease, but is on each occasion a new disease, exactly similar to the

first in its seat and nature, like it, too, running through all the

stages, and accomplishing, uno tenore, its complete evolution. If we
admit the existence in the individual of a peculiar predisposition to

pulmonary inflammation, we must suppose that in each attack, there

is a new intervention of the same cause, or of some analogous cause,

the effects of which would entirely exhaust themselves in a series of

uninterrupted morbid acts, till there either is a return to previous

health, or a fatal issue.

It is not so, however, in respect of diathesic diseases, with which

marsh fever has so much analogy, that I feel some difficulty in not

placing it in the same class.

At some particular epoch, an indiviuual is attacked by gout

:

some months later, he has a second and then a third seizure : each

of these seizures is not a new disease, but only a new manifestation

of the same disease of which the cause, never completely exhausted,

though remaining quiet for a longer or shorter period, has not the less

existed in power within the economy—existed in posse to make use

of an old medical expression. Though under certain circumstances,

an immediate cause becomes the starting point of the accidents, the

intervention of that cause is not absolutely necessary, as in peri-

pneumonia of which I have just now been speaking.

A similar remark is applicable to pox. Whatever time may

have elapsed between the different outbreaks of characteristic symp-

toms, these symptoms are always subordinate to one and the same

cause.

A similar statement applies to marsh fever.

It certainly never would occur to any one, that the periodic

paroxysms of a quotidian, tertian, or quartan intermittent constitute

so many distinct illnesses. It is palpable to every one, that it is

always the same disease, the manifestations of which are separated,

by longer or shorter intervals, during which intervals, the morbific

cause remaining latent, the economy has seemed to regain its perfect

equilibrium of health. It is not, however, so generally believed,

or at all events is not so generally stated, that the periods of respite

may be exceedingly prolonged. I am not alluding to intermittent

fevers said to have monthly or annual paroxysms, cases of which
have been collected by excellent authors, among whom may be men-
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tionecl Schenck : I refer only to cases similar to those presented by

our three patients in Saint-Agnes' s ward.

Yon observe that in them, after an interval of six months, during

which the individuals remained quite well, the manifestations of in-

termittent fever which they had had on the first occasion, and of

which they had been apparently completely cured, have not been re-

produced without an appreciable determining cause. In them, it

has been the same fever which has made a new attack ; and this has

occurred, as on the first occasion, under the influence of an infec-

tion, the germ of which had not been wholly destroyed.

The germ of marsh fever not only sometimes remains quiescent

for months or years after its first manifestation ; but it also happens

that individuals who have received the germ in countries where

marsh fevers are endemic, do not experience the first apparent symp-

toms till long afterwards, when perhaps living in countries where

such fevers do not generally prevail. Cases of this kind are by no

means rare ; and two have lately presented themselves to your notice,

almost simultaneously, at this hospital. In one case, the patient was

a child admitted in July to Saint-Bernard's ward with intermittent

fever, evidently contracted in Burgundy where he had been reared,

and whence he was brought six months ago to Paris. In the other

case, the patient was a man whom some of you must have seen in

the wards of my friend and colleague, Dr. Delpech. A certain time

has elapsed since this man returned from Africa. Enlarged spleen

and a straw-yellow colour of skin indicated that he was under the

influence of serious paludal cachexia ; and he came to the hospital

to be treated for intermittent fever, which he assured us had first

declared itself a few days previously, not the slightest paroxysm of

fever ever having occurred in Algeria, where he had received the

germ of the disease.

Gentlemen, from these remarks, you will already have seen the

analogy which I pointed out between marsh fevers and diathesic dis-

eases : in them, as in every diathesis, you will find that there is a

morbific cause which may remain quiescent, for a longer or shorter

period, in the organism which it affects. The analogy will present

itself in a still more striking light when I explain to you the diver-

sity of the manifestations of this morbific cause.

Bear in mind my definition of a diathesis. It is a special state, a

peculiar disposition of the economy, hereditary or acquired, but

essentially and invariably chronic, in virtue of which are produced
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disturbances in general pretty intense, which are identical in their

nature, but variable and fluctuating in their form.

These disturbances of the system, variable and fluctuating in

form, resting on the same basis, depending on one and the same

cause, are met with in the disease now under our consideration.

Though this disease manifests itself generally by intermittent and

periodic attacks of fever, though its periodic character is so

generally present that the term intermittent coupled with the desig-

nation of the fever is sufficient to define the nosological species,

still, it frequently happens, that it assumes other features : the dia-

thesis, and the paludal poison clothe it in forms essentially different

from those in which it is generally clothed. It behoves the phy-

sician to be able to recognise the disease under this diversity of form,

so as to be able to combat it.

The term paludal sufficiently indicates the nature of the diathesis,

which in fact it describes. It recognises that its ordinary cause is

sojourn in places poisoned by paludal miasmata. In passing, let me

mention, as a remarkable circumstance, that the marsh miasm seems

to be a poison only to the human species. Few human beings can

expose themselves to it with impunity, yet the lower animals, speak-

ing at least from what we observe in respect of domestic animals,

are not at all affected by it.

Though paludal affections are nowhere more common than in

countries which are hot, low, and damp, you must not conclude

that they are engendered by humidity of climate. Humidity only

acts when there is considerable extent of surface covered with water,

or when the soil is impregnated with water, which evaporates under

the influence of certain atmospheric conditions, this evaporation

producing telluric emanations, which perhaps constitute what we call

the le marsh miasmata."

To so small an extent is humidity the cause of intermittent

fevers, that one may without much inconvenience reside in a marshy

district during the cold season, and during the rainy season, so long

as the ground is submerged. But whenever the ground dries up, or

even when it becomes partially exposed by the action of the heat of

the day, there is danger. Whether it be a marsh properly so called,

the bed of a river or rivulet, or an inundated meadow, marsh mias-

mata are developed, which poison those exposed to their emana-

tions.

Again, even in dry and parched regions, similar results follow
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great disturbance of soil which has not been stirred for a very

long period. Hence it is that in highly cultivated districts—on the

elevated plateau of the Beauce, for example—where there is a con-

stant scarcity of water, very many cases of intermittent fever are

met with.

The paludal affections which so cruelly ravaged our army during

the war in the East, had no other cause than the great upturning of

the soil necessitated by the siege works before Sebastopol.

Even here, in Paris, where intermittent fevers are of such rare

occurrence that we hardly know them, they have shown themselves

on several similar occasions. In 1811, during the digging of the

Saint-Martin canal, a veritable epidemic of intermittent fever pre-

vailed in the districts of the Temple, the Yillette, and Pantin. In

1 840, there was a similar epidemic when the fortifications which now

surround the capital were being raised. The diggings of later years

required in piercing the town by new streets and boulevards, the con-

struction of sewers and underground passages for the gas pipes, have

caused numerous palndal affections ; and more than one physician

has been surprised by meeting with cases of pernicious fever which

he was little accustomed to encounter in his practice.

It must be stated that these paludal maladies, occurring accidentally

as it were in countries which are usually exempt from them, are gene-

rally of a much less serious character than those which prevail as

permanent endemics in localities where unfavourable conditions of

humidity and temperature coexist. It is in such localities that we ob-

serve all the different manifestations of the diathesis, ranging from

the intermittent fevers, which constitute the simplest expression of

the diathesis, up to cases representing the very highest degree of the

pathogenic action of poisonous miasmata.

The prejudicial influence of these insalubrious localities sometimes

extends to a considerable distance beyond them, in consequence of

atmospheric currents frequently transporting the marsh effluvia to

places considerably remote.

The following fact, mentioned by Lancisi, and repeated in your

text books, is one with which all of you are acquainted. Thirty

inhabitants of Borne were walking towards the mouth of the Tiber

:

all at once, the wind arose, blowing across the marshes and carrying

with it their emanations : twenty-nine of the thirty were seized with

intermittent fever. Similar examples of the remote diffusion of

paludal miasmata are not uncommon in the Erench districts of
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Sologne, Bourbon, and Bresse, as well as in other permanent centres

of intermittent fever. If it be sufficient in many cases for a stranger

to traverse a marshy country to take marsh fever, how much more

liable to do so must be those who habitually reside in them : the

diathesis impresses its stamp, or if I may use such an expression,

becomes much more deeply rooted in the inhabitants, who, besides

the miasmata, have other deplorable hygienical conditions to contend

against.

The paludal diathesis does not always manifest itself by fevers

:

in very many residents in districts where marsh fevers are endemic,

it announces its existence by organic changes, more or less cha-

racterised, and by an assemblage of morbid phenomena obvious to

the observer.

There is a loss of colour in the integuments, corresponding to a

particular alteration in the blood : it is not merely the paleness

perceived in persons exhausted by hemorrhages, nor is it the green

hue of the chlorotic : it is a more or less deep tint of yellowish

bistre.

This special cahectic tint, when strongly marked, generally

coexists with engorgement of the spleen and liver, particularly of

the spleen, which becomes much enlarged, and can easily be mea-

sured by percussion and palpation. Its increased bulk may be so

great as to cause a decided projection through the abdominal

parietes j and the enlarged organ may fill, as it were, the whole abdo-

minal cavity, extending from the right beyond the median line,

descending into the left iliac fossa, ascending into the cavity of the

thorax, pushing up the diaphragm so as to embarrass the breathing,

and, by exerting pressure on the vessels, assisting to produce those

serous effusions, which I told you are frequent complications of this

deplorable condition of the economy.

It is not unusual, as I observed in Sologne, for infants to be born

with these visceral engorgements and the cachectic tint of the skin,

testifying that even in the womb they had been under the same evil

influence as that in which their mothers had lived.

Generally, however, before reaching this state of profound cachexia

the individuals have experienced acute symptoms of paludal poison-

ing, acute phenomena of fever, which, according to the intensity of

its cause, assume either the intermittent type, which we are accus-

tomed to consider as the truly characteristic expression of miasmatic

poisoning, or the remittent or continued type: this was clearly
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pointed out by the older physicians, particularly by Lancisi and

Morton j and to our accomplished brethren of the army, Boudin,

Laverau, and Maillot, we are indebted for having recalled attention

to the fact.1

It is when these marsh fevers are of old date—even when the

patients have left the countries in which they were first attacked

—

that the consequent anaemia and cachexia increase, becoming more
and more marked. Then also supervene the serous effusions of

which I have been speaking; oedema of the extremities, general

anasarca, peritoneal and pleural dropsy, oedema of the lungs

—

affections which depend upon an alteration of the blood, and which

(ascites and oedema of the lower extremities at least) have, to a cer-

tain extent, as their determining cause, the impediment to the portal

circulation and to the passage of the blood through the vena cava

produced by the enlarged liver and spleen.

When I come to speak of pernicious fevers, it will be seen that

the spleen is sometimes the seat of very serious symptoms, of

hemorrhages similar to those which occur within the encephalon, of

softenings more or less extensive, and of more or less considerable

ruptures which bring speedily mortal maladies in their train.

Every writer on intermittent fever has called attention to this

cachexia and its accompanying engorgements of the abdominal viscera.

Van Swieten, in noticing what his predecessors have said on this

subject, adds, that in some cases, the dilatation and gorging of the

colon, in its portions adjoining the spleen, are so great as to lead one

to believe that the organ is tumefied.

You know, Gentlemen, the part which has recently been assigned

to the hypertrophied spleen : some physicians, as you are aware,

resting upon the notion put forth by Dr. Audouard, and developed

by him in different memoirs, hold that congestion of the spleen is

the cause of the periodicity of the paroxysms.3 This theory, which

does not maintain its ground when the facts are seriously examined,

has very few defenders in the present day, and consequently I shall

not stop to discuss it. Let me only remark to you that this is no

1 Boudin :—Traite des Fievres Intermittentes, Remittentes, et Continues.

Paris: 1842.

Maillot :—Traite des Fievres ou Irritations Cerebro-Spinales Intermit-

tentes. Paris: 1838.
2 Audouard :—Des Congestions Sanguines de la Rate. Paris. 1848,
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new idea, Galen having said, in several places in his works, that the

spleen is the headquarters of intermittent fever.

This remark brings me to the consideration of the great question

of the cause of intermittence, a question often discussed, but never

yet solved.

Some years ago, the following explanation was proposed by

Dr. Masurel, a military physician. He said that the beginning of

an intermittent fever is a vitiation of the blood by poisonous mias-

mata: by the ganglionic nervous system receiving an impression

from the altered blood comes the paroxysm of fever, or rather the

shivering, which is simply a symptom indicating the existence of a

true neuropathic condition, a depressing heteronervation of the circu-

latory system : the second and third stages of the paroxysm, and the

hot and sweating stages are results of the reaction of the organism

from the profound disturbance occasioned by the two conditions

which presided at the development of the paroxysm. When the

paroxysm is past, there still remain miasmatic principles in the

blood, which, by their ceaseless round in the circulation, induce a new

change in the nervous system; whence come a new paroxysm and a

new circle of fever and remission.

This theory, which seems to derive its inspiration from Cullen's

views regarding the cause of fever, has a great similarity to the opinion

of Sydenham, who believed that the paroxysm of intermittent fever

returns because the morbific matter, after accumulating in the system

during the apyrexial period and being eliminated by the sweating,

reaccumulates, till a renewed effort of nature again solicits its

elimination.

To these statements, Yan Swieten made the following peremptory

reply :—Although evacuations bring on crises in acute diseases,

imperfect evacuations induce only imperfect crises, which never occur

within such a period of time and at such regular intervals as in inter-

mittent fevers.

Again, were the recurrence of the paroxysm dependent upon a

remaining excess of morbific matter not expelled in the previous

crisis, it would still remain to be discovered, why the potency of this

morbific matter increases with greater or less rapidity according to

the different kinds of fever—why, for example, it acts only after

twelve hours in the quotidian, and only after thirty-six hours in

fevers of the tertian type. How does it come to pass that an indi-

vidual struck by a quartan should feel perfectly well a quarter of an



MARSH FEVERS : INTERMITTENT FEVERS. 9

hour before the return of the paroxysm, although the morbific matter

then brought into action, must have been previously quite ready to

act ? How can we admit that in one and the same variety of

intermittent fever affecting individuals differing in age, sex, and tem-

perament, the morbific matter should take exactly the same time to

accumulate and produce its effects ? So inconsiderable are the

evacuations essential to these fevers that, when they are treated by

cinchona, recovery takes place without sweating, purging, or any

unusual flow of urine, although it has been maintained by some

persons that a cure obtained without critical evacuation is neither

radical nor certain.

Finally, Gentlemen, although everything leads to the belief that

the cause of intermittence is in the nervous system, we are not

acquainted with that cause. However, this much at least we know,

that intermittence pertains essentially to the organism, and not to the

action on it of an external cause, although we see it occur in phy-

siological order without appreciable causes, and in the pathological

order under the influence of the most diverse causes. Some of these

causes, however, are more susceptible than others of exciting it, even

of soliciting it with a constancy and regularity which is very often

periodic.

The poison of marsh miasm is one of these causes. Though
under certain circumstances, to which I have already alluded, it

manifests its action by phenomena invested with the continued type,

intermittence usually characterises the phenomena induced by this

morbific cause. The accidents of this description which are most

common, or at least which seem to be best known to the majority

of physicians, are those which constitute Regular Intermittent

Fevers.

In exceptional cases, these fevers have precursory symptoms,

such as general discomfort, accompanied by a feeling of debility, by

lassitude and headache : the patient has pandiculation, and eruc-

tations. Generally, the attack, begins abruptly ; its paroxysms being

composed of three distinct periods, called stages—the cold, hot, and

sweating stages.

The cold stage, which ought rather to be called the shivering stage,

because the sensation of cold experienced by the patient is merely

the result of perverted sensibility, the temperature in reality changing

but little, and even sometimes rising several degrees in certain parts

of the body, a fact established by the experiments of Haen, which
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have been repeated by others. The cold stage is characterised by a

shivering fit of more or less violence, of variable duration, but always

rather long.

The shivering, which seems to begin in the lumbar region and

ascend along the vertebral column, is soon trembling and real con-

vulsive movement, affecting, in the first instance, the maxillary

muscles, and so strongly as to cause the teeth to strike one another

with a chattering noise. The trunk and limbs are then, and almost

simultaneously, seized in such a manner that the rapid shocks by

which the whole body is agitated shake the bed on which the patient

is lying. The dryness of the skin, with its projecting papillae giving

it that appearance called goose's skin : the decoloration of the skin,

nowhere more evident than in the face and extremities, which some-

times assume a slightly bluish tint, testifies to the disturbance which

has supervened in the capillary circulation ; while, at the same time,

the smallness, feebleness, frequency, and irregularity of the pulse

show that there is embarrassment of the arterial circulation.

There is great anxiety, marked oppression, intense thirst, the

tongue remaining moist and sometimes bluish : there is complete loss

of appetite : and this state of extreme discomfort is not unfrequently

increased by fits of vomiting. The urine is scanty, pale, and

aqueous.

These phenomena continue for one or two hours, and in some

rare cases for three or four hours ; but never longer, unless when

the fever is an algid intermittent, which does not belong to the legi-

timate intermittents of which alone I am now speaking, but is

one of the pernicious fevers which we shall afterwards have to

consider.

The hot stage commences by the rigors becoming more and more

transient, and alternating with warm flushings. The heat, slight at

first, grows increasingly intense, and becomes sharp, biting, and very

painful. The patients vary their position in bed, seeking a somewhat

cooler place. The degree of heat is far from being in relation to the

preceding shivering ; and is often much less in reality than it would
appear to be from the statements of the patients. Modern researches

have shown that the temperature of the body, as ascertained by the

thermometer, is, in many cases, not more than one degree above
that which it indicated during the cold stage. However, to the
touch, the skin is dry and hot : the face is red and animated—the
eyes brilliant, and sometimes very sensitive to light.
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The pulse loses its hardness, without diminishing in frequency : it

gains in amplitude and power. The respiration is less anxious, deeper,

and more frequent. The headache, with which the attack began,

increases in place of diminishing; and in some cases, there is a little

delirium. The anorexia and thirst continue. The urine has a more

or less deep colour. The average duration of this stage is from one

to two hours. In some patients, the skin becomes moist as soon as

the shivering ceases.

In due course, these symptoms moderate ; and the sweating stage

sometimes announces itself by a general feeling of comparative well-

being. The skin relaxes, little by little, becomes moist, and is soon

covered by a profuse sweat. In some subjects, vomiting and slight

diarrhoea seem to indicate that a similar emunction is taking place

from the internal integument. The urine, red when it is passed,

deposits on cooling a sediment of the color of brick-dust. This

sediment, however, which some have looked upon as an essential

phenomenon in all attacks of intermittent fever, is not always found :

the urine may be thick or yellowish white resembling mare's urine,

or slightly cloudy, or finally, it may differ very little from normal

urine.

The cessation of the fever is announced by a diminution in the

frequency of the pulse, which preserves its fulness.

Generally, as soon as calm is restored to the system, the patient

falls asleep : this restorative sleep sometimes comes along with the

sweating.

So terminates the paroxysm of a legitimate intermittent fever : it

is succeeded by a period of repose, the apyrexial period, which,

according to the kind of fever, lasts for a longer or shorter time.

When the apyrexia is of long duration, the patient entirely forgets,

so to speak, the paroxysm which he has traversed, and fancies that

he is restored to perfect health ; but when the period of repose is

short, or when the paroxysms for a time recur frequently, the repose

is never absolute. There may then be observed general discomfort,

an indescribable feeling of fatigue, slight heaviness of the head, a

certain degree of anorexia coincident with a saburral state of the

tongue, thirst, and irregularity in the alvine evacuations, showing

that the functions have not entirely regained their normal action.

Turgescence of the liver and spleen, particularly of the latter, in

persons who have been for a considerable period affected with these

fevers, is a very significant phenomenon.
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The apyrexial period, according to its duration, is characteristic of

the different types which intermittent fever may assume. Gentlemen,

you know what these types are.

The quotidian fever nas its paroxysms nearly the same, returning

daily almost at the same hour. Let me here call your attention to

a very important fact. In intermittent marsh fevers, the paroxysm

generally commences in the morning, or at least before noon
:
on

the other hand, the attacks of certain symptomatic intermittent

fevers, also quotidian, such as those so often accompanying tuber-

cular disease and the commencement of some pyrexiae, supervene

towards evening.

The tertian consists of paroxysms returning every two days, that

is to say, on the third day, counting that on which the first attack

showed itself.

The quartan returns every three days, that is to say on the

fourth day, reckoning the day which the preceding paroxysm

occurred.

Besides these, the more ordinary types of intermittent fever, there

have been mentioned quintan, sextan, septan, octan and novan fevers

;

but during my long practice I have never seen them.

The principal types, however, the quotidian, tertian and quartan,

present numerous varieties known as duplicated and reduplicated

fevers.

The duplicated more common than the reduplicated, are those in

which there are two paroxysms, occurring daily in the quotidian,

every two days in the double tertian, and every three days in the

double quartan.

As to the reduplicated fevers—there is in the double tertian one

paroxysm every day, and in the double quartan two consecutive days

with a paroxysm, and then one apyrexial day. Finally, in the triple

quartan, the paroxysm occurs every day.

You no doubt, Gentlemen, expect me to explain the difference

between quotidian fevers and those of the double tertian and double

quartan types, as in all of them there is a daily paroxysm. The

difference is this : in the quotidian, all the paroxysms are nearly

identical with each other : in the double tertian, the paroxysm of

the third day resembles that of the first day in form, intensity,

duration, and hour of occurrence, and the paroxysm of the fourth

resembles that of the second : in the triple quartan, the paroxysm

of the fourth day resembles that of the first, the paroxysm of the
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fifth resembles that of the second, and the paroxysm of the sixth

resembles that of the third day. For example, suppose a double

tertian, the first day's paroxysm of which began about noon, and

continued eight hours, while the paroxysm of the second day com-

menced only two hours later, and lasted only seven hours : the

paroxysm of the third day, like that of the first, will begin also at

noon, but will not terminate till 8 o'clock, while the paroxysm of

the fourth day will begin at two o'clock, and will not be ended till

nine o'clock, like that of the second clay.

A remark, the full value of which you will understand when you

have to treat a case of intermittent fever is—that the more the type

is removed from the quotidian, the less amenable is the case to treat-

ment. The quartan, therefore, is that which goes on for the longest

time. The Latin imprecation, " quartana te teneat," for which it

would not be difficult to find a French equivalent, shows, that the

observation had in ancient times attracted the attention of the general

community, as well as of physicians.

The same remark implies that the quotidian is the least obstinate

:

and that is the fact. Generally, a quotidian fever undergoes spon-

taneous cure without the intervention of the physician. This arises

from quotidian fevers being seldom of marsh origin. They are met

with everywhere, and at all seasons, at the commencement of certain

pyrexia?. In those countries in which intermittent fevers are en-

demic, most diseases in their earliest stage assume the quotidian

type. I must add, however, that it is not unusual to see legitimate

marsh fever take this type in young persons attacked for the first

time : usually, however, in these cases, the fever soon becomes

double tertian and then distinct tertian, thenceforth exhibiting all

the characters of ordinary marsh fever.

The type seems to be derived much more from the nature of the

miasm, or to speak more correctly, from the locality which it infects,

than from conditions inherent in the individual.

Tours and Saumur, both situated on the left bank of the Loire,

seem to me to present the same climatological and telluric conditions.

Nevertheless, at Tours, tertian fevers are seldom seen ; and the few

cases of quartan fever which I there met with occurred in persons

coming from Saumur, Eochefort, and other places where they had

contracted the disease.

The following is an account of one of the most striking of the

ca3es to which I am now referring. Fourteen soldiers living in bar-



14 MARSH FEVERS : INTERMITTENT FEVERS.

racks at Saumur went to Tours to give their evidence before a

council of war. They had been hardly ten days in Tours, when nine

of them were obliged to enter the hospital for quartan fever, the

germ of which they had evidently contracted at Saumur ; but all the

fevers were tertian which I met with among the inhabitants of Tours

and its environs.

An intermittent fever is called regular, when the paroxysms return

at almost exactly the same intervals

—

retarded when the apyrexial

period is prolonged

—

anticipatory when the apyrexial period is

shortened.

In anomalous intermittents, the paroxysms may be suhintrant—
that is to say, one beginning before the other has terminated.

The diagnosis of an intermittent fever is certainly very easy ; but

no one, even the most experienced and talented, can pretend to that

accuracy of judgment which would have been exacted by Galen who

considered that the physician ought, from seeing the first paroxysm,

to be able to say whether the fever was tertian or quartan :

—

t( tertianam quidem a quartana quiprimo statim die, nescit distinguere,

neque omnino medicus est." Although Galen has collected the dif-

ferential signs which, in his opinion, ought to guide us, their value

is too disputable to allow us to place any reliance upon them.

Before we can know the type of the fever, we must wait till several

paroxysms have occurred : nay, we must even wait to be sure that

the malady really is intermittent fever.

Often, in fact, as I have just been saying, and as is observed par-

ticularly in countries where marsh fevers are endemic, some con-

tinued fevers commence as intermittents, though they soon assume

their proper type. This is a point to which I directed your attention

when lecturing on dothienenteria, in relation to the cases of two women
we had in Saint-Bernard's ward, in whom typhoid fever had com-

menced with the symptoms of intermittent fever—in the one as a

quotidian commencing abruptly, and in the other, first as a tertian,

then as a double tertian, then as a remittent, and finally, as a well

marked continued fever.

The subject is so essentially clinical, that I am not afraid of

repeating the remarks I made on the occasion I refer to.

If your practice lie in a locality where marsh fevers are endemic,
or among persons who have formerly inhabited such countries, I
advise you to avoid concluding hastily that a fever is intermittent,

unless the type be tertian or quartan : be likewise distrustful of ap-
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pcarances when the fever is double tertian, and be still more dis-

trustful if it be quotidian. Before administering preparations of

cinchona, which would fail in such cases, wait to see whether the

type do not change. Should the fever prove to be continued, the

intervals between the paroxysms will become shorter and shorter, and

the paroxysmal manifestations will be less in this way : for example

—

if the shivering, chattering of the teeth, and general discomfort have

continued an hour on the first three or four days, towards the fifth,

sixth, or seventh day, it will not continue more than half an hour,

and about the eighth or ninth day, the shivering will be quite tran-

sient. But while the paroxysms are less distinctively marked, the

whole paroxysm will every day become more and more prolonged, the

continued type will become more and more decided ; and ere long,

the disease will be exactly characterised. In addition to the mani-

festations of fever, there are symptoms which give a clue to the

diagnosis. On interrogating, and attentively examining the patient,

there are observable a certain number of phenomena which are not

generally met with in marsh fever, and which belong to dothienenteria :

I refer to the general softness of the pulse, vertigo, insomnia, and a

feeling of discomfort, greatest in the interval between the paroxysms :

then, there is the tendancy to diarrhoea, and the gurgling produced

by making pressure over the right iliac fossa.

Intermittent fever symptoms may also supervene at the beginning

of phlegmasia?, pleurisy and pneumonia; and a still more prejudicial

mistake may occur when the symptoms are those of inflammation of

the pulmonary parenchyma, as they may lead us to believe that wr

e

have to do with one of the forms of pernicious intermittent

fever.

On the other hand, iu districts poisoned by marsh miasmata, you

will see individuals suddenly seized with exceedingly violent sym-

ptoms of continued fever, which from their course and severity seem

to indicate the onset of an attack of dothienenteria. After a certain

time, these symptoms become complicated with shivering, which at

regular intervals increase, and recur with characters more or less

marked, the intermittent paroxysms following a gradation inverse to

that which we have seen them presenting in the previously described

cases, becoming quotidian, then double tertian, tertian, and even

quartan.

Yon can now understand the full value of the hippocratic precept,

to which I drew your attention a few minutes ago—not to interfere
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with intermittent fevers till there have been a certain number of

well marked paroxysms.

By conforming to this rule, when you have to do with a dothien-

enteria clothed at its commencement with the symptoms of intermittent

fever, you run no risk of employing inappropriate treatment, and of

blaming the cinchona for having changed a generally mild into a

severe malady. In an attack of mild synochus, such as we frequently

meet with in Paris, assuming at first the aspect of an intermittent

fever, and from which there is generally spontaneous recovery, we

must not fall into the mistake of supposing that we have cured a

marsh fever by small badly administered doses of cinchona, or sul-

phate of quinine, nor by some of the supposed febrifuges, such as

kitchen salt or the bark of the cesculus hipposcastanum, remedies

recently lauded, the apparent success of which is attributable to their

having been employed in cases similar to those of which I have now

spoken.

Finally, when we have to do with intermittent fevers, assuming at

first the continued type, when we are waiting before we interfere, we

must not suppose that we have reduced an incipient dothienenteria

to a legitimate intermittent admitting of being cut short by cinchona.

Pernicious Intermittent Fevers.— What is the meaning of the term

" Pernicious'' ?— Different kinds of Pernicious Fevers, such

as the Algid, the Hot, and the Sweating ; and those characterised

by Coma, Delirium, or Convulsions.—They are usually of the ter-

tian type.—They are Anticipating or Subintrant.— Colouring of

organs, particularly of the Liver and Brain lypigmentary embolia.

—The Pernicious symptoms may he due to Embolism.—Flagrant

Insufficiency of the mechanical theory. — Mashed Fevers.—
Affections termed Neuralgic and Neurotic : Flux.

Gentlemen :—Regular intermittent fevers, like those of our two

patients in Saint-Agnes's ward, are not generally of a serious

character, except in so far as they lead to dangers inherent in that

extreme cahexia which is induced by their prolonged duration.

It is otherwise in respect of pernicious intermittent fevers. They
frequently involve immediate danger j and when not treated promptly
and energetically, almost inevitably have a fatal issue.

They arc of rare occurrence in Paris ; though, as I have already
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said, they have been seen here rather more frequently of late years, in

consequence of the disturbance of the soil necessitated by the im-

provements which have been going on in the town. They are very

common in Algeria, and in some parts of Europe, such as in the

environs of Rome, in the Pontine Marshes, as well as in some depart-

ments of Trance; they are still more frequent in the equatorial

latitudes both of the old and new world.

Intermittent fevers are called pernicious, when there is a perturba-

tion of the economy very greatly jeopardising the life of the patient

within a few hours or days.

The pernicious symptoms of marsh intermittent fevers show them-

selves by exaggeration of the usual phenomena of the disease : when
there is exaggeration of the shivering, the fever is called algid; when
there is exaggeration of the febrile reaction, it is called burning ; and

when excessive sweating occurs, the term sudoral is employed. Func-

tional disturbance of the organs essential to life is also met with ; to

pernicious intermittent fevers of this kind, the epithet comitate was

applied by our medical predecessors.

I may now say in a word, to prevent the necessity of recurring to

the topic, that the pernicious element of the fever depends less upon

the disturbance excited in the economy by the affection of a par-

ticular organ, than upon the essential nature of the disease. It does

not consist in the intensity of the functional disturbance of this or

that organ, but in the insidious approach of imminent death—the

malignity, the veritable, inherent, protopathic malignity with which

in nearly every case the attack at once declares itself. The truth of

this remark is shown by the fact, that the extent of this danger is

far from being proportionate to the importance of the organ specially

affected : this we see in pernicious intermittents characterised by car-

dialgic and dysenteric symptoms, and still more in the algid, burning,

and sudoral forms just named, which do not seem to be concentrated

in any particular organ.

Pernicious intermittent fever assumes the most diversified forms,

which, I repeat, are characterised either by exaggeration of one of the

usual phenomena of the disease, or by functional disturbance of some

organ. The most common forms are the algid and the sudoral.

In algid fever, the cold continues from the beginning to the end

of the paroxysm. It sets in with shivering of much more than

ordinary violence, which rapidly increases in intensity : it lasts for a

good many hours : the temperature of the body is really and ob-

2



18 MARSH FEVERS : INTERMITTENT FEVERS.

viously lowered : the tongue becomes icy : the skin when pinched

retains the fold made in it, as it does in the algid stage of cholera-

morbus. The thirst is intense; and the anxiety extreme. The

face has a cadaveric expression :

—

cadaveris imaginem refert, says

Borsieri. There is no acceleration of the pulse ; and if the symptoms

subside, the patient very slowly regains his heat.

In the sudoral fever—the fehris diapkoretica of the ancients

—

sweating commences at a stage rather earlier than usual, and soon

becomes so profuse as to bathe the surface of the body. Coin-

cident with this cold sweat, there is a rapid, small, weak pulse,

accompanied by quick painful breathing. The fingers seem as if

macerated : the countenance is livid. The coldness is so great, that

it is necessary to warm the patient, who may die in the first paroxysm.

Should he emerge from it, his state of physical and mental prostration

is extreme.

Among the forms of pernicious fevers called comitates by the older

physicians, we have the comatose, soporose, apoplectic, lethargic,

delirious, convulsive, tetanic or epileptic, syncopic, cardialgic, he-

morrhagic, petechial and scorbutic, peripneumonic and pleuritic,

gastralgic, hematemesic, choleraic and dysenteric. These terms are

used to indicate the particular system of organs specially implicated,

whether, for example, it be the nervous, respiratory, or digestive

systems. They sufficiently point out the nature of the symptoms

which characterise these different forms of fever.

In the pernicious comatose fever, the most striking phenomenon

is a somnolence, which, showing itself at the beginning of the cold

stage, or with the hot stage, goes on progressively augmenting during

that second period up to the beginning of the sweating stage, being

at last the profound stupor called carus. If an attempt be made to

get the patients out of this state by giving stimulants, they open

their eyes, but immediately shut them, moaning plaintively like per-

sons roused out of their first sleep. In certain cases, the state to

which I am referring is a veritable lethargy : in others, it is like an

apoplectic stupor; and maybe mistaken for apoplexy, if no notice be
taken of the intensity of the fever, the heat of the skin, and the acce-
leration of the pulse, and if the duration of the initiatory shivering be
not taken into account : the symptoms are scarcely so violent as in true
apoplexy. The comatose symptoms gradually disappear within a
time proportionate to the duration of the fever paroxysm, whether
that be eight, ten, twelve, fifteen, or twenty-four hours. The patients
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then begin to take cognisance of the external world, and are amazed

at what has occurred to them, of which they do not retain the slight-

est recollection. Though sometimes continuing to have a drowsy

tendency, they seem completely restored to health, till the moment

of the commencement of a new paroxysm, the recurrence of which

will be more or less distant according as the fever is quartan, tertian,

or quotidian.

The delirious form is characterised by a delirium, which, often

announced by hallucinations, likewise shows itself at the beginning

of the shivering, increases in intensity during the hot stage, and ter-

minates with the termination of the sweating stage.

In pernicious convulsive fever, the convulsions are generally at

once tonic, clonic, and epileptiform ; but sometimes, though seldom,

they are exclusively tonic and tetaniform.

The syncopal, so wonderfully described by Torti, is perhaps the

worst of all the forms of pernicious intermittent fever. 1 It is the

worst, in this sense, inasmuch as sometimes there is produced a

state of apparent death, subjecting the patients to the risk of

being left to die, when they might have been saved by timely

medication.

A station-master of the Avignon railway, subject for some time

to paroxysms of intermittent fever, had repeated fainting fits. The

syncope on the last occasion was so complete, that the absence of

pulse led to the belief that life was extinct. Upon wThat seemed

evidence of death, the body was taken to the autopsy theatre. It

had been there for only a few hours, when it was the will of

Providence, that a servant should require to enter. This lad hear-

ing groans perceived the error which had been committed, placed

the unfortunate individual again in his bed, and summoned M.

Chauffard, physician to the hospital. Cinchona was immediately

administered in large doses. The untoward symptoms ceased ; and

the patient regained his health.

Another individual, having fallen into a faint, was likewise

accounted as dead, and had the face covered with a sheet: M.
Chauffard, when making his examination, observed, that although

the radial, axillary, and carotid arteries had ceased to beat, some

slight movements of the heart were still perceptible. He imme-

diately ordered a quinine lavement : the patient was saved.

1 ToiiTi.—Therapeutica Specialis ad Febres Periodicas Perniciosas. Nova

editio, curantibus Tombeur et Brixhe: 182 1.
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In some cases, the fainting is preceded by acute precordial pain7

called pernicious cardialgia. It generally begins abruptly, without

any apparent cause, the patient falling down in a state of exhaus-

tion, induced either by a movement made in attempting to change

his posture, or sometimes even by merely moving his arms. The

pulse becomes small, accelerated, difficult to be felt, and then entirely

ceases. The eyes are hollow; and, as in the cases I have laid before

you, the person is apparently dead. Death may occur at any time

subsequent to the first paroxysm.

Epistaxis, hsematuria, a more or less abundant petechial eruption,

covering a greater or less extent of surface, accompanied by a small

frequent pulse, characterise pernicious hemorrhagicfevers, which are

petechial and scorbutic.

The symptoms commence with shivering, followed by a more or

less severe hot stage, which is always accompanied by precordial

anxiety, and sometimes by pain extending from the loins to the back,

and to the pit of the stomach.

Peripneumonia pernicious fever, or, to borrow from Torti and

Morton the more appropriate name, pernicious catarrhal fever, is

characterised by pulmonary symptoms. The respiration is difficult,

embarrassed, and disturbed : the face is turgid, and the eyes are

injected : the forehead and chest are covered with sweat. In addi-

tion to these external signs of suffocative catarrh, there exists copious

expectoration of a mucous bloody character, like that seen in certain

cases of pulmonary apoplexy ; and upon auscultation, crepitant and

fine subcrepitant rales are heard in all parts of the chest.

Pleuritic perniciousfever declares itself by a stitch in the side, in

some cases acute and poignant, and in others obtuse : the pain is

increased by the respiratory movements, which are short and em-

barrassed. The pulse is small, hard, and often unequal. On per-

cussion and auscultation, it is found, that in the corresponding side,

there is pleuritic effusion, which is generally absorbed during the in-

terval between the paroxysms.

In cardialgic perniciousfever, the pain at the pit of the stomach
is so dreadful—so ferocious, to adopt the epithet applied to it by
Borsieri1—that the patients utter terrible cries. Yomiting, at first

mucous, then bilious, supervenes. There are other cases in which
there is hematemesis

j and in such cases, the disease is said to be a
pernicious hematemesic fever.

1 Borsieri :—Iustitutiones Medicinse Practice. Lipsiae: 1825— 1826.
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When the intestine is attacked, there may be an alvine flux

resembling the water in which raw meat has been washed, and as

profuse as the discharge from the bowels in cholera. This form of

the disease is called pernicious choleriformfever ; ox pernicious dysen-

teric fever when the flux is a sanguineous secretion. In both of

these forms, there is great prostration of strength.

Gentlemen, it is essential to bear in mind, that all these different

forms of pernicious fever, however various, have characteristics in

common.

In respect of type, they are generally tertian, sometimes quartan,

exceptionally quotidian. Cases are likewise mentioned in which the

type was remittent ; and when the rigors are recognised with diffi-

culty, continued fever may be simulated.

Though generally tertian or quartan, pernicious intermittent fevers

<Io not assume these types till after several paroxysms have occurred.

However, in countries where the poisonous miasmata have great

power, as in Africa, or in individuals who after living in these

countries, come to other countries, carrying with them the morbid

germ, the fever may at once become pernicious, and carry off the

patient in its first paroxysm. At the autopsy, in these cases, as in

the others, the spleen is found to be enlarged, softened, pulpy, and

sometimes ruptured.

Generally, I repeat, the disease does not so rapidly assume its

pernicious character. The patient has first had many regular

paroxysms of fever, which after a certain time change their character.

The different stages are prolonged beyond their ordinary duration

and leave the patient in a state of debility, contrasting remarkably

with the amelioration—the return to almost perfect health—which

followed the previous paroxysms. Finally, there supervene the

morbid phenomena which mark the pernicious character of the

malady.

When the symptoms from the first paroxysm in which they show

themselves, do not indicate that the case will have a fatal termination,

they follow the course which I have pointed out to you, beginning,

that is to say, with the cold stage, increasing with the hot stage, and

gradually decreasing from the commencement of the sweating stage,

till they at last spontaneously cease. It is very necessary to be

aware that this is the course of events ; for if, mistaking the nature

of the phenomena, the physician is eager to combat the symptoms

—

the coma, convulsions, or delirium, for example—by local or general
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bleeding, or by any other measure which is at least useless if it be

not dangerous, he will, from the moment that calm begins to show

itself, take credit for having obtained a fortunate result, which his

illjudged intervention has only not prevented. At the very time

that he is congratulating himself upon having achieved a success,

the patient may be carried off by a paroxysm which might have been

averted by appropriate treatment.

We must also beware of not being misled as to the nature of the

malady, when the paroxysms of pernicious fever are separated by

intervals shorter than those of regular intermittents.

When the paroxysms are prolonged beyond their usual duration,

the fever is called anticipatory or subintrant

:

—anticipatory, when,

for example, a first paroxsym having commenced at noon, the

succeeding paroxysm begins six hours earlier ; and subintrant, when

the second paroxysm begins before the first has terminated, the

paroxysm imbricating in such a manner as to prevent the patient

recovering from the shock of one attack before he has to sustain a

second. Were it for this reason alone, anticipatory, and still more

subintrant intermittent fevers, irrespective of any complication,

demand the active intervention of the physician. But although we

may, or rather ought, to adopt the precept of the older physicians,

—to wait, in a regular intermittent, till several paroxysms have

occurred—we must beware of delay when the stages exceed their

normal duration. In [such cases, even when the stages have not

presented anything unusual, act without loss of time, particularly

if you perceive any disturbance of important organs, for then danger

is imminent, and there is no time to lose.

I must not omit to mention a pathogenic theory promulgated in

Germany by men whose works I exceedingly esteem. The theory

to which I refer attributes the pernicious symptoms to pigmentary

embolia. For the sake of those among you who are not acquainted

with these views, I think it will be useful to enter somewhat into

detail.

In the bodies of persons who have been under the influence of

marsh miasmata and have succumbed during a paroxysm of perni-

cious fever (intermittent, remittent or continued), we frequently dis-

cover certain lesions of the liver, that organ presenting a steel-grey
or blackish colour—sometimes a chocolate colour. This change of
colour is due to the accumulation of pigmentary matter in the vas-
cular apparatus of the organ : the liver is pigmented.
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The spleen presents exactly similar lesions : it has a sombre or

bluish-black hue, which is either uniform or disseminated in patches.

In its interior, we find a still greater quantity of pigmentary matter

than in the liver.

We also always find black pigment in the capillaries of the

lungs.

It is likewise found in the brain, where it is still more easily

detected, from its impinging upon the white colour of the organ.

The cortical substance then assumes the colour of chocolate or

graphite, while the medullary substance is not in any degree modi-

fied j or at least only in those cases in which there is a great amount

of pigment. Under the microscope, the capillaries are to be seen

full of granules and black particles, sometimes uniformly distributed,

and sometimes accumulated in masses.

What then is this pigment? What is its mode of formation

within the organism? It is a matter of a deep black colour; or,

it is ochrish brown ; or, in exceptional cases, it is yellowish red.

It is formed to a great extent of granules, with which are found a

small number of true pigmentary cells containing within them a

greater or less number of black granules. The pigmentary granules

are amorphous ; but the agglomerations which they form are some-

times irregular, and sometimes cylindrical, from their being moulded

in the interior of the vessels.

The pigment is the result of the transformation of the hematine ;

and this transformation may take place anywhere, even external to

the vascular system. I beg that you will remember this fact. The

metamorphosis is purely physical, or is, in other words, absolutely

independent of the vital laws.

So much for fact : let us now attend to the theory.

The pigment is manufactured in the spleen, which organ decom-

poses the blood-globules, and transforms their hematine into pigment.

The pigment thus formed passes into the vena porta, then into the

liver, then into the vena cava, and then into the heart, whence it is

carried into the general circulation. Here, we find ourselves brought

back to the old atrabiliary doctrine ; but also to a doctrine which is

highly scientific and thoroughly armed.

Intermittent fever determines hyperemia of the spleen : under the

influence of this hyperemia, the spleen manufactures a very large

quantity of pigment. " In fact," says Ererichs, " in the normal state,

the blood passing at once from the narrow capillaries into the venous
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cavities, flows slowly, and sometimes stagnates at certain points :

then forming agglomerations of blood-corpuscles, it is, little by little,

metamorphosed into pigment. In the hyperemia of the spleen con-

sequent upon intermittent fever, the stagnation is exceedingly marked,

and the result is theformation of masses ofpigment!
n

Frerichs is likewise of opinion, " that the pigment is developed at

the expense of the blood which remains in the venous sinuses : the

cellules, spindle-like and clubbed, of this pigment are formed from

the internal parietal epithelium of the sinuses impregnated with

decomposed hematine: the globular cellules are white blood-cor-

puscles charged with molecules of colouring matter : the pigmentary

masses are detached fragments of concretion."2 I have quoted the

exact words of Frerichs, so that I might be certain to place correctly

before you the German theory.

This extensive destruction of blood-globules by the spleen directly,

necessarily impoverishes the blood ; and this explains the anaemia

which is so common a sequel of marsh fevers.

The excessive production of pigment will lead to a series of con-

sequences, both of an organic and functional character, depending

upon two causes entirely of a mechanical nature—the crowded state

[encombremeni] of part of the capillary system, and the damming

[barrage'] of the circulation. Indeed, Frerichs admits that the

masses of pigment are stopped in the capillaries of organs, and

there constitute a species of embolism.

To this mechanical doctrine, which is essentially only an applica-

tion of the doctrine of embolism to the theory of pernicious symp-

toms, a doctrine far too superficial, and even in contradiction to the

facts observed by the authors who support it, Dr. Peter and I make

the following objections :

—

This crowding [encombrement] induced by embolism must be, and

in fact is, first produced in the capillaries of the liver, the organ

first in the course of the blood returning to the spleen. The
obliteration of a part of the hepatic capillaries, and the consequent
stasis of the blood, produce disturbance in the process of hematosis,

because the liver is a hematopoietic organ ; and Frerichs has very
nearly adopted the belief that the gastro-intestinal hemorrhages, the

1 Frerichs: Traite des Maladies du Foie; traduit de l'Allemand par Louis
Dumeml et J. Pellagot, p. 497. Paris; 1866.

2 Frerichs : Op. cit.
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attacks of profuse diarrhoea, and the vomiting, are the ultimate con-

sequences of functional disturbance of the liver.

However, some of the pigment traverses the liver, passes into the

right side of the heart, and reaches the lungs, where it ought to

induce pigmentary crowding \_encombrements pigmentaries] ; but it

would appear that this mischief- working material causes no bad
effects, for Frerichs observed that the appearances found at the

autopsies do not allow us to attribute the dyspnoea, or other func-

tional disorders of the respiratory function, to pigmentary obstruc-

tion of the capillaries of the lungs. As you know, the capillaries of

the lungs are smaller than those of any other organ. One cannot,

therefore, understand how it is that the pigment which has been

able to pass through the hepatic capillaries, which have a larger

diameter, should not be stopped in the pulmonic capillaries which

have a smaller diameter : but this is not the only absence of natural

consequence involved in the iatro-mechanical system.

It appears then, according to this theory, that, notwithstanding

seeming improbability, pigment traverses the lungs, reaches the

right side of the heart, whence it is discharged over the whole

organism : hence results, melancemia, that condition of which you

have heard me speak, which explains the peculiar colour of the face

in marsh cachexia. We ought to find pigmentary embolism in every

organ; but this is not the case, for the brain and kidneys almost

exclusively enjoy this unfortunate privilege.

Ererichs says :
—" In the most minute capillaries of the brain,

principally in those of the cortical substance, there collect particles

of pigment which have traversed the vessels of the liver and lungs,

while none have been arrested in their passage through these last-

named organs. These mechanical impediments to the circulation,

often occasion numerous lacerations of the vessels and capillary

apoplexies."

Albuminuria is the indication of functional disturbance of the

kidneys which is met with.

A host of objections present themselves to the embolism or

blockade theory of pernicious intermittent fevers. Every embolism

necessarily supposes an aggregate too voluminous to traverse the

capillaries of organs, particularly those of the brain. But as

anatomy shows that the capillaries of the brain and lungs are the

.smallest in the body, it follows, that the pigmentary aggregate must

in the first instance encounter a material impossibility to traverse
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the capillaries of the lungs. There is no escape from this dilemma

:

the pigment either has been arrested in the pulmonary capillaries,

there producing embolism, all the pigment which has traversed the

liver being stopped in the capillaries of the lungs ; or the pigment

has found its way through the pulmonary capillaries, in which case,

it must have passed through the capillaries of all the organs, because

they are either as large or larger than those of the lungs.

It is, however, impossible to deny the existence of pigmentary

colour in the organs, and the presence of masses of pigment in their

capillaries. A fact does not admit of being denied ; but then this

fact can be explained in a perfectly natural manner, that is to say,

by the pigment being formed in situ, and being a consequence,

not a cause. Thus, Frerichs himself admits that the pigment may

be produced in any situation, even external to the capillaries.

Pigmentation, then, is a physical phenomenon, arising simply from

the destruction in situ of a certain number of globules by the stasis

of the blood in the vessels. This stasis is itself a result of repeated

visceral congestions, which are passive, and proportionate in intensity

to the intensity of the fever. The blackish colour of the organs,

particularly of the nervous centres had been described by the authors

who had studied pernicious fevers, particularly by Maillot andBailly;

but they attributed this colour to congestion connected with the con-

dition existing during the paroxysm. Is it not more simple to con-

sider the "pernicious" symptoms as the effects of a sanguineous

raptus in the nervous centres and their envelopes;" 1 and to see in the

pigmentation the physical result of a consecutive alteration of the

blood entirely cadaveric, and which has taken place in situ from the

local destruction of globules crammed into the capillaries distended

during life ? This doctrine so simple, and so naturally present to the

mind, is certainly more true, or at least more like truth, than that

which invokes the migration of embolia, which, as I have shown, is

physically impossible.

There is also a purely clinical objection to this, viz. that the inter-

mittence does not correspond with the permanence of the lesion. If

the pigmentation be due to embolism, it ought to be persistent, for

otherwise, there could be no embolism. Why should not the symp-
toms be as permanent as the lesion ?

1 Maillot :—Trait6 des Fievres ou Irritations Cerebro-Spinal Intermitlentes.
Paris; 1836.
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Finally, there is the therapeutical objection involved in the all-

powerful action of preparations of cinchona which is quite inex-

plainable by the pigmentary theory. How, in fact, are we to

understand the sulphate of quinine dispelling, as it does, the per-

nicious symptoms, if their proximate cause be the blocking up of

the vessels of the brain to remedy which condition cinchona has

absolutely no power ?

In my opinion, the pigment found in the vessels is formed in the

place where it is found, and is the result of great and repeated

congestions.

To sum up what I have said :—I look upon pernicious inter-

mittent fever as a general disease producing many visceral conges-

tions, particularly in the nervous centres.

Prom an organic point of view, there results from these conges-

tions sometimes an alteration in situ of the blood-globules (pigmen-

tation), or, sometimes, an interstitial hemorrhage. Hence result,

looking at the case from a dynamic point of view, more or less

severe functional disturbance.

Let me add, in conclusion, that there may exist pigmentation of

the brain without pernicious symptoms ; and also, pernicious symp-

toms without pigmentation. Frerichs admits this, with a loyal

truthfulness to science which cannot be too highly praised. He
says :

—" If we compare the facts ascertained by microscopical

examination with the symptoms observed during life, we will find,

on the one hand, cases in which, notwithstanding the dingy colour

of the brain, there has been no cerebral disturbance, and on the

other hand, cases in which there has existed disorder of the brain,

although the organ was free from pigmentation. In eighty cases of

cephalic intermittent fever, this occurred six times. The older

observers, including Lancisi, Senac and Bailly,1 made the same

observation, which has been confirmed by Maillot2 and Haspel.3 It

cannot, therefore, be doubted, that the cerebral symptoms already

described cannot occur in intermittent fever unless melansemia exist,

and no other cause can induce these pernicious accidents.4

Gentlemen, under all the forms assumed by pernicious fevers, we

1 Bailly :—Traite Anatomico-pathologique des Fievreslntermittentes Simples

et Pernicieuses. Paris; 1825.
2 Maillot :—Op. cit.

3 Haspel :—Maladies de l'Algerie. Paris; 1850.

4 Prerichs :—Op. cit., p. 503.
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find, either separately or united, three conditions, viz. pain, san-

guineous congestion, and flux, characterising mashed fevers, of which

I have now to speak to you.

Pernicious fevers—those at least which the authors of past ages

called comitate—are, in fact, masked fevers [fievres larvees] . You

-must not use the epithets masked and latent as synonymous.

A latent is in reality a hidden disease : if it be a pleurisy, for

example, it does not reveal its existence by any external symptom.

The patient has none of the ordinary symptoms of inflammation of

the pleura : he has neither stitch in the side, cough, nor dyspnoea

:

and when the physician discovers the existence of the affection, it

is only from the physical signs furnished by auscultation and

percussion.

A masked disease [maladie larvee] far from concealing, very dis-

tinctly manifests, its existence ; but in manifesting itself, it puts on

the mask [induit larvam] of another disease having little or no real

similarity with it.

Thus, as I have already said, pernicious fever, in its delirious

form, sometimes simulates brain fever, sometimes apoplexy or

epilepsy, sometimes pneumonia or pleurisy, and sometimes cholera

•or dysentery. However, in borrowing from these diseases some of

their principal phenomena, it retains other characteristics by which

it can be recognised : the former, moreover, want many essential

characters which belong exclusively to the affections, the names of

which, for lack of better, are employed to designate the different

kinds of pernicious fevers.

Let me explain myself :—The pernicious epileptiform intermittent

borrows from epilepsy its convulsions; but then, the convulsions

differ from those of epilepsy. In the pernicious pneumonic inter-

mittent, the crepitant rales and sanguinolent expectoration remind

one of the symptoms observed in certain forms of pneumonic

catarrh; but without taking into account the appearance of the

sputa, there are notable differences between the thoracic symptoms

of the two affections. Pernicious dysenteric intermittent has bloody

stools as a character in common with dysentery ; but the tenesmus
and glairy excretions, of so much diagnostic value in the latter, are

wanting in the former. Observation of the progress and features

of the disease enables one unhesitatingly to recognise its nature.
Though most pernicious fevers are masked fevers, it does not

necessarily follow that masked fevers are pernicious: thus, the
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paludal diathesis very commonly masks itself as neuralgia, and

under the form of certain neuroses. A woman, who lies to-day in

bed 17 of our Saint-Bernard's ward, presents one of the most

common types. This patient, aged twenty-six, tells us, that about

four years ago, six months after the birth of her first child, whom
she suckled, she was attacked with facial neuralgia : it particularly

affected the eye, which, with each paroxysm of pain, became the

seat of very acute congestion, and the source of a profuse flow of

tears. The paroxysms recurred regularly every three days : they

were announced by rigors, during which the pain supervened; it

went on increasing during the hot stage, diminished during the

sweating, and completely ceased after some hours. This attack of

intermittent neuralgia resisted the most energetic treatment for

many months. The patient was ultimately cured.

Three months afterwards, similar symptoms recurred under similar

circumstances, that is, after chidbirth and during lactation ; but

with this difference, that the neuralgia in place of being suborbital,

as in the first attack, was occipital.

Though to-day we only find pain in this case, the three elements

characteristic of masked intermittent, pain, fluxion, and flux, were

very manifest in the first attack.

The pain was seated in one of the branches of the fifth pair of

nerves : the fluxion, seated in the mucous membrane of the eye,

attained a degree of congestion sufficiently violent to simulate formid-

able ophthalmia : the flux was a profuse secretion of tears.

The nerves of the fifth pair are those usually affected in masked

fevers. The neuralgia returns at regular intervals, assuming the

different types of intermittent fever, the quotidian, tertian, double

tertian, quartan, double quartan, and triple quartan. Whatever be

the seat of the neuralgia, whether the neuralgia be sciatica, gastralgia,

or enteralgia, it follows this rule.

There are also, as I have just stated, certain neuroses which con-

stitute masked intermittents. Among them, is spasmodic cough,

which in some subjects exposed to marsh misasmata recurs in

paroxysms daily at the same hour, without being accompanied by

expectoration or any morbid pulmonary symptom, and which yields

in a remarkable manner to the treatment generally efficacious in

cases of a similar nature.

There is also a species of asthma, which likewise recurs at regular

intervals, and yields to the same therapeutic indications.
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Let me also mention, that these remarks are applicable to certain

cases of megrim and hiccough.

There are cases in which insomnia recurs every two or three nights,

unaccompanied by fever, and not preceded by rigors, which are

evidently of the same nature, and are cured by similar treatment.

The same may be said of periodical fluxes, more or less profuse,

from the nasal fossse, uterus, and intestines, sometimes simply

mucous, but at other times sanguinolent, unattended by any other

morbid symptom, and yielding to medication similar to that which

is useful in marsh fevers.

You are now in a position, Gentlemen, to understand more easily

the mechanism of masked pernicious fevers. You have seen the

presence of pain, fluxion, and flux in neuralgia. Transfer these phe-

nomena to another nervous apparatus, to the ganglionic nerves, or

to the mixed nerves, as, for example, to the pneumogastric ; and,

bearing in mind the beautiful experiments of Claude Bernard,1 you

will at once understand the great functional disturbance which may

be induced in these nerves, by morbid changes taking place in them.

Suppose that there existed in the lungs or intestines, phenomena

similar to those you have just seen in the eye, you would at once

understand the dyspnoea, crepitant rales, and expectoration, or the

pain in the intestines, the excessive flux from the gastro-intestinal

mucous membrane and glands which discharge their secretions upon

it. Transfer to the brain or spinal marrow the element of pain and

fluxion which we have just been considering in the suborbital nerve,

and see whether you will not have nervous phenomena depending

upon the pain itself, or upon the fluxion, such as delirium, convul-

sions, stupor, and coma.

We may in this way pretty easily explain the very varied symp-

toms of both simple or pernicious masked fevers : in this way, con-

firmation is given to an opinion already held by others, and in which

I completely concur; viz. that intermittent fevers, under whatever

forms they may present themselves, ought to be classed with the

neuroses.

There are numerous reasons, Gentlemen, for adopting this view.

The suddenness of the invasion of the disease, and its rapid disap-

pearance—the violence and likewise the fleeting character of the

Bernakd, Claude :—Leoons sur la Physiologie et la Physiologic du Sys-
teme Nerveux. Paris; 1858.
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symptoms which characterise it—the terrible disorder which super-

venes throughout the whole economy, a disorder which, in pernicious

fevers, cannot recur without greatly endangering the life of the

patient. Then, there is the deceitful feeling of security during the

interval between even the most violent paroxysms, the wonderful

facility in mastering a disease manifesting itself in such frightful

forms. Do not all these circumstances, Gentlemen, lead us to adopt

the idea that it is a neurosis ? Then, again, when we see the most

common pernicious masked fever generally accompanied by symp-

toms which even the most incredulous are forced to regard as

nervous. When in these same pernicious fevers, it is so easy to take

account of the symptoms from the disorder which they occasion in

the nervous centres or ganglionic uerves, we are compelled to regard

all forms of intermittent fever as so many different forms of neurotic

disease.

When a neuralgia is intermittent, we must not conclude that it is

necessarily a masked fever. In summer, for example, we not unfre-

quently meet with cases of violent neuralgia in which the attack

begins every morning and ceases every evening, recurring in this

manner for six, seven, or eight days in succession. This kind of

neuralgia

—

solar neuralgia—is met with in the most salubrious

countries, wholly irrespective of any influence of paludal miasmata.

When intermittence is the predominant character of a masked

fever, it is important, with a view to the diagnosis, to inquire into

the antecedents of the patient. Intermittence is very common in

localities where marsh fevers are endemic : elsewhere, it is of rare

occurrence ; and in Paris, it is very seldom met with, except in indi-

viduals who have lived for some time in marshy countries, whether

they have or have not had regular intermittent fevers.

The fact that the patient has sojourned at some former period,

more or less distant from the appearance of the symptoms, in a

marshy country, renders it probable that the disease is intermittent

fever ; and this presumptive diagnosis becomes almost a certainty, if

there exist engorgement of the spleen, along with that peculiar tint

of skin which indicates a state of cahexia. The nature of the dis-

ease does not admit of any doubt when it yields very readily to the

treatment which is successful in paludal affections.
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Treatment by Cinchona {according to the Roman, English, and French

systems) and by Arsenic, and the Method of Dr. Boudin.

Gentlemen :—I have still to speak to you on the subject of

treatment. I need not tell you that the basis of the treatment con-

sists in administering cinchona, and its derivatives, quinine and the

sulphate of quinine. Every one knows, that by means of these pre-

cious remedies, intermittent fevers are cut short. But every one

does not know, that to cut and to cure an intermittent fever are not

synonymous terms : this is a fact with which many physicians even

do not seem to be acquainted.

It is necessary to administer cinchona according to a plan, so as

to obtain the expected results. In my opinion, the best system to

follow is that which has been lauded by Bretonnean, and is called

the French method—a method which I have endeavoured to improve;

and which is a happy combination of the methods of Torti and

Sydenham.

Torti''s method, likewise called the Roman method (from its having

been first adopted by the Jesuits of Rome, who derived it from their

brethren of Lima), consists in giving the cinchona, immediately

before the paroxysm, in one large dose.

This method has inconveniences which were fully pointed out by

Sydenham. When administered immediately before the paroxysm,

it is often vomited : this inconvenience was recognised by Torti him-

self, who, to avoid it, sometimes gave the medicine after the paroxysm.

On the other hand, as has been shown by the experiments of

Bretonneau, the impending paroxysm which it is intended to stop,

is often rendered more violent and painful by the cinchona.

To avoid these inconveniences, Sydenham and Morton directed the

cinchona to be given at the longest possible interval before the anti-

cipated paroxysm, commencing the remedy, consequently, as soon as

possible after the termination of the preceding paroxysm. The fol-

lowing is Sydenham's formula :

—

Take of Powder of cinchona, 32 grammes

;

Syrup of roses and pinks, q. s.

This electuary is divided into twelve doses, one of which the

patient is directed to take every four hours, commencing at the close

of the paroxysm.

He was also in the habit of prescribing a wine of cinchona con-
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taining thirty-two grammes of the powder in two pounds of common

red wine.

He ordered the patient to take, in a manner similar to that now

described, from eight to nine tablespoonfuls of this preparation.

You have seen me on several occasions, and recently in a case of

obstinate quartan fever, have recourse to an electuary very similar to

that of Sydenham, the only difference being, that, in place of the

syrup of roses and pinks, I used the conserve of roses, or the syrup

of bitter oranges, which latter I prefer, as it has the advantage of

masking the disagreeable taste of the cinchona.

It is undoubtedly an important rule to give the cinchona at a

period as long as possible before the coming paroxysm. The reason

is very simple. The active principle of the remedy being neither

volatile nor diffusible, is absorbed slowly, and requires a certain time

to produce an effect upon the economy. When the quantity ad^

ministered is not more than an ordinary dose, this time is at least

eighteen or twenty-four hours : large doses take effect in from six to

twelve hours.

Hence it follows, that the best method of treatment consists in

employing a large dose of cinchona divided into three or four portions,

giving these portions at very short intervals, and commencing the

administration as long as possible before the coming paroxysms is due.

This, which is Bretonneau's method, is a happy combination, as

I have already remarked to you, of the methods of Sydenham and

Torti ; and is that which you have seen me employ. By following

it, you will obtain results much more complete and sure, from far

smaller quantities of cinchona than would otherwise be required,

fifteen grammes of cinchona administered at once are generally suf-

ficient to suppress a paroxysm of regular intermittent fever ;' but

thirty grammes, that is to say, twice the quantity, given within five

or six days in the apyrexial intervals, will fail to produce that effect.

We must not, however, adopt to the letter the precept of Torti and

Bretonneau. By a single dose \_uiie settle dose] we must understand

that the entire quantity of cinchona prescribed is to be taken within

a very short space of time, within one, two, or three hours at most
;

for some patients cannot easily tolerate at once fifteen grammes of

cinchona, or even eight grammes, the dose of the powder recom-

mended by Torti,
1 and that which I usually prescribe. This remark

is equally applicable to the sulphate of quinine.

1 Torti :—Therapeuticc Specialis ad Eebres Periodical Perniciosas.

3
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In simple legitimate interinittents, of which alone I am now

speaking, I prefer powder of cinchona to the sulphate of quinine.

It has not been proved to my satisfaction that quinine, (still less

its salts such as the sulphate), possess all the virtues of the bark of

cinchona : on the contrary, experience has taught me, that although

the bark acts more slowly, it acts more surely and more thoroughly,

if I may so express the fact, that the salutary effects are more lasting.

Does this arise from the bark containing in addition to that which

we regard as its active principle, other principles with which we are

not acquainted ? Does this depend upon the crude drug yielding

slowly its quinine, so as to admit of its being assimilated, while this

is not the case with the sulphate of quinine, a part, the greater part

of which perhaps, is eliminated with the urine ? These are ques-

tions which I cannot answer. Nevertheless, experience has proved

the correctness of the statement I have now made.

Moreover, for economical reasons, which may perhaps appear

trivial to some savans, one superiority of the bark will be appreciated

by physicians, particularly by those whose practice lies in the

country among the comparatively poor, to whom greater cheapness

will render the bark very preferable to the sulphate of quinine.

When it is necessary to give daily as much as a gramme of the

sulphate of quinine to suppress a paroxysm of intermittent fever,

similar results may be obtained, and that too with more certainty,

from eight grammes of cinchona, that is to say, from a dose only one

fifth the price of the equivalent dose of sulphate of quinine. In a

word, then, wrhen I wish to cut short a regular intermittent fever, I

give, immediately after the termination of the paroxysm, eight

grammes [124 grains] of the powder of yellow cinchona, either at

once, or in two portions at the interval of half an hour, in a cup of

tea or coffee.

This dose rarely fails to prevent the recurrence of the impending

paroxysm. But although the disease is arrested, it is not cured, the

arrest being only temporary, and the patient retaining some slight

reminders of his malady, such as an increase of temperature with

feelings of general discomfort, or—and this is more usual—profuse

sweating recurring on the days upon which the paroxysm was due.

If the medication be abruptly discontinued, if the patient do not

return to the use of the quinine, the symptoms soon reappear, first

feebly and in a less decided form, but ere long with all their precise

and positive characteristics. It is, therefore, important, even though
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there be no immediate return of the symptoms, to continue to give

the febrifuge in the same doses, at the determinate intervals, for a

period prolonged more or less according to the duration of the

malady, according to its type, and particularly according to the

patient being or not being resident where he has contracted the

fever.

Torti, in simple intermittent fevers, gave eight grammes of the

powder of cinchona immediately before the paroxysm was expected

to begin : and he continued the administration of the medicine till

the patient found himself quite well : day by day, however, he

diminished the dose. This method of administration, adopted by

Torti from the Roman Jesuits, and for that reason designated the

Roman method or the method of the Fathers, is often excellent in

the case of patients who have ceased to reside in the localities where

intermittent fever is endemic, and who have not been long subject

to recurrence of the paroxysms. It saves the patient from attacks

of fever for ten or fifteen days, or even, some times, for a longer

period ; but it has not the power to prevent relapses.

Sydenham's method, called the English method, has a much
greater power. Sydenham, as I have already stated, begun by

giving immediately after the termination of the paroxysm thirty-two

grammes [496 grains] of the powder of cinchona, which he gave in

doses distributed at nearly equal intervals between the past and

coming paroxysms. Eight or fourteen days later, according to the

type of the fever, he repeated the same dose : he likewise recurred

several times to the same medication, particularly if the patient had

long had the fever, and had suffered in constitution from paludal influ-

ence. This method is much more efficacious than that of Torti : it

is much more protective from relapses : but it has its inconveniences

which I must now state.

Many patients cannot take so large a quantity of powder of cin-

chona without having vomiting, and still less without diarrhoea being

induced. Then again, patients who have been long subject to the

fever, have a recurrence of the paroxysm, after the lapse of some

days, and before the sort of sacramental epoch fixed by Sydenham

for the readministration of cinchona. One may, it is true, ward off

the first of these inconveniences by giving a small quantity of opium

along with the febrifuge powder ; but the objection to the method

remains undiminished when the patient is deeply imbued with paludal

cachexia.
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Gentlemen, recall to your recollection the woman who came from

Guadaloupe with tertian fever of more than six months' duration.

Sydenham's doses, to which were always added a little laudanum,

cut short the malady and gave the patient a respite from attacks of

fever for five or six days ; but between the sixth to the seventh day,

a new paroxysm announced to us, that it was the paroxysm and not

the patient that had been cured. It then became necessary to resort

to the method of Bretonneau, the French method, which I have modi-

fied to a certain extent, and in a manner which my illustrious master

has himself adopted.

Bretonneau found that Sydenham's daily quantities were too

large : that when there was involved in the question of dose the cost

of a remedy so expensive as cinchona, or, and still more, the sulphate

of quinine—and also, when it was remembered that intermittent

fever was specially a scourge of the poorer classes,—the money value

of the dose was a matter of great importance. He had learned from

experience that Torti's dose of eight grammes was sufficient, provided

it were administered at the longest possible interval prior to the

coming attack, either all at once, or divided into two portions taken

with an interval between the times of not more than some hours.

Experience had likewise taught him, that by daily administering

decreasing doses, according to Torti's plan, relapse was almost in-

evitable. In respect of dose, therefore, he adopted the Eoman

method : in respect of mode of administration, he adopted the method

of Sydenham, that is to say, he administered, the febrifuge immedi-

ately after the paroxysm, renewing the administration, always in

similar doses, at longer or shorter intervals, and extending over a

considerable period of time, according to the rule of Sydenham.

Bretonneau's method, or the French method, as it is called, consists

in giving eight grammes of the powder of yellow cinchona bark or

one gramme [15^ grains] of the sulphate of quinine, in a single

dose, or in two doses wTith a very short interval between them, as

long as possible before the coming, that is to say, immediately after

the past paroxysm. Five days of rest are allowed to pass, when the

same dose of the remedy is again prescribed ; and then, it is repeated

once in eight days for a month.

When the fever has been of very long standing, it is necessary to

continue the medicine for a very long time, augmenting the dose if

necessary, as the treatment proceeds. From the second month of the
treatment, the cinchona is taken at successive intervals of ten
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fifteen, twenty-five, or thirty days ; and according to such a plan

as will secure the patient against relapses, a result obtained with

much less certainty when Sydenham's method is rigorously fol-

lowed.

During three years which I passed at the hospital of Tours, fol-

lowing Bretonneau's clinic, I only saw once this method fail to cure

intermittent fever. However, since I have been at the head of a

service in a Parisian hospital, I have repeatedly failed to cut short

perfectly regular intermittent fevers, though I employed exactly the

formulae of my illustrious master. The first paroxysm following

the administration of the cinchona was postponed, much diminished

in severity, or sometimes even suppressed, but the second, or at

least the third paroxysm, reappeared in a more or less modified form :

here then was a sufficiently serious inconvenience. I avoided it by

adopting the method which I have pointed out to you.

Immediately after the termination of the paroxysm, I cause the

patient to take eight grammes of the yellow bark, or one gramme of

good sulphate of quinine, either in one dose, or in two doses with an

interval of one or two hours between them. For a day, I leave the

patient without medicine ; and on the third day, I give him the third

dose of the medicine, administering it either all at once, or at twice,

the taking of the second rapidly following the taking of the first por-

tion of the dose. I then allow an interval of three days, four, five, six,

seven, or eight days, and finally, for one or two months, I recur every

eight days to the same medication, never diminishing the dose. Let

me add—and the fact is important—that the medicine ought always

to be given at a meal.

Bretonneaiv's method and my own are in reality only modifications

of the method of Sydenham.

Gentlemen, you have sometimes witnessed in our wards, the

failure of a treatment of which I have just now been proclaiming the

infallibility.

You can recall to your recollection the young men who returned

to Trance, reentering civil life after having made the Crimean,

African, and Italian campaigns, who when admitted to our wards,

suffered from dreadful cachexia, enormous engorgement of the spleen,

and infiltration of the extremities. They refused to take preparations

of cinchona, because, as they said, cinchona had done them harm,

and had not cured them. I have frequently called your attention to

these patients, requesting you to mark the happy influence of the
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medication which I was about to institute. These are the circum-

stances under which Sydenhamian doses ought to be unhesitatingly

recommended : these are the cases in which the powder of cinchona

resumes its old claim to superiority, and leaves far behind it the

sulphate of quinine : these are the cases in which my method, scru-

pulously followed, and aided by the use of ferruginous medicines,

produces results so evident as to astonish and convert even the most

incredulous.

Very recently, you have seen me treat in a similar manner a man

who occupied bed 9 in Saint-Agnes's ward. In that case, I began

by giving an emetic and the purgative decoction of cinchona (of

which I shall have forthwith to speak to you) : next day, between the

two paroxysms, I made him take thirty grammes of Sydenham's

electuary (the formula for which I have given you), taking care to

administer a drop of laudanum with each dose, so as to prevent

vomiting and particularly diarrhoea. I recurred to the same dose, in

the first instance after one day, then after three, four, five, six, seven,

or eight days of interval, prescribing always thirty grammes of

cinchona, with also, at each meal, a table-spoonful of the syrup of

the ammonio- citrate of iron. You have seen that during the six

weeks of the patient's residence in hospital, he has not had the

slightest feeling of a return of the fever, that the spleen has rapidly

diminished in size, that his colour has been natural, and the digestive

functions have been reestablished in their normal state : you have

also seen that this man so exceedingly dispirited, so distrustful of

the curative powers of the preparations of cinchona, obtained a rapid

cure, which was due as much, or perhaps more, to the method of

employing the remedy as to the remedy itself.

If the most intelligent administration of cinchona be abruptly

abandoned after some days, the fever returns : under such circum-

stances, it is necessary to begin the treatment exactly as it was

undertaken in the first instance.

When, in accordance with other methods of administration, a

small dose of cinchona or sulphate of quinine is given daily, the fever

is modified and is sometimes cured ; but the cure is accomplished

with more difficulty, and less certainty : acute gastric pains soon

supervene, under whatever form the remedy is administered. If

under such circumstances, the fever should reappear, it is no longer

possible to cure it. If large doses are repeated daily for a lono-

period, there is manifested (besides the pains in the stomach), a
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peculiar kind of fever, described by Bretonneau, and which assumes

an intermittent type when the cinchona is given in an intermittent

manner. This fever forms a sort of vicious circle within which inex-

perienced physicians revolve : ignorant of the action of the cinchona,

they redouble their doses, and throw the patient into a state which

may be one of great gravity.

There is another inconvenience : it results from habit \_ac-

coutumance] if I may be allowed to employ that old term. The

patients, from constantly taking cinchona, become at last insensible to

its action, and the fever is renewed notwithstanding the daily admi-

nistration of the remedy.

The methods of Sydenham, and Bretonneau, as well as my own

method, are not liable to these inconveniences.

Though the accidents which I have now been pointing out to you

may be imputed to cinchona, we cannot blame it for causing

engorgement of the spleen and the consecutive dropsical affections,

though, in the period immediately subsequent to the discovery of the

Peruvian bark, these evil effects were attributed to it. Notwith-

standing the renewal in our day of this old controversy, the matter is

now definitively settled, it being agreed, that this valuable remedy has

no part in producing the organic lesions in question, which are the

result of a poisoned saturation of the system.

I am no believer, however, in the wonderful and sudden mani-

festations of the virtues of sulphate of quinine, which, according to

some persons, reduces the volume of the spleen within a few minutes

of its administration. I have shown you a young woman stricken by

paludal fever contracted in Guadaloupe, in whom the spleen was of

enormous size, and in whom the abdominal walls were so attenuated

that the entire outline of the engorged viscus could be felt. This

case presented a very valuable opportunity to try the sudden action

on the spleen of the preparations of cinchona : it did not necessitate

recourse to the artifices of percussion, which only deceive begin-

ners. Now, in this woman, the spleen not only did not in-

stantaneously diminish under the influence of the remedy, but for

the first twelve hours it increased in volume, rapidly diminishing

during the following days. You all had an opportunity of observ-

ing this fact.

By what channels is cinchona introduced into the system?

Generally, it is administered by the mouth ; but there are circum-

stances in which this mode has to be relinquished.



40 MARSH FEVERS : INTERMITTENT FEVKRS.

Some patients have an absolute repugnance to swallow cinchona,

whatever means may be taken to mask its bitter taste :
there are others,

particularly young children, in whom it produces vomiting as soon as it

is swallowed. Administration by the mouth is also ineligible in those

cases in which a gastritis or a severe gastralgia has been induced by

the long continued use of potions and powders containing prepara-

tions of cinchona. Then, again, in certain pernicious fevers—in

which, as I shall immediately explain to you, it is important to act

promptly—in certain pernicious fevers, in cardialgia, and in cholera,

the vomiting characteristic of the disease makes it sometimes im-

possible to administer by the mouth the smallest dose of cinchona

or sulphate of quinine.

Under such circumstances, it becomes necessary to introduce the

remedy by some other way ; and the rectum, affording the greatest

facility, is the way chosen. The doses of cinchona given by enema

ought to be a little smaller than those prescribed to be taken in

potions, because absorption takes place more rapidly and better in

the large intestine than in the stomach. Should it be found that

the rectum retains the cinchona badly, the doses must be repeated in

such a manner as to insure absorption of the requisite quantity.

Should the intestine ultimately become too irritable, the endemic

method must be employed. The simplest proceeding which can be

recommended consists in employing poultices made with wine and

powder of cinchona. These poultices ought to be very large, and

must be kept applied to the abdomen for eight or ten hours. I

should not be inclined to rely on their efficacy.

To render the cutaneous absorption of the remedy more active,

M. Lembert has proposed to make the application to the skin after

having removed the epidermis. Crude cinchona ought hardly ever

to be employed in this way j but there is no objection to applying

the sulphate of quinine to the denuded dermis ; and it has been said,

that by its application in this manner, intermittent fever may be

cured with as much certainty as if the medicine were administered

by the mouth or rectum. Certain precautions have to be taken.

Dr. Briquet's experiments1 show, that a solution of sulphate of quinine

applied to a blistered surface only produces very slight pricking and

a little local irritation, while in the state of powder, it occasions

1 Biuquet :—Ilechercbes Experiment ales sur les Proprietes de Quinquina ct

de ses Composes. 2me edition : 1855.
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acute smarting, or pain more or less intense ; and that if the powder

be applied several days, in succession, it may act as a caustic

causing the formation of a slough, and consecutive ulceration. This

I mentioned long ago in my Traite de Therapeutique.

At the commencement of the treatment, particularly in the inter-

mittent fevers of spring and autumn, I generally give an emetic,

and often even a purgative, combined with cinchona according to

the following formula :

—

Boil fifteen grammes of yellow cinchona bark in three huudred grammes

of water, so as reduce the quantity to two hundred and fifty

grammes : in this, dissolve twenty-five grammes of the sulphate of soda,

The patient is ordered to take this potion in two draughts, leaving

an interval of half an hour between them.

I have now, Gentlemen, explained at great length the regular

method of treating legitimate intermittent fevers; and it now

remains for me to tell you how to combat perniciousfevers.

We are indebted to Morton for having formulated the beneficial

effect of cinchona in these fevers. He did not, however, point out

the method by which we may almost always triumph ; and Torti

was the first to lay down sure rules for the treatment of these

formidable diseases. Abandoning Morton's plan of giving four

grammes of the cinchona every three or four hours (in every respect

a faulty proceeding at least when we have to do with a pernicious

quartan, which has a long apyrexial period), Torti shows, that in

pernicious subintrants, or in those which are really remittents, it is

necessary to gain time by giving the cinchona in doses thrice as

large as those administered in simple intermittent fevers.

Consequently, he gave the patient, in one dose, from fifteen to

twenty-four grammes of cinchona, taking care that the medicine was

taken as long as possible before the next paroxysm. He did not

give the remedy during the intermission (because there is seldom a

complete intermission in pernicious fevers), but at the time when

the previous paroxysm begins somewhat to subside—in a word at

the beginning of the period of remission.

This method, though infinitely superior to that of Morton, is by

no means faultless. It cannot be denied that in fevers which are

tertian, pernicious, or subintrant, the interval between the remission

from the preceding and the onset of the following paroxysm is often

too short to allow the cinchona to be sufficiently absorbed to act

usefullv.
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Bretonneau, impressed with the weight of this objection, modified

Torti' s method of treating pernicious fevers, in the same way that

he had modified Torti's method of treating simple intermittent fevers.

He prescribed that the administration of the cinchona should com-

mence the moment that the pernicious character of the fever was

ascertained, even though it should he in the middle of a paroxysm.

By pursuing this plan, we can manage to obtain at least from

twenty-four to thirty-six hours before the following attack begins,

and so be able to prevent it. In thus giving the cinchona during

the paroxysm, we must not be afraid of augmenting its intensity,

for the medicine does not act till some hours after it has been

administered, and, therefore, not till the remission is about to com-

mence. Inasmuch as we have before us a space of time relatively

pretty long, we are not obliged to give all at once so large a dose as

that advised by Torti. Bretonneau recommends twelve grammes to

be given at once, and the same quantity to be repeated every three

hours till the patient has taken thirty-five grammes of the powder of

cinchona.

This method is certainly superior to that of Torti; but while I

adopt Torti's rule as to the time of administering the remedy, I

think that here the sulphate of quinine is very much to be preferred

to the powder of cinchona. In a disease, in fact, in which the most

terrible accidents are imminent, in which it is often a question of

life or death not to allow them to gain upon us, it is necessary,

with all possible speed, to put the patient into a condition to sustain

the shock and resist its effects. Now, as I have already stated, the

cinchona yields its active principles too slowly, whereas the sulphate,

particularly the bisulphate, of quinine are rapidly absorbed.

When you have to treat a case of pernicious intermittent fever,

you must, therefore, administer to the patient, with the least possible

delay, a large dose of the salt, say two or three grammes, in potion

;

or, if the stomach will not tolerate the potion, give it in enema : this

dose must be repeated for five or six consecutive days, till the

symptoms are arrested.

As soon as the danger is quite passed, it ceases to be necessary to

give the remedy in such high doses. You then, resuming the medi-

cation suitable in simple intermittent fever, according to the method
which I have pointed out, give cinchona in preference to sulphate of

quinine, and continue it for one or two months—eight grammes
every morning.
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Simple maskedfevers—neuralgic affections and neuroses masking

marsh fever—demand a special treatment, in this sense, that the

disease being out of its usual ways, is more difficult to suppress.

Though the indications are the same in these cases as in ordinary

intermittent fevers, in respect of the medication to be employed, that

medication must be more active, and it is specially necessary to

continue it for a longer period. Thus, the doses of cinchona or sul-

phate of quinine, which must be administered immediately after the

paroxysm, require to be stronger than those employed to cut short a

regular intermittent : and it will often be necessary to continue them

for five or six days in succession so as to put an end to the symptoms.

When they have been got rid of, it will still be requisite to persevere

for a long time in the use of the same means, observing always the

rules which I have laid down for your guidance.

Hitherto, I have only spoken of cinchona and the sulphate of

quinine; but there are other substances derived from the bark, and

one in particular, which merit special notice. The substances to

which I refer are cinchonine and its salts, particularly the sulphate

of cinclionine : they unquestionably possess, the febrifuge properties

of the preparations of quinine, but in a very inferior degree. To

attain the same results from their use, it is necessary to give them

in doses twice as large. There is also quinium, or the alcoholic ex-

tract of cinchona (prepared by the lime process),1 a medicine recently

introduced into the materia medica by MM. Delondre and Labar-

raque, a substance which differs little from crude quinine, to which

I must now briefly call your attention.

Crude quinine [quinine brute'], as much a febrifuge as sulphate of

quinine, has certain advantages over it, with which it is important

that you should be made acquainted.

Its tastelessness renders it peculiarly valuable in the treatment of

children, as it can with the greatest ease be administered without its

being perceived, while it is impossible to disguise the bitterness of

the sulphate of quinine. It is of resinous consistence, and softens

with the heat of the fingers, in such a way that it can be reduced

into the form of exceedingly minute pills, which can be easily swal-

lowed in soup or preserves. Its dose is the same as that of sulphate

of quinine.

I have not said anything to you regarding the succedanea of cin-

1 See the Bulletin de V'Academic de Mcdecine. Paris, 1857, T. xxii, p. 1008.
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ehona : nor should I now refer to the subject had I only to mention

alleged specifics, such as salicine, olive, alkekenge, and sea- salt, for

they do not merit detailed notice ; but arsenic is a remedy which

does not belong to this category. It was long ago employed in the

treatment of intermittent fevers ; and has been reinstated in its place

of honour by my lamented confrere, Dr. Ch. M. Boudin, 1 whose

successes have been confirmed by the successes of many other prac-

titioners, who have been zealous in making them known through the

medical press.

Such of you as wish for information regarding the history of this

method of treatment, I refer to a chapter which Dr. Pidoux and I

have dedicated to that subject in our treatise ' On Therapeutics/ 3

Por the present, I shall confine myself to a statement of the rules

which Dr. Boudin has laid down for the administration of his lauded

remedy.

The following is the substance of his rules : to begin the treat-

ment by prescribing an emetic consisting of one gramme of ipecacuan,

and ten centigrammes of tartar emetic, with, a view to combat the

concomitant gastric disturbance, and the absence or diminution of

appetite : then, to give the arsenious acid in frequent small doses,

taking care that the last of them is administered two hours at least

before the time at which the paroxysm is expected : to proportion

the dose to the special character of the fever, which varies with the

locality, the season, and the individual,

The dose is a milligramme, or half a milligramme, of arsenious

acid, that is one gramme or half a gramme of the following

solution :-

—

Arsenious acid i gramme.

Distilled water .... iooo grammes.

As a precaution, it is indispensable to boil this solution for a quarter

of an hour.

Fifty grammes of this solution represent five centigrammes of ar-

senious acid. The desired dose is mixed with an equal quantity of

wine, infusion of coffee, or water.

This medicine may be administered equally well during the apy-

1 Boudin : Traite des Fievres Intermittentes, Remittentes, et Continues

des pays chauds et des contrees marecagneuses, et de leur traitement par les

preparations arsenicales. Paris : 1852.
2 Second volume, p. 366 of the seventh edition.
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rexial day and the day of the paroxysm : the medication ought to be

continued during a period proportionate to the time the disease has

existed, and the greater or less degree in which it has resisted ante-

rior treatment. In fevers of the first invasion, it ought to be con-

tinued for at least eight days after entire cessation of the paroxysms.

In old and obstinate fevers, it is often necessary to prolong the use

of the arsenious acid for thirty, forty, or fifty days, or even for a

longer period.

The tolerance for the remedy is very variable in different indivi-

duals, and it likewise varies in the same person, diminishing for a

time, and then becoming reestablished as before. A particular

patient, who at the beginning of the treatment bore very well five

centigrammes of arsenious acid, is unable to tolerate this dose two or

three days afterwards, when the paroxysm is cut. The signs of this

intolerance are nausea, headache, and impaired appetite; or the

manifestations of intolerance may occur in a higher degree—in

vomiting and diarrhoea.

It is necessary to follow attentively these oscillations of tolerance,

so as to diminish doses with diminution of tolerance. It often

happens that we are obliged to give the medicine by the rectum, by

which mode of administration, the patient supports five, ten, or even

twenty centigrammes of arsenious acid, when unable to bear one

centigramme by the stomach.

From diversity of idiocyncrasy, it is very difficult to determine

beforehand the doses which will be required to effect a cure. Dr.

Boudin has often cut short a fever by one milligramme : in other cases,

he has found it necessary to raise the dose to five centigrammes or

more within the twenty-four hours.

One of the essential conditions of this treatment, is to keep the

patient upon a diet as substantial and abundant as possible, the only

limits being his appetite and digestive power.

You perceive that Dr. Boudin's treatment does not consist in

substituting arsenic for cinchona, but in carrying out a complex

medication, in which arsenic sets up an arsenical in opposition to the

paludal diathesis, and is seconded by two powerful therapeutic

agencies, viz., emetics given to combat the gastric disturbance and

accelerate a restoration of appetite, and an alimentation which will

shorten the period of convalescence, combat the tendency to relapses,

and prevent many consecutive accidents apparently connected with an

impoverished state of the Hood.
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In the treatment by cinchona, the accidents are combated by the

cinchona, with which we alternate ferruginous preparations. In

cases in which there is paludal cachexia, certain mineral waters, parti-

cularly those of Pougues, contribute usefully to the cure.

Under the influence of the arsenical treatment, as also under the

influence of the other medications which I have brought under your

notice—the preparations of iron, cinchona, and alcaline ferruginous

waters—engorgements of the spleen, and other visceral engorgements

disappear. Moreover, experience convinced Dr. Boudin that re-

lapses occur much less frequently in individuals who have been

treated by arsenic, than in those treated by sulphate of quinine. It

remains to be ascertained whether the treatment by sulphate of

quinine was carried out according to the good method which I have

been teaching you, in the cases thus brought into comparison by

Dr. Boudin.

Arsenic, like quinine, will be found an excellent prophylactic. As

such, Dr. Boudin recommends it to be given in very small doses daily

of about one milligramme.

Let me remind you, Gentlemen, in conclusion, that in recent times

alcoholic liquors have been announced by Dr. J. Guyon as excellent

succedanea for cinchona. I can give you no decided opinion as to

the value of this kind of medication, which I have never had occasion

to try. I may state, however, that one of my hospital colleagues,

Dr. Herard, physician to the Lariboisiere hospital, tells me, that he

has obtained wonderful results from it, particularly in a man suffering

from African fever. A glass of pure rum, administered at the

beginning of the paroxysm immediately subdued the shivering and

cut short the symptoms. In a woman, however, who had contracted

intermittent fever in one of the departments of Prance where such

fevers are endemic, a similar experiment completely failed*



LECTURE LXXXVI.

RICKETS.

History.—Age at which Rickets usually shows itself.— General

Appearance of the patient.—The disproportion betiveen the size

of the head and the smallness of the stature must not be con-

founded with what is seen in hydrocephalic persons.—Rachitic

Deformities.—Order in which they occur.—Mechanism of their

Production.—Fractures.—Anatomy and Physiological Patho-

logy of Osseous Lesions.—Three Periods : period of fluxion and

effusion : period of softening and transformation : period of re-

constitution and consolidation.—A Fourth, consumption, may

replace the thirdperiod.

Gentlemen :—Towards the middle of the 17 th century, in the

year 1630, the English mortuary tables,, make mention, for the first

time, of a disease, which the oldest inhabitants and the oldest prac-

titioners of England did not remember to have seen prior to that

date. It was called by non-professional persons " the rickets," a

term probably derived from " riquets," a word which in the Norman

idiom of that period was applied to persons hump-backed or other-

wise deformed.

Immediately afterwards, cases presented themselves in such num-

bers as to attract general attention. Several physicians who had had

the best opportunity of studying them, met to communicate to one

another the results of their observations ; subsequently, three of the

number, Glisson, Bate, and Eegemorter were entrusted with the

classification of the documents which had been collected. After-

wards, to give greater unity to the editing of the reports, Glisson

undertook the task of writing the history of this singular disease,

regarding: which no trace could be found in the authors of the time,

by the most attentive and erudite research. I cannot give the date of
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the first edition of Glisson's book; but I know that the second

edition appeared in 1650. The work, which is written in Latin, is

entitled " De Kachitide ;" and rachitis is the translation into French

of the name of the disease.

It matters little whether the name has or has not any claim

to a scientific origin, whether Glisson, as has been said, struck with

the deformity of the vertebral column in the majority of subjects,

went to the Greek in search of his etymology

—

voaog Trig pa^ziog

(disease of the rachis) out of which he made paxfrig, just as from

voaog tCjv nXtvptov (disease of the pleurae) is formed TrXevpirig pleu-

risy—or whether the term was adopted simply to recall the vulgar

appellation, rickets. The name is good, and ought to be preserved

;

for, according to the judicious remark of Yan Swieten, "satis

distincium est abaliorum synvptomatum et morbonim nominibus,

simulque satis facile pronunciatu est, nee difficulter memoria

retinendum"

It has long been, and is now a question of discussion, whether this

disease which all at once made so much noise in England was really

as new as was supposed by Glisson and his fellow-workers. Van

Swieten—who ought always to be consulted when we have to clear up

an obsenre point—adopts the views of the English physicians,

devoting a long commentary to the controversy. A few years ago,

Dr. Beylard, one of my old cliefs de clinique, reviewing numerous

works prior to his own, comes to an entirely different conclusion.

"Without at all questioning the merit which pertains to Glisson, he

says that the disease was well known before that physician'3 day;

and he goes back to Hippocrates and Galen (without whom it

appears a history of rickets would be incomplete) for allusions to

rickets. .Then, skipping over ages, and coming down to the seven-

teenth century, Dr. Beylard cites Whistler, a German, as the author

of a memoir on the same subject, and of earlier date than Glisson's

work. It is true that this memoir was printed at Leyden in 1645,

five years consequently, before the second edition of the English phy-

sician's treatise ; but it is allowable to suppose that his first edition

was published anterior to the memoir of the German and might even

have been known to him.

Gentlemen, as you can understand, it is not easy to exhaust dis-

cussions of this kind. If rickets have always existed, it is astonishing

that a disease so strikingly evident, and so well deserving of the

attention of physicians, should not have been the subject of more
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detailed notices than those accidentally met with in the writings of

past centuries. However, once the alert was sounded, rickets, or

the morbus anglicus, as it was called on this side of the Channel, was

soon pointed out in the different countries of Europe. In Germany,

it was described under the name of articuli duplicati : in France, it

was vulgarly called tfiartre, an old French word synonymous with

prison (Lat. castrum), and which conveys the idea of the patients

being imprisoned in an affection depriving them of the liberty ofmove-

ment : it is also called nouure des jointures: speaking of rachitic sub-

jects, they are said to be tied up {nones'], an expression still current.

Whether rickets wras or was not a new disease in the time of

Glisson, whether he was or was not the first to speak of it, he

had not the less the undoubted merit of having described it with such

accuracy as to leave very little to be added to complete his picture.

Since Glisson wrote his work on rickets, numerous works on it

have appeared. You will not ask me to give you a list of them. I

shall only mention the authors of the more remarkable : among the

older authors, are Duverney, J. L. Petit, and Levacher de la Eeutrie

:

among the modern, are Rufz, Jules Guerin, and finally Dr. Beylard,

who has, in his thesis, given the most complete analysis of the subject

which we possess. 1

Having established these preliminary points, I now proceed to the

history of rickets examples of which occur in several children now
in Saint-Bernard's ward.

Besides these living examples, I place before you plates taken

from Dr. Beylard's thesis, which are faithful representatives of in-

dividuals almost all of whom I saw. I will also show you the

skeleton of a young rachitic girl, who died in my wards of the

Hopital des Enfans, so that you may be able to form as exact a

conception as possible of the effects produced by the disease, and

that you may the more easily fix in your minds the views which I

shall now endeavour to present to you.

Rickets is a disease of early infancy : it generally supervenes at

the epoch of dentition, that is to say, towards the end of the first

year of life, or during the first six months of the second year. All

1 Rufz:—Gazette Medicale de Paris : 1834.

Guekin (Jules) :—Memoire snr le Rachitis : 1839.

Beylakd :—Du Rachitis, de la Eragilite des Os, de l'Osteomalacie. [These

de Paris : 1852.]

4
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authors agree on this point ; but all likewise concur in admitting,

that, in exceptional cases, it shows itself both before and after the

period now indicated, and that instances occur in which it is con-

genital. Without at present speaking of osteomalacia, the rickets

of adults and aged persons, to which I shall devote some special para-

graphs, the two cases, pictures of which I now show you, are

examples of rickets supervening in the second period of childhood.

Such cases are of very rare occurrence j for in 346 cases collected

by Dr. Jules Guerin, he found only five in which the disease was

developed in persons between five and twelve years of age. Make

particular note, Gentlemen, that the only question is as to the epoch

at which the disease declares itself; for when rickets is arrested in

its progress after having acquired a certain intensity, the lesions

which it has produced often remain and are incurable, continuing

for life, so that the unfortunate sufferers retain horrible deformities,

the marks of the malady from which they have been long free, just

as a person who has had Pott's vertebral disease, will retain an

irremediable gibbosity, although the caries which destroyed the

vertebrse had been arrested for a long time, and the bones had even

become partially restored.

Upon looking at a young rachitic child, one is struck with its

attitude, its physiognomy, and the disproportion between its stature

and the size of its head.

While a child of the same age, whether in its cradle or in its

mother's arms, sits up willingly, and likes to move about its little

limbs, the behaviour of the rachitic child is very different. It always

keeps the recumbent position, whether in its bed or whether it be

held in the arms. Whenever an attempt is made to change this

position, should it even be to give it the breast when it is very

hungry, it utters plaintive cries, as if it dreaded the pains which the

pressure of the hands wras about to occasion, and of which the

experience of the past is remembered. The child suffers ; and is

not pacified till gently and fittingly held in the nurse's arms. When
one attempts to make it stand up, it complains even more, and

avoids supporting itself on its legs, so great is its debility, and so

exceedingly sensitive are all its members.

Were we to judge by stature, we should suppose it younger than

it really is. In its huddled up state, at two years, it hardly looks

more than six months old. The little boy, whose picture I now
show you, is twelve years of age, and he is not one meter in stature



RICKETS. 51

or in other words, has not attained the height of a child of three

years.

Along with the diminutive height, there is a head of abnormal

bulk. The forehead projects. The coronal and parietal pro-

tuberances are prominent. The top of the cranium is flattened in

consequence of the separation of the parietal from the temporal

bones, and the retroversion of the occipital bone. The fontaneiles

are abnormally open. This fact

—

the persistance of thefontaneiles—
has, in my opinion, a great significance. When I find this con-

dition in a child at or above two years of years, I look upon it as

a feature characteristic of rickets, even though no other sigu be

present.

As you are aware, Gentlemen, at birth, the cranium is still soft,

and its ossification very little advanced towards the arch, which

presents membranous spaces

—

the fontaneiles—which separate the

pieces constituting the lateral and superior parts of the cranium.

You are also aware, that these membranous spaces are the seat of

an ossific process which proceeds more or less quickly, but which,

in general, is terminated towards the end of the second year, the

cranial vault being then completely closed.

When at birth, ossification has already taken place, and when,

consequently, no fontaneiles exist, or when the process of ossification

is accomplished with more than usual rapidity, the fontaneiles

closing during the first months of extra-uterine life, the individuals

sometimes remain microcephalous, and this microcephalism is coin-

cident with idiocy. The impediment presented to the free evolution

of the encephalon emprisoned within its unyielding osseous walls,

explains, to a certain extent, the arrested development of the intel-

ligence and of all the cerebral functions. When, on the contrary,

the fontaneiles are late in closing, and the brain can, consequently,

become more easily developed, there is greater development of the

faculties of which that organ is the seat.

Dr. H. Roger has shown that ossification of the fontaneiles takes

place between the ages of fifteen months and three years and a half;

that is to say, that it is exceedingly rare for it to be seen at fifteen

months, and that it is always seen at three and a half years. In a

normal state, the occlusion of the anterior fontanelle is completed

between the ages of two and three. Rickets, and hydrocephalus

retard or hinder this ossification—the one by impeding the deposit

of osseous molecules in the fibro-cartilaginous tissues, the other by
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exerting an excentric action on the cranium, the sutures of which

are thereby separated.1

The same accomplished physician has shown, that of all the affec-

tions of childhood rickets is that in which the blowing sound is

most frequently heard over the sutures. In forty-seven rachitic

children having open fontanelles, Dr. H. Eoger noted the cephalic

blowing in thirty, the blowing being intense. In ten cases in which

it was absent, the rickets was either found in a slight degree, or

did not exist. Consequently, says Dr. Roger—"from its great

frequency, cephalic blowing may be regarded as a sign of rickets.'"2

Previously, MM. Rilliet and Barthez, in accordance with Dr. Roger,

and in opposition to the assertions of Dr. Fisher of Boston, had

stated this blowing sound to be frequent in rickets, and rare in

hydrocephalus : not being, however, always wanting in the latter, Dr.

Roger remarks, that its absence or presence cannot be looked upon

as an absolute differential sign.

Gentlemen, you must beware of mistaking that which occurs in

rachitic, with that which occurs in hydrocephalic subjects in whom

the head has a size disproportionately large to the rest of the body.

In hydrocephalic subjects, on the contrary, the anomalous size of

the cranium is coincident with atrophy, and not with development,

of the brain. The intra-ventricular serous effusion, the cause of the

increased dimensions of the head, before producing separation of

the osseous parietes and enlargement of the fontanelles, has begun

to compress, from within outwards, the cerebral mass, effacing the

convolutions in such a way, that when the effused fluid has been

evacuated, microcephalism is found.

These are very important distinctions, because they explain the

differences in development of the intellectual faculties in hydro-

cephalic and rachitic individuals. Whilst the former

—

hebetes et

oblivion—present all the characters of idiocy, the rachitic, these

little suffering creatures who are unable to move without assistance,

generally possess a greater intelligence than other children of the

same age:

—

-prematura ingenii, acwmine et sensuum sincero exerciiio

a cocetanis distinguuntur.

Their physiognomy, so often stamped with sadness and suffering,

their expression of countenance, their way of speaking, all denote

an advanced development of the intellectual faculties.

1 Roger:—Bulletin de la Societe Medicate des Hopitaux : T. IV, i860.
2 Roger :—Recherches Cliniques sur 1'Auscultation de la Tote : i860.
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But that which still more imparts to the physiognomy a peculiar

stamp, that which makes the rachitic subject appear older than the

small stature indicates, older indeed than the real age, is the con-

formation of the maxillae, which, like the rest of the skeleton, are

subject to the evil influence of the malady, which produces a great

effect on the process of dentition.

I have already pointed out to you in a previous lecture1 the

influence of rickets on dentition : I must now revert to that subject.

"When dentition has not commenced before the disclosure of the

malady—which is very unusual—the evolution of the teeth is almost

indefinitely retarded, and when it has commenced, it is interrupted.

When the teeth have come forth, they become carious and black, as

was pointed out by Glisson; they likewise become loose, and are

ejected from their sockets.

This statement you can verify in the cases of the children now

under your observation in the wards.

One of them, a year old, has not as yet got one tooth : another,

sixteen months old, has only two : a third, twenty months old has

only eight, though rachitic in a slight degree and late in becoming

rachitic, not being affected with the malady till less than four

months ago. If you had an opportunity of observing the future

of these children, you would see their teeth fall out ere they attained

three or four years of age.

I have stated the general rule ; but there are cases in which the

teeth remain till the period of the second dentition.

I consider this arrest in the progress of dentition as a phenomenon

of so much importance, that when an infant of a year old suffers

from teething without any teeth appearing, I snspect that rickets is

threatened.

When the disease has attained a certain degree of advancement,

we find, on stripping the patient, that there is deformity of the trunk

and limbs.

The chest presents a very extraordinary conformation. Flattened

laterally below the axillae, it projects anteriorly, presenting in front

the appearance of the keel of a vessel, the patient being, as is

vulgarly said, chicken-breasted : instar carince navis aut pectoris

gallina. In place of being convex throughout, the chest is convex

in front, but sunk in and hollow at the sides : if you apply a straight

1 Volume iv : p. 157.
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ruler to the lateral parietes, and let it fall from a perpendicular line to

the bottom of the concavity, it will be found to measure three, four,

or five centimeters in depth. At the junction of the ribs with the

sternal cartilages, there are small nodulated projections, which, from

their globular form and mode of arrangement, have been compared

to the beads of a chaplet. This is what has been termed the rachitic

chaplet, the knots of which are formed by swellings of the sternal

extremities of the ribs. The appearance of this chaplet is one of

the earliest phenomena of rickets.

The flattening of the chest, and its consequent contraction, are

only conspicuous from the third to the ninth rib. Although the

upper part of the chest may seem to be equally contracted, in

reality it has not lost capacity in that situation, as is easily perceived

by looking at the skeleton of a rachitic person. The appearance

which is so deceitful in the living subject, arises from the shoulders

being approximated to one another by shortening of the clavicules,

which bones instead of being like an elongated letter S (as in the

healthy subject) are like a flattened S.

From the ninth or tenth rib, the thoracic cage at once enlarges,

so as to resemble an inverted pelvis in which are lodged the

abdominal viscera.

Posteriorly, the natural concavity of the cervical region of the

vertebral column is exceedingly increased, while the convexity of the

dorsal region makes an anomalous projection—a gibbosity of a more

or less decided character.

This deformity, this diminution in the capacity of the chest, pro-

duces, as you may suppose, embarrassed respiration, and by a

mechanism which it is interesting to study.

During inspiration, the diaphragm descends, and the ribs rise, so

as to produce a tendency to a vacuum in the cavity of the chest. But

at the same time, the inspired air passing through the trachea and

bronchial tubes into the pulmonary cells, distends them to such a

degree that the lungs are constantly in contact with the costal walls.

There is, therefore, pressure exerted from within outwards by the

inspired air, but pressure, insufficient to bring to an equilibrium the

opposed pressure of the atmosphere : in the normal state, the want

of equilibrium is compensated for by the resistance to the external

atmospheric pressure presented by the osseous and muscular cage in

which the lungs are enclosed. The history of penetrating wounds

of the chest shows us what happens when the external air can enter
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the pleural cavity through an opening in the parietes of the chest

:

the lung is squeezed up on itself, the contained air being unable to

contend against that which is pressing upon the outer surface of the

lung. Suppose that the unperforated thoracic wall does not offer a

sufficient resistance, that which happens in rickets will happen. The
pressure of the atmosphere acting with equal energy on all parts of

the chest, but posteriorly, the ribs, whilst they are supported by the

vertebral column, resisting this pressure, and anteriorly, where they

are supported by the sternum, the ribs, soft and flexible, bend inward

at their middle. Hence results that subaxillary flattening of which I

have just been speaking, whilst the sternum is projected forwards, and

the dorsal portion of the vertebral column, projected backwards,

forms that gibbosity with a very long diameter observed in the

rachitic, a gibbosity very different from that met with in Pott's dis-

ease. It follows, at the same time, that while that transverse

diameter of the thorax diminishes, its antero-posterior diameter

increases.

Though the flattening is limited to the lateral parts of the thorax,

while the upper part retains nearly its normal aptitude, and the

lower part is dilated, it is at that upper part, the ribs, particularly

the first, are stronger than those which follow : this arises, in the

first place, from their being more protected in that situation than

elsewhere by thick muscles, and secondly, from the clavicles being

placed, like two buttresses, between the sternum and scapula.

Though the base of the chest is dilated, that arises from its being

supported by the liver on one side and the spleen on the other,

which viscera are themselves supported by the mass of the intestines,

generally much developed in rachitic persons : the diaphragm also

here plays its part. Gentlemen, you know that the beautiful electro-

physiological experiments of Dr. Duchenne (de Boulogne) 1 have

explained the action of the diaphragm in respiration. During the

inspiratory movements, it rests on the organs contained in the abdo-

men, and in contracting, it raises and throws outwards the lower ribs

upon those to which it is attached. Now, from the time when the

superior costal respiration becomes embarrassed by the contraction

of the chest towards its middle, the increased diaphragmatic breathing

becomes supplementary : from an abnormal increase in the frequency

1 Duchenne :—De FElectrisation Localised et de son application a la patho-

logie et a la therapeutique : 2me edition : Paris, 1861.
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of the movements of the diaphragm, there results a dilatation—

a

persistent dilatation— of the base of the chest.

This abdominal respiration is a phenomenon to which T wish to

call your special attention. Should you observe it in a child other-

wise well, and free from fever, the probable existence of rickets

ought to suggest itself to your minds.

The embarrassment of the respiratory functions, which leads to

embarrassment of the circulation (particularly of the venous circula-

tion), explains to us the enlargement of the subcutaneous veins, par-

ticularly those of the head, which Glisson pointed out as usually oc*

curring in rachitic persons.

The embarrassment in the circulation perhaps also explains the

profuse sweating, so common an epiphenomenon in the disease of

which I am now speaking.

The base of the chest is confounded in appearance with the abdo-

men, the volume of which is much greater than natural in individuals

of the same age : this abdominal enlargement often misleads not

only the family of the patient, but also inexperienced physicians,

leading them to believe in the existence of the affection known under

the name of tabes mesenterica [carreau], constituted by tuberculous

adenitis of the mesentery, or tuberculous peritonitis, both of which

affections are essentially different from rickets.

On palpation of the abdominal viscera, we iind that the liver and

spleen pass far beyond the margin of the false ribs under which they

lie. There is increased resonance, on percussion, over the whole

abdomen, due to great flatulent distension of the intestines. Some-

times, however, there is dulness in the lower and lateral parts of the

abdomen : this dulness occurs along with fluctuation, and reveals a

certain amount of effusion into the peritoneum. Cases of this kind

are rare ; and a great amount of ascitis is never met with. This is

a fact which was noticed by Glisson, by whom none of the symptoms

of the disease seem to have been overlooked.

The liver and spleen are not enlarged, though they pass beyond

the margins of the false ribs. Their prominence in the abdominal

cavity depends upon their being pushed down by the contraction of

the thoracic cage. It is, therefore, a mistake to believe that there

is hypertrophy of the liver in rickets : nevertheless, this erroneous

belief is so common that large-livered {enfant au grosfoie—magno-

hepate) is a synonymous term with a rachitic child. I myself long

participated in this error, and, twenty years ago, when I published
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Hiy views on tickets, deceived by appearances, I inscribed hyper-

trophy of the liver and spleen among common incidents of the dis-

ease. Later researches, and more minute study, convinced me that

this hypertrophy was, on the contrary, an exceptional occurrence,

and that the organs in question were only displaced in rickets.

The increased bulk of the belly in rachitic subjects is therefore due

to the pushing down of the viscera contained in the abdomen—which
viscera in a normal state are concealed under the ribs. It is due to

that cause, but, also, even more, to the gaseous distension of the in-

testines : it also arises from the digestive apparatus itself being much
more developed in these young persons than is natural in subjects

of similar age, a fact which Glisson explains by rachitic persons

being usually very large eaters, the same result taking place in them
as in those animals which eat daily a great bulk of food.

This voluminous belly has as its base a pelvis which has undergone

modifications, the development of which, as well as of the abdominal

viscera, it partly explains. Thus, while the cavity of the true pelvis is

contracted, the large pelvis has, on the contrary, a greater capacity.

The bones which enter into its formation being flattened and turned out-

wards, the iliac fossae are consequently widened. This depends upon
softening of the bones of the pelvis, in common with all the bones of

the body, as part of the disease. The iliac bones yield to the pressure

of the intestines, which, although they do not press strongly, exert a

continuous pressure on these bones, which is augmented almost every

moment by the respiratory movements. In this way, the greater

pelvis becomes spread out, and this spreading out contributes to the

contraction of the lesser pelvis, the ischia being approximated by

the see-saw motion which gives them an inward bias j while, at the

same time, the iliac portion of the greater pelvis is pushed outwards.

This approximation of the ischia, which is promoted by the pressure

of the femurs, leads to a change in the relative position of the coxo-

femoral articulations : the cotyloidal cavities, which necessarily

follow the ischia, approximate in the median line, their openings,

being directed downwards and a little inwards, in place of outwards

and forwards as in their normal state.

The anomalous development of the abdomen, coincident with nar-

rowing of the upper part of the chest, and a great increase in the

size of the head, give the rachitic body a gourd-like form, a sort of

figure 8 shape, if you will allow me to make such a comparison. To
this deformed bodv are attached members the deformities of which
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are not less remarkable. Of course, I am now speaking of cases of

rickets in which the disease has considerably advanced.

The thighs, separated from one another, form two arches, their

concavity being directed inwards and a 'little backwards, the con-

vexity being outwards and forwards. The legs have also lost their

natural straightness. But this deformity almost invariably present

in the thighs, where it is an exaggeration of the natural curve of the

femurs, varies in the legs, not only in different individuals, but even

in the same individual. In general, for example, before a child has

begun to walk, the concavity of the curvature of the legs is directed

forwards and inwards, in such a way, that the knees are widely sepa-

rated from one another, and that the lower extremities, curved in their

whole length, form, as the saying is, a parenthesis. "When the

children have walked, the deformity is constituted in the reverse

manner, the concavity of the tibia and fibula being directed from

without backwards, so that the knees approximate and the individuals

are crook-kneed. In other cases, one of the two legs is bent out-

wards, and the other inwards, so that they fit into each other, so to

speak ; or they describe angles, arches, and ^J shapes.

The same occurs in the upper extremities, with this difference,

that the deformity is nearly always the same in the inferior, and

varies much in the superior segment, the opposite of that which

occurs in the lower extremities, as those just pointed out. Thus,

almost invariably, the curved forearms have their concavity directed

towards the palmar aspect of the hand, their convexity correspond-

ing with the dorsal surface, whilst, although the arm is usually

curved in the same direction, that is to say, concave forwards and

inwards, convex backwards and outwards, it is not uncommon to

observe an opposite arrangement, the humerus having its concavity

backwards and outwards.

As I have already said, and as we shall see by and by, these

deformities are due to softening of the bones : so great is the soften-

ing, that when one tries to bend the limbs in their continuity, very

great flexion is the result. We must take care in this bending of

the bones, to use great caution, otherwise we may produce fractures.

The articulations have undergone great changes. In the wrists

and ancles, for instance, where these alterations are more manifest

than elsewhere, there is visible at a glance, a considerable swelling

of the articular extremities of the bones. It seems as if at the

ioints, a little above or a little below them, the limbs have been
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strongly bound round, so as to place them in the condition of trees

the trunk and branches of which are strangled in such a way as to

cause the formation of knots. This articular swelling is so constant,

and at the same time so significant a condition, that the disease

derives its vulgar name

—

nomire—from this peculiarity. This con-

dition, which often appears at the commencement of rickets, prior to

any other deformity, is the result both of this swelling of the ends

of the bones and of the relaxation of the ligaments, the latter being

sometimes so great as to permit the articular surfaces to separate

from one another under the influence of even moderate traction,

and that on fixing, for example, the fore-arm or leg, one can bend

the hand or foot so as to cause them to describe a semicircle on their

axis, the palmar aspect of the hand being brought into a line with

the ulnar margin of the fore-arm, and to turn the foot from one

side to another, the dorsal aspect being directed either inwards or

outwards.

The relaxation of the ligaments which exists alike in the vertebral

articulations, in the sacro-lumbar and sacro-pelvic articulations,

combined with the softening and extreme sensibility of the

bones, explains why rachitic children are so long in being able

to walk, and why they are obliged to maintain the recumbent

position.

Such, Gentlemen, is a picture of the characteristic deformities of

rickets, a picture which you will find has an infinity of varieties : in

some subjects, it will be as complete as I have presented it to you,

and in others, some of the details which I have delineated will be

wanting.

The deformities are the more striking, that they coexist with great

emaciation. The muscles lack that firmness which they possess in

healthy persons : both their bulk and power is diminished : lorositas

musculorum minuitur ultra quam credi potest. The cellular tissue

which surrounds them is not filled with that hard thick fat which

gives roundness to the form in healthy young children. The skin,

shrivelled, flabby, and sallow, like a half-empty bag, covers the

atrophied muscles, which form the only separation between it and

the stunted, twisted bones.

Pursuing this subject still further, let us now study the order of

succession in which the deformities of the lones are produced : let us

endeavour to discover their causes, and explain their mechanism. We
shall not, for the present, enter upon the pathological anatomy of
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rickets, but confine ourselves to what takes place in the living

patient.

Dr. Jules Guerin, to whom science is indebted for remarkable

and important researches connected with the subject now before us,

has established the law, that rachitic deformities are always produced

from below upwards, that is to say, that their first seat is in the

lower extremities, that they appear first in the legs, then, in succes-

sion, gain the thighs, pelvis, vertebral column, and thorax, affecting

last of all the upper extremities. So decided is his opinion on this

subject, that he goes the length of asserting, that "all isolated

deformities in the upper parts of the skeleton, in the vertebral

column for example, when there is no deformity in the lower parts,

are not due to rickets." This proposition is much too absolute.

It is true, as a general statement, in respect of rickets in adults,

although many exceptions occur : it is true, to a certain point, in

respect of children who have begun to walk : but it is false, entirely

false, when applied to very young children. In the latter, the de-

formities supervene in an inverse order to that indicated by Dr.

Guerin. In them, they begin in the chest, trunk, and upper extremities.

These differences in the order of succession in which rachitic

deformities occur, according to whether the individuals have or have

not begun to walk at the epoch of the invasion of the disease, are

explained by the causes themselves which produce them. These

causes are pressure exerted continuously upon the softened bones,

whether it be on the chest, in the manner I have explained to you,

by the column of atmospheric air which surrounds it, or whether it

be on the limbs or vertebral column by the weight which they have

to support : this pressure, and the incessant action of the muscles

inserted into the different points of the levers constituted by these

bones, cause the deformities.

These causes acting together produce the double effect, at least

upon the limbs, of producing a tendency to settling most marked in

the short bones, a tendency to increase the natural curvatures speci-

ally marked in the long bones, and more decided in one direction

than in another according to the disposition of the muscular appa-

ratus in relation to the lever upon which this power acts, and ac-

cording to the power and continuity of muscular action.

Let me explain myself. The muscular masses applied directly to

the femur—for example, the biceps and crural triceps which envelope

it, tend, by contracting in a line parallel to the great axis of that
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bone, to become shortened, to be huddled up on itself, when owing

to the softening from which the patient has suffered, it no longer

offers a sufficient resistance. On the other hand, the abductor mus-

cles of the thigh, and those which flex the thigh on the pelvis, much

more powerful than the abductors and extensors obliquely inserted

at different points in the lower part of the thigh, tend to bend it, by

approximating its upper and lower ends to one another, thus acting

like the string of a bow. The result is an increase of the natural curve,

which, in a normal state, is directed inwards and a little backwards.

In the fore-arm, the mechanism is similar : the most powerful mus-

cles, those situated on the anterior part of the member, and obliquely

inserted in the lower parts of the radius and ulna, tend to bend these

bones towards the palm of the hand, while the deep seated muscles,

acting in a direction parallel to the axis of these bones, tend to

huddle them together. Here, on the contrary, where, as in the legs

and arms, the opposing muscles nearly antagonising one another, the

deformities of the bones do not admit of being reduced to rule, and

are completely subordinate, either to the pressure on the bones from

without, or to the pressure exerted by the parts which they

support.

This effect of the contraction of the muscles, which, combined

with the effect of pressure, may be such as to break the bones, is

very decided in the clavicles, which yield to the action of those mus-

cles of the chest and back which are inserted in the clavicle and

humerus and draw the shoulders towards the median line.

These, Gentlemen, are facts which to be understood, require only

to be stated. You can also understand, without its being necessary

for me to enlarge on the point, the manner in which pressure acts.

I say nothing of what takes place in the chest, having already

treated that part of the subject at sufficient length. I shall only

allude to what takes place in the limbs and vertebral column : the

latter is shortened from the squeezing up of the vertebra?, and is, at

the same time, bent on itself in the direction of its natural curves,

which, consequently, are increased.

You can understand from what I have said, why the osseous

deformities are produced in so different an order of succession

according to the age at which the individuals become influenced by

the disease.

A child of fifteen or sixteen months is seized with rickets, some

time after it has begun to walk. Its bones undergo progressive
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softening : those of the lower part of the body, which, when the indi-

vidual is standing, support the entire weight of the body, are neces-

sarily the first to become deformed. In these cases, the deformities

take place in accordance with the law laid down by Dr. Guerin

:

the legs are affected in the first instance, then the thighs, pelvis, and

vertebral column.

But in a child which has not yet walked, matters proceed differ-

ently. As it is always lying, its inferior extremities are not subjected

to the pressure under which they yield in the other case. The only

pressure which the body has to support is that of the surrounding

atmosphere, a powerful and constant pressure which the thorax cannot

resist, its osseous frame-work being softened. Hence it is, that in

very young children, the first observed deformities characteristic of

rickets are those of the chest.

Now comes the question :—How and why is it, that in a very

young child, the upper extremities become deformed before the

lower ? The mother of one of our little patients has explained this

to you :— " My child,"" she said, " cannot stand ; and to enable him

to sit down, he requires to rest on his hands." In this statement,

you can at once perceive an answer to the question : we have, in

fact, something very similar to that which I have just been telling

you takes place in the walking child. The bones of the arm and

fore-arm, which serve as a point of resistance, as the supporting

basis of the whole of the upper part of the body, yield, in con-

sequence of their softened state, under the weight they have to

sustain.

I have been telling you, that under the pressure exerted on them,

combined with muscular action, the bones of rachitic subjects may

be broken : I may add, that an abrupt movement is sometimes suffi-

cient to occasion such fractures. This is a not unfrequent compli-

cation of rickets. It is not unusual to find numerous fractures in

the same patient—several bones broken, or the same bone broken in

several places. When I go into details relative to the pathological

anatomy of our subject, I shall have to examine the mechanism of

these fractures. Tor the present, bear in mind, that they often

remain unknown to the relations, and even to the physician. On the

one hand, the slight cause which often produces them, the usual

presence of pain in the limbs, and its small increase at the time of

the accident, make its occurrence pass unperceived : on the other

hand, when we do suspect the occurrence of the accident, the
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diagnosis remains very obscure, for a reason which I am now going to

state. The deformities due to displacement of the fragments, when

there is fracture, are difficult to distinguish from those which depend

on increased curvature or deviations of the bones depending on

rickets : generally, moreover, there is no displacement of fragments,

the integrity of the thickened periosteum maintaining them in position,

sometimes in so solid a manner as even to allow the limbs to be

raised in one piece. From this point of view, rachitic fractures

resemble false joints. Finally, crepitation, the sign of so much
value in the diagnosis of fractures, fails us in rachitic fractures, from

the softened surfaces in contact not being hard enough to produce

crepitation.

We must not suppose, however, that the deformities of rickets are

due exclusively to the action of the muscles, or to pressure, as they

may be produced during intra-uterine life. The fetus is very seldom

affected with rickets : but cases are sometimes met with ; and a very

remarkable one has been seen recently by Dr. Peter at the Hospice

des Enfans Assistes. The infant in question was eight days old

when deposited at the hospital. It was rachitic in a very high

degree : there existed great curvature of the upper and lower ex-

tremities, deformity of the thorax, and continued fever. But the

most interesting feature in the case was the existence of callus, and

indications of a consolidated fracture of the ulna, and of a conso-

lidated fracture of the femur. The infant died on the second day

after admission to the hospital. At the autopsy, Dr. Peter found the

bones of the limbs in an abnormally flexible state, but not spongy.

Callus was distinctly visible in the situations where its presence was

diagnosed during life. This very interesting case not only proves the

possibility of intra-uterine rickets, but it also demonstrates, Dr. Peter

says, that the curvature of the limbs is produced in accordance with

a law peculiar to the malady, rather than under the influence of

weight or muscular contraction : and the existence of well-formed

callus shows, that rachitic fractures may take place within the uterus,

and that the state of rickets has long existed, as the fractures have

had time to be produced, and time to be consolidated.

Dr. Peter failed to obtain any information from the relatives ; and

could not ascertain whether the precocious rickets depended on here-

ditary causes, or on other causes belonging to the individual's rela-

tionship.

Gentlemen, the study of the pathological anatomy of rickets is
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closely connected with the history of the deformities caused by the

disease, and forms the complement of my remarks on its mechanism.

Our knowledge of this subject is of recent date. Glisson and the

authors of last century were necessarily imperfectly informed on this

part of the subject : they were quite aware that the softening of the

bones constituted a leading characteristic of the disease : they also

knew that there succeeded to this softening, at a given moment, con-

solidation of the bones which had been affected by it : but that was

the extent of their knowledge. It is true that Duverney in his

( Treatise on Diseases of the Bones/ published in 1751, had entered

into some details regarding the state of the bones in rachitic subjects.

He had noted their rarefaction, their greater lightness, the roughness

of their surfaces, due to the presence of layers of osseous matter

form,ed by the extravasation of the nutritive juices. So entirely had

these summary indications been forgotten, that, in reality, our know-

ledge of the subject dates only from our own day.

The first researches undertaken in this direction were those pub-

lished in 1834 by Dr. Eufz.1 Dr. Jules Guerin' s long and substan-

tial memoir appeared in 1839.
3

A first period

—

a period of incubation or effusion—is characterised

by a sanguinolent effusion into all the interstices of the osseous

system, which seems as if infiltrated with blood less viscid and less

consistent than that contained in the blood-vessels.

A second period—a period of deformity— is characterised by the

development of a very fine, spongy tissue in the epiphyses and in-

terstices of the long bones, and also between the periosteum of the

bone, which latter becomes soft and bent.

A third period

—

a period of absorption and consolidation—is

characterised by the transformation of this spongy tissue into a

compact tissue denser and closer than the normal tissue of the bone,

a transformation which gives it an extraordinary degree of solidity,

converting it into a true ivory.

To these three, Dr. Guerin adds a fourth period, which is observed

in persons who have long suffered from the disease, and in whom

the rachitic cachexia is developed : this is the period of rachitic

consumption.

1 Rufz:—Reclierches sur le Rachitisme chez les Enfants. [Gazette Medi-

cate de Paris, 1834 : p. 65.]
2 Guerin (Jules) :—Memoire sur les Caracteres Generaux du Rachitisme.

[Gazette Medicate de Paris, 1839 : pp. 443, 449, 481.]
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I accept these divisions, I only change some of Dr. Guerin's terms,

substituting for them others which seem to me to be more in har-

mony with the conditions they represent. I admit, then, a first

period offluxion and effusion, a second of softening and transforma-

tion, a third of reconstitution and consolidation, and a fourth of con-

sumption. These periods I shall now describe to you.

In the first period, the bones are tumefied ; and this tumefaction

is specially very manifest in epiphyses of the long bones, in the

short bones (with which the epiphyses have a great analogy), in the

flat bones, of which the external and internal tables are attenuated,

their diploe being as if inflated.

The bodies of the long bones generally retain their curves and

natural shapes ; because the softening which the osseous tissue un-

dergoes, and which advances to its highest degree in the succeeding

period, is not yet sufficiently advanced to yield to the influences of

pressure and muscular contraction, the active causes, as I have told

you, of rachitic deformities.

This softening, however, is now sufficient to deprive the bones of

their consistence, and impart to them a certain amount of elasticity.

If we make pressure with the finger, or only with the nail, on a

point in the diaphysis of a long bone, we depress it, we crush it : if we

squeeze somewhat vigorously a portion of an epiphysis, short bone,

or flat bone, we readily cause flattening : if we endeavour to cut one

of these bones with the scalpel, we succeed without any difficulty,

and this we can do only in the skeleton of a person who has died

of rickets.

On examining the incision, we see that the tumefaction is due to

the areolae of the spongy tissue of the short bones, and to the diploe

of the flat bones having experienced incipient dilatation, and partly to

the concentric lamellae forming the diaphyses of the long bones being

more or less separated from one another. These areolae and inter-

lamellar spaces are filled with a fatty, gelatiniform, sanguinolent

matter, which, in consistence and colour, resembles pale red currant

jelly. This matter, which exudes from all the pores of the divided

bone, a real matrix of new tissue which we see developed at a

later period, likewise fills the medullary canal of the long bones, and

is found interposed between their external surface and their peri-

osteum.

The periosteum itself has undergone changes. More vascular

than in the natural state, and injected with blood, it presents a

5
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bright pink colour : thicker than it usually is, it adheres intimately

to the bone, which is very vascular and has lost its smoothness of

surface.

The cartilaginous plate, which in young subjects separates the

epiphyses from the diaphyses of the long bones, has a softened,

bluish, and semitransparent tint, which disappears after some days

of maceration in water ; so that the epiphyses become completely

detached from the bodies of the bones.

When dry, these tumefied inflated-like bones have lost density

and weight : their spongy tissue is formed of cellules much larger

than those which exist in healthy bone, some being enlarged, and

others constituted by the union of several, which have had their

walls destroyed or torn : their compact tissue is perforated by small

holes, formed partly by interstitial absorption, and partly by dis-

appearance of the vessels of the new formation which traversed them

in the recent state.

In the second period of softening and transformation, the swelling

of the epiphyses of the long bones is much increased, and towards

the end of that period, it is also very great : in the short bones

(of which the external plate of compact tissue becomes porous, whilst

the areolae of their spongy tissue enlarge), and in the flat bones (the

attenuated external and internal tables of which are soft and elastic,

and in a state to be indented by pressure with the fingers whilst

their dilated diploe is constituted by large cellules of a slightly

resisting texture containing a violet coloured medullary juice, visible

through the transparent laminae of the compact tissue).

The diaphyses of the long bones swell out, or seem to do so, in

consequence of a very peculiar disposition of the medullary membrane

and still more of the periosteum, according as the normal direction

remains or is modified by deformities.

Thus, the periosteum is much more vascular than in the first

period, and the gelatiniform effusion between it and the body of the

bone is also much greater : this infiltration of gelatiniform matter

has assumed, moreover, enormous proportions wherever it has been

effused. It is also transformed into a tissue which is reddish, but

less red than the liquid from which it has been constituted. Very

elastic, resembling a very fine sponge, this new spongy tissue is

easily distinguishable from the old spongy tissue, by its fibres being

more dense, more compact, and paler.

It is then that the bones have undergone a notable softening. On
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grasping them with the fingers, you will be able to bend them with

wonderful facility. In the living rachitic subject, we have already

found how easy it is to curve the limbs. It is at this period,

that you can cut them across as you would slice a carrot, a root, or

a soft branch ; or, you can cut them into longitudinal strips, which

may be bent and rebent without being broken.

There is, therefore, in this second period of the malady a very

manifest softening of the old tissue of the bone, the lamellae of which

have become less numerous, more detached from one another, and

more pliable than in the preceding period : at the same time, the

formation of a new bony tissue constituted by the gelatiniform matter

which began to be effused in the first period, now augments in quan-

tity, and assumes a more and more marked cartilaginous consistence.

There is, in a word, disorganization of the old osseous tissue, in which

the concentric lamellae of the long bones, the plates constituting

the spongy tissues of the epiphyses and of the short bones are still

more separated from each other, and are also less complete than

during the preceding period. So great is the destruction of the

osseous lamellae, that when the bones are dry, on injecting water

into that which constitutes the compact tissue of a long bone, it is

found to traverse the tissue from one end to another, gaining in

succession the different layers ; and on placing a short bone before

the mouth, we find that we can breathe through it, so great is its

porosity. But, simultaneously with this disorganization of the

old osseous tissue, reconstitution of a new bony tissue is taking

place.

When this process of reconstitution is very active, the entire

bone seems to consist of the gelatinous matter of new formation, in

which there is found the substance of the old tissue softened, and

the most solid plates of which are those next the medullary

membrane, which is very vascular and very thick, as is also the

periosteum.

A minute ago, I was telling you that the modifications of the

medullary membrane and the periosteum vary according to the pre-

sence or absence of deformity. I am now going to describe these

modifications, which are coincident with those of the bone itself, and

its medullary canal.

If you examine the diaphysis of a long bone which has nearly

retained its normal straightness, its periosteum will present neither

unusual density nor unusual thickness. Sometimes, the periosteum
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does not adhere closely to the surface which it covers, but at other

times, it adheres to it so firmly, that an attempt to separate it, will

tear out along with it, the most external layer of the bone. In that

case, the external surface of the one, and the internal surface of the

other, are rugose, covered with small osseous points, which commu-

nicate to the finger, when passed over it, the sensation produced by

feeling a fine file.

If you examine an abnormally curved bone, you ascertain its

different dispositions in the concavity and convexity of its curves. In

the concavity, the periosteum, red, and greatly injected, is more or

less thickened. It is also more adherent to the bone, from which

often it cannot be detached without tearing away a part of the

osseous tissue itself, or rather the newly formed tissue exuded upon

its internal surface.

This new tissue, which in that situation is found in great quantity,

looks like cartilage, or bone, softened by acid. Its most internal

layers are constituted by the old tissue, the primitive layers of which

are separated from one another by the effusion : its more external

layers, those (which form the greater part of the whole) are evidently

new products of periosteal secretion. The formative process is exactly

similar to that by which the formation of callus takes place in frac-

tures. The analogy is the more complete, that the new tissue is

about to be transformed into an osseous tissue much more solid, and

much more dense, than the old tissue of the bone : this change is

absolutely similar to that which takes place in respect of callus.

In the convexity of the deformed bones, the periosteum has, on

the contrary, lost its normal thickness, which is accounted for by the

compression of, and friction upon, that part exerted by the sur-

rounding muscles, and perhaps also by other causes of which I am

ignorant.

The medullary canal filled, as I have said, by the matter, every-

where effused, has lost its normal calibre. This contraction produced

by thickening of its internal membrane, and the effusion of matter

into the canal, is greatest where the curvature of the bone is greatest.

When the curvature exists in a high degree, the medullary canal

terminates abruptly at the convexity, and opens under the peri-

osteum, meeting, at an obtuse angle, the other portion from which

it has been separated by the new tissue formed in the concavity of

the curvature.

Let us now see, Gentlemen, what takes place in rachitic fractures.
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You can obtain a very complete idea of the facts which I am
going to explain to' you, by a glance at the preparations now before

you: they present numerous examples of the different kinds of

rachitic fractures.

These two femurs, both broken in two places, show you the

fragments dovetailing, so to speak, the superior and inferior frag-

ments respectively penetrating each other. These fractures are not

consolidated; and this is the condition which you will find most

frequently in the second period of rickets, when the fractures really

give rise to false joints, that is to say, to a state of the parts similar

to that which supervenes in ordinary fractures, in which the con-

solidation has been prevented by one cause or another, and in which

the fragments remain united by a sort of elastic fibrous tissue. This

fibro-elastic tissue is formed by the products of exudation furnished

by the medullary membrane and the periosteum ; and in addition,

in rickets, by the cartilaginiform matter, about which I have said so

much, and which begins to be transformed, I repeat, in the second

period.

It is especially in this second period of rickets, that the different

parts of the skeleton have in the recent, and still more in the dry

state, a very low specific gravity. Here you see on this table, the

entire skeleton of a child of eight years of age, which hardly weighs

one kilogramme, though it ought to weigh seven or eight. Observe

how spongy the bones are : observe, that when they fall, they neither

make any noise, nor rebound like normal bones. The tissue of the

epiphyses, and of the short bones, and flat bones, are exceedingly

rarefied. These puffed out bones resemble bits of sponge-cake, or

bread made of gluten. The bones of the cranium are transparent

from attenuation of their external table, which is riddled with holes,

In the third period, the period of reconstitution and consolidation,

a change takes place somewhat analogous to that which takes place

in the first period. In the second period, we have seen that the

broken bones become the seat of a process similar to the reparative

process which takes place in every fracture—fluxion of the periosteum

and medullary membrane, effusion of the matter destined to become

the matrix of the new tissue—a fluxion and effusion which are

particularly manifest in the periosteum. The analogy, which I have

already pointed out, and to which I again call your attention, be-

tween the process of consolidation in ordinary fractures, and recon-

stitution in rachitic bones, takes place in the third period of rickets.
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In the midst of the fatty gelatiniforui matter effused during the first

period, which began to be organised, and had assumed the gelatini-

form aspect in the second, we now see the development of calcareous,

osseous centres—the first rudiments of the new bone which is being

formed. In the long bones, it is in the walls of their diaphyses that

we must seek for the most remarkable changes tending to the re-

constitution of tissue. " The compact dovetailed layers, become,"

says Dr. Beylard, " thicker and denser : the new tissue which was

deposited in the concentric spaces between the cylinders likewise

acquires some consistence : and it is remarked, that between the

small osseous bridges which they send forth by constituting cellules

of different dimensions, the organization of the effused matter is

accomplished by a layer of phosphate of lime finer than that in

the normal state. This transformation is accomplished rather slowly

when the lamellae have undergone great separation. It is not till a

much later stage that the walls of the whole diaphysis are found to

be transformed into the compact homogeneous substance which

acquires the hardness of ivory." Consolidation thus is accomplished

by a kind of eburnation exactly like that which is formed by the

callus of fractures. This, at least, is what occurs in respect of the

fractures of long bones.

In the epiphyses, short bones, and flat bones, consolidation is not

produced at the charge of the periosteum, but solely by the amor-

phous matter effused into the areolae of the spongy tissue of these

bones. In the epiphyseal extremities of the bone, a change takes

place of an opposite kind from that which occurs in the diaphysis.

Although in this situation the new tissue acquires the density of

ivory, eburnation which is specially distinct at the places where the

bones are fractured, and in the epiphyseal extremities, has a tendency

to be partially absorbed, and to form areolae in such a way as to

suggest to the mind the appearance of normal spongy tissue.

This eburnation of rachitic bones is explained when one has seen

that great vascularity at the period of softening and effusion, that

extensive development of vessels, and that hyperaemic congestion

which impart to the bone the appearance of inflamed bone. What
takes place in rickets is, I repeat, analogous to the process of con-

solidation in fractures, and in cases of ostitis : thickening of the

periosteum, inflammation, or, if the term inflammation do not state

what actually takes place, let me say a pathological process, in virtue

of which there is deposited in the cellular tissue, in a sort of matrix,
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materials destined either to form the solid callus, or to become new

bone, callus, or new bone which will become harder than the old

bone.

Sometimes the bones, which during the preceding periods pre-

sented greatly increased curvatures, commence, at that period of

consolidation, to get so straight again that the deformities may at

last almost wholly disappear.

Upon weighing the bones thus repaired, one is struck by seeing,

that in some parts of the skeleton they have increased, and in others

diminished in weight. The weight is increased, in those which have

not undergone shortening, such as the bones of the cranium, which

have augmented both in density and in thickness. As for the long

bones : upon taking the comparative weights of, for example, the

femur of a rachitic child and the femur of a non-rachitic child of the

same age, you will find, that the former is much heavier in the mass

than the latter; but you will also find that certain parts of the

former—those which have acquired a greater density and become

eburnated as it were—weigh, on the contrary, much more than parts

of equal volume and length taken from the non-rachitic subject.

Such, Gentlemen, is the history of the ordinary osseous lesions

which characterise rickets, when the disease is arrested, and the

patient recovers. To complete the picture of the pathological ana-

tomy, I have still to speak to you of that which supervenes in indivi*

duals who have fallen into a state of true rachitic cachexia.

In them, the period of consolidation gives place to the period of

consumption. There is then no attempt at reconstitution of the

osseous tissue : the bone remains rarefied : the matter effused into its

areolae, and into its interlamellar spaces, beneath the periosteum and

medullary membrane, is not transformed into that cartilaginous tissue

which ought itself to be transformed into new osseous tissue. The

old osseous tissue is gradually absorbed.

In the recent state, the long bones are exceedingly soft, and also

friable. They are reduced to a very thin shell, filled with fatty

matter : in some places, they are whitish, or of a more or less red hue,

and contain the debris of osseous plates.

In the dry state, these bones are extraordinarily light, friable,

and brittle.

The lightness and friability are not less remarkable in the short

than in the flat bones, the tables of which become excessively porous;

whilst their dipJoe, the cellules of which enlarge, assumes an aspect
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so much like that of paste which has risen, that I cannot make a

more appropriate comparison than to say that it is like a macaroon.

I must necessarily rapidly pass on from these questions, the full

discussion of which would lead me far beyond the limits of the

instruction appropriate for this place. To fill up the outline

which I have sketched, I recommend you to read the chapter which

Dr. Beylard has devoted to this subject in his work, to which I have

several times alluded.

General Symptoms of Rickets.—Pains.—Loss of Mesh : Muscular

Atrophy.—Profuse Sweats.—Embarrassed Respiration.—Pro-

gress of RicJcets.—Death is in general the result of Thoracic Com-

plications.—Etiology of Rickets.—Influence of Bad Diet.—
Rickets must not be confounded with Scrofula.—Osteomala-

cia, or RicJcets in Adults.*—Treatment of RicJcets.

Gentlemen :—I have explained to you the physical or organic

symptoms of rickets, among which osseous deformities occupy the

most important place. I now resume the study of the symptoma-

tology of the disease, and proceed to discuss another order of pheno-

mena, that is to say, functional disorders. They have so great a

value, that they often are sufficient in themselves to characterise the

disease now under our consideration. They are the earliest symptoms,

and as they manifest themselves before any appearance of pathogno-

monic accidents, are often difficult to realise; and they remain

unknown to physicians either inexperienced or unaware of the pos-

sibility of their occurring.

In the first rank of this class of symptoms, are disturbances of the

intellect, or rather, special modifications of tJie mental condition.

There is, a certain kind of sadness analogous to that observed in

cerebral affections, or, still better to indicate its nature, analogous

to that gloom which takes possession of children who are hatching

—forgive the expression—who are hatching the malady we term

cerebral fever. You will understand that this symptom can only

have a relative value, and is not one to which too much importance

is to be attached, as it is met with not only in rickets, not only in

cerebral fever, but likewise in many other diseases which in their

commencement, or in their period of incubation, lead to a state of
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painful discomfort telling much upon the extreme mental mobility of

children.

This mental gloom of rachitic patients depends, according to all

appearances, upon their exquisite sensibility in every part of the body,

a sensibility which I have been anxious to point out to you, which

shows itself by eliciting plaintive cries of pain when an attempt is

made to raise up the young patient. The unfortunate little creature,

who up till then was enchanted by the caresses lavished upon it,

appears now to be afraid of them ; even an approach to the bed on

which it lies, made as if with the object of changing its position,

causes its countenance to express anxiety and fear. This change in the

child's character, this fear which it shows of having pain roused up

by the pressure of a hand, this habitual stamp of sadness on its counte-

nance differ from anything seen at the commencement of other serious

maladies, particularly from the prodromata of cerebral fever. Indeed,

in a child stricken by that cruel affection, we can still produce a

transient cheerfulness, causing it for the moment to emerge from its

habitual melancholy languor. In the rachitic child, this is impos-

sible. The more we try to excite it, or induce it to move, the more

will it manifest impatience. It is heedless as to the games of which,

formerly, it was fond. This repugnance to the amusements of its

age, this habitual sadness in a child, which, with an appetite increased

rather than diminished, loses flesh visibly, which always has an

acceleration of pulse coincident with profuse sweats, are symptoms,

I say, which have a certain meaning ; for the child does not cough,

and presents no sign which can give rise to a suspicion of the exist-

ence of tubercular phthisis.

These phenomena, in proportion as the child begins to walk,

become more and more evident ; the fever, or at all events, the acce-

leration of pulse continues ; the skin is constantly covered with

profuse sweat, whether the patient be sleeping or waking, or whether

more or less covered than usual. The excessive perspiration is

greatest in the head, and it is on that account necessary to change

the child's cap and pillow-case several times a day, so quickly do they

become soaked.

MM. Marchand, Otto,Weber, and some others, are of opinion, that

the bones of rachitic subjects contain lactic acid and lactates, through

the agency of which the phosphate of lime of the bones may be dis-

solved, and then absorbed. Thus it is, that the inorganic or saline

matter goes on decreasing, and the organic or gelatinous matter
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becomes predominant : the result is softness of the bones. It

appears from analyses recently made by M. J. Drivon, a distinguished

interne of the hospitals of -Lyons, that in osteomalacia the proportion

of inorganic matter fell from 64 to 41 in the compact, and to 18 in

the spongy substance : and he also found, that bones of rachitic

subjects contain lactates, under the influence of which the phosphate

of lime may be dissolved, and then absorbed.1 My pupil, Dr. Peter,

placing these two analyses side by side with the great clinical fact,

the profuse sweating in rachitic subjects, asked, whether they were

not connected. According to this view, the important and perhaps

fundamental fact in rickets is the excessive production of lactic acid:

a part of this acid would be eliminated in the sweat, which is known

to be rich in lactates, and another portion, not eliminated, would act

on the inorganic constituents of the bone and soften them. The

sweats would be an emunction, but an emunction insufficient for the

lactic acid secreted too abundantly in consequence of a vice in nutri-

tion, the nature of which has not yet been determined.

It is then that the pains assume a character as to which no one

can entertain any doubt. Then it is, that if an attempt be made to

raise up the child in its bed, or, still more, if an attempt be made to

lay hold of it, whatever precautions be used, it shows, by its cries,

the sufferings which it is enduring. These sufferings are sometimes

so great, that some subjects refuse absolutely to allow themselves to

be touched, the nurse being obliged, when she suckles, to bend over

the infant to enable it to get the nipple into its mouth.

It is then also, that we begin to perceive that there is embar-

rasment of respiration : this habitual oppression is a constant phe-

nomenon in confirmed rickets, particularly when it occurs during the

first two years of life. At a later age, that is to say, in children of

three years, and still more in those that are older, it is an exceptional

phenomenon. In the very young infant, it exists in an extreme de-

gree. If you bear in mind my remarks on the progress of rickets,

you will see the reason of these differences. Bear in mind, that at a

very young age, the disease first appears in the chest, which is the

seat of the earliest deformities ; while in children who have begun to

walk, they are first seen in the lower extremities. Bear in mind the

degree to which the thoracic deformities proceed, and the extent to

which the play of the respiratory organs is embarrassed.

Drivon :

—

It Union Medicate, for September, 1867,
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At this period of rickets, the loss of flesh becomes extreme ; and

this has engaged your special attention at the bedside of the little

patients in our wards : this emaciation goes on increasing up to the

time at which the malady is arrested. It is not only emaciation,

that is to say, disappearance of the subcutaneous and intermuscular

fat, but also, as I have already told you, a true atrophy of the mus-

cles, which in rickets proceeds to an extreme degree, reducing the

muscles to mere small fibrinous bands.

Atrophy of the muscles, softness of the bones, and excessive

sensibility of every part of the body are the causes of the modi-

fications which supervene in the functions of locomotion : they are

the causes of the laziness to move which the children show, and

the repugnance they manifest to remain in any other than the hori-

zontal position.

I am not afraid to return to facts to which I have already called

your attention : their importance is an excuse for repetitions. A
child, which, up to the invasion of the malady, could perfectly well

stand upon its legs, when supported by the arms, or held round the

waist, which with energy straightened itself, and threw about its feet

on the bed or piece of furniture on which it was placed, no longer

does anything of the kind. If taken out of its bed, it crouches up,

draws its knees up to its belly bending the legs on the thighs, and

the thighs on the pelvis, absolutely refusing to hold itself straight

up. The child which used to sit perfectly well in its nurse's arms

can do so no longer. Should it have begun to walk, its walking

becomes slower, difficult, and unsteady; and after some weeks, it will

drag itself painfully by the side of pieces of furniture which it uses

as resisting points, and is afraid to relinquish : it will then become

wholly unable to get up, and will, consequently, remain constantly

in bed.

Let us now study what takes place in the great functions of

organic life.

Eirst of all, let us consider the organs of digestion : the appetite

which at the commencement of the disease had retained its regu-

larity, which may even have been notably increased, diminishes pro-

portionably with the advance of the rickets, and is quite lost when

the disease has reached its climax. The great secreting organs, the

cutaneous and renal systems, are functionally disturbed. The skin

is covered with profuse sweats, and as a consequence of this in-

creased perspiration, sudoral eruptions supervene. The urine also is
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generally abundant, though cases occur in which it is scanty : it is

always pale, and there is a deposit which chemical analysis shows to

consist of calcareous phosphates.

This incessant waste, and the coincident continuous fever,

explain the emaciation of the patients. Nutrition goes on the

more badly, that, in addition to loss of appetite, the diges-

tive functions are seriously disturbed. Obstinate constipation,

alternating with a diarrhoea which is rebellious against all treat-

ment, an intestinal flux, contribute to augment the general

debility.

The embarrassment of the respiration, which plays so great a part

in the disturbance of nutrition by rendering imperfect the process of

hematosis, makes rachitic more liable than other children to acute

pulmonary affections, bronchial catarrhs, catarrhal pneumonias, which,

in consequence of the obstacle to free respiration occasioned by the

thoracic deformity, assume a very great degree of gravity. Pul-

monary tuberculosis is a very unusual complication of rickets

:

to this remarkable fact, I shall have to direct your very special

attention.

This observation suggests the question : —How do the rachitic

die ? But another question has first to be answered :— What is the

progress of the disease ?

Under certain circumstances, the progress is rapid. You will see

children reach the last period, the period of consumption, in three or

four months. In other cases, the softening of the bones does not

attain its maximum for a year, eighteen months, or perhaps not for

two years. Generally, rickets runs its course in six, eight, ten, or

twelve months. Then, after a period of two or three years, consoli-

dation is effected, and the patient is cured, but considerable irreme-

diable deformities remain.

If matters always had this issue, rickets could not be considered

as a serious disease, at least not serious in the sense of danger to life.

Unfortunately, however, a fatal issue is often caused by the accidents

with which it becomes complicated.

Of these accidents, the most important are thoracic ; and, in fact,

it is by pulmonary affections that the majority of rachitic subjects

are carried off. Others die exhausted by the profound disturbance

of the functions of nutrition, digestion, hematosis, and of the

cutaneous secretions, of which I have just been making a rapid

review,
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I now come, Gentlemen, to a great question

—

the etiology of
rickets—a question of far greater importance than one might at first

be inclined to suppose. Numerous causes of rickets have been

enumerated ; but I shall confine my remarks to those which are in my
opinion of incontestable influence, believing that the mention of the

others would be both tedious and fastidious.

Of unimportant alleged causes there is one, however, which

deserves to be discussed.

It has been said, and the opinion has been held by the most

eminent physicians, that the scrofulous constitution plays a most

important part in the production of rickets : confounding the two

diseases with one another, it has been alleged, that the difference

between rickets and scrofula exists only in form, the latter being

only a manifestation of the former, just as are^ the glandular con-

gestions, and all the alterations of bone observed in scrofulous

subjects.

This is an error against which I have long protested. Having

been entrusted for fourteen years with the medical charge of a large

number of children at the Hopital Necker, and having been subse-

quently four years at the head of a children's service in the Hopital

des Enfants Malades, I have had occasion to see and follow out a

large number of rachitic subjects. Observing, with the most scru-

pulous care, the numerous facts which have come under my notice

during that long period, and always finding a very great disparity

between rickets and scrofula, I have established (as moreover was well

said before me by Dr. Rufz) that rickets and scrofula not only are not

manifestations of the same diathesis, but that, as a general rule, the

one excludes the other. This law (also expressed by Dr. Jules

Guerin), is so absolute, that you will have, a priori, almost a cer-

tainty of not finding tuberculous or scrofulous affections in a

rachitic subject, nor rickets in one who is scrofulous or tu-

berculous.

There are, as I know, exceptions to this general rule. Cases have

been published of this exceptional kind, and I could myself cite

examples. These exceptions did not escape Glisson, who likewise

pointed out the same distinction which I have established between

rickets and scrofula : the exceptions are exceedingly rare, and are

too few to weaken the law.

Even in their external characters, the two diseases present notable

differences. Recall to your recollection the picture of rickets which
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I drew for you, and compare it with that of scrofula: the differences

between the two will then strike you as forcibly as they have

struck me.

The scrofulous, far from being, like the rachitic subject, smaller

than another child of the same age, is often remarkable for being

taller. Its limbs, solid and resisting, present no deformities except

when white swellings (not unusual in them, it is true) have attacked

the joints, or when caries of the bones has led to ulcerations and

indelible cicatrices. Except in cases of white swelling, the articu-

lations are not deficient in firmness, are as well knit as in healthy

persons, and offer neither . the nodules nor irregularities of surface

which characterise rickets.

In taking into account the period of life at which scrofula and

rickets appear, the parallel will not be less striking. The one, as I

have told you, appears in the earliest epoch of infancy, towards the

end of the first year, or in the course of the second ; for you must

remember that I am not speaking at present of osteomalacia, the

rickets of adults and aged persons, while scrofula shows itself espe-

cially in the second epoch of infancy. Follow an hospital service

where the patients are children between birth and two years

of age, and it may be long ere you meet with a scrofulous

patient, while a month will seldom pass without your seeing rachitic

patients.

After death, the scrofulous will almost invariably present organic

tuberculous lesions, although they have succumbed to diseases of the

bones, abdominal affections, or thoracic affections : you will almost

invariably find, if not pulmonary tubercles at least tuberculous bron-

chial glands, which, in young children, are the most frequent mani-

festation of the diathesis : seldom, very seldom, I repeat, will you find

traces of tubercle in the rachitic, even in those carried off by chronic

pulmonary affections.

J insist on these points, because the confusion against which I

wish to put you on your guard is still too common. How many

physicians, allowing themselves to be imposed upon by appearances,

on looking at two children, the one having an anomalous rachitic

curve, the other having a gibbosity produced by the vertebral malady

of Pott, believe that both patients have the same disease. How
often, when an infant with a protuberant abdomen is presented to

them, do they immediately conclude that it has the tuberculous

affection of the mesenteric glands and peritoneum known under the
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name of carreau} It is important for you to be acquainted with

carreau, which cannot be looked upon as a disease of early infancy.

During my long service at the Hopital Necker, I did not meet with-

in more than four children under two years of age who were affected

with it. It hardly ever attacks children before the age of four or

five ; and very often, it attacks adolescents of from eleven to four-

teen years. Do not forget this fact ; and when consulted regarding

children with large abdomen, under two years of age, the idea that

the case is probably one of rickets ought first to present itself.

In a word, Gentlemen, scrofula plays no part in the etiology of

rickets. It is not one of the causes of which I have now to

speak.

Climate has an undoubted influence upon the development of

rickets. The disease is unquestionably much more common in damp

cold countries than elsewhere. There can be no doubt that it is

observed more frequently in Holland, in England, and in certain

localities in Prance than in other regions of Europe. This remark is

equally applicable to man and the lower animals. Veterinary prac-

titioners and breeders of stock will tell you that certain animals if

shut up in damp places become rachitic, even when they have good

alimentation.

But of the causes of this disease, insufficient aliment is the most

powerful.

In his first works, Dr. Jules Guerin adopted this idea, that insuffi-

cient nourishment (and by that expression, vulgar prejudice understood

lacteal alimentation, a too prolonged lactation) occasioned rickets

and scrofula. Erom his usual talent of observation, he was not slow

in perceiving that in exact opposition to that opinion, the children

which become rachitic are not those too long suckled, but, on the

contrary, those which have been prematurely weaned. It is quite

correct to say the disease appears under the influence of insufficient

alimentation ; but then a very different meaning must be attached to

the term insufficient alimentation from that generally received.

By experiments on the lower animals, the question was com-

pletely elucidated. Dr. Guerin sought to determine by experiments

on animals whether rickets could be produced at pleasure. He took

a certain number of puppies of the same litter ; and after allowing

them for some time to suck their mother, he abruptly weaned one

1 Tabes mesenteiica.
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half of them, which he fed on raw flesh, a kind of nourishment which

might at first seem the most suitable for these carnivorous animals.

In a short time, however, the puppies, which had continued to take

the maternal milk, became strong and vigorous, whilst those which

had been weaned, and placed upon an apparently substantial diet,

became sad, were subject to attacks of vomiting, then became de-

formed in the limbs, and at the end of four or five months presented

all the symptoms of confirmed rickets. From these experiments we

must conclude with Dr. Guerin, that rickets is in great part depend-

ant upon disorder in the function of nutrition, which is again

dependant upon faulty feeding. Now, an untimely, is a vicious, ali-

mentation. To feed carnivorous animals with flesh before they have

passed the sucking age is vicious feeding ; and from experiments made

on pigs, it has been found to be equally deleterious to feed herbi-

vorous animals with vegetable aliment, when they ought still to be

at their mother's breast.

Similar results will follow similarly faulty feeding in the human

subject. In children, as in the young of the lower mammalia, milk

is the only aliment which is suitable : it is the only food to which

the digestive organs are adapted ; and the absence of teeth is itself

sufficient proof of this fact. I entered into this question at sufficient

length when I spoke to you on the subject of weaning, to prevent

the necessity of my again expatiating upon it. In respect of rickets,

attentive observation convinces me that it is most common in infants

weaned before dentition is sufficiently advanced, and fed on pap,

vegetables, and even meat, in place of a milk regimen which is better

adapted to their digestive aptitudes.

From what I have now said to you regarding this vicious aliment-

ation, regarding the influence of residence in unhealthy localities,

in damp, and badly ventilated places, you will be able to understand

why rickets is observed more frequently among the poor, than among

the comfortable classes of society. This, Gentlemen, is not because

the prejudices relative to weaning do not prevail as much among the

rich as among the poor, but because, along with that evil influence,

the latter are subjected to other influences even more baneful.

As there can be no doubt as to the causes of rickets, does it

follow, that they exist in all cases ? Do children, ill-fed, living in

deplorably bad hygienical conditions, inevitably become rachitic, and

are those who are well-fed and living under the best possible sanatory

conditions exempt from the disease ? Certainly, in a general manner,
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it is correct to say that this exemption exists ; but there are excep-

tions to the rule ; and it is important that I should point out to you

the possibility of their occurrence.

You will see children who have been suckled by excellent nurses,

and reared under the most favorable possible conditions, become

victims to this disease ; whilst some wretched infants, prematurely

weaned, or who without ever having been suckled at all, who have

lived on the most indigestible aliments, and been destitute of every

solace demanded at their tender age, do not become rachitic. I

repeat, however, that these exceptional cases are of very rare occur-

rence ; but they are sufficiently numerous to show that, in addition

to the causes I have here pointed out, there remains one still to be

mentioned—one which dominates all the others

—

individual predis-

position.

This predisposition is often hereditary. No one disputes the part

which hereditary predisposition plays in the etiology of rickets : not

that the offspring of rachitic parents are necessarily rachitic, but that

it is a fact established by observation, that such offspring is more

liable to rickets than others, because the disease more readily deve-

lopes itself in them under the influence of immediately exciting

causes ; and because, in particular, that when once it is developed,

it is much more difficult to arrest its progress.

Gentlemen, the influence of hereditary predisposition has always

appeared to me to be much more manifest in Osteomalacia, the

rickets of adults, regarding which I propose now to say a few words.

Here, a preliminary question presents itself. Ought we to con-

sider, that there is a similarity between osteomalacia and rickets ? I

say we ought. In my opinion, and in that of many other phy-

sicians, they are one and the same : the differences between them

belong to the difference of the conditions in which the economy has

been surprised. These differences have much less bearing upon the

general symptoms than upon the local accidents, that is to say, upon

the osseous deformities, their order of succession, and the greater

rarity of fractures in the rickets of adults than in the rickets of

children. For this, there is a physiological reason. Osteomalacia

supervenes at a period when the component parts of the skeleton

have attained their complete development; and the rickets of

children supervenes when the process of ossification is in progress,

the result of which is, that the calcareous matter constituting the

solid part of the bones, not being secreted after being absorbed under

6
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the influence of the morbid action as (it is secreted at an early age),

the bones reduced to their fibrous parts, yield more easily, without

breaking, to deformities, just as occurs in bones softened by the

action of an acid. As to the order of succession in which these

deformities take place, the details into which I entered at the begin-

ning of this lecture will enable you to understand why it is, that in

osteomalacia, the inferior extremities are first affected, and why in

rickets, the pelvis is the earliest seat of the disease.

You can also understand, that curvatures and osseous deviations

will infinitely vary according to the intensity and stage of the disease,

and according to the extent to which the patients have used their

limbs, these deformities being subordinate to the energy and fre-

quency of the muscular contractions which largely contribute to pro-

duce them.

In the genesis of osteomalacia, as well as in that of the rickets of

children, we can trace the influence of bad hygienical conditions, in-

fluences, however, much less marked in the development of osteo-

malacia than in the development of rickets of children. The con-

ditions which dominate in the rickets of adults, and which specially

merit your attention, are peculiar to the individual.

At puberty, that is, at the period of life nearest to the period of

childhood, the disease most frequently developes itself. You know

the rapidity with which the body grows during the early years of

life. Consider the child in the interval which elapses between birth

and the end of the third year : it grows so rapidly during that

period, that were its growth to continue in the same ratio during

following years, it would attain gigantic stature. From the beginning

of the fourth year, however, growth proceeds more slowly up to the

age of puberty, when it takes a fresh start ; and then, it is not unusual

to see the individual grow five or six inches in twelve months : then,

also, the skeleton undergoes a modification similar to that which

takes place in early infancy. When, these conditions existing, under

the influence of immediate causes which generally escape notice,

osteomalacia supervenes, it presents the greatest analogies to the

rickets of children—I say analogies, not similitudes.

After puberty, there are other circumstances which may favour

the development of the disease. Thus, it is not uncommon to see

women attacked with rickets after having had several children, or

even, it may be, after a first confinement, the disease beginning im-

mediately after delivery. This influence of pregnancy, particularly
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of repeated pregnancies, is mentioned by many authors ; and Dr.

Beylard says, in his thesis,
1 that in 36 rickety women whose cases he

collected, 15 had had children, 5 had never been mothers, and in

respect of the other 16, there was no statement as to whether they

had or had not had offspring. Dr. Beylard notices as a remarkable

fact, that several of these women had become pregnant for the first

time about the age of thirty.

You are acquainted with the researches of Dr. Ducrest in relation

to the modifications experienced by the entire organism, particularly

by the osseous system, during gestation. 2 It appears from these

researches, that the state of pregnancy causes a certain amount of

softening of the bones : the secretion of the solid materials which

enter into their composition undergoes disturbances and notable devi-

ations. These disturbances are indicated by the appearance of

kystein, a sort of scum which appears on the surface of the urine of

pregnant women ; and which, according to M. Gubler, is a layer of

ammoniaco-magnesian phosphate, on which there grows a cryptogamic

vegetation, when the urine is allowed to remain at rest : this phos-

phate is found in excess in the urine of rickety children. These

abnormal states of the secretion of calcareous matter are characterised

by the bones, particularly those of the cranium, frequently presenting

a remarkable thickness, caused by deposits in the form of osseous

stalactites called osteophytes, which have been also found by

M. Follin on the bones of the pelvis. There exists, therefore, in

pregnant women, a certain kind of rickets, of which osteomalacia

may be considered as a more advanced stage.

It appears that in a woman about to give birth, there occurs

something analogous to that which takes place in plants when they

are going to flower and fructify. At that period, plants undergo

remarkable changes : thus, for example, the root of beetroot contains

a large amount of sugar till the plant is going to blossom and form

seed, when the sugar disappears. Here, then, is a remarkable

change in the organisation of that vegetable. In female animals at

the time of rut, modifications of an equally remarkable nature are

observed. Both in vegetables and animals, then, the great and

important function of reproduction is announced by momentous phe-

nomena. Woman forms no exception to this great law of nature.

1 Beylajid :—Du Rachitis, de la Fragilite des Os, de 1'Osteomalacic. Paris
;

1852.
2 Ducrest :

—

Archives Generates de Meclecine : 4me Serie, T. IV.
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All her organism is in movement, if I may use the expression : all

her systems, the osseous system included, undergo more or less con-

siderable modifications : the modifications, however, are transient,

for as soon as pregnancy has terminated, everything returns to its

former state. It happens, however, that when these modifications

have proceeded to extremes, if one may so speak, a return to the

normal state is less speedily accomplished ; and, under the influence

of particular causes, the movement continues. The modifications to

which the mother has been subjected, no longer responding to their

original intention, operate injuriously on her : the modalities, even

those which are physiological and transient, become pathological,

constituting morbid states of greater or less gravity, manifested by

symptoms which become more and more characteristic.

The case of a patient whom I treated in the Hopital Necker, in

1848, a woman, aged 48, named Rehbin (which Dr. Beylard has

published at full length), may be given as a complete and typical

example of osteomalacia.

This woman considered that the malady which induced her to

seek aid at the hospital had begun at the time of her first pregnancy.

Her pregnancy took place at the age of thirty-two, and immediately

after marriage. At the same epoch, her health began to be seriously

deteriorated. Previously, however, the patient (who had always

lived under very bad hygienical conditions), had suffered from

nervous symptoms, connected with chlorosis dating from her twelfth

year.

The symptoms which supervened on her becoming pregnant, were

attacks of vomiting (to which we must not attach too much import-

ance) and a general debility, accompanied by wandering pains in the

back of the neck, the shoulders, the loins, the pelvis, and the lower

extremities. These pains increased up to the end of pregnancy, and

were characterised by shootings through the pelvis and thighs.

However, notwithstanding her debility, the patient continued to

walk, and to go out, up to the eighth month of gestation,

when oedema of the lower extremities obliged her to keep her

room.

Labour, which was natural, lasted twelve hours : the infant was at

the full term, and well-formed. The mother left her bed at the end

of fifteen days ; but was soon attacked by fever, which recurred two

or three times in the twenty-four hours : this state of fever, charac-

terised by slight attacks of shivering, followed by moistness of the
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skin, lasted the whole period of lactation, that is to say for seven-

teen months.

The pains became more intense, always specially seated in the

sacrum, manifesting themselves, likewise, by continual shootings

through every part of the body, from the face, cheek-bones, and jaws,

down to the feet and hands. Even gentle pressure on the bones

increased the pain.

Six months after her confinement, the patient experienced diffi-

culty in walking ; and began to stoop. It soon became impossible

for her to go about her house, or attend to her child. She hardly

ever left home : and at the date of her giving up suckling her infant,

she could only painfully drag herself along by leaning on the walls

and furniture of her room. If she left the house, she was obliged to

have recourse to crutches.

After a fall on the street, she took to her bed, which she kept

several months. No fracture, however, was discovered. The pains

became more intense, and she lost the power of moving. In

changing her position, she required to take the greatest precautions.

She remarked,, that her knees and feet turned outwards.

The general health continued good, to this extent, that digestion

was accomplished in a normal manner, and menstruation became

re-established with its accustomed regularity.

Two years after the birth of her first child, the woman Eehbin

became again pregnant. At the end of the third month, her suffer-

ings recommenced ; and from that time, her pains became constant

and general, occupying all the articulations, and becoming intensified

on the least movement. She was compelled to remain at absolute

rest, either lying down, or seated, supported by pillows, in an arm-

chair: she reached her full time. Labour, which was otherwise

natural, lasted twenty-four hours, that is, twice as long as on the

first occasion. Tor some months after her confinement, a certain

amount of amelioration took place : she was able to walk with the

aid of crutches, which it was found necessary to shorten. The
organic functions were performed naturally: menstruation was re-

established six weeks after delivery. The pains only remained,

and they had become more frequent, occupying the whole of the

osseous frame, particularly the right side, and in a still more
special manner, the pelvis and continuity of the limbs. So they

continued, without much increase in intensity, till about fifteen

months had elapsed from the birth of the second child.
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The patient then became pregnant for the third time. Tingling

sensations and feelings of numbness, which were experienced in the

limbs towards the end of the first pregnancy, and had manifested

themselves from time to time, now lasted for several hours, so as to

lead the patient to fear that she was falling into a state of paralysis.

These sensations were stronger in the upper extremities than in the

legs and feet. The limbs were likewise liable to painful contractions

which had occurred from the beginning of the malady, and returned

irregularly. Under these circnmstances, the woman reached the full

term of her third pregnancy : she was then thirty-eight years of age.

Labour, as on the two former occasions terminated naturally ; but

this time it lasted seventy-two hours. The child, though strong and

well-formed, died when two days old.

After that confinement, the disease became greatly aggravated

:

the pains were constant : they became intolerable with any move-

ment or on the slightest pressure : to such an extent was this the

case, that the patient could hardly bear the weight of her clothes

or blankets. During the night, the pains were more severe than

at any other time, when they extorted cries from the unhappy

sufferer.

Her figure had been crooked for a long time ; but from the date

of this third confinement, the deformities became great.

The face was shortened : the cheek-bones had acquired increased

prominence : the superior maxilla projected so much as not to cor-

respond with the lower jaw : from this cause, and the loss of several

teeth leaving a gap, mastication was difficult, particularly when the

food offered resistance to chewing-.

The head, regarded as a whole, was, however, not deformed;

although the cranium was exceedingly sensitive.

The cervical region was shortened, in consequence of increase in its

curve forwards, and the squeezing together of the vertebrae.

The thorax was flattened from before backwards, and shortened

from above downwards, being inclined towards the pubes. The ribs

were imbricated, lying over one another in such a way as almost

wholly to efface the intercostal spaces.

The pelvis was flattened in the same way as the thorax, that is to

say, in its antero-posterior diameter. The iliac bones were turned

outwards in a very obvious manner.

The thighs were shortened and curved, the hollow of the curve

being directed backwards and inwards.
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Over this curvature, the integuments were hard, and formed very

prominent folds.

The legs and upper extremities presented no change, although for

a long time the patient could only half supinate the hand.

The malady grew worse; but, nevertheless, the functions of

organic life were not disturbed : there was no loss of appetite, diges-

tion was easily performed, and the bowels were regularly opened

every day. Her diet was wholesome, being composed of flesh and

vegetables, with wine as the usual beverage.

This state of matters had continued several years, when a slough

over the sacrum complicated the case. The patient was then admitted

to my wards in the Hopital Necker. As I have already told you,

that occurred in 1848. The malady had then existed sixteen years

;

and during the latter half of that period had made great progress.

I was at once struck with the deformities of which I have now given

you a condensed account. I was struck with the patient's diminutive

stature: she told us that her height was formerly im - 78, but was

now reduced to one meter. So great was the deformity of the pelvis,

that when I wished to make a digital examination, with a view to

determine its internal dimensions, I found it impossible to pass my
finger into the vagina, and was only able to introduce a pretty large

sound.

Well, Gentlemen ! this woman recovered : she recovered under

the influence of cod-liver oil, which I prescribed for her from the

time she came into the hospital, and which she continued to take

long after she returned to her own home.

You understand that this recovery took place as recoveries take

place in rickets. I was fortunate enough to arrest the progress of

the disease, so as to procure consolidation of the bones : but I had

no ground for hoping that I could remedy the deformities, which

were necessarily persistent. Dr. Beylard, however, who saw the

patient in 1851, ascertained that she had slightly regained her

stature : on measuring her, he found that she had regained 43 centi-

meters : at that date, her general health was excellent, and she had

become quite plump : except menstruation, which had not recurred

for two years, all her functions were performed with perfect regu-

larity. She complained, however, of some wandering pains, and

of shooting pains supervening on sudden atmospheric changes.

Although this case is full of interest in all its aspects, I must refer

you for farther details to Dr. Beylard's thesis.
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In another case, which occurred in my private practice, I likewise

saw rickets supervene, consequent to, but several years after, a first

confinement. The lady was married at twenty, and was delivered in

1 83 1 of the only child she ever had; and which, in the following

year, when enjoying perfect health, was carried off by an attack of

cholera of a few hours' duration. This event occasioned profound

grief to the mother, which time was unable to moderate.

A year afterwards, she fell into bad health. She had attacks of

menorrhagia, recurring at short intervals; and she complained of

incessant pains in the loins and pelvis. These pains soon extended

to the back; and in 1835, an obvious rachitic deformity was per-

ceived, the spine being curved forwards. Some months 'later, the

curvature was more marked, and was likewise lateral : one shoulder

also projected more than the other. These deformities went on in-

creasing : in 1 840, five years after they had commenced, seven years

after the beginning of her malady, and nine years, consequently, after

her confinement, they were exceedingly conspicuous. The projec-

tion of the shoulder was great : the stature was much diminished

:

there was collapse of the thorax from above downwards, to such

an extent that the ribs, as it were, overlapped one another. At

this period, the pains were such as to disable the patient from

walking.

Now, for the first time, the nature of the malady was recognised.

Forthwith, she began to take cod-liver oil. The anticipated success

was obtained from that medication. In two months, the pains were

sufficiently mitigated to enable her to walk, and after two years of

perseverance in the treatment, it being only temporarily discontinued

from time to time, so as not to avoid irritation of the digestive canal,

the cure was complete, with the exception of the irremediable

deformities.

In June 1863, you may have seen, in bed 3, Saint-Bernard's

ward, a very rare case of rickets, or acute osteomalacia in an old

woman of seventy years of age, who came into the hospital with

cough, dyspnoea, and high fever. This patient complained of suf-

fering horribly in certain parts of the sternum, and throughout

nearly the entire extent of the ribs. At first, I supposed that she

was exaggerating her sufferings. She shrunk from the hand when

any attempt was made to examine her by palpation or percussion.

This was something quite unusual : the pain was as intense as in the

most violent neuralgia ; but it was not circumscribed as in neuralgia.
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On the contrary, it was diffuse and bilateral, which is unusual, in-

tercostal neuralgia being generally seated in the left side. Then,

again, there was fever. On percussing the chest, with, a view to dis-

cover whether there existed fulness indicative of possible pleuritic

effusion, I thought I perceived slight crepitation, while, at the same

time, the ribs seemed to bend under the plessimeter. To make

myself quite sure on this point, I pressed somewhat strongly on the

convexity of the ribs ; and there was then no doubt that the bones

bent and crepitated under pressure : very acute pain was at the same

time excited. Lightnow began to dawn ; and I thought it probable,

notwithstanding the rarity of such an affection, that it was rachitic

softening of the ribs. In that case, the pain ought to be most acute

at the junction of the ribs with their cartilages ; and it was so. In

these situations, there was tumefaction. Pressure produced acute

suffering, and at the same time enabled one to perceive an abnormal

mobility : to a certain extent, the cartilage could be made to ride

upon the rib. Pursuing my investigations, I also made out that

the sternal pain was not uniformly distributed, but was located at

the junction of the first and second pieces of the sternum, and at the

union of the second piece with the xiphoid appendix.

I therefore found myself confronted with painful softening of the

ribs, and sternum, and pain seated in the favorite seats of pain in

rickets, that is to say, in the articulation and epiphyses. Could any

doubt have remained, it would have disappeared on a more complete

examination of the woman, for she presented a very strong gibbosity.

Her vertebral column was curved in the form of the arc of a circle of

great diameter ; and was not bent in an acute angle as in Pott's dis-

ease. The articular apophyses of the ribs were bulky, and the long

bones were slightly deformed. Finally, the patient stated that she

had been rickety [nouee] in childhood.

She had dyspnoea, due in part to the pain ocasioned by the respi-

ratory movements, which caused the softened ribs to ride on one

another, and in part also, to a slight bronchitis from which

she had suffered for some days. She suffered habitually from

palpitation, due perhaps to displacement of the heart, which was not

enlarged.

The thoracic pains, which had set in six weeks previously, com-

menced with febrile excitement. The fever was constant, tolerably

moderate during the day, liable to exacerbations in the evening and

at night. Profuse sweating occurred towards morning.
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I placed the patient on a cod-liver oil regimen, and tried to sub-

due the fever by administering the tincture of digitalis and the alco-

late of aconite.

Fourteen days after admission, that is to say, on the 7th July, she

had violent shivering, and on the following day, were perceived dul-

ness, crepitation, and an obscure blowing in the right axillary region.

Next day, this poor woman succumbed under an advancing pneu-

monia.

At the autopsy, we found a very altered state of the ribs and

sternum. There remained only one very thin plate of compact tis-

sue; and the superabundant spongy tissue was gorged with blackish

blood. So extensive was the softening of the ribs, that they could

be bent in all directions, and cut by a knife with the greatest ease.

The sternum was in a similar state of softening.

It is a remarkable fact, that the long bones of the limbs presented

no similar alteration : therefore, notwithstanding this woman's

advanced age, the rachitic disease had, as in the infant, begun in

the chest.

The whole of the upper half of the right lung was hepatised ; and

all the bronchial tubes were inflamed.

This case, in my opinion, decisively demonstrates the identity of

rickets and osteomalacia : the lesions were certainly those of rickets,

but the patient's age was that at which osteomalacia is usually

observed. Moreover, she died of inflammation of the lungs, as

generally happens in the severe form of rickets, as if the impediment

to the respiration, by causing passive congestion, produced inflam-

mation of the pulmonary parenchyma.

Gentlemen, I am also strongly led to believe, that rickets and

osteomalacia are the same disease, by the fact, that both are wonder-

fully combated by the same medication.

This medication may be considered as really heroic in the treat-

ment of rickets : it consists in giving cod-liver oil, and, in a more

general way, fish oil. Though employed from time immemorial by

the people in England, in Holland, in Westphalia, and on the

northern coasts of Germany, it was never, till recently, prescribed by

scientific practitioners. At the commencement of this century, two

physicians on the other side of the Rhine, Schenck and Fehr, published

some very interesting observations in relation to its use ; but the facts

to which I refer remained unknown in France, till 1827, when
Bretonneau, who, like every body else, was ignorant of them, was led,
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in the manner I am now going to relate, to try cod-liver oil in-

rickets.

At that date, there was a Dutch family at Tours, under the

medical care of the eminent practitioner. One of the children,

fifteen months old, became rachitic in an extreme degree. Tor four

or five months, Bretonneau fruitlessly contended with the malady,

exhausting the entire series of medications then recommended, when

the child's father told him that his eldest son had been cured, in

Holland, of the same malady by fish-oil, a popular remedy. Breton-

neau advised the same medicine to be given to his young patient

:

the success was so incredibly rapid, that my illustrious master was

quite struck by it.

Encouraged by the result in this first trial, he repeated the expe-

riment on other rachitic subjects ; and it was when thus occupied

with researches into the action of cod-liver oil, of the good effects of

which he had satisfied himself, that he had the pleasure of finding

that similar good results had been already obtained by the German

physicians whose names I have just mentioned.

Bretonneau informed Dr. Guersant, Professor Jules Cloquet, and

me of his curious observations ; and then, we, in our turn, adminis-

tered the remedy to the rachitic children we had to treat. The

results were as completely satisfactory as those of which we had been

informed. The use of cod-liver oil soon became general ; and at the

present day, there is not a physician who has not recourse to it

under similar circumstances.

How does this medicine act ? Is it by specific anti-rachitic vir-

tues such as mercury and iodide of potassium possess in syphilis ?

I do not believe that it is. Its virtues essentially depend upon fish

oil being an analeptic tonic of a superior kind ; that is to say, that

it acts as a fatty body, and perhaps by being a fatty body combined

with different substances which possess the properties of exciting

tonics, such as iodine and phosphorus, and combined in the propor-

tions and according to certain modes which chemical analysis might

be able to disclose, but which, nevertheless, synthesis cannot repro-

duce. It resembles, in this respect, all the compound medicaments

which we find prepared by the hand of nature : and thus, as I have

had occasion to tell you in my lecture on dyspepsia, when speaking

of the natural mineral waters, the pretensions of those who wish to*

substitute pharmaceutical medicines for them is as senseless, in my
opinion, as it would be to combine the component parts of wine
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with a view to produce a substitute for natural wine, even for the

worst natural wine. Cod-liver oil, besides being an aliment, is a

stimulant perfectly suited to the more or less deteriorated state of

the organism.

It does not, however, enjoy a monopoly of these renovating

powers. We may perfectly well substitute for it ray oil, herring

oil, and the fish oil of commerce. Tor my part, when I have to

treat the children of families whose means require to be considered,

I prescribe the oil used by shoemakers, which is much less expensive

than either ray or cod oil. However repugnant this oil may

appear, the little patients generally accommodate themselves to it

as well as to the other oils. I would add in respect of cod oil,

that that which is not purified—the brown oil—is far preferable to

all the pale kinds, the advertised prospectuses of which proclaim

their superiority.

Clinical experience testifies in favour of this opinion ; and clinical

results are corroborated by those obtained in physiological experi-

ments made in relation to the assimilation of those oils by the

economy.

You are aware, that while vegetable oils are either not assimilated,

or are only assimilated in so small a proportion that after their

reception into the stomach, they become converted into emulsions,

and are to a great extent passed by stool, the animal oils are assimi-

lated. There are, however, differences between the two kinds of oil

which must be pointed out. The more impure and rancid that the

animal oils are, the more perfectly are they assimilated, the more

does the digestive canal become accustomed to digest them : on the

other hand, the purified oils, such for example, as the pale cod-liver

oil, after they have been taken for a certain time, cease to be so well

assimilated.

In northern countries, on the shores of the Baltic Sea, where it is

a common practice with the people to give to weak children and

valetudinarian adults whale oil, and fish oil indifferently, you may
be sure that much care is not bestowed on the purification.

Marvellous and unquestionable though the good effects of fish oils

are, there are circumstances in which, from the individuals not being

able to bear their use, or from their having an invincible repugnance

to them, we are obliged to substitute other substances.

There is one substitute, butter, within the reach of all, from which

excellent results are obtained ; but to obtain such results, it is neces-
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sary that a large quantity, sixty grammes, at least, be taken in the

twenty-four hours.

So as not to shake the confidence of relatives in a medication so

simple as butter, I add to it some of the constituents of fish oil. The

following is the formula which I generally prescribe

:

Take of—
Pine fresh butter,

Iodide of potassium, .

Bromide of potassium,

Chloride of sodium

Phosphorus,

Mix them s. artem.

300 grammes,

15 centigrammes,

5°

5 grammes,

1 centigramme.

This quantity, spread on slices of bread, ought to be taken in

three days.

When children have a disgust for this preparation, fowl fat may
be used as a substitute for it, taken in the same quantity, and in

the same manner ; or recourse may be had to an old practice, still

adopted in Scotland and England, of giving fried bacon, or the

melted fat of ham spread on bread.

Well smoked ham, eaten raw, is also recommended as a dietetic

auxiliary in the treatment of rickets and osteomalacia : its use com-

bined with that of flat beer [biere non-fermentee] has been much
lauded, particularly in Germany.

The use of fats and animal oils form the basis of the treatment of

rickets and osteomalacia. Need I add, that the patients must be

placed in the most favorable hygienical conditions ?

They must, as much as possible, live in the country, in the open

air, and in dry sunny places. Though it be necessary during the

period of the increase of the malady to avoid movements, lest frac-

tures be produced, yet at a later period, when the bones have become

consolidated, regular exercise is indicated. Saline baths, particularly

sea-water baths, will be exceedingly useful.

It is unnecessary to say, that the thing of paramount importance

is an aliment essentially tonic and reparatory : but, Gentlemen, in

respect of aliment, I must impress on you the necessity of its being

varied according to the age of the patients. For very young infants,

for those in whom the first dentition is not completed, milk, par-

ticularly the milk of a good nurse, must constitute the exclusive food.

I attach so much importance to this rule, that I do not hesitate to
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prolong lactation beyond the usual term. By doing so, and without

the use of any other means, I have seen the recovery of rachitic

children. When, from the child having been prematurely weaned,

it is averse to resume taking the breast, and when the milk of the

cow or any other animal causes indigestion, leading to the intractable

diarrhoea of which I have spoken to you, I resort to medication with

raw meat.

In infants, after the first period of infancy, and in adults, the

regimen ought to consist of a varied combination of animal and

vegetable food, care being taken that the former predominates, and

that farinaceous vegetables are abstained from, as they are of much
more difficult digestion than fresh herbaceous vegetables.
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TRUE AND FALSE CHLOROSIS.

False Chlorosis, or Tubercular Anaemia.—Ferruginous Remedies must

not be prescribed m False Chlorosis.—Iron arouses the Tubercu-

lous Diathesis, and promotes its manifestations.—The Tuberculous

Diathesis ought to be treated by Bitters and Arsenic.—When the

Tuberculous Diathesis exists, Fistula in ano and Leucorrhcea ought

not to be cured.—False Chlorosis and Syphilitic Anaemia.—The

Blowing Sound in Anaemia is Arterial and Simple : in True

Chlorosis it is Double, i. e., Arterial and Venous.—Action of the

Vaso-motary System on the Production of Vascular Belloivs

Murmurs.—True Chlorosis is a Neurosis, alteration of the blood

being secondary.—Treatment : Hygienical Conditions.—Iron.—
Cinchona.

Gentlemen :—You must have been surprised to see me prescribe

medications differing so much from one another for several women

now in the clinical wards, all of whom may appear to you to be

suffering from chlorosis. In point of fact, they are all pale, cachectic,

and neuralgic : in nearly all of them, you hear the blowing murmur

in the vessels of the neck : and in these seemingly identical cases, I

institute very different kinds of treatment.

You perceive, therefore, Gentlemen, that I am far from looking on

anaemia and chlorosis as the same disease; and although, as I readily

grant, chlorosis is accompanied by profound anaemia, it by no means

follows that anaemic subjects are chlorotic. Decoloration of the

blood, and modifications in the relations of its elements, are observed

in many pathological conditions differing much from one another;

and I am convinced that the confusion introduced by some of your

teachers into the diagnosis of the diseases which have anaemia as an

element in common, daily sacrifices victims.
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You see in bed 25 of Saint Bernard's ward, a woman, twenty-two

years of age, who pants for breath on making the slightest move-

ment, is gastralgic, dyspeptic, irregular in her menstruation ; and in

the vessels of whose neck is to be heard the blowing murmur. At

the time of her admission to the hospital, it was difficult not to con-

sider her as chlorotic : but she told me that, some time previously,

she had had slight attacks of hemoptysis, and that she had been fre-

quently troubled by a short cough, coming on generally after meals.

On examining the chest by percussion, with the most scrupulous

care, nothing abnormal was revealed. But, by attentive auscultation,

it was discovered, that the pulmonary expansion was less in the right

infra-spinous fossa than in the left. I heard neither rales nor vocal

resonance ; and I am convinced, that two months earlier these signs,

so equivocal and so little marked, were entirely absent. I was, how-

ever, on my guard : and to-day, when you can recognise cavernous

rales and gurgling, accompanied by emaciation and disturbance of

the digestive and uterine functions, you can make no mistake as to

the sad reality.

In bed 3 of the same ward, there is (admitted for the third time),

a young girl, with all the apparent signs of chlorosis ; and yet, during

the eighteen months that she has been in my wards, I have persisted

in refusing to give her ferruginous preparations, which some of you

wished me to prescribe for her. She also has false chlorosis : at the

apex of one lung, she has feeble inspiration ; a circumstance which

occupies my attention, and alarms me : she has been treated by fer-

ruginous medicines, from which she has always experienced bad

effects, and has observed, that the gastralgia and feelings of discom-

fort have been invariably aggravated by their use.

The influence of preparations of iron on the health of women re-

puted to be chlorotic is a subject which demands very serious con-

sideration. Speaking generally, it may be said that iron prudently

and gradually administered, is well borne by true chlorotic patients.

But if in a disease which has every appearance of chlorosis, the

physician fail after having varied both the choice and doses of the

preparations of iron, he ought to suspect that he has made a mistake

;

and, if he observe attentively, he will almost always discover that

some formidable affection has already revealed its existence by

evident signs.

I do not say that iron does not sometimes give an appearance of

flourishing health to women threatened with tuberculosis; but in
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such cases, some signs will present themselves which will show the

practitioner that he is on the wrong tack. When in a girl appa-

rently chlorotic, languid, and devoid of energy, the iron rapidly

rewakes the muscular power and the appetite, while at the same time

it notably accelerates the pulse, and gives rise to a sort of feverish

excitement somewhat analogous to intoxication, there arises reason

to fear, that a continuance of the iron will induce an outburst of

fever accompanied by local disorders, frightfully rapid in their

progress.

When a very young physician, I was called to see the wife of an

architect suffering from neuralgia, a pale woman, presenting every

appearance of chlorosis : I prescribed large doses of preparations of

iron, according to Hutchinson's method of treating neuralgia. In

less than a fortnight, there was a complete change : the young

woman acquired a ravenous appetite, and an unwonted vivacity : but

her gratitude and my delight did not last long. The excitement

soon became fever : and the restored color of the cheek became

every evening after dinner more ardent than it had been when she

was in good health. A short cough supervened; and in less than a

month from the commencement of the treatment, there appeared

signs of phthisis which nothing could impede.

The first case of galloping consumption which I had to deplore in

my practice, occurred under nearly similar circumstances : the patient

was a girl of fifteen, who after a mild attack of dothinenteria fell into

a state of anaemia and prostration, which I considered chlorosis. I

administered ferruginous remedies, which rapidly restored her to

florid health : and although there was nothing in the family history

to lead me to fear the coming calamity, she was simultaneously

seized with hemoptysis and menorrhagia, and died two months after-

wards with the symptoms of phthisis, which had advanced with giant

strides.

I do not blame the iron for having caused this calamity ; but 1

do blame myself for having cured the ansemia, a condition, perhaps,

favorable to the maintenance of the tuberculous affection in a latent

state.

Nevertheless, Gentlemen, inasmuch as under the influence of

bitters, arsenic, hydrotherapy, and sea-water baths, I obtain equally

favorable results in women who seemed to me to have been in con-

ditions quite the same as those which I have just been describing;

and, inasmuch, as I have not seen produced in them that general

7
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excitement, the prelude, cause or effect, of the tuberculous dissolution,

I am constrained to impute to iron some of the evil consequences

which I had to deplore.

For many years past, I have looked on it as a duty, when I have

had to do with persons hereditarily predisposed to tuberculosis, not

to push too far a medication under which all the functions seemed to

regain a powerful energy ; and though in these same persons, phy-

sicians less timid than I am, dare to seek and to obtain results which

I dread, I avoid their practice, because under it I have often seen

diseases show themselves which might otherwise have remained for

a long time in the germ.

Gentlemen, a book has been written on the advantages of bad

health ; and without guaranteeing all that may have been said on

that subject, I would wish to appropriate some of it, and tell you

that you will avoid distressing occurrences in your practice by

allowing patients predisposed to tuberculous disease to retain mala-

dies from which it may seem easy and opportune to deliver them.

It has been impressed upon you by your surgical professors that it

is dangerous to cure anal fistula in tuberculous subjects : and it is

now a long time since I laid down for myself the rule, not to interfere

in young women predisposed to tubercle with leucorrhoea, so common
in them, sometimes so inconvenient, and so easily cured. In cases

in which I have refused my consent to such patients being treated

for this indisposition, and in which other practitioners, more venture-

some, have acted otherwise, there have soon supervened accidents

till then retarded.

In respect of fistula and leucorrhoea, I have no objection to the

theory of revulsion being invoked, yet it has seemed to me that the

relative debility of the patients was to them a protection against the

sudden outbreak of tuberculous accidents. The older I grow in the

practice of my art, the more convinced do I become, that in the same

family in which the hereditary taint of scrofula exists, the women
who are ansemic, or affected by indispositions which maintain them

in a state of precarious health, pay their debt to hereditary taint at

a later period than those who are seemingly in the enjoyment of the

most complete health.

Gentlemen, I am well aware that very few practitioners concur

in these views ; and still better do I know the extent to which I

have been subjected to the criticisms of those who make use of

iron so frequently (and as I think) so inopportunely; but my
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conviction, far from being lessened, is confirmed more and more every

day.

Let us now, Gentlemen, recall the case of a woman, aged thirty-

two, who lay in bed 11 of Saint Bernard's ward. On admission, she

was in a state of extreme ansemia, having blowing sounds in the

vessels, chronic diarrhoea, and an exceedingly profuse leucorrhoea. I

fought long, but fruitlessly, against the abdominal affection. One

day, I moderated it—the next, it reappeared. For four months, I

used, with great perseverance, all the therapeutic measures with

which I am in the habit of successfully treating diarrhcea. Never-

theless, a temporo-facial neuralgia supervened, an event not at all

surprising in a person so exceedingly anaemic ; but the neuralgia had

this peculiarity, that it returned every evening, increased in severity

dufing the early part of the night, and ceased at day-break. This

nocturnal return of the malady made me suspicious, and led me to

fear the existence of constitutional syphilis, with which, notwith-

standing her protestations to the contrary, I felt convinced she was

affected.

Some time afterwards, a very painful exostosis on the crest of the

tibia declared itself. I no longer regarded the denials of the patient.

I prescribed Yan Swieten's liquor (bichloride of mercury) ; and you

have seen with what rapidity the health of this woman, so seriously

compromised, was reestablished. You have seen her color return

under the influence of mercury, a medicine which so radically alters

the crasis of the blood in healthy subjects.

Nearly at the same time that this woman was under treatment,

you saw, in bed 16 of our nursery ward, a young woman who was

pale, and had all the symptoms of chlorosis. She had no sign of

venereal disease: but the child she was nursing had syphilitic

symptoms, and hypertrophy of the liver : it was even paler than its

mother. She had been uselessly treated by ferruginous preparations.

Mercurials, followed by iodide of potassium, restored her to the

appearance of perfect health. Bear in mind, in relation to this sub-

ject, the interesting researches of Dr. Grassi regarding the blood of

persons affected by syphilis. This distinguished chemist has demon-

strated, by numerous analyses, that in the secondary period of syphilis,

there is a diminution in the number of the blood-globules.

I have been anxious to place before you these facts, to let you see

that a multiplicity of causes may alter the constitution of the blood

in such a manner as to simulate chlorosis ; and I have done so for
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the special purpose of guarding you against the hackneyed treat-

ment by ferruginous medicines, which, in the majority of cases, is

insufficient, is, moreover, sometimes useless, and more frequently

dangerous.

When my honourable colleague, Dr. Bouillaud, first called the

attention of practitioners to the murmur which he called the " bruit

de diable" the " bruit de souffle musical, et a double courant" l he

did not suspect that it would become with many practitioners a fre-

quent cause of perilous diagnosis.

Look, Gentlemen, at the patient who now occupies bed 29 of

Saint Bernard's ward, whose malady is true chlorosis. Study in

this case, the vascular murmurs, and specially study the other phe-

nomena which constitute this curious disease. Let me, in the first

place, speak of what takes place in respect of the vessels.

On applying the stethoscope below the middle of the clavicle, we

have a rather dry blowing murmur, accompanying the first sound of

the heart. But during the ventricular diastole, the murmur assumes

a more musical character, louder, and resembling the purring of a

cat when it is being caressed, or the noise of a spinning-wheel.

Between the first and second sounds of the heart, the murmur never

altogether ceases. The name given by Dr. Bouillaud, viz. " sustained

blowing-sound" [bruit de souffle avec renforcemeni] is, therefore,

appropriate ; but it is important to remark, that the continuance of

the sound takes place during the cardiac diastole. Along with many

other physicians, I believe that the first sound is in the arteries, and

the second in the veins. On compressing, by the application of a

thread, the lateral part of the neck, above the point where the

stethoscope is applied, in such a way as to interrupt the current of

venous blood, we find that the second sound ceases.

Whatever there may be in this explanation, it appears to me that

there are two classes of blowing sounds of the neck; viz.. the simple

sounds, purely arterial, and the double-current sounds [bruits a

double courant] so well investigated by Dr. Bouillaud. The first

belong to anaemia, whatever may be the cause of the ansemia : the

others are peculiar to chlorosis. They are so decidedly chlorotic

sounds, that they precede or follow the most ordinary manifestations

of chlorosis. We have at this very moment, in bed 3 bis of Saint

Bernard's ward, a young woman who is typically chlorotic. You

Bouillaud : Traite Clinique des Maladies du Cceur. T. I, Paris ; 1841.
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recollect that when she was admitted to the hospital, she presented,

with the utmost exactitude, all the symptoms of chlorosis. Ferru-

ginous treatment rapidly reestablished her health : the complexion

and the mucous membranes regained color : the veins were traced

out by blue lines : and all the functions were restored in their integ-

rity. However—as I have often asked you to verify by your own

personal observation—the double-current blowing sound still con-

tinues in the vessels of the neck, and though it is not so strong as

it was two months ago, it is not the less distinctive : on the other

hand, in all the anaemic women in the wards, you can only hear the

simple murmur accompanying the first sound.

It therefore follows that, in chlorotic subjects, the vaso-motor

nervous system is modified in a manner altogether special, and that

this modification is, to a certain extent, independent of the constitu-

tion of the blood. It bears no relation to the greater or less number

of the blood-globules, because, in the first place, anaemic subjects

seldom have the double-current blowing murmur, and, secondly,

because chlorotic subjects, after the constitution of their blood is

restored to its normal state, long continue to present this sign.

When, as the result of clinical observation, I was led to think that

differences existed between the anaemic and chlorotic blowing sounds

;

and that these sounds may continue for a variable period after the

cure, I was not acquainted with the conclusions arrived at by Dr.

Peter, as stated in an unpublished memoir on this subject.

In this work, Dr. Peter has established, upon a basis of sixty-

three cases, that the vascular blowing sounds are not entitled to

retain that importance which has been assigned to them in the

diagnosis of anaemia and chlorosis. It has indeed been shown by

the chemical analyses of MM. Andral and Becquerel, that vascular

blowing may be perceived in cases in which the number of blood-

globules is not below the numerical physiological average. As, on

the other hand, it has been shown by Dr. Peter, that the symptoms

of anosmia and chlorosis may exist without there being any vascular

blowing, is it not natural to conclude, that its presence or absence is

only of secondary importance in the pathological conditions which

vre are now considering ?

Dr. Peter has also shown, that the blowing sounds may disappear

and reappear within a few hours, evidently, therefore, without the

erasis of the blood having undergone any sensible modification.

Since then, vascular blowing may be heard when there is a normal
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constitution of the blood—when there exists the functional disturb-

ance of anaemia or chlorosis—since vascular blowing may appear and

disappear during the same examination without there being any-

possible alteration in the condition of the blood, we must attribute

this sound, in a certain number of cases, to something else than the

state of the blood. May not the sound be caused by a peculiar state

of the vessels, by contraction of their parietes ? This is a view which

brings us back to the opinion of Laennec, who attributed the vascular

blowing heard in the hypochondriac regions to spasm of their vessels,

a spasm which he thought, and which I think, depends upon the

action of the vaso-motor system of nerves.

Dr. Peter, with Laennec, believes in vascular spasm : with M.

Chauveau, he believes that the phenomenon of the contracted column

of blood [la jphenomene de la veine fluide] is the condition which

occasions vascular blowing ; or in other words, that the spasm of the

vessel produces constriction, which constriction in its turn produces

the contracted column. As you know, according to the experiments

of Savart, there is always produced a contracted column when a liquid

in traversing a tube passes from a constricted to a wider portion.

Erom the reasoning and observations of Dr. Peter, it follows, that

the vascular blowing sounds do not possess the semeiotic value

hitherto attributed to them : they are by no means pathognomonic

of anaemia, and possess a value which is only relative. Por, adds

Dr. Peter, as the wall of the vessel derives its nervous supply from

the vaso-motor system, nervous people are subject to vascular spasms,

and as anaemic people are in a high degree nervous, it follows that it

is principally among them that vascular blowing sounds are met

with—and here vascular blowing is a very indirect proof of anaemia.

But as a person may be anaemic without having these vascular spasms,

and have vascular spasms without being anaemic, it equally follows,

that vascular blowing cannot be a direct proof of the existence of

anaemia.1

In an interesting discussion, raised before the Societe Medicate des

Hopitaux by Dr. Parrot, that able clinician also reduced the usually

accredited value of vascular blowing as a sign of an altered state of

the blood. He also believes, that it is the wall of the vessel, and

not the condition of the circulating fluid, which produces the blowing

sound. He also observed that these sounds are fugitive, appearing

1 Peteh:— Gazette des Hopitaux : 1867. This theory of Dr. Peter was
formally stated in 1863, in the second edition of these Clinical Lectures.
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and disappearing during even the same examination, according to

the position of the patient : he adds, that they are usual in children,

common in aged persons, and almost invariably met with in the

nurses at the grand bureau, who are generally robust women, recently

arrived from the country, and free from all signs of debility or

nervousness.

In explaining the production of the vascular blowing sounds, Dr.

Parrot attaches very little importance to the condition of the blood

:

he believes that the sounds are produced in the veins and not in the

arteries, and that they are due to insufficiency of the venous valves,

an insufficiency which does not admit of any doubt in respect of the

valves of the internal jugular vein. The greater frequency of vas-

cular blowing sounds on the right side is attributed by Dr. Parrot

to the almost rectangular passage of the vessels on that side, and to

the shortness of the passage to the heart. 1

Dr. Parrot does not go so far as to allege that vascular blowing

is valueless in the diagnosis of anaemia and chlorosis : but he says,

that to give it a decided value, it must be very intense and accompa-

nied by a purring sound.

In his beautiful work on anaemia, Professor G. See, who locates

vascular blowing in the arteries, also attributes it to the nervous

influence in operation from the time that the blood has begun to be

altered. There is diminution of the tension of the blood consequent

upon relaxation of the vessels. The blood flowing more irregularly

than by the capillary extremities, the pulse becomes quicker, and a

maximum abnormal sound is produced. It is by the fluid column

that Dr. See, in like manner, explains vascular blowing. He is also

of opinion that the material conditions which produce vascular blow-

ing sounds are permanent weakness of the heart's action, feeble

tension of the arteries, the brisk and accelerated flow of blood which

passes with ease from the arterial trunks into the minute arterial

branches. In the fever of the pyrexiae, there is a constant fatigue of

the muscles of the vessels, and their tension is always enfeebled ; and

then, we hear vascular murmurs : they are never, however, so dis-

tinct as in chlorosis, because the blood is not impoverished in glo-

bules. Blowing sounds are likewise produced in hysteria and hypo-

chondria : in these affections, they are derived from a direct excitation

of the heart, but which is not sustained by any alteration of the blood.

1 Parrot :

—

Archives Generates de Medecine : T. ix, Juillet, 1867.
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Arterial blowing, then, does not possess any absolute diagnostic

value, says Dr. See, and is in itself insufficient to establish the exist-

ence of chlorosis, particularly when the disease does not manifest

itself by other signs.1

Dr. Potain 2 also is of opinion, that vascular blowing is not a sign,

certain and pathognomonic, of ansemia; but he believes that the

composition of the blood may have some influence on its production,

and that, consequently, it is not without some semeiotic value. By

experiments, equally ingenious and delicate, Dr. Potain has shown,

that three vascular phenomena are observable in the region of the

heart, viz. a movement, a thrill, and a sound. The movement con-

sists of two slight upheavings followed by two more considerable

sinkings, succeeded by a slow ascent of the region. These move-

ments are due to the veins ; and the application of the sphygmograph

shows that the first upheaving immediately precedes the contraction

of the ventricle, and corresponds to the systole of the auricle : the

second upheaving is due to the systole of the ventricle. Thus, the

two successive elevations of the vessels are due to successive con-

tractions of the right auricle and right ventricle. The collapse of

the veins corresponds with the diastoles : the first collapse is due to

the diastole of the auricle, and the second, to the diastole of the

ventricle. Though the thrilling is intermittent, it is produced

during the vascular collapse, that is to say, during the cardiac diastole,

a fact which harmonises badly with the theory of Dr. Parrot, who

attributes the thrilling, as well as the blowing, to insufficiency of the

valves of the veins ; for in that case, the thrilling ought to take place

at the time of the upheaving of the vessel and to be coincident with

the cardiac systole. Dr. Potain, in relation to the vascular murmurs,

without rejecting Dr. Peter's spasm-theory, relates experiments which

he performed, and from which it appears, that the greater the fluidity

of the circulating liquid, the more intense is the blowing which it

produces in the tubes wherein it circulates : thus, the blowing sounds

are very loud when it is water or serum which circulates, and they

cease altogether when these fluids are replaced by blood. But the

greater the fluidity of the liquid, the more rapid is its circulation ; so

that the whole discussion resolves itself into a question of rapidity

of circulation. As the blood is less dense, and more fluid, when

there is a diminution in the number of red globules, it follows, that

1 See :—Da Sang et des Anemies : p. 202 et passim: Paris : 1866.
2 Potain :

—

Gazette des Hopitaux.
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the rapidity of the passage of the liquid must be augmented, and the

conditions be realised which produce vascular blowing. This is what

occurs in chlorosis : it is, therefore, impossible to deny, that the

quality of the blood possesses an influence upon the production of

the blowing sounds.

The exposition which I have now made shows, that we must not,

as hitherto, exclusively attribute vascular blowing to the state of the

blood. The causes of the phenomenon are much more complex.

Fluid blood flows more quickly, and fluidity is a condition favorable

to the production of vascular blowing ; but fluid blood is less rich in

globules, and being less rich in globules, it is less nutritive and less

an excitant of the nervous system. It is at this point that the too

much neglected action of the walls of the vessel plays its part. It

matters little whether the parieties of the vessel become paralyti-

cally relaxed, or spasmodically contracted : the important point is

the occurrence of nervous disturbance—of a temporary and fugitive

character, like everything which pertains to life—a disturbance which

temporarily modifies the circulation in such a way as to produce a

contracted column, and, as a consequence of that, a blowing vascular

sound. We can thus understand how it is, that the blowing sound

may appear and disappear in the course of the same exploration, as

observed by Drs. Peter and Parrot. Moreover, the strength of the

blowing sound is greater, if, in addition to the nervous state of the

vessel, there exist greater fluidity of the blood. 1

In his conclusions, which are perhaps too absolute, Dr. Peter

has been specially anxious to place in relief the action of the

living solid, the wall of the vessel, the contractile wall, supplied

by nerves from the great sympathetic, and to oppose its action,

modifiable to an infinite degree within a space of time relatively

very short, to the action of the blood, which cannot change suffi-

ciently quickly to explain by itself the rapidly changing blowing

sounds in the vessels. I am ready to admit with Dr. Peter, that

in some nervous persons vascular blowing exists irrespective of an

alteration of the blood ; but that which is only observed in them

accidentally is the rule in the hydremic and chlorotic.

Bear in mind that, in exophthalmic goitre, continuous re-enforced

1 For information in relation to this interesting discussion, see the Bulletin

de la Societe Medicale des Hopitaux : also, the excellent article, Chlorose, by
Dr. Lorain in the Dictionnaire de Medecine et de Chirurgie Pratiques ; T.

VII, Paris: 1867.
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vascular blowing is heard, particularly during the paroxysms of

that disease. These paroxysms appear suddenly—most frequently,

consequent upon strong mental emotion, and although the blood

cannot, within a few minutes, undergo extensive changes in its

constituent parts, it is during the paroxysms of Graves' disease,

as well as in acute or chronic chlorosis, that vascular blowing is the

result of a modification of the contractility of the vascular system.

I think, however, that chlorotic blowing ought always to be care-

fully sought for ; and the reason for my laying before you the minutiae

of the auscultation of the vessels of the neck is because they are of

very great importance. While in the majority of cases of ansemia,

ferruginous remedies are not generally trustworthy, and are some-

times dangerous, they possess an almost invariably useful and rapid

influence upon chlorosis.

From what I have now said, Gentlemen, you have no doubt per-

ceived that I am disposed to class chlorosis with nervous diseases.

Let us, for a moment, leave out of consideration the constitution

of the blood, and inquire by what other phenomena than paleness

of the tissues, the disease shows itself. These phenomena have an

almost exclusive bearing upon the nervous system. The intelligence,

the senses, the muscular movements of animal and organic life, are

very much modified. Chlorotic girls generally experience perversions

of the understanding, and I am acquainted with many such cases.

They become irrascible, and odd in their behaviour ; the mental dis-

turbance sometimes goes so far as to be really insanity. If we examine

very carefully into the state of the skin, we find that its sensibility is

deficient in many places, while in others, it is occasionally morbidly

increased. I never examine a chlorotic woman in your presence

without interrogating her as to neuralgic pains ; and you may have

perceived, how unusual it is to find a chlorotic patient who does

not suffer from them more or less. In these patients, facial is of all

forms of neuralgia the most common : very often it alternates with

intercostal neuralgia, and with neuralgia of the stomach, liver,

intestines, and uterus.

Spasmodic affections of the locomotor system of animal life are very

frequent ; and you know how often hysterical convulsions are met

with in chlorotic women. Palpitations of the heart, and spasms of the

stomach intestines and uterus occur in nearly all chlorotic subjects.

The disturbance of the nervous functions produces great modifica-

tions of the secretions. The secretions of the stomach are altered
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in their chemical composition ; hence we have pyrosis, pica, &c.

:

the secretions of the liver and kidneys are sometimes suppressed,

and sometimes augmented, giving sufficient evidence of the exist-

ence of that nervous disturbance of which I have been speaking

;

and the great ovarian secretion, which constitutes one of the most

important secretions of women, is very often suppressed along with

menstruation, of which it is the consequence.

But, Gentlemen, amenorrhoea is not always the accompaniment of

chlorosis. Many years ago, I published a work upon menorrJiagic

chlorosis, in which I showed that in virtue of exceptional tendencies,

very difficult for me to appreciate, the menstrual flux becomes

exceedingly profuse, and augments as the malady progresses. In

such cases, ferruginous medication is quite as powerfully remedial as

in normal chlorosis or arnenorrhcea.

Gentlemen, we are in the habit of regarding chlorosis as a malady

which is not serious ; and in so doing, it appears to me, we take too

little into account a general condition in which we see supervening

great disturbance of the economy. I have long looked upon chlo-

rosis as a serious affection. It has the peculiarity of leaving an

almost indelible impression ; so that when a young woman has been

very chlorotic, she remembers it for nearly her whole life. If you

interrogate women who have had several attacks of chlorosis, and have

reached the catamenial decline, you will find that they present

neuropathic phenomena which almost never leave them, however

variable may be the forms which they assume. And this is observed

when the blood-lesion has long previously been repaired : sometimes

even, plethora may be observed. This is a farther proof, that

chlorosis must be regarded as a nervous disease caused by alter-

ation of the blood, rather than as a cachexia causing nervous

disorders.

I need not now recall to your recollection experiments recently

instituted by the ablest physiologists demonstrating the influence

which the different functional disturbances of the nervous system

stamp upon the secretions, as well as upon the composition of the

blood. It is easy to understand, that when the essential functions of

an organ of hematosis, such as the lungs liver or spleen, are

altered, the composition of the blood must undergo great modi-

fications.

This influence of the nervous system sometimes makes itself felt

with wonderful rapidity. Recall to your recollection, a young
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woman, bed 32, Saint-Bernard's ward, a patient who has already

come twice into our wards to be treated for Saint-Yitus's dance.

When in the enjoyment of very good health, she received a sudden

fright during the night. Next morning, her health was affected

;

and four days later, she came into our wards with all the signs of

confirmed chlorosis. In bed 3 his of the same ward, we had a girl

of eighteen, who, also, consequent upon, and some days after, a violent

mental emotion, became chlorotic. These cases show you how little

importance can be attached to the primary state of the blood ; and

how important it is to place anaemia only among the secondary causes

of chlorosis.

Amenorrhcea, so common in chlorosis, sometimes announces the

beginning of the disease. In other cases, a perfectly healthy young

woman becomes suddenly chlorotic, when the catamenia, which had

commenced, are suppressed, in consequence of a chill or some great

mental shock. Certainly, in such a case, the dyscrasia of the blood

cannot be considered as the result of a hemorrhage ; and as it also

occurs in certain cases of anEemia, it can be imputed only to nervous

perturbation. On the other hand, we see young girls remain

chlorotic for a long period although the most rational treatment has

been employed, and cease to be chlorotic on the appearance of the

menstrual hemorrhage, that is, when the anaemia ought to be

increased by the loss of blood. The explanation of the case is this :

—on the cessation of the general nervous disturbance, the normal

secretions are reestablished, because the cause of the chlorosis itself

has ceased.

Prom the remarks which I have made, you may pretty well con-

clude that chlorosis is not always so easily cured a disease as has

been supposed. In the clinical wards, you have seen some young

women cured very quickly, whilst in others, we have had to wait a long

time ere we saw the results of the treatment. In fact, to conduct

this malady to a happy issue, a combination of favorable conditions is

required, not always easy to attain or meet with in hospitals, nor even

in private practice.

I have told you, Gentlemen, the part which the nervous system

performs in chlorosis : you can understand, therefore, how important

it is to withdraw the patient as much as possible from all deleterious

mental influences. Though I have endeavoured to prove that anaemia

is an effect and not an essential element of chlorosis, I am not the

less of opinion that the dyscrasia of the blood, under whatever cir-
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cumstances produced, has a tendency to induce chlorosis, and that it

would be impossible, whatever medication were employed, to cure a

patient unfavorably placed in respect of regimen and residence. It

is vain to administer iron and bitters, if a subject exposed to paludal

miasmata, lose daily, under the influence of that morbific cause, all

that is gained by the ferruginous treatment. It would be the same

if (as often happens) the patients refuse to take exercise in the open

air, and obstinately remain shut up in obscure apartments where they

become etiolated. It would also be the same, were profuse menstru-

ation, or frequent attacks of epistaxis, to destroy as much as the re-

medies restore. Finally, if the supply of food be insufficient, the

alteration of the blood will increase ; and thus, as you perceive, we
shall always be turning round in the same vicious circle.

But it is easy to foresee the difficulties presented by the circum-

stances apparently accessory.

Though we can remove patients from countries where intermittent

fever prevails, it is not so easy to contend against paludal infection

when once established in the system. It then becomes necessary to

treat the intermittent fever with the same energy and perseverance

demanded in paludal maladies which have long dominated in the

system. And it is only then, when we have mastered the intercurrent

disease, that we can beneficially institute our treatment for the

chlorosis.

As to the etiolation, the result of deprivation of light, to which,

from perverted inclination, the young patients often condemn them-

selves, it is necessary to arrest it with the least possible delay, and to

employ severe measures to accomplish this object should the weak-

ness of relations render them necessary by placing obstacles in our

way.

Uterine hemorrhages and epistaxis, as I have told you, are some-

times the effects, rather than the causes, of chlorosis. Although, in

general, ferruginous medication may of itself be sufficient treatment,

it too often happens that we gain nothing by it, in consequence of

the constantly renewed hemorrhages not being compensated for by

the reparation derived from the iron. These are the cases in which

the powder of cinchona, extolled by Bretonneau, renders services not

to be expected from any other remedy ; and although I do not know
to what principles cinchona owes its potent properties, I can testify

not the less confidently, that in menorrhagia and obstinate epistaxis,.

powder of cinchona, taken internally in doses of from two to four
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grammes, daily, or two or three times a week, quickly moderates and

rapidly cares the hemorrhage.

This therapeutic agent is much superior to rhatany, tannin, and

the mineral acids, as I have had frequent opportunities of seeing in

my clinical wards.

But if, as sometimes happens, medicines do no good, we must not

hesitate to employ surgical measures, however disagreeable that

course may be. Plugging the nasal fossee by the different means

with which you are all acquainted will arrest the bleeding, should

you have failed to attain that object by the use of astringent injec-

tions ; but you can understand that injections are useless in menor-

rhagia, as the medicinal agent does not come in contact with, and

indeed cannot reach the mucous surface of the uterus. It is then

that plugging becomes indispensable : and however disagreeable it

may be to have recourse to such a proceeding in a young girl, and

however painful it may be, we must not hesitate to employ it,

because it is the only treatment which has any chance of being suc-

cessful.

I had to treat a young lady of nineteen who was chlorotic to an

extreme degree, and likewise subject to menorrhagic attacks which

were at first moderate, but ultimately became intractable. The loss

of blood, sometimes so great as literally to traverse the mattress and

fall on the floor, obliged me to use plugging : it succeeded wonder-

fully ; and I was able by ferruginous medicines to restore this patient

to perfect health. She quitted Paris ; and had subsequently a recur-

rence of the symptoms. Upon this occasion, her family shrunk

from consenting to a means of treatment to which the young lady

had an intense repugnance, and to the carrying out of which a diffi-

culty was perhaps presented by the youth of the attending physician.

Death from hemorrhage supervened, as internal remedies failed to

arrest the hemorrhage.

My friend Dr. Campbell has often mentioned to me the wonder-

ful successes which he has obtained in formidable hemorrhage super-

vening after delivery, by administering enormous quantities of

spiritous liquors according to the practice of many English practi-

tioners. He has ordered the administration, in table-spoonfuls, of

as much as a litre of brandy or rum in the twenty-four hours. He
has given, at the same time, sherry, Madeira, and Malaga wines.

Strange to say, the women bore the large doses of alcohol without

experiencing the slightest inconvenience, so long as they were under
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the influence of these hemorrhages, whilst as soon as they recovered

they were unable to take the smallest quantity without becoming

drunk. Professor Dubois and I have seen similar cases.

May not this treatment, however extraordinary it may seem, be

as much indicated in the menorrhagia of which I have just now been

speaking, as in profuse hemorrhages consequent on delivery.

A few minutes ago, I spoke to you on the subject of regimen : I

remarked, how important it was that the patient should have suit-

able alimentation : but here, an insuperable difficulty often arises.

The disease not only engenders dyspepsia, but also a capricious

appetite, a disgust for the most substantial fare, and an insensate

craving for things generally regarded as very bad. There are some

chlorotic girls who would rather die from hunger than eat the usual

food of other people.

In such cases, Gentlemen, we must not hesitate to submit to one

of those therapeutic capitulations so often demanded in the exercise

of our art. I generally pay very little attention to the nature of the

food, provided it be digested. I sanction without scruple the use of

articles reputed to be very indigestible, such as radishes, salad, hardly

ripe fruit, strong tasting cheese, very sour wine, vegetables, highly

spiced pork-meats, acid beverages, and spirituous liquors. But if I

am thus indulgent, I expect a concession in return which is, that

this strange aliment be varied. In relation to this point, Gentlemen,

allow me to make a short digression, not altogether irrelevant.

Man and the lower animals are so constituted that they allow

themselves to follow the same routine in diet as in other matters

;

yet there are many things in which a change, even when it is a

change for something worse, is accepted by the economy, not only

without injury, but sometimes with benefit. The great effect pro-

duced by a mere change of residence is astonishing : the person who
daily takes suitable exercise, but whose regimen is sometimes not

very good, and who breathes a less pure air and takes the same

exercise, experiences a sort of transformation and feeling of better-

ness, which are simply the results of a new excitement in the

economy produced by impressions to which it has not been accus-

tomed.

The same observation is true in respect of regimen. We know
that the stomach is easily tired by a constant repetition of the same

articles of food, and that its functions are favorably influenced by

change of regimen. On the other hand, though experiment on
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domestic animals which it is wished to fatten, proves that the same

amount of equivalents of nutriment produces proportionately better

results, the more the elements are diversified, yet experiments insti-

tuted in the human subject demonstrates that, though in our ordinary

meals, we become satiated by a determinate quantity of food, which

cannot be exceeded without producing some disorder in the digestive

functions, we may, at a banquet of numerous and of varied dishes,

take with impunity a double quantity of aliment.

Gentlemen, pardon this digression which I believed necessary to

enable you to understand fully, that though we may condescend to

allow chlorotic women to eat articles reputed indigestible, all objec-

tion ceases provided we arrange so that in every meal there is a

multiplicity and variety of dishes. It is in this way that we can

arouse the digestive powers, and impart to the blood, with even an

insufficient alimentation, some of the constituents which are wanting,

and prepare the way for therapeutic agents of which I shall forth-

with have to speak to you.

The concessions of which I have been speaking must not be

regarded as mere acts of complaisance. When we see chlorotic girls

easily digesting aliments which they would have rejected some years

previously, the question arises, whether, under the influence of the

great disturbance of the nervous system which accompanies chlorosis,

new aptitudes do not replace those which are lost, in such manner,

that the digestive organs find themselves accidentally in functional

harmony with the aliments better suited to the organs of other

animals.

Marriage is one of the hygienical measures recommended to

chlorotic girls, regarding which physicians are often asked to give an

opinion. The strange idea, after germinating in the heads of some

physicians, has become popularised, that the erotic instincts are more

developed in chlorotic than in other women.

I willingly admit that puberty indicates a woman's fitness to con-

ceive ; but I deny that this fitness arouses in her instincts similar to

those which it arouses in a man. In our order of society, young

girls are as remarkable for chastity in thoughts as in actions ; and

when chlorosis declares itself in married women whose confidences

we obtain, we often learn that their sexual appetites have diminished

in proportion as the disease has progressed. That, certainly, does

not absolutely prove that marriage would be useless, but it at least

seems to indicate that the acts which are the usual consequences of
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matrimony are little necessary, and may be instinctively repugnant

to chlorotic women.

I grant that it is not convenient to cause a young woman to defer

too long the duties of maternity, for which she was created; but

that is a very different thing from adopting the common notion, that

marriage is indicated as a means of cure in a multitude of maladies.

Suppose that a girl who from childhood has had horrible scrofulous

or dartrous sores, is seized with epilepsy, hysteria, or intermittent

mania—is not that the doleful dowry which she would bring to a

young husband, but which would be carefully excluded from the

stipulations of the marriage contract ?

I now come to speak of the treatment by the administration of

pharmaceutical substances.

Iron occupies nearly as important a place in the treatment of

chlorosis as cinchona in the treatment of intermittent fever; but

there is great need of young physicians forming correct views as to

the doses and modes of administering ferruginous medicines. We
know very well that chlorosis is a disease which has a great tendency

to recur : and, as I have told you, a woman who has been seriously

chlorotic for a long period retains traces of the formidable neurosis

as long as she lives. It is, therefore, an essentially chronic disease

;

and chronic diseases must have chronic therapeutics. That is one of

the most elementary precepts in medicine ; so that the administration

of iron ought to be persevered in for a long period, and frequently

resumed. The length of the intervals during which the use of the

iron is discontinued will be the more prolonged the more perfect the

state of health. After achieving a victory, we must not go to sleep.

When, after six weeks or two months of treatment, the colour and

the menstrual functions are restored, we must proceed further than

the apparent cure, and recommence after intervals of two or three

months, and continue to do so during three consecutive years, should

the chlorosis have been of old standing, and have left a deep impres-

sion on the economy.

It is rather difficult to state with precision the doses of iron which

are necessary for the cure of the malady ; and in respect of dose,

perhaps greater diversities occur than are observed in other diseases.

We all know that in treating tertiary syphilitic affections, we
see one individual get rid of violent osteocopic pains in a few days

by taking very small doses of the iodide of potassium, while another,

who seemed to be precisely similarly affected, will not obtain relief

8
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till he has taken doses of the iodide ten times as strong, and during

a much longer period than in the other case. The remarks now

made are applicable to a multitude of medicines besides iron. Iron

is, however, one of those medicines by which similar results are

obtained by the greatest diversity of dose. Some chalybeate waters

which, like those of Pougues, Spa, and Schwalbach, scarcely contain

a few centigrammes of the salts of iron to the litre, sometimes cure

chlorosis more quickly than steel filings, black deutoxide of iron

[I'ethiops martial'], or subcarbonate of iron [les safrans de Mars],

which are given in doses of some grammes daily. Let me state, how-

ever, that, in general, ferruginous preparations ought to be admini-

stered at each meal in doses of from fifty centigrammes to one

gramme ; and that the only limit to the dose is the tolerance of the

stomach.

Pharmacy has in preparations of iron a luxurious abundance,

unfortunately, to some extent, created by commercial speculation.

Every inventor of a new salt finds good reasons for celebrating its

superiority. But, after long trial of the old and new preparations,

both in my private practice and under your observation in the

clinical wards, I feel convinced that no preparations are so well

suited for administration in the form of pill as the filings and the

subcarbonate, which may be made into a mass with the extracts

of cinchona, chicory, wormwood, or sometimes with rhubarb, pro-

vided certain special indications are attended to. Extract of worm-

wood is a useful excipient in the case of women who have amenor-

rhcea combined with dyspepsia; and the majority of cases are of this

nature. When there is obstinate constipation, the addition of a

small quantity of the extract of rhubarb, the exact dose of which

cannot be specified, may be of great service. With women in whom
there are none of the accidents inherent to chlorosis except want of

appetite, the soft extract of cinchona generally agrees well.

When I do not give ferruginous preparations in the form of

powder or pill, the liquid form which I prefer is the syrup of the

ammonio-citrate of iron in the form of fifteen grammes of the salt to

five hundred of syrup. Prom one to four teaspoonfuls may be taken

at each meal.

Gentlemen, you have seen me several times prescribe ferruginous

preparations to chlorotic patients who were unable to bear them. In

general, iron is borne well, at the first start, in chlorosis ; and as I

remarked at the beginning of this lecture, it is badly tolerated in
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many cases of anaemia : and we must be on our guard when the

economy does not support it. But although the diagnosis has been

carefully established, and the indication is exact and precise, iron

may be badly supported ; and then it is necessary to use artifice to

make a useful remedy be tolerated. Iron, as I have already said, like

most medicines, is most suitably administered during a meal. Even,

however, when this precaution is taken, the stomach seems sometimes

to refuse it, gastralgia increases, dyspepsia becomes more serious

:

diarrhoea occurs sometimes ; and, still more frequently,there is invincible

constipation. Then it is, when diarrhoea and gastralgia dominate,

that minute doses of extract of opium may be very advantageously

combined with the iron : then too, belladonna in very small doses

cures the gastralgia, and, with still more certainty, removes the con-

stipation.

The administration of iron ought from time to time to be inter-

rupted, and cinchona wine given in place of it. Sea-water baths,

hydrotherapeia, and sulphurous baths are very useful adjuvants.

It often happens, Gentlemen, that recovery from chlorosis takes

place without any medicinal intervention : and sometimes you have

seen me seek to cure a case of this malady by the peroxide of man-

ganese, when I have failed with ferruginous preparations. Under the

influence of these different medications, restoration of the normal

constitution of the blood takes place, and disappearance of all the

symptoms peculiar to pale-faced chlorotic patients.

The remarks which I have just made must suggest to your minds

some doubt as to the part which iron plays in the treatment of

chlorosis. You ask yourselves whether it really is from the ferru-

ginous remedy that the blood derives the very small quantity of iron

which it requires. Animals in a state of health reconstitute all

the elements of the blood from their food ; and when we consider

how small is the quantity of iron contained in the entire mass of

blood in the body, we can easily see that there will always be

enough of it in the ingesta.

When a fecundated hen's egg receives the influence of heat in

incubation, each of the most intimate elements which enter into the

composition of the white and the yolk is distributed to the different

parts of the animal, in virtue of vital affinities inherent in the organic

molecules. The calcareous salts form the bones and the feathers.

The albumen, modified in its composition, constitutes the muscles

and the blood : the small quantity of iron found in the newly laid
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egg concretes to form hepatic globules simply in virtue of nutritive

activity : that this take place, ;it is sufficient that the egg be en-

dowed with life, be sound, and be placed in certain conditions.

We can understand, that in the same way, the living organism, in

a healthy woman, can derive from the different alimentary substances,

the majority of which contain iron, the elements requisite for the

constitution of the blood and muscles ; and, as I have just been

saying, the quantity of iron contained in the economy is so small,

that the usual aliment is amply sufficient for the necessary repara-

tion. It is, therefore, not indispensable that the ferruginous thera-

peutic agent should furnish to the blood its deficit of iron. It is

enough that the ferruginous remedy put the organs into that con-

dition of health which imparts the power necessary for the assimila-

tion of the iron in the food, a power similar to that by the exercise

of which the organic elements of the chicken assimilate the iron

contained in the egg.

You perceive, Gentlemen, the point to which we are led by the

theory of those who desire to find the principal constituents of the

blood in the medicine. In syphilitic anaemia, and in paludal anaemia,

we must accord respectively to mercury and cinchona, a part similar

to that which iron plays in chlorotic anaemia. Now, I have shown

you, and, moreover, you know very well, how powerfully mercury and

cinchona act in reconstituting the blood, and, consequently, in

restoring to it the iron in which it is deficient. Therefore we may,

indeed we ought, to consider iron as the specific for chlorosis, just as

mercury and cinchona are respectively the specifics for syphilis and

marsh fever ; and these three medicines administered in three diffe-

rent kinds of anaemia will restore the wanting iron to the blood and

muscles, not because they furnish iron to the economy, but because

by restoring the organs to a sound state, they enable them to

accomplish their normal functions, in virtue of which they assimilate

the iron contained in the food as in the plenitude of health.

Are you not struck by another curious fact ? Consequent upon

some great mental emotion, or from some other cause, the menses

when they had just commenced, are suddenly suppressed, chlorosis

often appearing within a few days. For a long time, the malady

continues; then, without our being able to discover the causes,

there is a profuse menstrual flux, and, after some days, the health

seems to be reestablished. Here, the loss of blood, and of its con-

tained iron, is the condition under which the return to health has
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taken place : in the former case, the loss of blood has been too small,

and the iron has disappeared from the blood-globules. You will

understand, Gentlemen, that the explanation of these facts is not

easy for those who would find in the ferruginous remedy prepared

by the apothecary the element necessary for the reparation of the

blood.

Perhaps we may render an account of these facts by supposing,

that in cases of suppressed menses, there is suppression of an elimi-

natory function, of an emunctory of morbid principles ; whilst with

the return of the catamenia, there would be elimination of these same

morbid principles. But this double hypothesis will not explain the

manner in which iron acts on the blood. And if it be admitted that

chlorosis is only a nervous state which produces an immediate effect

upon the composition of the blood, ought we not perhaps to see in

the preparations of iron only agents which present a modifying

influence upon the nervous system, which act on chlorotic anaemia

in the same way that mercury, the iodide of potassium, and cinchona

act upon syphilitic and paludal anaemia.



LECTURE LXXXVIII.

CIRRHOSIS.

Cirrhosis is not a special product : still less is it atrophy of the red

and hypertrophy of the yellow substance of the liver.—It is

Chronic and generally Consecutive Phlegmasia.—Cirrhosis in

Affections of the Heart, in Alcoholism, Syphilis, and Marsh

Fevers.—Slow, progressive Atrophy of all the tissues of the

Liver from Strangulation.—Serious Disturbance of the Hepatic

Hematosis, and its Response in the Organism.— Cholesteremia.—
Cirrhosis, which is a Lesion and not a Malady, adds its evil con-

sequences to the evils belonging to the primitive affection in which

it originates.

Gentlemen :—Here are the morbid anatomical preparations taken

from a woman, aged 29, who died in the clinical wards from a dis-

ease of the heart. Three years previously, she had had a very slight

attack of acute articular rheumatism, consisting in pains in the right

shoulder, which were of recent date, and unaccompanied by fever.

Six months later, she had begun to suffer from palpitations. At the

end of a year, her legs became swollen ; and at a later date, her

abdomen was tumefied.

When admitted to the hospital, this unfortunate woman had most

distressing orthopncea : fine subcrepitant rales were heard in nearly

every part of the lungs. No purring thrill was heard over the apex

of the heart : there existed, however, a blowing sound, which was

not rough, at the apex : this blowing sound, though soft, was in-

tense : its maximum of intensity was at the middle rather than at

the apex. There was no venous pulse, and, consequently, no tri-

cuspid insufficiency. I diagnosed contraction of the left auriculo-

ventricular orifice and insufficiency of the mitral valve. There was a

considerable amount of ascites. The volume of the liver was nearly

normal. If, as I suspected, cirrhosis existed, it was but little ad-
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vanced. There was considerable anasarca : the oedema of the inferior

extremities and of the abdominal parietes was enormous. As yet,

there was no well marked dilatation of the subcutaneous veins of the

abdomen.

Two days after her admission to the hospital, this woman sank

under the rapid progress of asphyxia, against which all our treat-

ment was fruitless.

At the autopsy, we found a small heart, without hypertrophy of the

left ventricle, and without contraction or insufficiency of the auriculo-

ventricular orifice. The ventricular side of the orifice presented a

cul-de-poule appearance, and the auricular side had the form of a

linear slit. The valves were five times their natural thickness : they

had the colour and consistence of fibro-cartilage. The aortic orifice

was healthy. There was no coagulum in the pulmonary artery.

The lungs, as you see, are remarkably deformed at their summits.

In some places, they are shrunk up : one presents two and the other

three curious projections, one being inserted within the other like a

finger in a glove. One might say, that there is hernia of the lung

:

in point of fact, there exists a circular depression of the lung caused

by retraction of the pleura, which is lined at certain points by false

membrane which has become fibrous, and the lung projects at these

places where the retraction did not exist. The greater part of the

lung is in a state of chronic congestion. The parenchyma is partly

carnified, its anatomical condition resembling cirrhosis of the liver.

The liver is normal in volume ; and is rather large than small in

size : the right lobe is much congested, and very red, having on the

red ground, numerous yellowish points as large as the head of a

nail, which imparts a granitic appearance, without there being

any granulations projecting from the surface. On the contrary,

the whole free margin of the organ, and nearly the whole of the

small lobe, present a tawny colour and granitic aspect, with pro-

jecting granulations, which are the more obviously projecting the

nearer they are to the sharp margin. On the inferior surface, you

can see depressed, whitish lines, the depression being the result of

the retraction of the hypertrophied fibrous tissue—the hypertrophy

of the fibrous tissue revealing itself by these furrows.

You see here, Gentlemen, a case of cirrhosis which is not much
advanced. The naturally bulky part of the liver—that is to say, the

right lobe—is still bulky. It is much congested, and of a bright

red colour : the incipient alteration only reveals itself by the yellow
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colour of the acini. Indeed, in situations in which the organ pre-

sents a less degree of thickness, and, where, consequently, there is

less predominance of fibrous over parenchymatous tissue, the

granular condition is developed. Without it being necessary to go

at length into the subject, you can understand the mechanism by

which is produced a structural alteration of this nature : as the

atrophy of the organ is caused by the retraction of the interstitial

fibrous tissue, it is evidently in the situations where this tissue most

abounds that atrophy ought to commence, and there also it ought to

attain its maximum in the cirrhosed liver. Hence, in all descrip-

tions and pictorial representations of cirrhosis, the sharp edge of the

organ, and of its small lobe, are described and figured as being greatly

shrunk up. Ererichs of Berlin, to whom we are indebted for a re-

markable treatise on diseases of the liver, has mentioned the fact

without, however, laying much stress upon it ; and in the work to

which I refer, you will see a case " in which the liver weighed 2,2co

grammes : the right lobe was much swollen, covered with contracted

cicatrices, circumscribing tuberosities the size of a hazel-nut, or even

as large as a hen's egg, while the left lobe was transformed into a

sort of short, tough granulated appendix/' 1 Thus, retraction of the

interstitial fibrous tissue, strangulation of the parenchyma—and that

in the situations where, normally, it is less abundant, were the facts

we derived from this autopsy.

But was this jceally a case of cirrhosis ? Is cirrhosis a conse-

quence of cardiac disease ? Dr. Trerichs, the justly celebrated Ger-

man author whose work I have just been quoting, holds that it is

not. This is a doctrinal point which we must discuss. Before pro-

ceeding to do so, allow me, however, to give you a short history of

cirrhosis.

It was Lsennec, as you know, who created the name, cirrhosis,

deriving it from Kzppoq, russet coloured, in allusion to the colour of

the diseased organ. Dominated by his views in relation to the nature

of cancer and tubercle, which he wished to regard as similar in their

nature to parasitic organisms, and which he looked on as new pro-

ducts, living their own life at the expense, as well as to the great

injury of the organism whence they derive their support, and the

destruction of which they ultimately induce—dominated, I say, by

these ideas, Lsennec regarded cirrhosis as a special product developed

1 Erekichs :—Traite des Maladies du Foie ; traduit de 1' Allemand par les

Doctcurs Louis Dumenil et I. Pellagot, 2me edition, p. 336. Paris : 1866.
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in the liver, there manifesting a particular manner of evolution, the

last stage of which is softening.

But, long before Leennec's time, cirrhosis had been observed and

described : only, it had often been confounded with tubercle, from

the mammellated aspect which it gives to the liver. Morgagni, who

employs the expression " tubercles," refers more to the configuration

than to the essential nature of the morbid product. He notices the

coincidence of ascites with this alteration of the liver. Baillie, in his

first article on the disease, gave a summary description of cirrhosis

under the designation of "common tubercle of the liver." His

description was, to a certain extent, in advance of Morgagni ; for he

mentions the greater frequency of the malady in men, "probably/*

he remarks, " because they drink more than women :" he called

attention to the corelation of this affection with drunkenness, and to

its coexistence with ascites : he also pointed out the diminution in

the volume of the blood-vessels, and, after giving a sufficiently good

description of the granulations, he insists upon the diminished

volume and increased density of the organ.

Baillie, in a second article—entitled " Liver very hard in its sub-

stance"—considers this peculiar condition as probably forming the

first degree of "common tubercle of the liver/' He hazards a

pathogenic theory, to the effect, that a new material ("additional

matter") is deposited in the parenchyma, and there produces the

nodosities. He denies, moreover, that the morbid change is of the

nature of scrofula (tubercle) or cancer. Here, you see, is pro-

gress.

have stated the views of Lsennec, from the respect I entertain

for so great a man, and because it is from him that we date the

study of cirrhosis. I pass, without comment, the opinion that there

is " atrophy of the red and hypertrophy of the yellow substance of

the liver/' or rather " atrophy of only one portion of the gland, and

hypertrophy of the rest of the organ."

In 1840, Becquerel, though erroneously holding that an albu-

mino-fibrous material was infiltrated into the yellow substance of the

liver, and so produced hypertrophy of that substance, this hyper-

trophy being derived in the first instance from compression, and

afterwards from atrophy of the red substance, advanced many very

correct ideas, one being, that by far the most common cause of cir-

rhosis of the liver is acute and frequently recurring congestion of

that organ. The liver, under the influence of that congestion
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receives an abnormal quantity of blood, which is more than sufficient

for the biliary secretion. The albumen and fibrine of the blood are

deposited, and gradually organized, in the weft of the yellow substance

of the liver.
1

Excepting that it involves a belief in the existence of two sub-

stances in the liver, and a belief in the infiltration of the yellow sub-

stance, BecquerePs theory is a very near approach to the views now

current in medical science.

Since the researches of Bokitansky, Gubler, and particularly of

Prerichs, cirrhosis is regarded as the result of the exudation of an

organisable blastema into the layers of the interlobular connective

tissue. This blastema or plastic substance becomes organized into

connective tissue : this newly formed connective tissue becomes

fibrous, contracts, and, by its contraction, strangles the secretory

parenchyma and the capillary portal vessels. Three consequences

follow from this contraction, viz. atrophy of the gland, diminution of

the biliary secretion, and ascites. There are many other conse-

quences, but these will come into view as we proceed : at present, I

only wish to discuss, so far as necessary, the cause of that exudation.

Is inflammation the cause ? Is some other morbid process the cause

of the exudation ?

I have no hesitation in saying, with Frerichs, that cirrhosis

originates in chronic inflammation. But I hold, in opposition to the

opinion of Frerichs, and in accordance with facts, that this chronic

inflammation is very often consecutive to a cardiac affection.

Here, there is a very strong analogy. If the affections of the

bronchial tubes and lungs which follow diseases of the heart are not

inflammatory, what are they ? "What is their genesis ? In some

particular part of that wonderful hydraulic apparatus which we call

the heart, a dam exists, and then the blood gradually accumulates

above the dam in the afferent vessels. Let us suppose, for example,

that there is contraction with insufficiency of the left auriculo-ven-

tricular opening—the auricle empties itself with difficulty, and in an

incomplete manner, into the subjacent ventricle, a partial reflux

into the pulmonary veins taking place : these veins, again, discharge

themselves imperfectly : the result is stasis of the blood in the ca-

pillaries originating in these veins, and, as a consequence of this me-

chanical cause, there is induced hyperemia of the bronchial tubes, and

1 Becquerel :

—

Archives Generales de Medecine.
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even of the pulmonary parenchyma. But this unintentional [non-

intentloneUe] hyperemia—pardon me the expression—this hyperemia

which was not originally destined to form the first in a series of

morbid changes which has produced inflammation as its ultimate

state, is the origin of that inflammation. In the first instance, the

surcharged capillaries discharge their excess upon the bronchial

mucous membrane : the result is, a flux, or bronchorrhoea, and then,

as Lsennec says, this phlegmorrhagia becomes chronic bronchitis, so

obstinate an affection in persons suffering from disease of the heart.

On the other hand, the capillaries allow exudation of the serosity

encumbering the posterior lower parts of the lungs : hence we

have pulmonary cedema. The blood gradually thickens in conse-

quence of this very exudation, and, whether from the fluid subse-

quently exuded being increasingly rich in fibrine, or, because in the

fluid originally poured out the fibrine predominates in consequence

of the evaporation which takes place from the free surface of the

bronchial tubes, or finally, whether, because the distended pulmonary

tissue becomes more irritable, inflammation always supervenes, and

thus we have broncho-pneumonia. The damming up, purely me-

chanical, has caused, in succession, congestion, flux, dropsy, and,

finally, inflammation.

Similar phenomena are observed in the kidneys : mechanical con-

gestion is followed by albuminuria : to that succeed infiltration of

the secretory canaliculi, desquamation of the tubuli, and finally, that

bastard inflammation to which Bright has given his name.

But why should we seek for examples in deep-seated organs ?

Do we not see with our eyes similar phenomena in dropsical persons,

the skin of whose legs is distended by cedema ? First of all, there

is slight erythema ; then, desquamation of the epidermis ; and then,

the superficial layer of the dermis gives way : vesicles and pustules

appear ; and sometimes, even more or less of the skin becomes mor-

tified. These are unquestionably phenomena of inflammation, the

starting point of which was a purely mechanical congestion of the

cutaneous capillaries of the lower extremities.

Who then can have any difficulty in believing, that what takes

place in the bronchial tubes, the lungs, the kidneys, and the skin

may and must occur in the liver ?

The principal objection of Frerichs is, that the embarrassment of

the cardiac circulation produces dilatation of the vena cava inferior

which gradually extends to the hepatic veins, to the very origin of
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their roots, the result being atrophy of the cellules. The same

author also believes, that the atrophy is the result of compression

:

the parts supplied by the hepatic veins become flattened, while those

supplied by the vena porta protrude in the form of granulations.

In other words, the atrophy is limited to those parts of the liver

which are next to the dilated capillary vessels. At the same time,

the walls of the vessels exposed to abnormal pressure become flat-

tened. In the neighbourhood, here and there, upon the envelope

of the gland, there is a production of connective tissue which con-

tributes to giving the liver greater consistence.1

Here, you see, is constantly presented the idea of mechanical

pressure, never the more dynamic and truer idea of consecutive con-

gestion, exudation, and phlogosis. I cannot too emphatically protest

against this view; and my object in quoting the exact text of

Frerichs is to show you the point to which one may go, in giving a

physical explanation of morbid phenomena. This author has, how-

ever, described cirrhosis in a chapter entitled :
—" Chronic Inflam-

mation of the Liver.""

Cirrhosis, then, is rather a chronic inflammation of the liver than

anything else ; and it frequently occurs as a secondary affection in

cases of disease of the heart, as the result of mechanical causes

which I have endeavoured to explain.

Alcoholism is a not less powerful cause of cirrhosis. Being im-

mediately absorbed by the veins of the stomach, without undergoing

decomposition, as Mitscherlich has shown, the alcohol enters direct

into the portal system of the liver. In this way, it traverses the

entire chylopoietic apparatus before it reaches the lungs ; and it

even copiously bathes the tissue of the lobules. You can under-

stand without my making any detailed statement, what a disastrous

influence this powerful irritant must exert upon the secretory paren-

chyma. The less the alcohol is diluted, the greater is its irritant

effect. Upon this point, authors are agreed : cirrhosed liver is

called " gin-drinkers' liver" by the English. Ererichs states that on

the northern coasts of Germany and England, where the lower

classes drink very strong spirituous liquors in excess, cirrhosis is

more common than in the inland districts of these countries where

the use of wine and beer predominates. In support of this state-

1 Fkericiis :—Traite Pratique des Maladies da Foie. 2nd edition, p. 300,

Paris: 1866.
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merit, the same author says that he has observed cirrhosis more

frequently at Kiel on the shores of the Baltic, than at Gottingen

and Breslau.

The action of alcohol on the liver may be compared to that of

certain irritant substances carried along in the stream of the blood

of the vena porta and poured out into the intestines. Budd is dis-

posed to attribute the frequency of cirrhosis in India to the immo-

derate use of curry and other powerful condiments. With Frerichs,

I have very little doubt that the abuse of spices, very strong coffee,

and some other similar substances produce hyperemia of the liver,

at first transitory, but which by being constantly reproduced, may

finally determine the production of cirrhosis.-

The action of syphilis occupies a place upon a much less promi-

nent platform. Gentlemen, there is syphilitic inflammation of the

liver, just as there is syphilitic inflammation of the testicle. The

inflammation is superficial, or it is deep seated. Here, let me bring

to your recollection what takes place in syphilitic orchitis.

The affection is sometimes periorchitis, and at other times paren-

chymatous orchitis. But in every case, it is of the essence of the

specific inflammation to attack the connective and fibrous tissue of

the organ. Thus in periorchitis, there is inflammation of the tunica

albuginea, which becomes thickened, and contracts adhesions to the

tunica vaginalis. In parenchymatous orchitis, the inflammation is

propagated from the periphery towards the centre : the free part of the

testicle is first attacked, and the tunica albuginea is thickened : the

inflammation then extends along the vesiculse seminales and vascular

cones to the rete testis, which, as also the epididymis, it seldom

attacks. The morbid action consists in increased production or

proliferation of the connective tissue into the interstitial tissue

situated between the canaliculi. In the early stage of this morbid

action, we see this tissue transformed into a soft reddish mass rich

in nuclei, which afterwards becomes thickened, assumes a tendinous

appearance, separates the canaliculi from one another, and causes

them to atrophy, after having determined fatty degeneration of their

epithelium. Finally, the vascular cone thus affected gradually hardens,

becomes tendinous, and retracts, a depression resembling a cicatrix

being formed in that situation. When the depression is so very

extensive as to be almost general, the entire testicle diminishes in

volume, and its surface is segmented by depressions resembling

cicatrices. This alteration of the testicle is a true cirrhosis ; and
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what takes place frequently and easily in the testicle is accomplished

by a similar process in the liver of certain syphilitic persons.

Just as we have periorchitis, so have we perihepatitis, an affection

of the capsule of Glisson, determining to the surface of the organ a

sort of miliary eruption, resembling very small warts ; and in the

same situation, there is a hard, almost callous thickening of the

fibrous capsule, and also adhesions, of very characteristic thickness

and solidity, formed with the neighbouring organs. Likewise, as we

see in periorchitis, the morbid action propagated to the interior of

the organ along the filiform prolongations of the tunica albuginea,

so may we also observe the affection advance by slow degrees,

following the course of the capsule of Glisson. The result is the

formation on the surface of the liver of whitish, radiated wrinkled

depressions ; and in the same situation, there exists glandular atrophy

from real strangulation. You can understand, Gentlemen, that

when these depressions (which in respect of tissue are of the nature

of cicatrices), penetrate deeply into the organ, and unite with one

another, they ultimately strangle the organ by their contraction.

This, then, is a special form of cirrhosis. You now see, how syphilis

produces this affection of the liver.

Intermittent fever has been mentioned as one of the causes of cir-

rhosis; and Ererichs has observed three cases in which cirrhosis

occurred as the sequel of obstinate intermittent fever. Chronic

hyperemia of the organ appears to me to explain, to a certain extent,

the development of granular induration.

Finally, it is necessary to distinctly understand, that there are a

certain number of cases in which the causes of cirrhosis are entirely

unknown.

Gentlemen, I have endeavoured, in this pathogenic grouping

which I have now given, to avoid etiological trivialities, by making

you be present, as it were, at the genesis of the disease. I have not

thought it sufficient to tell you that cirrhosis is observed in cardiac

affections, in alcoholism, and in syphilis ; but have likewise felt it

necessary to inquire with you into the manner in which it is pro-

duced.

To sum up :—most of the immediate causes of cirrhosis may be

grouped under three heads ; viz. 1st, chronic hyperemia of a passive

character depending on heart disease or paludal cachexia; 2nd,

chronic hyperemia of an active character depending on alcoholic

toxaemia; and 3rd, chronic active hyperemia depending on syphilis.
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In these three groups of cases, the cirrhosis developes itself from the

portal system to the parenchyma, proceeding from the centre towards

the periphery, and the affection involves the substance of the liver in

deep-seated situations : in the latter case, the disease advances from

the fibrous tissue to the glandular structure, from the periphery

towards the centre. The cirrhosis is less complete, less generalised

throughout the totality of the organ. Yirchow, however, correctly

remarked, that
'
' the cicatricial indurations of the liver do not neces-

sarily follow the divisions of the vena porta."

Each of these causes of cirrhosis has a corresponding form of

special alteration of the liver.

In cirrhosis originating in disease of the heart, the liver only pre-

sents innumerable small disseminated granulations on its surface,

which is usually, to a slight extent, contracted. There exists a kind

of compensation between the contractile tendency of cirrhosis and

the expansion-force of the congestion arising from vascular stasis.

Consequently, the liver is sometimes increased beyond its normal

volume from congestion predominating over contraction; sometimes,

its volume remains normal from the existence of an equilibrium of

the two forces • and finally, there is sometimes a diminution in its

bulk : in every case, however, it is minutely granular.

In alcoholism, the granulations are numerous as well as small

:

there is great diminution in the volume of the liver, the contractility

of the new fibrous tissue not being counterbalanced, as in cirrhosis

from cardiac disease, by an antagonising force. In the cirrhosis

from alcoholism, then, the liver is very small and finely granular on

its surface.

In visceral syphilis, the granulations and the lobules are more

voluminous, and less numerous : they are disseminated, sometimes

in the form of patches, at other times, they coexist with encysted

gummata ; and thus we explain Lsennec's cirrhosis in hard patches

and cirrhosis in cysts [en plaques et en hystes\. The contraction is

always less than in the cirrhosis consequent upon alcoholism. In
syphilitic cirrhosis, the liver is moderately diminished in volume,

and is lobular rather than granular.

I trust that I have shown cirrhosis to be a disease which is not

always the same, which is not always identical—which is, on the

contrary, nearly always secondary, and dependent upon a protopathic

affection—that the lesion differs according as the disease is the result

of cardiac affection, alcoholism, or syphilis—and that explains the
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opposing statements of authors, some of whom have described the

lesion as atrophy, and others as hypertrophy. The remarks which I

have made upon the mechanism of the different forms of cirrhosis

must have led you to perceive why it is, that in heart disease, the

cirrhosed liver is more frequently hypertrophied, or at least not re-

duced in volume, and why it is that the cirrhosed liver of alcoholism

is atrophied. You must have also seen why the form of the granu-

lations varies according as the cirrhosis is cardiac, alcoholic, or

syphilitic.

I shall not enter into long details regarding the hepatic altera-

tions appreciable to the naked eye, as your classical treatises have

made you acquainted with them : it will be sufficient to remind you

that the serous envelope is nearly always thickened, and of a whitish

grey colour, that it has contracted more or less intimate adhesions

with the neighbouring organs, that the liver has acquired increased

density, and is sometimes as resistant to the scalpel as leather, that

the cut surface is intersected by white tracts interlacing around the

granulations which they strangle, and which the light of the branches

of the vena porta and biliary canals has notably augmented.

I prefer to discuss some less known peculiarities, in relation to

the state of the hepatic cells and other parts of the structure of the

liver—peculiarities which enable me to embrace the consideration of

a great many of the phenomena of cirrhosis.

First of all, let us see what becomes of the secreting part of the

gland—the hepatic cellule. Here, in a special manner, Frerichs

will be our guide. The pressure which is exerted upon the biliary

canaliculi and the capillary blood-vessels causes great disturbance in

the nutrition and function of the organ. The hepatic cellules be-

come disintegrated, and are, for the most part, transformed into a

brownish pigment collected in small granulated heaps. Moreover,

the bile secreted by the cellules which still remain valid, being able

only imperfectly to circulate in the compressed canaliculi, accumu-

lates in the cellules themselves, in the form of fine orange- coloured

granules. Every thing, even the blood-globules, becomes changed

within the obliterated ramifications of the hepatic veins : in conse-

quence of their stagnation, they become decomposed, and transformed

into a substance of a dirty red colour, which, ultimately, is infiltrated

into the acini of the liver. It is from this mixture of pigmentary

detritus of altered cells, the infiltration of the rest of the parenchyma

with biliary pigment, and the colouring matter of the blood globules



CIRRHOSIS. 129

that the special colour of cirrhosed liver is derived—the colour whence

the disease takes its name. Thus, you must perceive the want of

truthfulness in the doctrines which attribute cirrhosis to atrophy of

the red and hypertrophy of the yellow substance—substances which

are mere creations of the imagination of anatomists, being non-

existent in the normal state.

I have now to speak of constriction of the capillary vessels which

terminate in the portal vein. This is a topic of prime importance in

the history of cirrhosis.

This condition presents a primary and purely physical obstacle to

the portal circulation in the interior of the liver, so as gradually to

produce dilatation of the branches, and then of the trunk of the vena

porta vein. In this way, Gentlemen, there is produced slight dilata-

tion of the veins, and particularly of the small veins in the falciform

ligament. These small veins emerge from the convex surface of the

liver, creep over the inferior surface of the diaphragm, anastomose,

in the thickness of the abdominal walls, with the epigastric and

internal mammary veins, and then with the subcutaneous veins ; and

on the other hand, they enter into the transverse groove of the sinus

of the vena porta. Thus, there appears under the skin of the abdo-

men a network of more or less dilated veins, which establishes that

which you will allow me to call the parietal compensatory circulation,

to distinguish it from another kind of compensating circulation of

which, immediately, I shall have to speak to you.

It is not then, as Eokitanski and Bamberger have said, by a resto-

ration of permeability in the umbilical vein, which neither is nor can

be more than a permanently impervious fibrous cord, that this com-

pensatory circulation in the abdominal walls is established ; but by

the dilatation of the small veins normally existing in the thickness

of the falciform ligament—veins insignificantly small in the normal

state, but which have to perform a part from the time that the intra-

hepatic circulation of the vena porta is blocked up. However, to call

them, as does M. Charles Robin, the " subperitoneal accessory portal

veins," is, perhaps, to give them too important a name.1 " Among
the small veins of this group, there is always one/'' according to

M. Robin, " which opens direct into the left branch of the portal

sinus, at the point where it is attached to the cord of the umbilical

1 Robin (Charles) :—Report on a Memoir by M. Sappey upon " Un Point

d'Anatomie Pathologique relatif a l'Histoire de la Cirrkose." [Bulletin de

VAcademie de Medecine, 1859, T. XXII, p. 944.
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vein. It is specially by this vein, which is destitute of valves, that

the blood flows from the liver towards the abdomen, when that

organ, being affected by cirrhosis, affords only an insufficient passage.

Bat, as it communicates with the other veins the fluid, which flows

into its cavity passes partly into them, so that the entire group shares

more or less in its dilatation."1

In five subjects affected with cirrhosis, which M. Sappey injected,

he found, in all of them, this enlargement of the accessory portal

veins. It would appear, therefore, as M. Robin justly remarks,

that the collateral circulation, which is carried on in consequence of

dilatation of normal veins, is more usual than has hitherto been

generally supposed. Only, as the reflux sanguineous current gene-

rally flows through the epigastric veins, which are deep-seated and

anastomose by numerous vessels with the accessory portal veins, it

results that the subcutaneous veins dilate more slowly than the

deep-seated epigastric veins—that is to say, when they are no longer

sufficient for the return of the blood carried by the accessory portal

veins : and death sometimes supervenes before they have become

sufficiently enlarged.

Dilatation of the superficial veins of the abdominal parietes may

be considered, therefore, in the great majority of cases, as a symptom

of advanced cirrhosis ; but we must not adopt M. Sappey's opinion,

" that it ought to be regarded as a somewhat favorable sign, from

its removing or diminishing the causes of ascites," because the

compensatory circulation is very feeble, and, moreover, from its

lessening the causes of ascites, it embarrasses the normal circulation

in the abdominal parietes, thereby rapidly producing oedema in that

situation. My colleague, M. Monneret, has observed that the abdo-

minal wall is rendered oedematous, and that the dermis itself becomes

infiltrated, before the quantity of fluid effused into the peritoneum is

sufficient to explain that oedema by ascribing it to distension of the

abdominal parietes.

These new conditions under which the circulation is carried on in

the subcutaneous abdominal veins sometimes determine the appear-

ance of a double phenomenon which I have pointed out to you in a

woman who lately occupied bed 2 of Saint-Bernard's ward. You no

doubt remember this woman : her age was about fifty. Veins of

great size ramified on her abdominal walls. On applying the finger

1 Robin (Charles) :—Same Report, p. 945.
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to any one of these veins, a vibratory thrill was perceived in it,

exactly similar to that observed in the jugular veins of anaemic sub-

jects ; and which is always an indication of the existence of a vas-

cular blowing, of which this thrilling sensation is the co-relative phe-

nomenon. I was, therefore, convinced that we should hear, on

auscultation, a blowing sound in the dilated and vibrating superficial

veins. Indeed, along with me, you have been able to ascertain that

there existed in this woman a soft vascular murmur perceptible by

the stethoscope. It would appear that this fact had been previously

pointed out by M. Pegot, and afterwards mentioned by M. Bam-

berger r

1 but I was ignorant of their researches when I noted the

similar observations I had made. To me, it is utterly indifferent

who has the merit of priority in this matter ; and I have not taken

the trouble to connect this unusual development of the abdominal

veins with cirrhosis. I asked M. Sappey to have the goodness to

come to see this patient, and also to make with me the examination

of the body after death. In point of fact, it was in this subject,

injected by M. Sappey with his accustomed dexterity, that he disco-

vered the collateral veins of the suspensory ligament : and in this

subject also, he was enabled to demonstrate that the compensatory

circulation was carried on by the dilated normal veins, and not by the

umbilical veins.

Excuse my giving you these anatomical details, which perhaps I

have stated at too much length : and bear in mind, that I had to

speak to you of a fact which was new or at least little known—the

vibrating thrill and the sucurrus in the subcutaneous veins when very

much dilated—and that I had likewise to correct the error which

attributed this compensatory circulation to the restored patency of

the umbilical veins : for these reasons, the details which I have given

seemed indispensable. I now revert to the consequences of con-

striction of the terminal extremities of the portal capillaries.

I have told you that the first of these consequences is the estab-

. lishment of a parietal compensatory circulation ; and the second,

the development of a compensatory circulation in the hepatic artery.

In the normal state, as you are aware, the terminal capillary branches

of the vena porta frequently anastomose with those of the hepatic

artery, or in other words, there is anastomosis between the secretory

and nutrient circulations of the organ. In the normal condition,

1 Robin (Charles) :—Same Report, p. 960.
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this fact can be demonstrated by injections. It can also be shown

by injections, that the anastomosis is mnch greater in the cir-

rhosed than in the healthy liver. In the cirrhosed liver, from

which the hepatic cellules and acini have disappeared, where con-

sequently there are no longer the areolese which belong to the acini,

where, as a result of the morbid action, the cellules and acini have

been replaced by connective tissue of recent formation, we find an

entirely new distribution of the capillaries, which have their direction

modified, and admit of being injected not only by the vein, but also

by the hepatic artery. " Thus it is/' says Frerichs, " that new

channels of communication are formed between the vena porta and

hepatic veins, though their number is limited and inadequate, con-

sidering the quantity of blood which traverses the vena porta/' 1

In connection with this fact, Gentlemen, I cannot avoid mentioning

another which has been pointed out by my colleague, M. JNTatalis

Guillot, in relation to pulmonary tuberculisation. This able physician,

as you know, has shown, in respect of pulmonary tuberculosis, that

in proportion to the degree in which the area of the circulation of

the pulmonary artery is diminished, the circulation is augmented in

the bronchial arteries. The cirrhosed liver, therefore, like the tuber-

culosed lung, has a new circulation : there is a diminished capacity

for portal blood in the one organ, just as, in the other, there is

a diminished capacity for the blood of the pulmonary artery : in-

versely, the capacity for the blood of the hepatic artery, and for

the blood of the bronchial arteries, is respectively increased. To

express the same fact in different language :—both diseased organs

receive less blood for functional, and more for nutritive purposes.

Unfortunately, the nutrition is morbid.

The new circulation in the tuberculosed lung is useless for pul-

monary hematosis, just as is the compensatory circulation in cirrhosed

liver for hepatic hematosis. When the pulmonary vesicules no longer

exist, there is a final cessation of the exchange of gases : and when

the hepatic cellules have disappeared, secretion of bile and formation

«

of glucose are impossible. There is, in both cases, an arrest of

hematopoiesis.

A third consequence of the constriction of the terminal capillaries

of the vena porta is a reflux of blood into the spleen, and conse-

1 Ererichs :—Traite Pratique des Maladies du Foie, p. 297, 2me edition

;

Paris, 1866.
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quent congestion of that vascular organ. As the spleen undoubtedly

plays an active part in the formation of the blood, be it in forming

the red globules or the white globules, or in destroying the red

globules, we can understand that hematopoiesis is disturbed by

stasis and embarrassment in the splenic circulation.

A fourth consequence of the constriction of the portal distribu-

tive capillaries is reflux and stasis throughout the originating portal

capillaries, that is to say, throughout the entire mucous membrane

of the digestive cajial. Thus it is, that intestinal absorption is

diminished and then suspended : the nutritive materials, the nitro-

genous substances, are no longer drawn by these capillaries into the

intestinal villi, poured from them into the vena porta, conveyed from

them into the liver, to be there elaborated and modified, and then

delivered by the vena cava to the heart, to be sent by it to the

deepest seated and most remote parts of the organism. You can

understand, Gentlemen, that the cessation of this succession of

phenomena very directly and very seriously compromises the func-

tion of hematopoiesis.

A fifth consequence of embarrassment in the portal circulation of

the liver— a consequence more rapid, more easily seen, and conse-

quently better known—is the effect produced on the peritoneum.

Vascular stasis in that situation causes dropsy. The ascites is

directly proportionate to the duration and gravity of the cirrhosed

state of the liver. It is a means provided for the relief of the

engorged radicles of the vena porta.

A final consequence, a natural and rationally inferred result of

embarrassed portal circulation in the liver is hyperemia of the

mucous membrane of the stomach and intestines—with, as a result

of this hyperemia, hemorrhages and fluxes. But here, observation

and induction are not in accord. Gastro-enterorrhagia is of rare

occurrence, as Prerichs himself is obliged to admit : in a certain

number of cases, however, it happens, that increased pressure in

the capillaries leads to their being torn, so giving a sanguineous

coating to the mucous membrane. Muxes, however, which may
occur in the form of gastorrhcea or enterorrhcea, are equally rare

:

here, consequently, I repeat, observation and induction not being in

harmony, we are obliged to combat assertions of a rather hypothe-

tical character by an appeal to facts.

Having stated the consequences of obstruction to the portal

circulation in the interior of the liver, I have now to speak of the
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organic derangement, and functional disturbance which take place

consequent upon alteration of the biliary passages and hepatic cellules.

The same cause which produces strangulation of the capillaries of

the vena porta, also, in part, strangles and atrophies the radical

biliary canals. The principal branches of these canals sometimes

participate in the general inflammatory irritation of the gland,

presenting, at the same time, increased development of their walls,

and thickening of their mucous membrane. Sometimes, also, the

walls of the gall-bladder are hypertrophied ; and, like the liver

itself, have contracted adhesions with the neighbouring organs.

The liquid contained in the gall-bladder is tenuous, flowing, of a

pale yellow or orange colour, and is evidently a mixture of bile and

mucus.

We have seen that many of the hepatic cellules are destroyed : the

consequence of this is a great diminution, and sometimes an almost

total suppression of the secretion of bile. Thus, the bile ceases to

play its part, whatever that may be, in intestinal digestion, which

is necessarily very much disturbed. This disturbance is probably

the cause of an excessive production of gas in the intestines. At

all events, we can see in the disturbance of digestion, in the imperfect

elaboration of the alimentary substances entrusted to the intestine, a

new and powerful cause of wasting and anaemia. Thus, in cirrhosis,

everything seems to concur to produce an altered state of the blood,

and destruction of the organism.

The remarks I made to you on the etiology of cirrhosis must

have led you to the conclusion that the symptomatology of the disease

is exceedingly complex and obscure. In fact, of all the symptoms

directly referable to it, the most prominent and characteristic is

ascites.

The progress of the local affection is generally slow and insidious,

no well-marked symptom appearing at its commencement; or, at

most, in some very rare cases, we have, as indications of the inflam-

mation, dull pains in the right hypochondrium, and slight increase

in the volume of the liver, causing it to extend beyond the false

ribs : at the same time, the tongue is loaded, there is anorexia,

sometimes accompanied by nausea, vomiting, and a little jaundice.

There is sometimes also slight fever, particularly in the evening.

These exceptional occurrences are exceedingly transitory.

Progressive diminution of appetite, increasing slowness and
great difficulty in digestion, flatulence and constipation, are generally
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present. The general nutrition is at fault, the patient loses flesh,

and his strength fails : from what I have said to you regarding the

pathological physiology of cirrhosis, you can see how this must be

so. The skin loses its colour, the ansemia becomes more and more

evident, and the whole appearance of the patient indicates the

existence of that great disturbance of the function of hematosis of

which I have had to lay before you the many co-operating causes.

Ascites has already shown itself : it increases slowly, advancing in

accordance with the progress of degeneration of the liver. Generally,

the abdomen acquires a characteristic appearance from the increased

development of the subcutaneous veins. The ramifications of these

veins can be seen under the skin, which they raise up : they form

a vascular network radiating from the umbilicus up towards the

epigastrium, and down towards the inguinal region. Such was the

case in our patient of bed 2, Saint-Bernard's ward, in whom the

exceedingly dilated veins were the seat of a vibratory thrill, accom-

panied by a vascular blowing sound perceptible by the stethoscope.

Sometimes, under these circumstances, the abdominal walls and

lower extremities become infiltrated. The production of this oedema

has been attributed to the compression of the common iliac veins

and the vena cava inferior by the effusion into the peritoneal cavity.

But is not this oedema partly explained by the disturbance in the

circulation in these regions, which is caused by the reflux in the

sanguineous current from the vena porta ? Opposed to the sangui-

neous current passing from below upwards by the epigastric veins is

the new current proceeding from above downwards from the vena

porta. Any obstruction to the circulation in the epigastric veins

must be felt in the external iliac and crural veins. A similar cause

produces a similar effect upon the venous circulation of the abdominal

walls.

Be that as it may, the emaciation of the face, superior extremities,

and trunk, form a contrast to the (edematous tumefaction of the

inferior extremities.

I shall not expatiate on the local disorders which are associated

with the existence of ascites—such, for example, as embarrassed

respiration proportionate in degree to the amount of effusion, and a

more marked meteorismus consequent upon derangement of the

digestion.

Little by little, the general debility and wasting increase, and

death comes as the slow result of the progressive exhaustion, or it
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may occur more rapidly from an intercurrent affection, commonly

called a complication, but which is, in my opinion, merely the

consequence of the same morbid state which has caused the cirrhosis.

Thus, it is not unusual to observe as the terminal phenomenon

pulmonary apoplexy, secondary bastard pneumonia, or pleurisy,

when the cirrhosis coexists with cardiac disease. In one addicted

to alcoholic drinks, the cirrhosis is coexistent with Bright' s disease

or delirium tremens. Do not be surprised at the frequency of the

coincidence of cirrhosis and Bright's disease ; both are produced in

drunkards by the action of alcohol, and both are results of prolonged

passive congestion in persons suffering from disease of the heart.

The fact had often been stated ; but without the common etiology

of the two affections being pointed out. Occasionally, however,

real complications occur, such as pulmonary tuberculosis and

carcinoma.

But, Gentlemen, perhaps an objection presents itself to your

minds similar to that which has often presented itself to my own.

Cirrhosis is really chronic atrophy of the liver. You are aware

that when the liver ceases to perform its functions, there is a

cessation in the metamorphosis of the material, and a consequent

accumulation in the blood of substances which, as the result of

that metamorphosis, constitute the elements of the bile. It is then

that there appears in the urine a number of substances foreign to

the organism, such as leucine, tyrosine, and a peculiar extractive

matter. Uric acid shows itself only in moderate quantity; and

urea, which is the final result of the decomposition of the albuminoid

substances, little by little, entirely disappears. How, then, does it

happen, that in cases of chronic alcoholia, we have not the disorders

of the nervous system, which have been pointed out as occurring in

acute atrophy of the liver, that is to say, delirium, convulsions, and

coma—or, at least, that their occurrence should be so exceptional as

never to have been met with by me, and to have occurred in only

two cases mentioned by Prerichs.1

Here, it is impossible not to advert to albuminuria, in which

affection we sometimes observe the presence of alarming subacute

symptoms, and, at other times, the absence of such symptoms.

According to the views of modern chemical physicians, uraemia is

caused by the accumulation in the blood of urea, which the diseased

1 Fremciis :—Traite Pratique des Maladies du Fc-ie, p. 285. Paris, 1866.
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kidneys are no longer able to eliminate. But if the symptoms of

uraemia depend upon this cause, accumulation of urea in the blood,

which is entirely physical, and upon adulteration of the blood from

the decomposition of that urea into carbonate of ammonia, a

consequence entirely physical, it is both a physical and a chemical

necessity that the adulteration of the blood should be greater in

proportion to the extent and duration of the morbid state of the

kidneys. These are exactly the conditions existing in chronic

albuminuria. How is it then, that it is precisely in this form of

albuminuria that uraemia is most unusual ; and that, on the contrary,

it is observed in acute albuminuria, that is to say, in the cases in

which poisoning of the blood by urea cannot be complete ?

Is this an example of tolerance ; and must we class these facts

with the facts so commonly observed in acute and chronic phthisis ?

In chronic phthisis, for example, we see great loss of substance.

We reduce the field of hematosis to a minimum, and yet the patient

continues to live; whereas, in acute phthisis, with much less

extensive lesions, and a larger field of hematosis, the patient is

asphyxiated. Possibly, in the chronic atrophy of the liver called

cirrhosis, and the chronic destruction of the lungs called pulmonary

phthisis, there exists a parallelism between the deterioration of the

organism and that of the organ, so that the requirements of hepatic

and pulmonary hematosis diminish with the diminishing size of the

organ. To such an extent is this the case, that the patient may go

on living for a long time, though in a very imperfect manner, as the

supply is always less than the demand, till the time arrive when

the continuance of life ceases to be compatible with an absolutely

inadequate production of blood. On the other hand, in acute

atrophy of the liver, as in acute phthisis, the organism is abruptly,

not gradually, deprived of the sanguineous supply which is indispen-

sable, the disturbance which ensues being so great, that death

speedily takes place.

Again, why is it, that cirrhosis, notwithstanding the undoubted

atrophy of the liver which it produces, so seldom causes jaundice;

whereas, it is one of the principal characteristics of acute atrophy, a

characteristic which has conferred on that affection the name of

ictere grave ? Is that explained by the fact that in cirrhosis the

atrophy takes place by slow degrees, and that in spite of the

destruction of the greater number of hepatic cellules, some of them

always remain to secrete the bile ; whereas in acute atrophy, the
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morbid change advances simultaneously and rapidly in all the

secreting cellules? Frerichs observed jaundice in seven only of

thirty-six cases of cirrhosis,, and, except in two of the seven, it was

slight. He attributed this slight jaundice to pressure on the radicles

of the biliary passages by the connective tissue recently formed

around the lobules of the liver. " It is," he says, " the same cause

which imparts a yellow colour to the liver itself, and which is the

origin of the term cirrhosis."

You are also aware that hemorrhage from all the passages is one of

the most remarkable symptoms of ictere grave. In fact, so common

an occurrence is hemorrhage in acute atrophy, that my colleague,

M. Monneret, has described the affection under the name of

hemorrhagic jaundice [ictere Jiemorrhagigiie] ; and the hemorrhage is

attributed to a fundamental change in the constitution of the blood.

Now, hemorrhages are far from being frequent in cirrhosis. I have

told you that the hemorrhages which may result from stasis of the blood

in the mucous membrane of the digestive canal are by no means of

frequent occurrence. As to cutaneous hemorrhages in the form of

petechias, or as to hemorrhages into the pituitary and buccal

membranes, or on the surface of serous membranes, or in the form of

cerebral or pulmonary apoplexy, I do not know of one example, if I

exclude hemorrhages depending on a disease of the heart, of which

the cirrhosis itself is an effect. Frerichs states, however, that they

are not so very uncommon. Be that as it may, they are infinitely

less frequently met with than in acute alcoholia, although in cirrhosis

there exists great atrophy of the liver, and great consequent distur-

bance of the function of hematosis.

I have still to lay before you certain opinions of a New York

professor of physiology—opinions which have a direct bearing on

cirrhosis. Dr. Flint has made some very ingenious experiments

which have led him to conclude that the liver is in respect of

cholesterine what the kidneys are in respect of urea—an organ of

elimination and not of production. He considers that cholesterine is

an excrementitial product formed to a great extent by the disassimi-

latlon of the brain and nerves ; that it is an effete substance [sub-

stance usee~\ separated from the blood by the liver; and that it

is thrown out into the upper part of the small intestine. In

passing along the digestive canal, the cholesterine is transformed

into stercorine, a ternary compound identical with the seroline of

Boudet
: the stercorine is finally expelled with the fasces. It is not
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cholesterine then, but stercorine which is found iu the faecal

matter.

Here are the proofs given in support of these doctrines :—The

blood of the internal jugular vein contains a much larger proportion

of cholesterine than is contained in that of the carotid artery, which

in fact contains very little : therefore, the blood which returns from

the brain is much richer in cholesterine than that which goes to

it : consequently, it must be in the brain that the cholesterine is

produced. Again, the blood of the femoral vein contains more

cholesterine than the blood of the femoral artery : that is to say,

that the nerves of the lower extremities have furnished this pre-

dominance of cholesterine in the venous blood. Let me remark,

however, that I look upon the conclusion arrived at by Dr. Mint as

not strictly logical ; for it may be quite well alleged that the excess

of cholesterine is derived from the muscles, or from all the tissues of

the lower extremities, as well as of the nerves. The experiment in

which it has been shown that the venous blood of paraplegic limbs

contains less cholesterine than that of healthy limbs only proves

that the nerves produce the cholesterine, seeing that in paralysed

muscles, nutrition unquestionably suffers, and that in them, conse-

quently, disassimilation must necessarily be languid.

On the other hand, the blood of the hepatic veins is, according to

Carter's experiments, much less rich in cholesterine than that of the

hepatic artery ; that is to say, that the blood which comes from the

liver contains much less chlolesterine than that which goes to it

To the extent then, that cholesterine is formed by the nervous

system, it is taken up by the blood, which throws it off as it traverses

the liver.

It is evident, that if this were the case, suspension of the functions

of the liver must lead to a cessation of the elimination of the

cholesterine, which, by accumulating in the blood, will produce

cholestersemia.

Chemical analysis of the blood of a patient who had been

labouring under cirrhosis, and who died in a state of profound

stupor, demonstrated to Dr. Mint that there was a large increase in

the amount of cholesterine contained in the blood. Becquerel and

Eodier also found a large quantity of cholesterine in the blood in

an analogous case.

The nervous complications to which Merichs has directed attention,

and of which I have spoken to you, are complications which
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sometimes supervene at the end of cirrhosis, and which the learned

German physician 1 attributes to alcoholia, that is to say, to

suppression of the functions of the liver and a cessation of the

production of bile. Dr. Flint attributes the symptoms to choles-

terzemia, comparing them to those produced by ursemia, which, as

you know, is the result of the accumulation of urea in the blood,

consequent upon suspension of the functions of the kidneys.

Dr. Flint says, that the reason why cholestersemia does not exist

in every case of cirrhosis is because the whole of the liver is not

disorganised, and that a part of the organ suffices to eliminate the

cholesterine, just as, in cases of degeneration or ablation of one

kidney, the other continues to eliminate urea.

I must add, that the very interesting experiments of Dr. Ore

(of Bordeaux) appear to support the views of the New York

professor. In fact, it would appear from the experiments of

Dr. Ore, that the bile is secreted from the blood of the hepatic

artery, and not from that of the vena porta. We know, on the one

hand, that the portal blood contains nitrogenous matters derived

from the digestive canal, and very little cholesterine ; and on the

other, we know, from the analyses made by Carter, that the blood of

the hepatic artery contains a large quantity of cholesterine.

Gentlemen, I have thought it right to place before you this

ingenious theory. It is specially important to take every oppor-

tunity of bringing into comparison the results of clinical observation

and experimental physiology. In respect of cirrhosis, I have also

thought it incumbent on me to inquire, along with you, into the

possible mechanism by which this redoubtable lesion of an organ so

important as the liver inflicts such irreparable damage on the economy.

Were I to wish now to embrace in one general view the entire

pathological mechanism of cirrhosis, I should perceive, that it consists

of a concatenation of phenomena which succeed one another in a

necessary order, because they originate the one from the other. In

chronological order, the phenomena are :—exudation of an organ-

isable blastema into the interlobular connective tissue—organisation

of this blastema, which becomes fibrous—gradual retraction of this

fibrous tissue, which both strangles the secretory parenchyma and

compresses the divisions of the vena porta. Thence, as a twofold

1 Robin (Charles) :

—

Journal de I'Analomie el de la Pathologie, for Septem-

ber, 1864.
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consequence, we have consecutive atrophy of the liver, and gradually

increasing embarrassment in the portal circulation.

But we have seen, that as soon as the portal circulation is

impeded, the secretion of bile and of glucose becomes less and less

;

and that in respect of nutrition, the alimentary materials taken up

by the radicles of the mesenteric veins ramifying on the mucous

membrane of the intestine, enter with increasing difficulty the vena

cava, thence to pass into the general circulation.

The organism, therefore, is not only threatened on account of the

hematosis being incomplete in consequence of the ever diminishing

secretion of bile and glucose, but also on account of nutrition being

directly interfered with in consequence of the inadequacy of the

amount of assimilable materials floated along the vena porta, then

along the vena cava, and finally propelled by the heart to the

remotest recesses of the organism, to carry thither the elements of

reparation.

We have already seen the direct consequences to the economy of

a morbid state of the liver. Nor is that all : we have seen that

cirrhosis is generally a secondary affection occurring in the course of,

and as a consequence of, a previous malady which contributes a large

share to the deterioration of the organism.

Thus, in the subject affected by alcoholism, there is diarrhoea with

concurrent chronic gastritis of sometimes an ulcerous character,

the alcohol exerting its direct deleterious action on the mucous mem-
brane of the stomach prior to its irritating the liver. The dyspepsia

resulting from the malady of the stomach disturbs nutrition at its

very source, and becomes additional to the dyspepsia proceeding from

the cirrhosis. The series of lesions and functional disorders which

belong to chronic alcoholism, are also often superadded : to this

category belong fatty degeneration of the heart, atheromatous dege-

neration of the arteries, atrophy of the brain from true cirrhosis,

chronic bronchitis, even pulmonary tuberculosis, granular disease of

the kidneys, all of which, I need not say, exercise an evil influence

on the entire organism.

In one who is the subject of heart disease, the position is also very

serious. In such an individual, the vascular stasis which interferes

with hepatic hematosis has already for a long time compromised

pulmonary hematosis : in point of fact, he is affected with pulmonary

congestion, chronic bronchitis, or bronchorrhcea ; and to the debility

resulting from the progressive diminution in the pulmonary hema-
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tosis, there is added that which is the natural consequence of the loss

arising from abnormal bronchial secretion. On the other hand, the

renal depuration of the blood is generally imperfect, in consequence of

the kidneys being usually in a congested state, and often from the

albuminuria caused by the congestion, in which case, the situation of

the patient is still more aggravated.

In the syphilitic subject, the poisoning is general : when the virus

is so deeply rooted, and the affection so inveterate as to have become

visceral, there is not only cirrhosis of the liver but also a structural

change in the kidneys and spleen—often also in the lungs. The

kidneys frequently undergo amyloid degeneration, and the result of

this is albuminuria. Here, everything concurs to produce a morbid

change in the blood : the liver is an organ both of hematosis and of

depuration : the kidneys serve only as depurators.

The chances of the clinical wards have not enabled me to show

you the lesions which belong to syphilitic cirrhosis. To give you a

sufficiently exact idea of the nature and extent of the lesions, I

cannot do better than quote, in an abridged form, a typical case from

the work of Ererichs.

His thirty-ninth case1
is the history of a woman, thirty-six years

of age, who had suffered on several occasions from primary and

secondary syphilis. Two years before admission to the hospital, she

had been treated for albuminuria complicated with anasarca, from

which she was easily relieved. She came into hospital with all the

symptoms of a profuse pleuritic effusion of the right side. She died

fifteen days afterwards, having had frequent nausea and vomiting,

white serous stools, and delirium for a short time.

At the autopsy, in addition to the effusion into the right pleura, a

multiplicity of lesions were found. The mucous membrane of the

small intestine presented an intensely injected appearance ; and its

solitary glands were prominent. The large intestine was also in-

jected. The pancreas was hard; and the mesenteric glands had in

part become calcareous. The spleen was large, hard, and lar-

daceous ; and, from the presence of amyloid granules, had a brilliant

aspect. The kidneys were bulky : their parenchyma was in part

hard and lardaceous, and in part friable, with yellow infiltration.

Everywhere, there were intimate adhesions between the liver and

diaphragm : the left lobe was completely atrophied, and was almost

1 Frerichs : — Op. cit., p. 333.
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indistinguishable from the diaphragm : the right lobe presented, on

its convex surface, and on its upper margin, deep cicatricial con-

tractions which circumscribed portions resembling lobes of the size

of hazel-nuts. The parenchyma was everywhere knotty, very hard,

and of a shining reddish-brown appearance. The bile was thick and

mucous, nearly gelatinous, and of a dull colour : it deposited a large

quantity of colouring matter, and was without albumen.

You see that in this case, the patient presented simultaneously

amyloid degeneration of the liver, spleen, and kidneys. In other

words, there coexisted disturbance of the function which presides

over the formation of the blood by the liver and the spleen, and dis-

turbance of the function by the exercise of which the blood is depu-

rated by the kidneys. It appears then equally incorrect and irra-

tional to consider that this woman succumbed solely from her

hepatic affection : it is likewise seen, how difficult it would be to

describe the cirrhosis, leaving ascites out of view, as a separate

isolated disease, and to say, how much of the complex symptoms in

this case were positively due to the hepatic lesion. In point of fact,

the woman died from visceral syphilis presenting everywhere the

numerous lesions and disorders which belong to this disease, and not

only from the liver having become cirrhosed.

When you find granular degeneration of the kidneys described in

your treatises on pathology among the complications of cirrhosis,

you are inclined to say that an unrecognised general disease is being

discussed, and that the effect has been mistaken for the cause, or

rather, that there has been a failure to detect the disease on which a

series of lesions depended. That is the conclusion to which an

excess of pathological anatomy must inevitably lead.

I cannot too often repeat, that cirrhosis, in an immense majority of

cases, is not an isolated disease, is not, in fact, a disease at all, but

a secondary lesion, connected by a relation of causality with other

lesions of similar origin, such as those arising from cardiac, paludal,

syphilitic, and alcoholic affections ; and that it is only by adopting

an artificial basis of description, unsanctioned by a correct interpre-

tation of facts, that it has come to be described as a distinct disease,

with precisely defined characteristics.

Were cirrhosis regarded, as I regard it, from an etiological point

of view, and not from an anatomical point of view—were the lesion

looked upon, not as made but as being made—were the idea followed

of the action of the general morbific cause we would be present, so
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to speak, at the genesis of the complications. We would then

understand, for example, how, in consequence of the alcoholic poison

exerting: its irritant action in succession on the stomach, liver, and

kidneys, there often occurs simultaneously thickening and ulceration

of the gastric mucous membrane, cirrhosis of the liver and Bright'

s

disease of the kidney—how the syphilitic poison acting on the organs

of hematopoiesis, produces simultaneously amyloid degeneration of

the spleen and kidneys with cirrhosis of the liver—and, finally, how

the generality of cause engenders multiplicity of lesion.

The remarks I have now made show you how difficult is the

diagnosis of cirrhosis. In the totality of symptoms depending on

the general affection, cirrhosis hardly has any other signs which

belong to it, except ascites and enlargement of the subcutaneous

abdominal veins. For we must beware of supposing that the venous

murmur of which I spoke to you is constantly present.

It is with chronic peritonitis, and particularly with tuberculous

peritonitis, that the ascites due to cirrhosis may be confounded. But,

generally, tuberculous peritonitis coexists, in the adult, with pul-

monary tuberculosis ; and then, the signs peculiar to the latter

affection enable us to recognise the tuberculous origin of the peri-

toneal effusion. There are, moreover, in tuberculous peritonitis

abdominal pains, whereas they do not occur in the ascites arising from

cirrhosis. Cases perfectly inexplicable do, however, occur; and the

following is an account of one of that description.

A man, forty-seven years of age, was admitted to the clinical

wards on the 3rd March, 1864. He had suffered from difficulty of

breathing for five months; and so much had his health declined,

that he was no longer able to do his usual work. In fact, there was

extensive pleuritic effusion on the right side. The pleurisy, on its

first declaring itself had been treated by a blister which was three

times repeated without any obvious beneficial effect. There was

absolute dulness extending from the spine of the scapula behind to

the second rib in front. In that situation, no respiratory murmur

was audible. The liver was squeezed down as low as the umbilicus.

From the great extent of this effusion, I resolved that paracentesis of

the chest should be performed by Dr. Peter, my chef de clinique.

By the operation, 2,300 grammes of serosity were withdrawn : the

dyspnoea ceased quickly, and did not return : the patient, however,

remained pale, and recovered his strength slowly. Although he had

no cough, and although I could detect no abnormal sound at all
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attributable to pulmonary tuberculosis, yet as his pleurisy was on the

right side, had assumed the latent form, had advanced in a chronic

manner, and finally, as the fingers were hippocratic, I concluded that

the man was tuberculous. My suspicions were in part confirmed, when

the patient, who had gone out at his own request, asked, on the

25th April, to be readmitted. He was then thinner and weaker than

when he left us ; and he had considerable effusion into the abdomen.

This effusion had been preceded by wandering abdominal pains. I

had no hesitation in concluding that the dropsy was caused by

tuberculous peritonitis. No conclusion, apparently, could be more

rational. The form and progress of the preceding pleurisy, and the

pains which had preceded the peritoneal effusion, seemed to support the

view of the simultaneous existence of tuberculosis of the pleura and

peritoneum. There was, nevertheless, a speciality in the case which

caused me to hesitate, and kept my mind in suspense : it was the ab-

sence of any pulmonary sounds peculiar to tuberculosis.

This patient remained six weeks in our wards, becoming feebler

day by day, having hectic fever, vomiting nearly everything he ate

during the three latter weeks of his life, and suffering slightly from

diarrhoea. At last, he died in a state of marasmus.

At the autopsy, we found traces of chronic pleurisy of the right

side, with close adhesions between lung and pleura. There was

about half a litre of lemon-coloured serosity in that side of the chest;

and in the left side, there was nearly a litre of similar effusion. Thus,

there were the signs of chronic bilateral pleurisy : and yet we could

not find any tubercular deposit in the lungs. Nor was there any

tubercle in the peritoneum, which, throughout its whole extent, was

exceedingly injected. The intestinal convolutions were, here and

there, lined with false membrane, which was thin and soft. The

peritoneal effusion was copious, and of a dirty colour. There, there-

fore, existed chronic peritonitis : there was also a morbid condition

which we did not expect to find—cirrhosis of the liver. The liver

was small and indurated : it presented, externally, a fine granulated

appearance : the granulations were as large as millet seeds, or, at

most, as large as hemp seeds : white lines seamed the surface of the

liver, and in the situation of the majority of the lines, there were

slight depressions, some of which were linear, while others were

broader : they all corresponded with the trabecule of the capsule

of Glisson. A section of the liver presented a fine granulated

appearance.

10
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That is, I think, the form of cirrhosis which is associated with

chronic alcoholism. It looks like a raking of the organ, which does

not present any projections of the size of hazel nuts, such as are

found in syphilitic cirrhosis : none of the granulations are larger than

hemp seed : there is an almost general thickening of the capsule of

Glisson.

The mucous membrane of the stomach was enormously injected :

in some parts, it was of a slaty colour, in others, it was bright red

;

and this latter was the appearance it presented in the neighbourhood

of the pylorus. The mucous membrane of the small intestine, par-

ticularly in its lower portion, was much injected : there were a certain

number of oval ulcerations on the valvulse conniventes, and some

circular ulcerations in the situation of the separate follicules. There

was no trace of tubercular deposit in any part of the intestinal canal.

We ascertained, as the result of careful inquiry, that the man had

been an habitual drinker of alcoholic stimulants. Appearances, not-

withstanding, he was not tuberculous; and we must ascribe his

gastro-enteritis to alcoholism. The gastro-enteritis probably caused,

by propagation, the peritonitis ; for the peritoneum presented the

greatest appearance of injection in the situation of the intestinal

ulcerations and in that of the vascularity of the mucous membrane of

the stomach. The peritoneal effusion, therefore, was due both to the

peritonitis and the cirrhosis. As to the latter, there was necessarily

misconception, deceived as one had previously been by the anterior

pleurisy, and signs of peritonitis—pleurisy and peritonitis which it

was much more truth-like to ascribe to the tubercular diathesis.

In fact, cirrhosis ought to be suspected when we have ascites

appearing in a cachectic drunkard, or in a syphilitic subject who has

reached the period when tertiary symptoms occur : we ought also to

suspect its existence in a person affected with cardiac disease, when

the ascites is to a much greater degree than the oedema of the infe-

rior extremities, particularly if there be dyspepsia with marked

wasting of the face and superior extremities. Finally, there is reason

to believe that cirrhosis exists when there is ascites without our

being able to discover any material obstacle in the course of the

vena porta.

Having told you how cirrhosis, a lesion secondary to a more

general affection, adds its share of gravity to a condition already

very formidable—having explained to you how, by impeding hepatic

hematosis and drying up the very sources of assimilation, it assails
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life in a doubly dangerous manner—it would be wasting time to

insist upon the gravity of the prognosis.

In that gravity, however, there are different degrees, according to

the period of the lesion and the nature of the affection on which the

cirrhosis depends. Thus, for example, incipient cirrhosis is evidently

less grave than cirrhosis in its last stage; and cirrhosis depending on

paludal toxsemia is less grave than cirrhosis arising from an affection

of the heart, which, again, does not become so rapidly formidable as

cirrhosis originating in visceral syphilis or alcoholic poisoning.

What I say in respect of prognosis, is applicable also to treatment.

That is one of the reasons which led me to enter so fully into the

etiology and evolution of cirrhosis. Therapeutics, in fact, avail

only when the lesion is incipient : when it is confirmed, treatment is

of no use.

The endeavours, therefore, of the physician must be directed to

prevent cirrhosis, or to impede its progress. When, therefore, in a

person who has an affection of the heart, you ascertain that there is

enlargement of the liver, local pain, and a slight icteric color, you

must set yourself to subdue this manifest congestion of the liver.

But as this congestion is connected with embarrassment of the cir-

culation, the means to be adopted for diminishing the general

vascular tension and the consecutive visceral congestion are :—regu-

lating the circulation by digitalis, slightly stimulating the system

by the use of a little coffee, which acts as a diuretic as well as a

stimulant.

Again, when in a drunkard, disturbance of the function of

digestion leads you to apprehend the imminence of cirrhosis, you

must advise the patient at once to renounce his bad habits, recom-

mending him at the same time to make use of aliments but little sti-

mulating, and easily assimilated.

In cases of syphilitic and paludal cirrhosis, simultaneously combat

the specificity of the cause by a specific medication, and the debility

of the system by general tonic treatment. You will treat the lesion

of the liver, with its immediate consequences, viz., anorexia, dys-

pepsia, ascites, &c, by an appropriate medication, which will

vary with the varying indications, but which, too often, can only be

palliative.

I trust that I have now shown you that the history of cirrhosis

is, so to speak, only an episode in the history (in other respects

very complex) of cardiac, syphilitic, alcoholic, or paludal cachexia

:
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but then, it is an important episode. It is, let me say, one of the

terms in a morbid series embracing all the organs, which commences

with congestion, continues by phlogosis, and concludes in cachexia.

Once the minute mechanism of cirrhosis is understood, there is little

ground for hoping much from therapeutics. Art is necessarily

powerless, when the lesion is irremediable. This fact I have already

sufficiently impressed upon you.



LECTUEE LXXXIX.

ADDISON'S DISEASE.

A Special Disease.—A Peculiar Kind of Ancemia, generally asso-

ciated with an Affection of the Supra-renal Capsules.—A Few

Words regarding the Supra-renal Capsules.—Symptoms of Addi-

son s Disease.—Consequences of the Ancemia.—Peculiar Dingy

Color of the Shin.—Difficulty of Diagnosis.—Treatment.

Gentlemen :—To testify the gratitude which Art and Science

owe to eminent men, perhaps also with a view to avoid the creation

of new words, physicians—who, speaking generally, are slow to

render justice to their brethren—have given to certain diseases the

names of their discoverers, or the names of the individuals who first

gave a complete description of them. Eor example, under the

name of "Pott's Disease" we know a disease of the vertebral

column characterised by caries of the vertebrse, with or without

tubercular deposit, giving rise to abscesses from congestion and

usually leading to spinal deformity, sometimes to paraplegia. In

the same way, by " Bright's Disease," we mean chronic albu-

minuria, an affection which the celebrated London physician studied

and described better than it had been previously studied or described

by any one. In the same way, insufficiency of the sigmoid valves of

the aorta is still called " Corrigan's Disease." And it would on the

same principle be an act of justice to give the name of " Bouillaud's

Disease" to endocarditis, an affection almost quite unknown, till the

illustrious Professor of the Hopital de la Charite directed to it the

attention of the medical world, by writing a history of it so complete

as to leave nothing to be added by others.

In obedience to a similar feeling of equity, I propose to-day to

designate the disease of which the individual occupying bed 5 Saint-

Agnes's ward presents a remarkable example, by the name of the
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English physician who discovered it. The physician to whom I

refer is Dr. Addison, the fellow-laborer of Bright, the Dean of the

Medical School attached to Guy's Hospital, London, a man who

has long been known among us by his valuable scientific works. I

propose then to give the name of "Addison's Disease" to that

singular cachexia which is specially characterised by the deco-

loration, or rather the peculiar coloration—the bronzed tint—of the

skin, which obtained for the malady the name under which Addison

described it, viz. bronzed disease.

In the course of his practice, Dr. Addison had long been struck

by meeting with certain forms of general anaemia which were neither

attributable to excessive antecedent hemorrhages nor to profuse or

long continued intestinal fluxes, and could not by symptoms be

connected with any diathesic state or marsh miasmatic affection

—

forms of general anaemia, in fact, which appeared to supervene

under the influence of non-recognizable causes. In studying them,

he distinguished from the rest one which was, besides the debility

and languor of the patient, characterised by that bronzed hue of the

integuments of which I have been speaking, and which is most

strikingly apparent on the skin of the hands, penis, scrotum, groin,

and axilla.

Dr. Addison having observed that in every case the malady fol-

lowed the same course, and invariably terminated in death, made

very careful autopsies with a view to obtain the greatest possible

amount of information regarding the nature of the disease. From

the minute manner in which lie was in the habit of directing his in-

quiries into morbid states of the kidney, he discovered that in this

singular form of anaemia, the supra-renal capsules were often

diseased. The coincidence of a morbid change in an organ, the

function assigned to which in the economy had till then been insig-

nificant, the coincidence of an anatomical lesion apparently so in-

significant with so serious a general condition of the economy, soon

put him on the right track. From the date of his first case, he

thought that he had found the explanation he was seeking.

In 1 855, Addison published the results of his observations in a

monograph containing the history of eleven cases, which, although

not all equally decisive, enabled him to conclude, that the bronzed

disease is associated with a lesion of the supra-renal capsules, with-

out assuming, however, that this lesion (whatever might be its

nature) was the cause of the disease, any more than the alteration
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which takes place in Peyer's glands is the cause of typhoid fever,

pustules the cause of small-pox, or, engorgement of the spleen the

cause of paludal intermittent fever.
1 In all these examples, the

organic lesion is only a characteristic part of the disease, distinguish-

ing it from other morbid species of a similar kind.

The profession having thus been put on the alert in this inquiry,

similar cases were, during the same year, recorded by the English

medical press; and in Prance, my friend, Dr. Lasegue, made

known Dr. Addison's researches, by publishing an analysis of

them.2

With the case under notice in our wards, with that example so to

speak, under our eyes, it is my desire to-day to give you an idea of

Addison's Disease, following the description of the English phy-

sician, as reproduced by my learned colleague of the Hopital

Necker.

The following is a summary of our patient's case. His age is

thirty. He was coachman to the Minister of the Interior. His

occupation, although certainly an arduous one, was not so relatively,

because he was well paid, well fed, and well clothed : he had no

drawback, except insufficient sleep ; and, in fact, only complained of

inability to obtain his necessary amount of rest at night. When I

saw him, however, at the date of his admission to the hospital, he

was under the impression that he had been losing flesh for the pre-

ceding four or five months, in such a way as to alarm both himself

and his family. Por three months, he had observed that his hands

retained a dark hue, however much care he bestowed on washing

them ; that his face was assuming the bistre, smoked aspect of a

mulattoe's skin ; that the skin of the inside of his lips had a hue

reminding one of the interior of the mouth of certain dogs ; and

finally, that the dark colour was making its appearance on different

parts of his body, and was in no degree amenable to the prolonged

use of baths.

I verified the change of color which I have now described. The

patient's nails had that remarkably white appearance met with in

anaemic persons, proving that the dark hue of the hands with which

they contrasted was not the result of any neglect of cleanliness. The
dark hue was found on the skin of the penis, scrotum, groins, and

1 Addison :—On the Constitutional and Local Effects of Disease of the

Supra-Renal Capsules : London, 1855.
2 Lasegue :

—

Archives Generates de Medecine for March, 1856.
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arms. The areola, however, of the nipple, which, in similar cases,

often acquires a deep hue, as in pregnant women, had its natural

colour.

The man stated that his legs bent under him, and that he had lost

so much strength as to be unable to accomplish the small amount of

walking required of him. A blowing sound, evidently anaemic, was

heard on auscultating the heart and vessels of the neck. On exa-

mining the different organs of respiration and digestion, the liver

and spleen, no organic lesion was discovered ; and the functions of

these organs seemed to be performed with perfect regularity. The

urine—analysed on several occasions—contained neither albumen

nor glucose. Except great debility, and the peculiar colour of the

skin, the only morbid symptoms complained of by the patient were

pains resembling those of rheumatism, which he said he felt, from

time to time deep-seated in the sides. These pains ceased quickly,

returned without any appreciable cause, and were not fixed in any one

place. I attached all the more importance to this point, as the

patient presented the symptoms characteristic of the bronzed disease.

I endeavoured to discover whether there were any special symptoms

indicating an affection of the supra-renal capsules.

Although the patient, who rose every day, walked about the wards,

ate and drank very much like a man in health—except, that, like

chlorotic women and some patients suffering from cancer, he had a

disgust for animal food—was in the full enjoyment of his intellectual

powers, and, except anaemia, presented nothing abnormal save the

bronzing of the skin, from that symptom I at once formed a very

unfavorable prognosis.

It certainly was not my personal experience which led me to this

conclusion, for the case was only the second of the kind which I had

met with. My first case was that of a young man of twenty-seven.

Consequent upon the effects of cold, from discontinuing the use of a

flannel belt which he had been in the habit of wearing, he was seized

with fever and pains in the lumbar region. He soon fell into a state

of great debility, the slightest muscular exertion causing breathless-

ness and palpitation. The skin looked like that of a mulatto, and,

in some places, was quite black : the black hue was seen in old cica-

trices, and also on the hands, the nails of which had a variegated

appearance, if I may use the expression ; that is to say, they were

longitudinally streaked with brown bands. The mucous membrane
of the lips, gums, and tongue presented similar brown streaks, which
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contrasted in a remarkable manner with the natural colour of the

rest of the mouth.

I lost sight of this young man ; so that the case did not afford me

much instruction. Consequently, my very unfavorable prognosis in

the case of our patient in Saint-Agnes's ward was not based on my

personal experience, but on the statements of Dr. Addison and the

other English physicians who had spoken of the bronzed disease. I

knew that of fifteen patients whose cases had been published, ail had

died. With such recorded mortality before me, there was, it must

be admitted, a strong presumption, that no better fate would attend

cases occurring in my practice.

The result too truly realised my fears ; and the fatal termination

of the case occurred even sooner than I expected. The patient was

suddenly seized with a profuse diarrhoea, having as many as eight or

ten stools in the twenty-four hours ; and the whole body became

cold, without, however, there being anything to suggest the exist-

ence of cholera in the special appearance of the stools, suppression of

urine, or extinction of voice. Delirium supervened : debility made

rapid progrees : and on the fourth day from the commencement of

these symptoms, death took place.

On opening the body, we found no lesion of lungs, heart, or intes-

tines, sufficient to explain the cause of death. The kidneys, which

were examined by me and Dr. Brown-Sequard, presented no morbid

appearances, except slight hypertrophy, some tubercular deposit, and

some fibrous filaments. But, in the supra-renal capsules, there

were numerous masses of tubercle ; and the left capsule (which was

considerably enlarged) was almost entirely transformed into that

heteromorphous product.

In the apex of one of the lungs, there was a small mass of tuber-

cular deposit of the size of a lentil. Neither the bronchial nor

mesenteric glands contained any tubercle.

The blood, which was examined by Professor Charles Robin, pre-

sented no other alterations than those of ordinary ansemia.

Here, then, is an individual, who when still a young man, is

suddenly attacked by a cachectic disease which is inexplicable by

existing pathological knowledge. The bronzed color of the skin,

and the disseminated black patches were, during life, characteristic of

the disease described by Dr. Addison; and after death, the only

noteworthy lesions we found were the morbid changes in the supra-

renal capsules which he has described.
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If you will now bear in mind the symptoms of which our patient

complained, and those which we ourselves observed in him, you will

find that they present a picture identical with that which Dr.

Addison has drawn; and which I cannot do better than re-

produce.

But before proceeding to do so, let me say a few words regarding

the supra-renal capsules. So little information have anatomy and

physiology afforded in relation to these organs, that they have

hardly engaged serious attention. It was observed, that they were

susceptible, like other organs, of undergoing serious structural

changes, apoplectiform hemorrhages, tuberculous or cancerous trans-

formations ; and that cysts might be developed in their substance.

In 1837, Dr. Rayer published a considerable number of cases of

this description ; but he concluded his work with the discouraging

avowal that, up to the date at which he wrote, the study of the

morbid changes of the supra-renal capsules offered so little that was

interesting that it might, without detriment, be neglected by patho-

logists ; and that it had not thrown any light upon the functions of

these organs.1

Nevertheless, their richness in vessels and nerves, and the con-

stancy of the existence of the supra-renal capsules, gave reason for

believing that their functions were of some importance—just as we

suppose to be the case with the spleen, which likewise plays an

unknown part in the economy. But there was not an absolute lack

of hypotheses : some physiologists looked on the supra-renal capsules

as forming part of the urinopoietic system, and others supposed

that there was some connection between them and the genital

organs.

From the profusion of blood-vessels in the supra-renal capsules, it

has been supposed that they perform an unascertained part in

hematosis, analogous, probably, to the function of the spleen, or

thymus. A remark made during last century, to the effect, that the

supra-renal capsules are larger in the negro than in the white race,

suggested that they were in some way related to the pigmentary

secretion. Bergmann, in his inaugural dissertation, held that they

were nervous ganglia. He based this hypothesis upon the anato-

mical structure of the organs, and on the observations of his father

the celebrated alienist of Hildesheim, who maintained, with Jacobson,

Ra.yer:—Rechercbes Anatomico-pathologiques sur les Capsules Sur-

rcnales. [V Epe'rieuce for 1837.]
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that they are often found to have undergone morbid changes in

diseases of the brain and spinal marrow.

The recent researches of Dr. Brown-Sequard, and the discovery of

Dr. Addison, may accelerate the solution of the question.

Let me state the principal facts enunciated by Brown-Sequard.

He. says, that the supra-renal capsules are very sensitive. In oppo-

sition to the hitherto received opinion, that they are very large in

the foetus, and become atrophied after birth, he holds that they

increase in weight and volume from birth up to adult age, so

that they cannot be looked upon as the remains of an organ of

foetal life.

Extirpation of both supra-renal capsules kills animals as certainly

and as rapidly as extirpation of both kidneys. Brown-Sequard

performed the experiment upon sixty animals : he states that eleven

hours was the average duration of life after the extirpation. When
only one supra-renal capsule was removed, the animal did not sur-

vive more than seventeen hours. In none of these cases could death

be attributed to hemorrhage, peritonitis, lesion of the kidneys, liver,

or other important neighbouring organ.

It was observed that when both supra-renal capsules were extir-

pated, pretty nearly the same series of phenomena was produced

;

viz. in the first instance, acceleration of the breathing, which soon,

however, became slow, jerking, and irregular—increased rapidity in

the pulsations of the heart—diminished temperature—and, on

the approach of death, nervous phenomena, such as vertigo, con-

vulsions and coma.

This, Gentlemen, leads me to ask whether this profuse diarrhoea!

flux in our patient was a phenomenon of this description.

Extirpation of only one capsule produces the same symptoms, but

more slowly, and not till a period has elapsed during which the

animal seems to be recovering : when there are convulsions, they

occur on the side on which the extirpation has been performed, the

animal turning round like a screw on its own axis, as is observed

after section of one of the middle peduncles of the cerebellum : the

direction of this rotatory movement is from the side operated on to

the other side.

In Paris, an epidemic prevails among rabbits, which is charac-

terised by inflammation of the supra-renal capsules

—

an inflammation

which produces the same effect as extirpation of these organs. The

blood of rabbits infected with this disease, when injected into other
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rabbits induces affections similar to those which result from the extir-

pation and inflammation of the supra-renal capsules.

"Wounds of the spinal marrow occasion hypersemia of the supra-

renal capsules, a fact established by Brown-Sequard in 1851 : from

this results hypertrophy or intense inflammation, under which, in a

short time, the rabbits succumb.

From the facts now adduced, we must conclude, with the phy-

siologist from whom I have taken all the details, that the supra-

renal capsules are organs essential to life, that their extirpation,

alteration of structure, or destruction, influence the economy, either

by arresting the functions of these organs as hematopoietic glands,

or by inducing irritation of the nervous system.

Brown-Sequard, after demonstrating the analogies and differences

between the results of ablation of the supra-renal capsules, the pig-

mentary disease which he had so frequently observed in rabbits, and

Addison's Disease, terminates his memoir by a study of the func-

tions of the supra-renal capsules, concluding that their probable

function is to modify a certain substance destined to be transformed

into pigment, and to modify it in such a manner as to preventthis

transformation from taking place. 1 In relation to that subject

he refers to Professor Yulpian's experiments. 2

Having said this much regarding the supra-renal capsules—the

bearing of which you perceive—we have now to inquire :— What are

the symptoms of Addison's Disease?

The malady begins slowly ; and its existence is not at first per-

ceived. The patient has difficulty in fixing with precision the date

at which he experienced its earliest symptoms. Its first mani-

festations are general discomfort, an enfeebling of the physical and

moral faculties, and a state of real languor. The arterial pulsations

are small and feeble ; or the pulse is full, soft, and easily compressed.

The appetite is capricious, the patient (like the man in Saint-Agnes'

s

ward), showing repugnance to animal food, or a diminished

appetite. At first, digestion proceeds in a normal manner: at a

later stage, this function is disturbed by intractable vomiting. This

symptom is accompanied by pain, or at least by a painful sensation,

in the epigastric region. The patient wastes away; and yet the

most minute examination fails to discover any sign of organic

change sufficient to account for the great disturbance of health and

1 Brown-Sequard :

—

Journal de Thysiologie ; 1858.
2 Vulpian :

—

Comptes Iteiidus de VAcademic des Sciences ; 1856.
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extreme anaemia which exist. Finally, there is a state of extreme

debility, to which, very properly, attention has been directed by a

distinguished hospital physician, Dr. Siredey : this condition is made

very evident by dynamometric examination.

However, the characteristic colour of the skin, to which the

patient himself directs the physician's attention, or which has at

least attracted the notice of those about him, supplies a pathogno-

monic element of diagnosis. This altogether special brown colour

occupies the entire surface of the body, and is nowhere more marked

than on the skin of the face, neck, superior extremities (particularly

on the hands, where it forms a remarkable contrast to the usually

colourless nails), on the scrotum, axilla, and around the umbilicus.

In these situations, the colour shows itself in dark patches, varying

from a clear brown or bistre to a bronze hue : the mucous membranes

present similar appearances. Both the man of Saint-Agnes's ward,

and the young man whom I saw in my private consulting-room

were thus affected : the one had the lips, and the other had the lips,

gums, and tongue marbled with black patches, which, to use a

comparison I have already employed, recalled the appearance of the

inside of the mouth of certain dogs. Yery recently, Dr. Herard

caused notice to be taken of a similar coloration of the lips and

gums, of a woman whom he showed to the Societe Medicale des

Eopitaux. 1 It is not the mucous membranes only which show this

remarkable coloration : Dr. Addison states, that in one subject, he

observed similar brown patches on the peritoneum.

These patches are constituted by deposits of pigment irregularly

accumulated in greater masses in different places. Strips of skin

taken from the hands of the dead body of an individual who died of

Addison's Disease (and whose case is published by M. Second-

Perreol), presented, under the microscope, the characters of the skin

of the negro, showing a profusion of pigmentary granules.

Alongside the patches of a more or less decided brown color, Dr.

Addison remarked, that others were visible which were not only

lighter in shade, but were even of a dull white color, spots of true

vitiligo, mingling with the brown patches, just as if the pig-

mentary matter had deposited itself in some places and had

neglected others.

As the disease advances, the bronzed color becomes more de-

1 Herakd :

—

Bulletins et Memoires de la Societe Medicale des Hopitaux de

Paris: 1867.
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cided, while, at the same time, the general symptoms assume increased

intensity. Day by day, the debility increases ; and the individual,

having become wasted to the last degree, dies from exhaustion,

unless he be abruptly carried off, like our patient, by an acute inter-

current affection.

All these general symptoms resolve themselves into those of

extreme anaemia. Professor Charles Robin on examining the blood

of our patient (a small quantity having been taken by a cupping-

glass) found, that it presented nothing abnormal, except a dimi-

nution in the red globules, such as is always observed in anaemic

subjects.

In two patients, however, observed by Dr. Siredey, the red

globules were as numerous as in health, and presented no modi-

fication either in form or volume. The number of the white globules

was diminished. There was an absence of pigmentary matter. In

relation to this latter point, Dr. Siredey justly remarks that it is one

of curious inquiry.

Dr. Siredey points out that the two patients, who were absolutely

cachectic did not present the vascular blowing sounds which belong

to anaemia, a fact which led him to conclude that the bronzed

disease, classed by some among the anaemic affections, must be a

peculiar species.
1

The same observer has likewise pointed out a fact which demon-

strates depression of vital power—that fact being a decrease of tem-

perature. In three patients whom he observed, the temperature,

when fasting, was always below 37 C, the normal standard : in one

subject, it was 35*

7

, in another, 35*4°, and in a third 36 . These

phenomena are interesting, they have not often been observed, and

demand further investigation.

The urine of our patient, which was examined by M. Robin con-

tained some pus-globules, but they were so few in number as to

possess no pathological importance. In the urine of his patients,

Dr. Siredey found traces of glucose, and cyanurine, but no appear-

ance of albumen.

Dr. Jaccoud, in a work of remarkable merit, like every work of

that distinguished physician, from an analysis of 127 cases of the

bronzed disease, thus characterises it :—" An asthenia which goes on

increasing up to death, a melanodermia presenting special charac-

1 Siredey :

—

Bulletins el Memoires de la Societe Medicale des Hdpitaux,

p. 355 : Paris : 1867.
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ters, gastric disturbance, pains in the loins and abdomen—such are

the four groups of symptoms which essentially constitute the

symptomatology of Addison's Disease. The two first are constant,

and may continue during the whole course of the disease : the others

occur sufficiently often to be characteristic, and to be useful aids to

diagnosis/' 1 The gastric derangement consists in obstinate and

sometimes quite intractable vomiting : this symptom was present in

74 of the 127 cases analysed. It was absent in my two patients,

and in the three patients of Dr. Siredey. Along with the symptoms

now enumerated, Dr. Jaccoud groups others which like them are

dependent on perturbation of the nervous system, viz., headache,

convulsions, vertigo, delirium, and coma. These symptoms are by

no means of frequent occurrence.

Connected with animal life, Dr. Jaccoud observed palpitations

and dyspnoea : in three cases, they were expressly pointed out, and in

many others, no doubt, existed, but escaped notice. Dr. Jaccoud

called attention to the fact, that while the asthenia was so serious as

to lead to death, it was not accompanied, as might have been

expected, by loss of flesh, albuminuria, leucocytosis, hemorrhages,

vascular blowing sounds, and diarrhoea, as are met with in persons

affected with cachectic asthenia. When there is loss of flesh, it is

attributable to pulmonary phthisis : albuminuria is very unusual,

and, as you know, was absent in our patients, as it was likewise in

the patients of Dr. Siredey. Leucocytosis is exceedingly seldom met

with, and is due to a complication and not to Addison's Disease.

Hemorrhages were observed in only one patient ; and he had disease

of the liver. Dr. Siredey has not found vascular blowing sounds

except in patients who had become anaemic from anterior or conco-

mitant affections. Diarrhoea, which as you saw, terminated the life

of one of our patients, is attributed, in the few cases in which it

occurred, to complications independent of the bronzed disease.

The prognosis is shown to be of the most unfavorable possible

character by the cases related by Addison and other physicians, by

that of our patient, and also by two other cases which I have recently

had to treat. When the disease, after pursuing a chronic course,

becomes acute, death is the inevitable issue.

This is also what happens in leucaemia, as in other kinds of

extreme anaemia of very long duration, and which neither originate

1 Jaccoud :

—

Dictionnaire de Ifedecine et de Chirurgie Pratiques : T. V.,

Article, Bkokzee (Maladie).
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in great loss of blood, bad or insufficient food, nor in poisoning by

marsh miasmata. Persons affected by the bronzed disease have

never been known to recover.

At the autopsy, there are found, almost invariably, lesions of the

supra-renal capsules; and, in most cases, tubercle, cancer, and

fibrous products. It is a remarkable circumstance, that Addison,

and those who after him reported cases of the disease which he was

the first to describe, never met with the hemorrhages of the capsules,

and consecutive capsular dilatation, as pointed out by Eayer in his

memoir to which I have alluded. Sometimes, cancerous or tubercu-

lous deposits were found both in the capsules and in other viscera,

while at other times, the capsules only were affected. The kidneys

were generally healthy, and almost free from any modification of

structure.

In all cases of the bronzed disease, the supra-renal capsules are in

a morbid condition ; but the converse is not a correct statement, for

there may be lesions of the supra-renal capsules without bronzed

disease. Addison explicitly says so, quoting, with that good faith so

conspicuous in his work, a case in which, on making an autopsy, he

found small multiple cancers, and cancerous products in the supra-

renal capsules of a patient who had never had in the least degree the

special tint of the skin. Eayer also cites cases which are analogous

in this sense, that the supra-renal capsules were found more or less

completely destroyed in persons who had never presented symptoms

characteristic of Addison's disease.

Here, then, Gentlemen, to the already extensive catalogue of

chronic diseases, we have to add a new and entirely distinct species

of ansemia. Need I say, how great is the service which Addison

has rendered to our science and art by establishing this important

distinction

!

When I began my medical studies forty years ago, the subject of

dropsy was an inextricable chaos. Fortunately for practice, this con-

fusion has been unravelled by the beautiful researches of Professor

Bouillaud, my colleague, and Dr. Bright. The researches of Yirchow

and Bennett into the subject of leucaemia, and of Addison into the

bronzed disease, have thrown a new light upon the not less complex

question of ansemia. Till then, the treatment of ansemical affections

was deplorably empirical, it being impossible to distinguish cases in

which we might usefully interfere from those in which no treatment

could be of any use. In dealing with the former, we might make
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lucky hits; but in treating the latter, we incurred the risk of

seriously complicating already serious cases by employing unsuitable

measures.

Nevertheless, Gentlemen, the diagnosis of the disease now under

our consideration is far from being devoid of obscurity. The special

color of the skin, which constitutes its pathognomonic character does

not generally make its appearance till an advanced stage of the

disease. Its beginning is announced by a series of phenomena which

belong to it in common with other forms of anaemia.

"VVe must beware of mistaking for Addison's disease other cachexias

in the course of which the skin assumes a dirty hue, considerably

resembling that which is observed in the bronzed disease. Thus, in

pregnant women, and in individuals with profuse and protracted

suppurations, the skin acquires a dirty or brown appearance ; but

this coloration is not distributed in the same localities as in Addison's

disease, nor is there ever that bluish color of the mucous membrane

of which I spoke.

The remarks which I made on the prognosis render it unneces-

sary to enlarge on the treatment. All the means which have been

tried have failed to prevent a fatal issue. Having no specific

remedy, we are obliged to direct our measures against the symptoms

of anaemia : ferruginous medicines, preparations of cinchona, and a

tonic regimen, which you have seen me employ in the case of our

patient, are indicated.

My friend, Dr. Duclos, lays down similar therapeutic rules.1 My
talented colleague of Tours is of opinion that the bronzed disease is

dependent on a lesion of the supra-renal capsules ; that the symptoms,

the progressive debility so characteristic, and the fatal issue of

Addison's disease, are consequences of a general poisoning of the

economy by the pigmentary matter, which, in consequence of the

perturbation of the function of the supra-renal capsules, is not

destroyed as it is under normal conditions. Dr. Duclos founds his

opinion, which he discusses with his usual ability, upon the attentive

study of the case which he observed, and the cases recorded by

authors : he also founds his opinion upon the results of the phy-

siological experiments of Brown- Sequard and Yulpian—experiments

which he looks upon as in accord with the information he had

obtained from clinical observation.

1 Duclos :

—

Bulletin General de Therapeuliqiie, for 1863.

11
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I am well aware, and it is my duty to tell you, that this view of

the disease has been met by many objections. Dr. Martineau in his

inaugural thesis on Addison's disease,1 while he regards it as a well

denned morbid entity, disputes the part assigned to the supra-renal

capsules. He rests his opinion on cases, derived from different sources,

in which the disease had existed, while no trace of lesion in the

supra-renal capsules had been found on examination after death.

Dr. Jaccoud has enunciated the following theory of the patho-

logical chain of symptoms in Addison's disease. The rich supply of

nerves which the supra-renal capsules possess, and the presence of

ganglionic corpuscles in their medullary substance, justify our

regarding them as a nervous apparatus dependent upon the abdominal

sympathetic system. But the semilunar ganglia constitute the

centre of innervation, and consequently of reflex action of the supra-

renal plexus : all abnormal excitation then of the one will affect the

other by reflex action producing the visceral disturbance which

belongs to Addison's disease. On the other hand, the great sympa-

thetic holds under its influence the vaso-motory system : this system

presides over calorification and pigmentary secretion. Now, one

cannot understand reflex disturbance of the vaso-motors on the one

hand producing that reduction of temperature pointed out by some

observers (and recently by Dr. Siredey), and on the other hand, that

exaggerated secretion of pigment which is the cause of the bronzing.

To explain the examples of incontestable lesion of the capsules

without bronzing of the skin, and bronzing without lesion of the

capsules, Dr. Jaccoud remarks, in relation to the first order of facts,

that visceral disturbances are produced more easily and more quickly

than the deposit of pigmentary matter, so that they may have been

of sufficient intensity to cause death before it was possible for the

bronzed color to have been produced : in respect of the second class

of facts, he adds, that other alterations of the nervous plexuses might

excite the abnormal secretion of pigment, and that thus we might

have bronzing without lesion of the supra-renal capsules. Moreover,

remarks Dr. Jaccoud, bronzing without progressive asthenia and with-

out visceral disturbance is not Addison's disease.

Without criticism, I leave this ingenious pathogenesis in your

hands.

1 Martineau (L.) :—De laMaladie d'Addison : avec trois planches colori6es.

These de Paris, 23 Decembre, 1863.
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Professor See regards Addison's disease as a cachexia, the seat of

which is probably in the hematopoietic organs ; and which is gene-

rally of a tuberculous or cancerous character. The nervous pheno-

mena, and the very great prostration which accompany this cachexia,

seem to be explained by the nervous texture of the supra-renal

capsules. When there is a lesion of these organs, it is supposed that

the alteration is nervous : when there is an absence of material

lesion, we are obliged to fall back on neurosis of the capsular nerves.

According to Professor See, it is most rational to suppose that there

is disturbance of function in the vascular glands, particularly in the

supra-renal capsules.
1

My personal experience is too limited to allow me to come to an

absolute opinion upon this interesting question ; and I doubt whether

others are really better prepared to speak in a fashion more cate-

gorical and positive. However, from what I have seen and read, I

rather incline—as I have already said in this lecture—to. the theory

held by Dr. Duclos, and to believe that there is a relation between

the lesions of the supra-renal capsules and the bronzed disease.

1 See (G.) :—Du. Sang, et des Anemies. Paris, 1866.



LECTURE XC.

LEUCOCYTH^MIA.

A Disease characterised by great and progressive augmentation in

the white globules, or globulines of the blood.—In Leucaemia

,

there is Enlargement of the Spleen, Lymphatic Glands, and Liver.

—Etiology entirely unhioivn.—The only Essential Symptom of

the Disease is the Presence in the blood of a great number of

Leucocytes and Globulines.—Anaemia and Cachexia are conse-

quences of Leucaemia.—Preparations of Cinchona, ivhich have so

manifest an action on Engorgements of the Spleen caused by

Marsh Miasmata, have no effect on Engorgements of the Spleen

in Leucaemia.

Gentlemen :—Chemistry and the microscope are often of very

doubtful utility in their applications to pathology, and still more in

their applications to therapeutics. Notwithstanding the progress

which is being made day by day, notwithstanding the efforts made by

eminent men who specially occupy themselves with these means of

investigation, we too frequently discover their worthlessness at the

bedside of the patient. Still, let me at once admit, that, under

certain circumstances, they have rendered/ do render, and will con-

tinue to render, signal service : in some cases, indeed, it is absolutely

necessary to employ them as means of diagnosis. Was it not by

these methods of investigation demonstrating the presence of sugar

in the urine, that glucosuria became better known to our generation

than it was in former times ? And without employing them, when

this disease presents itself to our notice, how should we be able to

attain a precise knowledge of the case ? Similar remarks are

applicable to albuminuria : it is chemistry which enables us at any

moment to seek for and find albumen.

As much may be said of the utility of the microscope. Does it

not give us, on very many occasions, information regarding the
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normal and pathological anatomy of the different tissues of the body?

What services is it not destined to render to the study of patho-

logical anatomy, which it has started on a career of true progress.

Therefore, while we avoid falling into the excesses of those who

believe that everything in pathology is to be achieved by the aid of

chemistry and the microscope, who would allow them to dominate

medicine, who through them would rationalise therapeutics, it is

important that we study them, as means of clinical investigation, so

as to be able to utilise them on fitting occasions.

It is to the microscope, and to the happy application made of it

by Hughes Bennett and Yirchow in the diagnosis of leucocythsemia,

that wc owe the power we now possess of distinguishing hypertrophy

of the spleen, which is characteristic of this malady, from hyper-

trophy of the spleen symptomatic of paludal poisoning, of the

paludal diathesis. We required to have recourse to the microscope

to establish a precise diagnosis in the case of a man who occupied

bed 9, Saint-Agnes's ward. I hesitated some time before I formed

a settled opinion as to the nature of his case. Some of you thought,

with one of my most skilful colleagues, that, possibly, this man had

renal disease ; others, looking to the fact that the patient came from

a district where intermittent fever was endemic, believed (although

the patient affirmed that he had never had intermittent fever) that

there was hypertrophy of the spleen consecutive on paludal poison-

ing ; but the microscope relieved us from the uncertainties of our

diagnosis, by demonstrating the existence of that alteration of the

blood which is characteristic of leucocythaemia.

When healthy blood is examined by the aid of the microscope, we
observe (besides the red globules, which are seen lying one above

another like a pile of five franc pieces), other globules which are

white, larger in diameter, and much less numerous than the red. We
also find isolated nuclei, in a proportion which may be described

as insignificant.

In certain physiological conditions, such as during digestion,

menstruation, and pregnancy, and also, in certain pathological states,

as in inflammatory diseases, in typhoid fever, puerperal fever, cancer,

and phthisis, when these maladies are far advanced, there is an

increase in the number of the white globules of the blood; but this

numerical increase, essentially temporary in the physiological state,

essentially accidental in pregnancy, being in all these instances

subordinate to causes which are not persistent, does not constitute
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leucocythsemia, any more than diabetes is constituted by the acci-

dental presence of sugar in the arteries and veins, in the renal arte-

ries, and sometimes even in the urine, during digestion.

This increase of white globules in the diseases I have mentioned,

no more constitutes leucocythcemia, than the presence of albumen in

the urine in the first stage of cholera, in convulsions, and in inflam-

matory sore throat, constitutes Bright's disease.

To constitute leucocythaemia, that is to say, the special disease, the

dyscrasia, which, from its very beginning makes incessant progress

leading to inevitable death, it is necessary that the excess in the pro-

portion of white globules be greater than in any of the circumstances

I have mentioned : the maximum proportion fixed by authors who

have treated this subject is one to twenty.

According to Moleschott, in the normal state of the economy, the

proportion of white to red globules is I in 346. In leucocythsemia,

the proportion is at least 1 in 20 : between this minimum and the

report of 1 to 1 noted by Dr. E. Yidal, my colleague in the hospitals,1

cases have been met with in which the proportion was 1 to 19, 1 to

13, 1 to 7, and % to 3. But according to Yirchow, leucocythasmia

does not exist, merely because there is a certain increase of the white

globules : he holds, that there must also be a simultaneous diminution

of the red globules, a substitution of the former for the latter—this

substitution being often so great that the blood assumes a more

or less white color, as if (says the German author) there was true

albinism.2

When we wish to examine the blood of an individual whom we

suspect to be stricken by leucocythaemia—and I repeat, it is only by

a microscopical examination of the blood that we can arrive at a pre-

cise diagnosis—we prick with a needle the end of one of the patient's

fingers. The blood, on exuding, has a troubled appearance and a

yellowish red color : on coagulating, it assumes a deeper brown hue.

In a case published by Yogel, blood drawn from a vein was in two

separate portions. The first was defibrinated : after four hours, a

whitish cream was seen floating on the surface, and after twenty-

four hours, the defibrinated portion of blood divided into two layers,

the upper being of milky whiteness resembling pus, and the lower

1 Yidal (E.) :—De la Leucocythemie Splenique. \Gazette Hebdom. de

Medecine, 1856.]
2 Virchow (R.) :

—

Gesammelte Abhan&luwgen zur Wissensclxaftl. Medcziti:

Frankfurt, 1855.



LEUCOCYTH^EMIA. 167

being of a reddish brown colour. The second portion coagulated

like healthy blood : the clot was covered by a whitish granular layer

formed by the aggregation of the white globules : the serum was

abundant, clear, and limpid. This experiment of Vogel recalls to our

recollection, the process of separation pointed out in 1 844 by Donne.1

This process consists in defibrinating the blood, and allowing it to

settle till the white globules have separated : the white globules, being

less dense than the red, float, while the red are precipitated. By
proceeding in this way, results are obtained, which though not abso-

lute, at least admit of easy comparison. Dr. E. Yidal has turned

to account this method, which is applicable to a very small quantity

of blood, for estimating the relative proportions of white globules

which, exist in a case of leucocythaemia.2

The blood, having been first defibrinated, was poured into a gra-

duated tube. Forty-eight hours elapsed before complete separation

had taken place. The mass was then seen to be divided into three

well marked layers differing in thickness.

First, there was an upper layer formed by the serum, which was

limpid, lemon-coloured, and normal in appearance.

There was then founed a middle layer of grizzly-yellow, slightly

inclined to green, of a color analogous to that of pus, constituted

by the aggregation of white globules.

Lastly, the under layer was composed of red globules of the color

of wine-lees, marbled towards its upper part, and exhibiting some
whitish particles adherent to the sides of the glass.

In a first examination, the second layer (white globules) was in

relation to the third (red globules) in the proportion of one to 2*14.

Six months later, a renewed examination was made, when it was

found that the layer of white was greater than the layer of red

globules, their relative height being in the proportion of 1*25

to 1.

On counting the globules in the field of the microscope, it was
found that there was a nearly equal number of white and red, the

latter, however, being rather more numerous. To appreciate pro-

perly the apparent difference between the results of the process of

separation and the numerical estimate, we must bear in mind that

the leucocytes are more voluminous than the red globules above

1 Doxxe :—Cours de Microscopic
2 ViDAi :

—

Bulletins de la Sociele Anatomique : 1857.
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which they float ; they are less piled up on one another, and there

is interposed between them a certain quantity of serum.

Considerinsr that this alteration of the blood, this substitution of

leucocytes for red globules, is coincident with the alteration of the

solids which we are now about to study, and granting that the

disease began with special lesions of the spleen and other vascular

glands, lesions which show themselves by the organs becoming

hypertrophied before the blood has undergone the characteristic

change, Bennett and Virchow have enunciated an essentially different

theory of the nature of leucocythsemia.

According to Virchow, the spleen and lymphatic glands are

charged with destroying, in a certain manner, the red globules. The

more these organs are hypertrophied, the greater, he says, is their

activity • and consequently, the number of white globules will be

great, and the number of red globules will be diminished. 1

Bennett, holds that the spleen and lymphatic glands are charged

with the formation of the white globules ; but he does not admit that

these organs destroy red globules. He believes that red globules are

really white globules modified and colored in other parts of the cir-

culatory system. The difference between the* two theories is, there-

fore, at once apparent. According to Bennett, there is increased

functional activity of the spleen resulting from its hypertrophy, lead-

ing to the formation of a number of white globules, which ultimately

circulate in so great a quantity that the transformation of all of them

into red globules is impossible. According to this theory, there is no

substitution of white for red globules, but only an increase in the

proportion of the white globules.

Dr. E. Vidal and Professor Magnus Huss discuss both of these

theories and consider neither satisfactory, because, on the one hand,

they are based on physiological views of a merely theoretical cha-

racter being demonstrated to be truths, and on the other, because, if

leucocythsemia be exclusively dependent on hypertrophy of the

spleen, why is it not associated with the hypertrophies consequent

upon intermittent fevers, and in some of which the spleen acquires a

volume at least as great as in any case of leucocythsernia ? You
may recollect the young woman who had contracted a quartan fever

at Guadeloupe, and came into our wards with a greatly enlarged

spleen. Her blood did not contain an excess of leucocytes. It is

1 Viechow:—"La Pathologic Cellulaire basee sur l'Etude Pliysiologique et

Pathologique des tissus;" traduit de Pallemand par Paul Picard : Paris, 1861.
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evident, then, that there mnst exist, besides the hypertrophy, a

hitherto undiscovered special structural and functional lesion of

the spleen.

The same objection may be made to the lymphatic leucocythsemia

of Virchow. Though this kind of leucocythsemia is characterised,

according to the Berlin professor, by hypertrophy of the lymphatic

glands, the spleen preserving its normal size and structure, it differs

from splenic leucocythsemia, not only in the white globules predo-

minating in the blood, but also in the predominance of globulines

identical with those of lymph. Well then, if in this kind of leuco-

cythsemia, hypertrophy of the lymphatic glands were the sole cause

of the disease, how are we to explain the fact, that it does not

always occur in the many cases in which we find glandular engorge-

ment and hypertrophy without leucocythsemia ? We had lately an

example of this in a tuberculous patient who died in our wards with

great enlargement of the cervical glands. His blood, examined by

the aid of the microscope, presented none of the morbid alterations

which belong to the disease we are now considering. Moreover, in

an early lecture, I will lay before you several cases of generalised

glandular hypertrophy, in which neither an excess of white globules

nor of globulines had ever been detected by microscopic ob-

servation.

To sum up :—we may say with Vidal and Magnus Huss that, while

we admit leucocythsemia to be a malady sui generis, we possess no

satisfactory data whereby to determine its essential nature ; and that

the close relation which may exist between morbid change of the

spleen or glands and morbid change of the blood will remain

unknown, so long as the formation of the blood, and the functions of

the spleen and glands without excretory ducts (such as the thyroid

and thymus) remain secrets.

In pointing out the alterations of the blood characteristic of

leucocythsemia, I have noticed the most important part of the

anatomical history of this cachexia. I have, however, still to speak

of the state in which the blood is found on opening the dead body.

Its color varies from brick-red to a deep brown or chocolate hue.

Sometimes, it forms clots which do not adhere to the walls of the

vessels which they fill to distension; but there is never any alteration

in the walls of the vessels. The clots are mingled with yellowish or

greyish coagula, which at a first glance may be mistaken for concrete

pus. Sometimes, we find the blood fluid, pale, and reddish yellow,
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having the appearance of the muddy blood of the spleen, and contain-

ing a large quantity of white globules.

The most remarkable organic lesions are found in the spleen, liver,

and lymphatic glands.

The increase in the volume of the spleen, which in the great

majority of cases of leucocythsemia arrests the attention of the physi-

cian in the living patient, exists nearly always, or, I may say, always,

in the dead body.

The weight of this organ reaches as much as six [French] pounds

;

and its dimensions, which generally vary between 30 and 32 centi-

meters in length, between 16 and 18 in breadth, have been as

much as 41 by 20 centimeters, with a thickness of 7 centimeters. Its

form is an enlargement of the natural form : in different cases, there

is a great diversity in the appearance and consistence of its

parenchyma. In the majority of cases, the tissue is hard, frangible,

of a uniform deep-brown or reddish brown color, and exhibiting, on

section, a lustrous aspect : in some cases, the color tends towards

yellow, presenting red and yellow layers, which give it a marbled

appearance. In five autopsies, included in the history of the cases of

leucocythsemia which form the basis of Dr. YidaPs excellent mono-

graph, the spleen contained one or more deposits of whitish or yel-

lowish white matter resembling the fibrinous deposits sometimes met

with in its interior in subjects having disease of the heart.
1 In two

cases, it was riddled with small whitish points. Its capsule was

thickened, opaque throughout, and adherent by plastic exudation to

the diaphragm and peritoneum.

Examined under the microscope, its tissue presents important

changes ; viz. increase in the number and volume of the normal

elements, and the substance between the cells of the pulp is more

abundant and more condensed than in the healthy state. This

modification of texture has been described by Yirchow under the

name of hyperplasia with induration. Yidal and Luys have ob-

served great hypertrophy of the Malpighian tufts. These tufts filled

with cells having several nuclei, and with free nuclei, are trippled or

quadrupled in size, and assume a whitish appearance, marbling in

a certain manner the reddish brown of the parenchyma of the

organ.

The liver, without being altered in structure, is increased in

1 Vidal (E.) :—De la Leucocytkemie Splenique. {Gazette Hebdom. de

Medecine, 1856.]
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volume. In some cases, it attains three times its normal bulk, and

weighs from four to six kilogrammes.

The lymphatic glands, which are often hypertrophied, never pre-

sent, even in lymphatic leucocythEemia, more than simple augmenta-

tion of their normal elements.

Gentlemen, let me call your attention to an anatomical fact re-

corded by Dr. Lancereaux. While it tends to confirm the remarks

of Magnus Huss, E. Tidal, and Yirchow, it also shows us how

numerous the white globules may be in the capillaries, particularly in

those of the brain. The case occurred in M. Marotte's service at the

Hopital de la Pitie. The patient was thirty-two years of age, and

had presented the symptoms of leucocythsemia. The liver and spleen

were both much enlarged ; and an examination of the blood showed

that the white were very numerous, and also more numerous than

the red globules. At the autopsy, it was found that the spleen

extended from the hypochondrium to the symphysis of the pubes. It

had a pretty uniform brownish color, which became yellow or bright

red on exposure to the air : when cut, there flowed from it a very

thick chocolate colored fluid, composed to a great extent of white

globules. A tear of the organ presented a granulated appearance,

and enabled one to see the hypertrophied Malpighian bodies, even by

the naked eye. The cerebral sinuses and their affluent veins were

filled with brownish clots. The surface of the brain presented a fine

injection of the veins of the pia mater, a fact to which I wish to

direct your special attention. It had the appearance of a mercurial,

or, still more, of a purulent injection. The white matter which con-

stituted this capillary injection was entirely composed of white

globules. I am not aware, Gentlemen, that a similar injection of the

capillaries of the brain had been observed in any previous case.

The same kind of injection may probably be met with in other organs

rich in capillary vessels, such as the lungs and glands.

It has been correctly remarked by Professor See, that enlargement

of the spleen and lymphatic glands is not sufficient to produce leuco-

cythaemia : he holds, that to produce leucocythsemia there must be

hyperplasia of the proper tissue of the organ, that is to say, an

augmentation of its active part. He says :
—" If the spleen or

lymphatic glands undergo a morbid change, without there being

hyperplasia, no increase of white globules takes place : we meet with

fever patients having enormous enlargement of the spleen, without

any trace of leucocythcemia : these engorgements are sanguineous
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infarctus, or very formidable lesions of the tissue of the spleen." The

same able physician also observes, that " leucocythsemia always sup-

poses the formation of new glandular tissue, or of new elements in the

normal glands : in the adult, leucocythsemia is almost always

of splenic origin, while in the child, on the contrary, it is of glandular

origin.''''
1

Professor See adds that, when there is no primitive hyperplasia

of the lymphatic glands, new lymphatic glands make their appearance,

being formed everywhere in the pleura, liver, kidneys, and intestines.

There is, so to speak, proliferation of the adenoid tissue, the

lymphatic elements being increased in number and volume : this is

the conclusion derived from the observations of Friedreich, Leudet,

Botcher, and Billroth.

Such are the principal anatomical characters of a disease of which

we received the first accounts almost simultaneously from Germany

and England, where they were published in 1845, at an interval of

only a few days, by Yirchow 2 of Berlin and Bennett of Edinburgh.3

In France, however, so far back as 1836, the malady was observed

by our able colleague, Dr. Barth, as is mentioned by Dr. Yidal in

his work, in the chapter devoted to the history of the subject. In

1853, Dr. Leudet published a case of leucocythsemia, in which the

diagnosis was made after death;4 and in the following year, Dr.

Charcot placed another case on record. 5 Dr. Yidal' s monograph,

which I have frequently referred to, is based on thirty-two cases.

To these, other cases might be added—particularly, the one related

in the work of Professor Magnus Huss of Stockholm, the case now

in our clinical wards, and the case of a child fifteen months old,

admitted to our nursery ward in 1862, of which I am about to

speak.

Dr. Yidal has remarked that leucocythsemia must be very rare in

early infancy, as he had not found one case of its occurrence at that

period of life, although he had made himself acquainted with most

of the works which had appeared on the disease up to 1856. Of the

1 See (G.) :—Du Sang et des Anemies : p. 280. Paris : 1866.
2 Virchow :

—

Froriep's Noiizen : No. 780.
3 Bennett (John Hughes) : Edinburgh Medical and Surgical Journal, for

October, 1845.
4 Leudet:—Bulletins de la Sociiti Anatomique : 1852.
5 Charcot :

—

Comptes Rendus des seances de la Societe de Biologic, p. 44, ire

Scrie, T. V, for the year 1853.
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thirty-two patients whose cases he analyses, the youngest was 13*

years of age. This is the proper place to narrate the case of the child

of fifteen°months, to which I alluded a minute ago. In that case,

there was great hypertrophy of the spleen; and microscopic exa-

mination showed us numerous large white globules in the blood. To

o-ive to this case its full value, let me add, that Dr. Vidal was so good

as to examine the blood of our little patient; and, on two occasions,

he found that it presented all the characteristics of splenic leucocyth-

remia. Here, are the details of this case.

A child, aged 15 months, suckled by its mother, was admitted, on

the 1 6th February 1862, to Saint-Bernard's ward. It seemed to

have been ill for a long time : the face was somewhat puffy
:
the

mother stated, that for three weeks the child had had diarrhoea and

vomiting : she likewise mentioned that it had had, for eight or ten

days, every afternoon, an attack of fever with slight shivering. There

were' no signs of pulmonary phthisis nor of rickets. The extremities

were thin and wasted : and the general wasting was rendered more

obvious by contrast with the enormous size of the abdomen. By

palpation, a very considerable enlargement of the liver was detected;

and in the left hypochondrium, I found great tumefaction of the

spleen, that organ descending obliquely as low down as the spine of

the ilium, and its inner margin reaching nearly to the umbilicus.

There was a small amount of ascites. As I have already stated, the

little patient had had diarrhoea for some days :
the mother had re-

marked that occasionally there was blood in the stools, and this

I also noticed several times. Here, let me remark, that this child

was born at the Hospice des Cliniques, had never been out of Paris,

and, in all probability, had never been subjected to the causes which

engender paludal fever. Microscopic examination of the blood

revealed the presence of a great number of white globules. There

was no room for doubt, therefore, as to the nature of the disease : it

was certainly a case of leucocythaemia. During the month, the

child remained in our wards, the diarrhoea and vomiting were kept

in check by preparations of chalk and bismuth. The ammonio-

citrate of iron seemed to impart a certain amount of color and firm-

ness to the flesh. However, from time to time, the sanguinolent

diarrhoea reappeared. Crude quinine, in doses of 15 centigrammes,

did not always succeed in cutting short the paroxysms of fever which

returned nearly every day, sometimes with, and sometimes without,

shivering. There was no diminution in the volume of the spleen

;
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and when the mother wished, contrary to my counsels, to leave the

hospital, it still extended as low down as the anterior iliac spine

;

and, on palpation, presented as great a degree of hardness as

before. 1

Gentlemen, I have already mentioned incidentally the slight influ-

ence which quinine has upon engorgement of the spleen in leucocyth-

semia. Let me now remind you of the great rapidity with which

these engorgements disappear if produced by paludal poisoning,

when treated by cinchona in large doses according to Sydenham's

method.

At the same time that the child of whom I have been speaking

was in our wards, you may remember to have seen, in bed 13 Saint-

Bernard's ward, a young woman of 18, who came in with quartan

fever and great engorgement of the spleen. Every time that I gave

her cinchona, you saw that intense fever was set up for some hours,

while at the same time, we could perceive that there was enlargement

of the spleen. But from the following day, the fever entirely ceased,

and the progressive diminution of the organ was clearly demonstrated

by palpation and percussion. This diminution continued for six,

seven, eight, or ten days, that is to say, during the whole of the

apyrexial period ; but as soon as the fever returned, the spleen was

observed to swell anew. This almost experimental observation,

which I repeated several times during the patient's residence in hos-

pital, affords additional confirmation of two already known facts, viz.

that cinchona has a special action on engorgements of the spleen of

paludal origin, and that this result is not obtained without a tempo-

rary increase of the fever, accompanied, probably, by hyperseinia of

the spleen.

No definite information has as yet been obtained as to the causes

which give rise to leucocythcemia. In Dr. Yidal's thirty-two cases,

it occurred twice as frequently in men as in women. The age of the

patients has varied between fifteen months and sixty-nine years ; but

the affection is most common among adults. The ill fed and badly

lodged, the poor, those addicted to excess in alcoholic drinks, and

persons placed under unfavorable hygienical conditions, are those who

have chiefly paid tribute to this sad disease.

On inquiring into the antecedents of the patients, we find that four

1 Vidal (E.) :—De la Lcucocythemie Splenique. {Gazette Hebdomadaire de

Mcdecine, 1856.]
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women dated the beginning of their malady from the period of their

last pregnancy. Others had previously complained of rheumatism.

Some patients had had intermittent fever ; but in these cases, no

necessary relation could be established between paludal poisoning

and the leucocythcemia. For even supposing, with Dr. Magnus

Huss, that the splenic engorgement of paludal poisoning was in

these exceptional cases an organic cause determining leucocythsemia,

we must admit the small importance of such an etiology, when we

observe every day splenic engorgements of various origin, which are

not accompanied by any augmentation in the number of the white

globules of the blood.

However, as a symptom, engorgement of the spleen has much

importance : indeed, the circumstance upon which our patient laid

most stress was the greatly swollen state of that organ. It is the

phenomenon which, when present, enables the physician to make a

decisive diagnosis between splenic and lymphatic leucocythsemia/

because it is absent in the latter. Enlargement of the spleen is often

also the fact to which patients attach most importance : this enlarge-

ment may, as I have said, attain great proportions. The abdomen

bulges out in the hypochondrium and left side, in consequence of the

enlarged spleen invading a great part of the abdominal cavity. The

skin in that region is ridged by distended veins. The limits of the

organ are easily ascertained by palpation : in our case, we could

ascertain its limits by inspection. The tumour, in its upper portion,

is fixed, and moves very slightly when the patient moves : it descends

somewhat when the patient stands. Palpation and percussion occa-

sion more or less pain ; and sometimes pain spontaneously supervenes

of so acute a character as to necessitate medical intervention. When
patients are simply standing, they only experience a feeling of weight

which is increased by walking or by the performance of any work.

This feeling, being increased by the pressure of the clothes, obliges

patients to slacken the waist-band.

Enlargement of the liver often coexists with hypertrophy of the

spleen ; but it is chiefly in the second period of the disease that

enlargement of the liver is met with. It is accompanied by pain.

Hypertrophy of the spleen and liver may give rise to abdominal

effusion, and anasarca; but the latter serous effusion may occur

at an advanced period of the disease under the influence of the

cachexia.

Hypertrophy of the spleen or lymphatic glands, and the patho-
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gnomonic alteration of the blood—particularly the latter—are the

symptoms which really belong to leucocythsemia : the other symptoms

are not peculiar to it, and occur in all cachectic diseases.

In the beginning of the disease, there is debility which sometimes

makes rapid progress. There is, at the same time, loss of flesh, pale-

ness of the skin, and all the symptoms of anaemia, such as palpitation,

buzzing in the ears, dimness of vision, headache, and sometimes a

tendency to faint. Some patients complain of neuralgic pains. The

temper becomes irritable, melancholy, and morose. In the latter

days of the disease, a tranquil delirium supervenes, which continues

till the death of the patient.

Digestion is generally well performed, even in the last stage of the

disease ; and though at the very end, diarrhoea is the most constant

symptom, the stools generally remain regular, except in some indi-

viduals in whom there is an alternation of confinement and looseness

of the bowels. However, in the case of a Spanish merchant, who

consulted me in 1861, the malady began with disturbance of digestion:

two or three hours after eating, he experienced acute pain in the

stomach. He drank, without benefit, mineral waters of the most

varied kinds, for the cure of this gastralgia : in vain, he changed the

hours of his meals and the nature of his food—the digestion re-

mained unimproved. It was not till three years had elapsed, that

glandular enlargement made its appearance : treatment by pre-

parations of iodine proved of no avail. The abdomen became dis-

tended with gas ; and cachexia began to show itself. It was in these

circumstances that the patient applied to me. I found that he had

great enlargement of the spleen and liver, as well as of the lymphatic

glands of the neck, axilla, and groin. On percussing the abdomen,

slight ascites was discovered : the countenance was pale, thirst was

urgent, and urine scanty. The pulse was quick, particularly at

night. My accomplished colleague, M. Eobin, on examining the

blood at my request, found that the white globules were in the pro-

portion of from 20 to 25 in 300, in place of 1 in about 300, the

usual proportion in normal blood. The result of this examination,

therefore, fully confirmed my diagnosis.

The embarrassed respiration, which is observed in the majority of

patients from the beginning of the disease, and which is increased in

some persons after dinner, by walking, or by movements of the body,

is connected with anaemia, and is also probably dependent on the

mechanical obstacle to the free play of the respiratory apparatus
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caused by the enlarged spleen, which pushes up the diaphragm into

the cavity of the chest.

This dyspnoea, which increases as the malady progresses, may, in

the last stage, become orthopnoea, although no pulmonary lesion can

be found at the autopsy. It is sometimes accompanied by an occa-

sional short cough, which is generally dry, though followed in some

cases by slight mucous expectoration.

The pulse is weak and compressible ; and does not become rapid

till hectic fever is lighted up. In the cases in which this fever showed

itself at an early period of the disease, it was very different from the

paroxysms of intermittent fever. The febrile movement, however,

often commenced with rigors, and was followed by profuse sweating,

particularly at night, obliging the patient to change his linen : the

attacks recurred very irregularly, and were very transitory : they

generally came on towards evening, like paroxysms of hectic fever,

and unlike paroxysms of paludal fever, which generally declare them-

selves in the morning or at noon.

I have mentioned anasarca, and have to a great extent attributed

its occurrence to the cachectic state. Serous effusions into the

cavities of the abdomen and pleura, oedema of the cellular tissue and

lungs are generally observed in the last stage of leucocythsemia ; and,

in some cases, oedema has been seen to appear and disappear at

different times.

It is usual to observe—as was observed in our patient—a tendency

to hemorrhages. The most common are nasal hemorrhages, after

which come intestinal, inguinal, and subcutaneous hemorrhages

:

in twenty cases, there were two in which metrorrhagia occurred.

Yirchow connects this tendency to hemorrhage with the affection

of the spleen. Here, again, apply the remarks I made on the sup-

posed relations between the alterations of the spleen and blood ; for,

as was observed long ago, great enlargement of the spleen following

paludal fevers usually gives rise to hemorrhages. I may also refer to

structural change of the liver, it being well established, particularly

since so much light was thrown on this subject by Dr. Monneret,

that there is a tendency to hemorrhages when the liver is diseased.

But, asks Professor Magnus Huss, may not the hemorrhages in

leucocythremia be more dependent on the excess of white globules ?

Being of larger diameter than the red globules, and having a tendencv

to become agglutinated, they will form clots obstructing the passage

,
of the blood through the capillaries, and rupturing them : the result

1 9
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would be hemorrhage, more or less considerable in amount, according

to the extent of the rupture of the vessels. I confess that this

mechanical explanation does not much commend itself to me.

The urine is normal in the first stage of the disease ; but to-

wards the end, it contains ammonia and the urates in increased

proportions.

In some cases, under the designation of complications, there have

been noted concomitant affections of the lungs, such as tubercular

disease, pleuritic effusion, sanguineous congestion, and oedema. In

three of the cases detailed by Dr. Yidal, jaundice occurred during the

course of the leucocythsemia : in another case, there was cirrhosis of

the liver : and in three other cases, the leucocythsemia was complicated

with Bright' s disease.

Puruncular eruptions, with sloughing over the sacrum, and pem-

phigus (as in a case of Yirchow and in another of Magnus Huss),

have been observed to supervene during the last stage of leu-

cocythsemia.

It is rather difficult to state with precision the duration of

leucocythsemia, as we never know the exact time at which it began

;

but, speaking approximatively, we may say, that in the cases related

by authors,, the disease lasted from three months to five years, the

average duration being from thirteen to fourteen months. Its pro-

gress, therefore, is essentially chronic : its termination is death. On
this point, all observers are agreed : in all the cases which have been

reported, the account states, either that the patient had died, had not

been cured, or remained in an almost hopeless state.

Different methods of treatment have been employed; but they

have all proved not only ineffectual as means of cure, but even of no

avail in temporarily arresting progress. Nevertheless, I am inclined

to think that some relief will result from treatment directed to the

ansemic condition ; it may not suffice to cure the disease, but it may

retard its progress, if it be allowable to draw a conclusion from what

we saw in our patient. The preparations of iron have proved very

useful ; and preparations of cinchona have been of undoubted benefit

in arresting the hemorrhages. Eor some time after coming into

hospital, our patient had every day rather alarming attacks of epis-

taxis : on having recourse to the powder of cinchona, the hemorrhages

did not occur for some time. Every day, he took, in a little coffee,

two grammes of the powder of yellow cinchona ; for three weeks, he

had no bleeding from the nose. But it recurred ; and always yielded
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anew to the influence of a large dose of the same medicament. Not-

withstanding the reality of this amendment, it was too slight to justify

a more favorable prognosis.

To give you an idea of the medication which I recommend, let me

quote the substance of the written advice which I gave to the Spanish

merchant of whom I spoke a little time ago. I prescribed for him

the waters of Pougues, recommending him to begin at once, if

possible, to take them : I also recommended preparations of iron,

and preparations of iodine, in the first instance alternately, and then

combined—the successive use of saline, sulphurous, and ferruginous

baths—powder of cinchona—wine of cinchona—bitters, such as

quassia and mix vomica—and finally, a varied diet. The under-

standing was that the patient's Spanish physicians should treat him

in .accordance with this general programme, modifying details as

circumstances changed.



LECTUEE XCI.

ADENIA.

An Affection characterised by Progressive Hypertrophy of the super-

ficial and deep Lymphatic Glands.—Hypergenesis of Glandular

Cellules.—Never any Inflammation of the Glands.—Sometimes

concomitant Hypertrophy of the Spleen, Liver, and Intestinal

Glands.—The Disease has Three Periods : viz. the Latent, the

period of Progress and Generalization, and the Cachectic Period.

—In the first period, there is no general disturbance of the

system : in the second and thirdperiods, there is Anmmia without

Leucocythcemia.—(Edema of the limbs, Ascites, and sometimes

Anasarca.—Cough.—Dyspnaza.—Suffocative Attacks from com-

pression of the Bronchia.—Duration of the Disease is from

eighteen months to two years.—The Termination is almost ahvays

fatal, either by an attach of suffocation, or by the cachectic

state.

Gentlemen :—Erom the earliest times, the attention of physicians

has been directed to engorgements, or, as they were formerly called,

obstructions of the viscera. In treating of the cachexia?, the

older writers attached great importance to obstructions of the spleen

and liver.

Since the publication of the works of Sydenham, Morton, and

Torti on paludal poisoning, there has always existed an anxious

desire to ascertain its relation to enlargement of these organs. The

anoemia and cachexia which accompany these visceral engorgements

had led to the belief that there was an essential alteration in the con-

stitution of the blood. Morbid changes in the constituents of the

blood hadbeen suspected, but not proved. You recollect with how

much interest the works of Bennett and Yirchow on a new disease

were received—the disease to which they gave the name of leucaemia,

and considered as the consequence of hypertrophy of the spleen,.

liver, or lymphatic glands.
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At first, great enthusiasm was created by the discovery of the two

foreign savants ; and every body endeavoured to adduce confirmatory

cases. It was believed that there was a leucocythremia connected

with the spleen, and a leucocythaemia connected with the lymphatic

glands. Numerous cases, however, have proved that engorgement

of the liver, spleen, and lymphatic glands may exist without there

being any modification of the number of the white globules and

globulines; and, moreover, the important researches of Professor

Charles Robin have shown, that white globules and globulines may

be in excess in the blood although neither visceral nor glandular

hypertrophy exist. Moreover, hypergenesis of leucocytes may be

met with in morbid states of the economy quite unconnected with

any visceral engorgement, and even in physiological conditions. 1

Gentlemen, it has been long known that hypergenesis of leuco-

cytes is not a necessary consequence of hypertrophy of the spleen

and liver. Clinical observation was not long in establishing that

hypertrophy of the lymphatic glands might also exist without any

increase in the number of globulines.

The subject to which I wish to direct your attention to-day is

GENERALISED HYPERTROPHY OF THE LYMPHATIC GLANDS. Since my

attention was first directed to this strange affection, I have been

struck with never seeing suppuration of those enormous lymphatic

tumors which for a time give rise to no other inconveniences than

those arising from the effects of their pressing on organs.

I have also ascertained the incurable character of these tumors,

which though they never became the seat of inflammation, possess

insurmountable tenacity, constantly tend to increase in size, and after

a period of very indefinite duration, end by producing a most

injurious influence on the constitution, sometimes causing death by

compressing organs essential to life.

These facts have convinced me that we ought to regard the forma-

tion of these glandular tumors as a specific form of disease. Wishing

to attach a special name to a special disease, I called it Adenia.

This name, no doubt, might be applied to a great many glandular

affections, such as cervical and mesenteric tuberculisation. Never-

theless, I persist in giving the disease this name, that it may hence-

forth be an established fact that a new morbid species has been

found in the extensive family of glandular diseases.

1 Journal de Physiologie de Buown-Seqjjard, p. 51. Paris : 1859.
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But, Gentlemen, let me first of all beg you to understand, that I

have made no discovery—that before I described the disease, it had

been well described by others—in England, by Hodgkin
j

1 in France,

by Dr. Bonfils, one of my pupils
;

3 and in Switzerland, by Dr. Cossy.3

I lay claim to no other merit than that of having brought together a

large number of cases collected from my own practice and from that

of my professional brethren, associating them together by one common

description, including them in one special name, and endeavouring to

disseminate a correct knowledge of them.

My friend and colleague, M. Nekton, has frequently addressed his

pupils on the disease now under our consideration : and, like me, he

has been disposed to regard it as a glandular affection quite special

in its character. My colleague Professor Laugier (in whose hospital

wards I saw the case reported by Dr. Bonfils) was equally struck with

the peculiar characters of the disease. M. Leudet, the honorable

and accomplished director of the Rouen school of medicine (with

whom I have often discussed the subject), has remarked, with his

usual sagacity, that adenia is a disease altogether special.

In 1 86 1, Dr. Cossy published a memoir, in which he recorded

three cases of simple general hypertrophy of the glands, accompanied

by leucaemia. Finally, I am indebted to Drs. Potain and Laboulbene,

my colleagues in the Parisian hospitals, for having been so exceed-

ingly obliging as to communicate to me two cases, one of which

occurred at the Hospice des Menages and the other at the Hopital

Sainte-Marguerite.

All these cases greatly resemble one another; and, from their

attentive study, it appears, that adenia consists in simple hypertrophy

of the superficial and deep-seated lymphatic glands, and in the

formation, in different organs, of lymphatic products analogous to

those met with in leucocythsemia, but—and the fact is both essen-

tial and characteristic—unaccompanied by any augmentation in the

white globules of the blood.

The hypertrophy of the glands is sometimes accompanied by simple

1 Hodgkin :—On some Morbid Appearances of the Absorbent Glands and

Spleen. [_Medico-Chirurgical Transactions for 1832 : vol. xvii, p. 168.]
2 Bonfils :—Reflexions sur un cas d'Hypertrophie Ganglionnaire Generale.

[Societe Medicate d''Observation de Paris : 1856.]
3 Cossy :—Memoire pour servir a l'Histoire de l'Hypertrophie Simple plus

ou moina Generalisee des Ganglions Lyrnphatiques, sans Leucemie. [Echo

Medical, T. V. Neuchatel : 1861.]
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hypertrophy of the liver and spleen. Moreover, as I have just told

you, and as was very apparent in Dr. Potain's case, there is

sometimes hyperplasia of the aggregate and solitary intestinal

glands.

In all the cases, excepting perhaps in one of those communicated

to me by Dr. Leudet, there was no increase in leucocytes or

globulines.

Adenia, therefore, is distinguished from other glandular affections,

and particularly from leucocythaemia, by there being no appreciable

alteration in the blood, excepting that which belongs to anaemia,

and in the anaemia not showing itself till the second stage of the

disease.

The patients generally apply for medical advice during the early

months of the malady. They complain of numerous tumors on the

surface of the body, and, sometimes, of slight dyspnoea. They state

that they are in good health in other respects : there is no loss of

appetite, no serious disturbance of the principal functions, and during

the first five or six months of the disease, nutrition is not morbidly

influenced in any appreciable degree.

Hypertrophy of the glands usually begins in jthe submaxillary

region : soon afterwards, the patients are alarmed by observing the

formation of tumors in the sides of the neck, in the axillae, and in

the groins. Less frequently, there is hypertrophy of the epitrochlean

and popliteal glands. The enlargement of the submaxillary and

cervical glands soon gives a singular appearance to the face: the

head, which appears relatively small, rests on a glandular mass which

the patients try to hide by adopting toilette artifices. The tumors

in the neck are not associated with any change in the colour of the

skin. They have not contracted adhesions with neighbouring parts,

and it frequently happens that the individual hypertrophied glands

remain quite free from each other. They are movable : they can be

touched, squeezed, and even kneaded without causing pain. Those

situate in the submaxillary region, joining with those of the opposite

side and with the cervical lateral tumors, sometimes permanently

assume the form of a band round the neck. The latter are not

exclusively superficial. In one case, I have seen the lateral tumors

on the sides of the larynx and trachea, and extending probably to the

bronchi. They sometimes extend below the clavicle, and become

continuous with axillary tumors. The axillary tumors are generally

very large, being often the size of the eg§ of a hen or turkey. Drs.
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Escalonne and Leblanc had a patient near Fontainbleau, in whom

they were as large as mammas, to which indeed they bore a strong

resemblance, both in respect of the colour of the skin and the network

of veins on their surface. Tumors so considerable in volume not

only interfere with the movements of the arms, which they keep far

apart from the trunk, but they likewise present an obstacle to the

venous circulation, and not unfrequently also produce cedema

of the hands and forearms. Sometimes, the subpectoral glands are

enlarged.

The inguinal glands also become very large : consequences follow

similar to those produced by the greatly enlarged axillary glands

—

that is to say, a difficulty in moving the arm, and an impediment to

the free return of the venous blood. The feet and legs are nearly

always cedematous. The inguinal tumors sometimes occupy the

whole extent of the triangle of Scarpa ; and often, the hand, when

applied below Poupart's ligament, can feel similar tumors in the iliac

fossae. By introducing the finger into the vagina and rectum, similar

tumors can be detected in the pelvis. In thin persons, by means of

abdominal palpation, enlarged glands may be felt at the sacro-verte-

bral angle and along the vertebral column ; but sometimes, the hand

is prevented from reaching these deep-seated regions by the abdo-

minal fulness consequent upon enlargement of the mesenteric glands.

In many cases, it is easy to recognise the existence of ascites. Let

me also remark, that at the very beginning of the disease, and prior

to the cachectic state, persons have been supposed to be suffering

from anasarca, caused by visceral affections, whereas, in reality, they

had simply extensive cedema of the extremities, and ascites, caused

by embarrassment of the general and portal circulations.

In only three of my eleven cases have I observed hypertrophy of

the liver and spleen. There may be great enlargement of the latter

organ: In the case of a woman, twenty-three years of age, I saw the

spleen occupying the whole of the left side of the abdomen, extending

to the umbilicus, and filling the iliac fossa. It is important to note

that in this case there was no leucaemia.

I shall very soon revert to the consideration of the manner in

which the symptoms of adenia are connected with one another; but

before doing so, I wish to describe to you the case by which I have

been most struck.

On February 20th, 1863, I was consulted by Madame X., aged

twenty-three, affected with general glandular hypertrophy. At that
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date she looked in good health. Her temperament was not lymphatic

:

her colour was sufficiently good : her eyes were bright : and had.

attention not been called to her condition by the presence of greatly

enlarged submaxillary glands, one would have been far from

believing that she was the subject of any serious organic mischief.

She had not suffered in childhood from any scrofulous affection,

from suppurating glands, nor from chronic coryza : in her later years,

she had had neither herpetic sore throat nor persistent sore eyes.

This young woman had always menstruated regularly : she married

at nineteen ; and had two children who are in good health. There is

a deficiency of information as to the antecedents of this patient's

family ; but we know that her father and mother are botli living

and in good health.

About nine months ago, that is to say, in the third or fourth month

of her last pregnancy, Madame X. observed that she had small

tumors in the groins and axillae : in a fortnight, these glandular

swellings acquired considerable volume, and other glands became

enlarged, including glands at the angle of the jaw and in the occipito-

cervical regions. The attention of Drs. Henrot and Landouzy (of

Rheims) was arrested by so general an enlargement of the glands, and

one which was so rapid in its progress. They attributed Madame
X/s cough to a similar enlargement of the bronchial glands. She

had a favorable confinement. After the birth of her child, large

glandular masses were detected in the iliac fossae, and in the sacro-

lumbar region. When the patient first came to me, a general glan-

dular hypertrophy was apparent : the occipital, submaxillary, cervical,

inguinal, epitrochlean, popliteal, and axillary glands were as large as

eggs of pigeons or hens. On making digital pressure on either side

behind the pubic arch, a deep chain of glands was felt. By palpation,

the spleen was found to be much increased in size. This young

woman never had had intermittent or hectic fever. I beg you to

remark particularly, that her health always had been, and was when

I examined her, unexceptionably good.

It being important to ascertain whether the blood contained an

excess of white globules or of globulines, an examination was made

by M. Dumontpallier. The result showed that it contained exceed-

ingly few white globules, which were lost amid a great number of

normal red globules : no globulines were found.

I have mentioned that the patient had a small dry cough. She

never had had haemoptysis. On the left side, respiration was



186 ADENIA.

natural; but on the right side, during expiration, there was a bellows

sound and moist rales. There was no notable dulness at the apex of

the lungs. The heart was healthy. There was no blowing sound

in the vessels of the neck. There was no oedema of the extremities.

There was no loss of appetite : digestion was easily accomplished

:

nutrition seemed normal ; and there was no appreciable loss of flesh.

Sleep was good : there was no depression of spirits. In fact,

Madame X. would not have thought of making any complaint, had

it not been for the annoyance she experienced from the formation of

the glandular tumors.

Here then is the case of a young woman who had always enjoyed

good health up to the third month of a pregnancy, when she per-

ceived that a great number of small tumors were forming below the

inferior maxilla, in the neck, axillae, and groins, which tumors soon

increased in number, and acquired a great size. She had a good

confinement. She was able to nurse her infant for some months,

after which her milk dried up ; and then a new impetus was given to

the development of the tumors. The lady's health, however, appeared

satisfactory, up to the day on which she consulted me. She had a

good complexion, experienced no pains anywhere, digested her food

easily, and seemed to be normally nourished by it. The short dry

cough by which she became affected during her pregnancy continued;

but as I could not associate it with any serious lesion of the lungs, I

adopted the opinion of Drs. Henrot and Landouzy : with them, I

believed, that the cough was caused by pressure on the air passages

occasioned by hypertrophy probably of the glands surrounding the

right bronchus. This explanation was founded on the absence of

organic lesions of the lungs, and on the generally increased size of

the superficial and deep-seated lymphatic glands. I did not con-

ceal from the family my uneasy forebodings as to the issue of the

disease. There was, in fact, a probability that the patient would

succumb to repeated attacks of suffocation, to asphyxia arising from

bronchial obstruction, or to the cachectic state progressing so

rapidly as to induce marasmus, profuse sweating, or colliquative

diarrhoea. My sad forebodings were not long in being verified: the

general modifying measures which I recommended were of no avail;

and I learned, some months later, that the patient died from

cerebral symptoms, having previously had sub-cutaneous he-

morrhages.

So far as I knowr
, no examination of the blood in the latter months
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of pregnancy had been made ; and I have no grounds for absolutely

denying that leucaemia existed in [the latter stage of the disease.

But if it be supposed, that the lymphatic glands and the spleen had

acquired, after my examination, a very much greater development

than that usually observed in cases of leucaemia, and that as yet

leucocytes had not been in excess—if, again, we compare the case

of this private patient with the cases we have now been studying, in

which examination by the microscope never enabled us to detect

excess of leucocytes—we are justified in supposing that the progress

of the disease was that usually observed, and that, in all probability,

the patient never had been leucocythaemic.

Notwithstanding this imperfection in the history, the case

teaches the important lesson that a person apparently in perfect

health, and whose blood seems in a normal condition, may be the

subject of hypertrophy of all the lymphatic glands and of the spleen,

and may sink very rapidly under the influence of glandular cachexia.

If the patient be not leucocythaemic, are we to conclude that the blood

has retained its normal composition ? Certainly not : for in all the

cachexiae, the constitution of the blood is essentially modified: but

the point I wish to establish is, that for at least the first ten months

of her affection, the patient presented no symptoms of haematic lesion,

nor of splenic or lymphatic leucaemia.

Once when commenting upon this case, I remarked to you, that

should the patient not succumb from the cachexia, she might die as-

phyxiated from air not reaching the lungs. An example of this ter-

mination of general adenia I recollect occurring in the case of a young

man whom I saw with my lamented colleague, the late M. Amussat.

More than twenty years ago, that distinguished surgeon sum-

moned me to Neothermes to see one of his patients, a young man

whose usual residence was at Poitou. Tor nearly a year, he. had

been the subject of general glandular engorgement. The lesion,

however, existed more particularly in the neck, thence extending

behind the clavicle and sternum. This condition produced so much

difficulty in breathing that death seemed imminent. M. Amussat

wished me to perform tracheotomy ; but I said to him, that, although

I was accustomed to perform tracheotomy in children having croup,

and in adults having chronic diseases of the larynx, I felt that I

ought in the case under discussion to leave to men of more authority,

and to hands more practised, an operation beset with peculiar diffi-

culties. I perceived that both the trachea and the blood-vessels
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were displaced, lost, as it were, amid numerous tumors ; and that I

could not introduce the bistoury with safety into regions where I had

no guide in the anatomical relations of the parts.

M. Amussat, however, refused to perform the operation, fearing

that affection for the patient, who was his intimate personal friend,

might make his hand unsteady. Under these circumstances, it

became incumbent on me to undertake the perilous duty, relying on

the assistance of my friend who did not wish to undertake the

principal part in the operation.

As soon as I had divided the superficial cervical aponeurosis, the

tumors, till then imprisoned, spurted out, as it were, liberated by my
incision, respiration, at the same time, becoming a little less difficult.

It was then necessary for me to turn out with blunt hooks seven

or eight tumors placed in front and at the sides of the trachea,

which I exposed with extreme difficulty, having to avoid with, the

greatest care the numerous veins which presented themselves.

Having opened the trachea, I introduced into it a large canula ; but

to my great regret, this hardly produced any alleviation of the

dyspnoea : it was evident, that the passage, beyond the internal

extremity of my canula, was compressed by other tumors. Having,

however, dreaded this occurrence, I had provided myself with a

canula wider than I generally employ in adults, and the length of

which exceeded ten centimeters. This I substituted for the canula

which I first employed. When I had introduced it nearly six cen-

timeters, I came upon an obstacle which with difficulty, and by

using an alternation of pushing and withdrawing movements, I was

able to surmount. When once this obstacle was overcome,

respiration became easy; but this did not prevent the patient dying

on the following day.

Eor two reasons, I have been anxious to lay this case before you

:

first, to show you the manner of death when the bronchial glands and

the glands in the course of the trachea are involved in the adenia;

and second, to point out how little hope of success tracheotomy

offers in these cases. In a patient from Stockholm, who came to

consult me at another period, attacks of asphyxia sufficiently informed

me that the trachea and bifurcation of the bronchi were constricted

by glandular tumors.

This is the manner in which the fatal issue is hastened in patients

affected with adenia. We see a particular patient die eight or ten

months after the beginning of the disease, who might have lived
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several years longer, like the patient of M. Bonfils, and like several

other patients whose history I have related, had the disease more

specially attacked parts in which the consequent disorders could not

become immediately dangerous.

I have just given you proof of the necessity of performing

tracheotomy in certain cases of adenia. You have seen that opening

the trachea only prolonged life some hours : as, however, our object

was to avert death I should not hesitate again to recommend the

operation, even though I were convinced that it was an almost

desperate resource.

Let us now study the progress of the dyspncea when the tracheal

and bronchial glands are invaded. In the first stage of the disease,

that is to say, before there is any cachexia, and when the hypertrophy

of the glands has not reached this last limit, the patients often com-

plain of oppression, of inability to walk quickly, and of not being

able to go up a stair without being blown. Though this dyspncea

is organic, it sometimes shows itself with the characteristics of

nervous dyspnoea. Generally, the patients are seized with dyspnoea

during the night : they are unable to sleep in bed, and consequently

pass their nights in an arm-chair. My Stockholm patient wrote to

tell me that he felt a tightness in the respiratory tubes \%n resserre-

ment dans les tuyaux respiratoires]. One of the patients (an account

of whose case has been communicated to me by Dr. Leudet) had

had for some time shortness of breath and fits of dyspnoea. In both

these cases, I was enabled, by attentive observation, to ascertain

that there was no lesion of lungs or heart. The lungs may become

accustomed to the pressure, and so the fits of dyspncea may become

less frequent : but in this case, either from rapid increase in the

volume of the tumors, or from the enfeebled patient requiring at

times to inspire a greater quantity of air, it was observed that in the

latter days of his life, the suffocative attacks were more formidable,

being accompanied by purple lips, haggard eyes, great anxiety,

and cold extremities. The pulse became thready, and the inspiration

hissing.

The embarrassed respiration may occasion passive hypersemia of

the lungs, causing mucous rales. Dr. Leudet has sometimes met

with pleuritic effusion on one or both sides independent of any appre-

ciable inflammatory action. "Without seeking to explain this effusion

into the pleural cavity, I ask :—Is this effusion, which does not

originate in inflammation, analogous to oedema of the extremities
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induced by impediment to the circulation when the glands in the

course of the vertebral column are themselves hypertrophic^, as was

found at the autopsy of one of the cases communicated to me by

Dr. Leudet ? When I come to speak of the pathological anatomy of

the disease, I will relate to you this case of the Professor of the

Medical School of Rouen. At present, as my more immediate

object is to establish the symptomatology of this strange disease, I

wish to describe two cases which occurred under my own observation,

which show the frequency of dyspnoea in patients affected with

adenia. No doubt can exist as to the mechanical cause of the

dyspnoea in M. Amussat's case—as will be still better seen when we

discuss the pathological anatomy of the disease.

On the 5th April, 1863, I sent back to Bonnevau a patient who

consulted me for the first time in February of that year. He resided

in the vicinity of Fontainbleau ; and his ordinary medical attendants

were Drs. Escalonne and Leblanc.

~N., by occupation a wheel-wright, was 68 years of age. He had

always enjoyed excellent health. In October, 1862, he perceived a

small, perfectly indolent, tumor in the neck, to which he attached no

importance. A month later, he had as it were an explosion of tumors

in the neck, -axillse, and groins. When I saw him in February,

1863, three months and a half after the first appearance of the

tumors, the neck was deformed by a multiplicity of round elastic

tumors, which were blended with one another, or soldered together.

The tumors in the axilla were specially remarkable for their size

:

those in the groins were not so large. I could not feel any in the

abdomen. There was no hypertrophy of the spleen. The com-

plexion was good; and the general health was excellent. I prescribed

baths medicated with the bichloride of mercury, and the internal use

of the tincture of iodine.

When I next saw the patient, I was struck with the increased

size of the tumors. The neck was monstrous, being in circum-

ference as large as the head, and having a frightfully lumpy appear-

ance. In front of each ear, there was an enormous, vertically

situated, long-shaped tumor, which was joined below to a circular

band of other tumors occupying the submaxillary and lateral regions.

The face, fresher and more florid than is usual in an old man of

sixty-eight, wTas, as it were, set in a frame formed by a mass of

tumors occupying the neck anteriorly and laterally, and situated in

front of the ears. At the base of the neck, and behind the clavicles,



ADENIA. 191

were numerous tumors embedded in the muscles, and extending into

the chest. There were likewise engorged glands at the back of the

neck, reaching to its base.

Under the axilke, the swelling had quite a monstrous appearance.

In each arm-pit, there was a tumor as large as the head of a full-

term foetus, looking like a large mamma, multilobular at its base, and

resting on a mass of engorged glands.

In the groins, the tumors were smaller, though of considerable

size. On palpation of the abdomen, numerous tumors were felt,

particularly in the left side. The liver was slightly hypertrophied.

The spleen was healthy.

The complexion was excellent, and the health was good; but

respiration was difficult and whistling, and mucous rales were heard

in the chest. The voice retained the normal tone and character,

showing that the laryux had not undergone any morbid alteration.

Compression of the trachea and bronchial tubes was probably the

cause of the whistling respiration.

During the following month, I saw the patient for the third time.

The glandular tumors had acquired a still more monstrous size.

Although those in the anterior part of the axilla had acquired a size

and aspect giving them the appearance of mamma3 covered by a net-

work of veins, I did not discover any osdema of the hands. There

did not seem to be any loss of health, and the appetite had improved:

nevertheless, it was easy to make the gums bleed. Neither the

spleen nor liver were hypertrophied. The abdominal glands were

more numerous and larger than in the previous month.

I recommended the patient to continue the internal use of tinc-

ture of iodine, and to take thrice a week sublimate baths. The pain

and slight redness which I had observed in one of the tumors of the

right axilla, led me to hope that these tumors might lose their hard-

ness, and be absorbed. I knew, however, that adenia never termi-

nates in acute inflammation and suppuration of the glands. At first,

the patient found himself the better of the treatment which I had

recommended ; but I afterwards learned from Dr. Escalonne that the

cervical and axillary tumors had acquired an extraordinary size, and

that compression had rendered the trachea impervious to air. The
patient died in a state of asphyxia, no other morbid condition

having apparently been induced. The tumors did not suppurate.

The specially remarkable feature in this case is the sudden appear-

ance of a multiplicity of tumors a month after a small indolent
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swelling had shown itself in the neck. Within three months, the

submaxillary and cervical tumors had acquired so great a magnitude,

that the base of the face, continuous with the neck down to the

clavicles, was larger than the rest of the head. It was apparent,

moreover, as is shown by my description, that these enormous tumors

were continuous behind the clavicles and sternum : they accounted

for the patient's dyspnoea and whistling respiration, In this parti-

cular case, the abdominal glands were numerous, and of very large

size : the liver and spleen were normal. Notwithstanding this

general and rapidly developed hypertrophy, the general health of the

patient did not, at first, appear to be affected : it was not till the

close of the fourth month, that there was bleeding from the gums.

I regret that no microscopic examination of the blood was made at

this period.

Some months later, I received, in my consulting-room, a gentle-

man from Stockholm, aged about thirty, who came for my opinion

regarding tumors in various parts of his body. For a long time, he

had had a running from the left ear : then, after having suffered during

the whole of the year 1861 from a feeling of discomfort which he

could not account for, he remarked, in June 1862, that a small

tumor had appeared below the discharging ear. Three weeks later,

several similar tumors became developed on the same side of the

neck, and were not long in acquiring a great size. The right side of

the neck, the groins, and the axillae soon became the seats of

tumors. Professor Malmsten (of Stockholm) recommended the

baths of Kreuznach, which accordingly were taken in September

1862. After the course of baths, the debility became more marked,

the sweatings were profuse, and the appetite nearly lost. The tumors,

however, did not seem to increase in volume, and from about the

end of December of that year to the 20th January 1863, they

notably decreased in size : there was a perceptible return of the

appetite, and, subsequently, of the strength. But after the end of

January, the patient's appetite diminished, he became very im-

pressionable, and his glands reassumed the size which they had lost.

Every evening, there was a slight paroxysm of fever. Such was the

condition of the patient when he came to consult me. The cervical

and axillary glands were very large. I did not detect hypertrophy

of the liver or spleen. I recommended sublimate baths and a tonic

regimen. In the first instance, this treatment did not seem bene-

ficial ; for six weeks later, the patient wrote to me to say, that he
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continued in a state of great debility ; that being unable to lie on his

bed, he was obliged to pass his nights in an arm-chair ; and that, as

soon as he attempted to stretch out his legs, he was seized with

oppression at the chest, and felt a sensation of constriction in the

respiratory passages. In June of the same year, I learned that my
patient had consulted Virchow. The learned professor declared the

malady to be curable • and thought the adenia had originated in the

previous discharge from the left ear. On this occasion, it was ascer-

tained that there was no organic, lesion of the lungs, heart, liver, or

spleen. Virchow, moreover, affirmed that there was no leuco-

cythsemia. With a view to soften the tumors, and facilitate their

absorption, he recommended that they should be treated by local

cold baths.

Here, Gentlemen, I must remark that, in this particular case, adenia

was confined to the upper part of the body, there having been no

hypertrophy of the glands in the inguinal and abdominal regions, nor

of the liver or spleen. Virchow himself had affirmed that there was

no leucocythsemia. The affection was, therefore, special in its cha-

racter ; and, although the learned professor o& Berlin did not antici-

pate a fatal issue, he agreed with me in considering the glandular

affection to be of a special nature.

In giving you the history of this case, I mentioned that the chronic

discharge from the left ear was the starting point of the adenia. I

will by-and-by make use of this etiological statement, connecting with

it analogous cases in which acute or chronic local irritation—irritation

of the nasal or ocular mucous membrane—seem to have played an

important part. Perhaps, there is reason to suspect that in these

cases there had existed some forgotten irritation of the skin or mucous

membrane to account for the original adenopathy, the precursor of

the outbreak of general adenia.

I have told you that the patients may sink from the severity of

the suffocative paroxysms : I have endeavoured to point out to you

the part which hypertrophy of the tracheal and bronchial glands

seems to have in the production of those phenomena, admitting at

the same time, that the nervous condition of the patient has some
share in their production. Derangement of the functions of

digestion, innervation, and nutrition, important in itself, though only

of secondary importance in relation to the progress of the adenia, is

sooner or later observed. In the second stage of the affection, there

is loss of appetite : digestion is slow and painful : nevertheless.

13
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diarrhoea seldom occurs. Ere long, wasting supervenes, accom-

panied by great oedema of the extremities, and extreme debility. The

hands are occasionally the seat of erythematous eruptions, and some-

times the legs are covered with ecchymotic spots, or the cutaneous

affection may be cachectic pemphigus, as in the case of Dr. Leudet's

patient. Some are exhausted by profuse sweating and hectic fever,

as occurred in the cases of Dr. Perrin's patient,1 and in my Stockholm

patient.

It appears then, that adenia terminates by occasioning great dis-

turbance of the principal functions : hematosis is soon interfered

with. Adenia lowers the temperature of the body, or, to speak

more correctly, it renders the patients more sensitive to cold. It

disorders digestion. It induces cold sweats and hectic fever. It is,

consequently, an affection of very great gravity, and one in which

the physician has hitherto found himself pretty nearly powerless.

The usual duration of the disease is from eighteen months to two

years.

I am now going to read to you the report of a case observed by

Professor Leudet, in hi# wards of the Hotel Dieu of Ptouen : it is very

complete, and will enable you to study the progress of the disease

and its termination in cachexia.

" Victor B;., a tall man, aged fifty-seven, was admitted to the

Hotel Dieu on the 6th December, 1862. In former years, he had

been exceptionally plump. When about eighteen years of age, he

had begun to take alcoholic drinks freely : he was drunk at least once

a week, and on the day following the debauch, could only eat food

of high relish or dressed with vinegar. In his youth, he had never

had engorgement of the glands, nor otorrhoea, nor ophthalmia. He
had passed the whole of his military service in a regiment of

cuirassiers : during that period, he contracted chancres followed by

a suppurating inguinal bubo. No ulterior symptoms of consti-

tutional syphilis were manifested by the skin, mucous membranes, or

bones. After his discharge from military service, he took alcoholic

drinks to still greater excess than formerly. The only morbid

effects of these excesses were pains in the stomach, there being

absence of vomiting, diarrhoea, jaundice, or derangement of the func-

tions of the nervous system. The patient had had no serious illness

prior to the adenia.

1 Pebbin :

—

Bulletins de la Socielc Anaiomiquo for 1861, p. 247.
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Pour years ago, tumors appeared in rapid succession on the

anterior and external aspect of both legs, and about the middle of

the posterior surface of the right forearm : they were hard, did not

suppurate, and were the seat of pain equally by day and by night.

These tumors, of which the patient gave a very incomplete de-

scription, must have disappeared after two or three weeks of treat-

ment, during which recourse was had to the iodide of potassium. He
•continued very weak for nearly six weeks after this illness, neverthe-

less, not experiencing any notable pain in the joints or limbs. This

weakness entirely left him, and he never again experienced anything

resembling it.

" Fifteen months ago, chronic coryza appeared, with loss of the

sense of smell, but unaccompanied by any feeling of general discom-

fort : some months after the beginning of the coryza (which was

purulent and somewhat sanguinolent) , an affection was observed at

the inner angle of the left eye, in the situation of the lacrymal sac.

This affection, which terminated in suppuration and cicatrisation,

must have occurred after the illness had lasted three months. It was

during the last stage of the inflammation of the lacrymal sac that

E. observed, for the first time, that the lymphatic glands of the neck

were swollen. His strength became at the same time greatly enfeebled,

without there being any paralysis.

"Ten months ago was the date of his first admission into the

Hotel Dieu. He was received at that date into the surgical depart-

ment, for conspicuous swelling of the lymphatic glands of the cervical,

axillary, and inguinal regions. E. remained five months and a half

in the surgical wards. During that period, the glands decreased in

size, were devoid of pain, and presented the same characters as at my
first examination. During the same period, he experienced no dis-

turbance of the digestive organs, nor had diarrhoea, epistaxis, or any

kind of hemorrhage.

" On leaving the surgical wards of the Hotel Dieu, on the 25th

October 1862, he was employed in the charity work-shops, living on

seventy-five centimes a day. During that period, he experienced

great loss of strength. About the middle of November, 1862, he

became affected with cough, accompanied by pain in the right side of

the chest.

" AYhen admitted into my wards, I found E. in a state which

I shall now describe to you :—The face was pale : there was

still a certain plumpness of appearance, though, according to
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the patient's statement, that had much diminished. There was a

marked depression of vital power, particularly since the cough had

set in. There was anorexia of recent date. There was no diarrhoea.

The face was swollen, particularly in the submaxillary and subhyoid

regions, in which, by palpation, could be recognised twenty round,

moveable tumors, which were not painful even when pressed. The

most bulky of these tumors were as large as pigeons' eggs, and the

smallest were the size of filbert nuts. The hypertrophied glands

gave the appearance of a double chin, with lateral enlargement of

the face. There were tumors of similar character in the subclavicular

regions, but none in the back of the neck. The largest tumors

were in the axillse, particularly in the right axilla, where the aggre-

gate bulk exceeded that of an adult's fist : it was made up by other

smaller tumors which were not fused together. There was a similar

but not so great an enlargement of the glands in both inguinal

regions, and in the inguino-femoral triangle. Several small enlarged

glands existed above the condyles on both sides. The enlarged

glands were nowhere adherent to the skin, which presented neither

change of color nor vascular dilatation.

" The coryza continued, retaining its purulent and sanguinolent

character. There was no deformity of the bones of the nose. The

skin was adherent, in the situation of the left lacrymal sac, which

adhesion at the inner angle caused depression—to the extent of one

half—of the left upper eyelid. There was no redness of the eye

;

and vision was unaffected.

" Por three weeks, the cough had been very severe ; the expecto-

ration was slightly muco-purulent, devoid of brown colour, and

yielding a fetid smell like that of sphacelus. By auscultation, nume-

rous subcrepitant and even some sibilant rales were heard on both

sides of the chest : they were more numerous on the right than on

the left side. There was slight tension of the abdomen, but no

ascites. In consequence of the abdominal walls being capable of

only slight depression, the detection of enlarged glands within the

abdomen was impossible. There was no morbid increase of spleen

or liver. The urine did not deposit a sediment : on examination by

heat and nitric acid, it gave no indication of albumen ; nor did it

yield any trace of glucose on being tested by potassa and Barreswil's

solution. The blood, which was examined several days after the

patient's admission to hospital presented nothing abnormal—there

was no numerical augmentation of the white globules or globulines,
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and the red globules were normal. That examination, repeated

several times between that time and the present date (7 April 1863),

has always yielded similar results. I prescribed Bareges water,

twelve drops of essence of turpentine in a julep, weak wine and water

as a drink, and ordinary diet.

"During December 1862, E/s condition ameliorated, the fits of

coughing became less intense, and never occasioned real orthopnoea :

the foetid odour of the sputa diminished, and finally disappeared about

the end of that month. The strength was always below the natural

standard. There was no diminution in the size of the glands.

About the end of December, slight oedema supervened in the lower

extremities. The urine continued to be non-albuminous. I

ordered decoction of cinchona, pills of the iodide of iron, wine

and water as a drink, and a double allowance of aliment and of

wine.

"During January 1863, there was a slight increase in the size of

the glands, particularly in those of the neck and axillae : there was

some enlargement of the abdomen, and the inferior margin of the

liver began to be appreciable below the false ribs : there was an

extension of the splenic dulness, but the inferior margin of the

spleen could not be felt below the left false ribs : there was a little

increase in the oedema of the lower limbs. The bronchitis was

nearly at an end : some sibilant and subcrepitant rales were heard at

the base of both lungs. The purulent discharge from the nose con-

tinued. There was no longer any foetid expectoration. The patient

improved somewhat in strength : he was able to be up during the

greater part of the day : and his only complaint was of the inconve-

nience caused by the oedema of the legs and the abdominal

swelling.

"From the middle of February 1863, to the beginning of April,

the lymphatic glands in the submaxillary, subclavicular, axillary,

subepitrochlean, and inguinal regions, in succession, increased in

size, but preserved the same characteristics which they presented

when the patient was admitted to the hospital. Day by day, there

was a marked increase in the volume of the spleen, which was observed

to have descended to the anterior superior spine of the ilium, its

sharp edge being apparently directed forwards. Ascites existed to a

slight extent. There was never any symptom of cardiac disease.

The liver extended, at the least, two finger breadths beyond the

margin of the right false ribs. The patient's strength was good

;
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and he occupied a part of each day in walking in the court. He conr

tinued under careful observation in my wards.

"From June 1863, R/s state became more serious; and there was

a return of the diarrhoea. At the beginning of that months the lower

extremities became the seat of slight oedema, and some bullae of

cachectic pemphigus appeared on the dorsal aspect of the carpus of

one hand. The ozcena continued. From about the middle of June,

there was a continuance of slight dyspnoea, increasing when he moved,

but without any roaring [comage]

.

"At the beginning of July, the debility had become more marked.

At this date, there was no albumen in the urine, nor any leuca-

cythymic alteration of the Mood. On the 15th July, I detected

pleuritic effusion occupying the lower half of the right pleura.

Death occurred on 1 9th July, without there having been any dyspnceal

paroxysm or alteration of voice.

"An autopsy was made on the 21st July, thirty-seven hours after

death.

" The cranium and brain presented no morbid appearances. The

nasal fossae (examined behind only, from the body being claimed)

presented marked thickening with a greyish tint and softening, with-

out ulceration of the membrane. The bones, examined by the cra-

nium, seemed to be in a perfectly healthy state.

" There was no morbid change in^the larynx, trachea, nor in either

bronchus : there was neither flattening of their parietes, nor change in

their calibre.

" In the lower half of the right pleural sac, there was about half a

litre of effusion composed of a gelatinous serosity tinged with blood.

A layer of soft citrine- colored serosity covered the rest of the

lung. This lung was rather more resistant than a normal lung

—

somewhat hard as in non-granular pneumonia. There was no

deposit of morbid tissue. The bronchial tubes were not dilated.

There was hardly any engorgement of the left lung. The heart and

pericardium were healthy. The pulmonary artery was free from

embolism.

"There was a little effusion into the peritoneal cavity—about half

a litre of citrine colored serosity free from false membranes. The
liver was normal in size, yellowish in color, without manifesting this

hue externally : it was in a state of fatty or amylaceous degene-

ration. The spleen was much enlarged." Its length was ow,26>
and its breadth om'ij. There was no thickening of the fibrous
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capsule. The parenchyma had a color like that of the lees of white

wine, was not soft in consistence, nor had it any thickening of the

stroma. The kidneys were of the usual size, somewhat pale, and

healthy in structure.

" There was great enlargement of the lymphatic glands, particularly

in the neck, submaxillary and subclavicular regions, in both axillae,

in the abdominal cavity in front of the vertebral column, and in both

inguinal regions. Most of these enlarged glands were collected and

weighed together, when their weight was found to be a little under

four kilogrammes. They varied in size : the largest were those of

the abdomen, whether taken singly or collectively. In that region,

they formed a mass nearly as large as the head of an adult. In the

axillae, the glandular masses were the size of a young person's fist.

The largest of the enlarged glands—those of the abdomen—were the

size of a turkey's egg. The cervical, axillary, and inguinal glands were

redder than those of the abdomen, which had a whitish hue. The

capsule was not thickened ; and the contained gland was throughout

rather soft, diffluent, and without thickening of the stroma.

" There were also some hypertrophied glands in the fold of both

arms. A slightly flattened substance, formed by rather voluminous

reddish glands existed in both vertebral sulci, below the parietal

pleura.

" The bronchial glands were relatively much less developed than

those of the neck, and particularly than those of the axillae : two of

them, however, were as large as filbert nuts, but did not compress

the vessels or air tubes.

" The thoracic cavity was healthy.

" The microscopic examination of some of the glandular tumors

showed me that their parenchyma contained nothing cancerous,

nothing fibro-plastic, and nothing of the nature of amylaceous

degeneration, but only minute nuclei, less than the elementary cells

of lymph, and somewhat resembling epithelial cells:"

To sum up the case :—A man, of fifty-seven years, a man who had

always enjoyed good health, notwithstanding the frequency of his

alcoholic excesses, and who in childhood had given no indication of

scrofula, presented, four years ago on the legs and right forearm,

tumors which terminated in suppuration, and might be regarded as

syphilitic gummi. When this patient was admitted to Professor

Leudet's wards, he was suffering from chronic coryza, and bore the

cicatrix of a lacrymal tumor. It was during the suppuration of
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this lacrymal tumor, that the first cervical tumors appeared ; and it

was not till a later period that similar swellings became developed in

the subclavicular, subaxillary, and inguinal regions. These tumors

were large and indolent. Afterwards, the adenia progressing, and

there being no doubt as to its generalisation, the increased size of

the liver and spleen was detected. On several occasions, the blood

was examined without the discovery of an excess of leucocytes or

globulines ; and there was an entire absence of the principal symptoms

of splenic or lymphatic leucaemia. Four months before death, the

glandular and splenic hypertrophy made rapid progress : the patient

became more and more feeble, the oedema of his lower extremities

more marked, and his ascites more considerable. At a later

period, bullae of cachectic pemphigus appeared on one of the feet

:

cough set in ; and there was pleural effusion occupying the inferior

third of the right side of the chest.

The autopsy showed that the serious lesions were confined to the

spleen and lymphatic glands. It was also seen, that these lesions

depended on simple hypertrophy of the organs, microscopic

examination disclosing nothing more than an increase of normal

elements.

However, although to ordinary methods of investigation, the

blood presented no appreciable alteration, it was impossible to get

rid of the belief that there existed in the case I have now detailed,

and in other similar cases, a special dyscrasia of the blood ; for the

patients sunk into a state of cachexia, when not carried off by a

suffocative paroxysm. This dyscrasia, with the nature of the essence

of which we are not acquainted, is not a matter of doubt with me

;

and although general adenia produces no excess of leucocytes or

globulines, nor diminution of the normal number of blood globules,

it probably modifies the lymph elements in such a manner that at

the end of a period of indefinite duration, anaemia sets in, which is

followed by cachexia. English physicians, more particularly Dr.

Pavy and Dr. Wilks, have described a variety of anaemia to which

they gave the name of lymphatic ancemia, meaning to express by

that term the lesions of glands which a special kind of anaemia

may induce. I confess, Gentlemen, that I am disposed to accept

this view.

In the present day, every one admits that the formation and main-

tenance of the blood are functions performed by the co-operation of

certain organs : pathology, better even than physiology, proves the
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hematopoietic agency of these organs. We know, for example, that

chronic affections of the liver and spleen produce serious conse-

quences in respect of the composition of the blood ; for whatever be

the nature of these affections, they are followed by ansemia with

modification of the number, consistence, form, color, and chemical

composition of the blood globules. Tuberculosis of the mesentery

leads to the same result : so does scrofula, the different manifestations

of which have their principal seat in the lymphatic system.

Need I remind you of the influence of organic lesions of the lungs

upon the composition of the blood ? The necessary consequence of

all these lesions is to interfere with the exchange of gas, the very

essence of pulmonary hematosis, and so lead to anaemia. There is,

then, a kind of ansemia which is of pulmonary origin, just as in all

probability, there exists in the foetus an ansemia of placental origin,

when the placenta has undergone a partial fatty and fibrous degene-

ration. If then, we grant that there is a pulmonary anseinia, a

splenic ansemia, and a hepatic ansemia, why should not we also accept

a lymphatic ancemia? To be satisfied that it exists, we only require

to bear in mind the function of the lymphatic system. The rami-

fications of this system, in the interior of organs and in the intestinal

mucous membrane, derive the elements required for the maintenance

of the blood. The lymph and the chyle undergo a modification in

the parenchyma of the glands, and then all the lymphatic fluid,

whatever may have been its origin, is poured into the venous system,

and like the subhepatic, splenic, and intestinal blood, it passes on to

the lungs, there to undergo such modifications as are necessary to

convert it into blood suitable for the nutrition of all the organs.

Gentlemen, I cannot tell you what special action on the composition

of the blood is caused by general hypertrophy of the glands : I do not

know whether it notably diminishes the leucocytes, but I am certain

that it does not increase them. Microscopic investigation and

chemical analysis have not informed us how the blood is modified in

adenia, but the modification itself is demonstrated by the symptoms

;

and it cannot be otherwise when all the glands in the body have

become greatly hypertrophied. Again, the modification of the blood

is proved by the ansemia and cachexia under which the patients

succumb when they do not die from asphyxia caused by compression

of the trachea or bronchi. I hold then with Drs. Pavy and Wilks,

that there is lymphatie ansemia, just as there is hepatic ansemia and

splenic ansemia. Possibly, leucocythsemia, on which I have already
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lectured to you, is only a variety of anaemia characterised by an

excess in the proportion of leucocytes or globulines. We know, in

fact, that the presence of leucocytes, is compatible, in a certain mea-

sure, with health, and is met with in a great number of morbid states,

without appearing to aggravate them : on the other hand, we know,

that those organic lesions which are regarded by Virchow and Bennett

as the causes of leucocythsemia may be wanting; and, finally, we

know that hypertrophy of the lymphatic glands and hypertrophy of

the spleen—the condition of organs peculiarly characteristic of the

lesion—may exist, and often do exist in cases in which there is no

leucocythsemia. It appears, therefore, that the only symptoms

which declare the gravity of the malady are anaemia and cachexia,

the latter being always the ultimate consequence of deep and long

continued anaemia.

Clinical observation has told us that the malady is characterised by

an augmentation in the size of the glands : necroscopic examination

has absolutely proved that the tumors are in the lymphatic glands,

and that the surrounding tissues do not present the least trace of

inflammatory action. By careful dissection, we can isolate each of

the individual glands which in the aggregate constitute the glandular

masses. These tumors—mammary in form and elastic in consist-

ence—have sometimes attained an enormous weight. Dr. Bonfils

met with an inguinal tumor of this kind which weighed 2,250-

grammes, the axillary tumors weighing 1,000 and 500 grammes. "

The superficial and deep cervical glands, the occipital glands and the

wdiole circum-maxillary chain of hypertrophied glands gives the face

a peculiar appearance : they may vary in size between a pigeon's egg

and a hen's egg. The deep-seated glands—that is to say, those in

the thoracic and abdominal cavities—may become greatly hypertro-

phied. In the chest, the tumors are seldom larger than a pigeon's

egg; but from their disposition around the trachea and bronchi,

they may compress these organs. At no autopsy has it ever been

found, that the glandular masses compressed and deformed the large

vessels near the heart. The intra-abdominal glandular masses are

found to be constituted by the pelvic, lumbar, and aortic glands ; and

by the mesenteric, mesocolic, gastro-hepatic, gastro-splenic, gastric,

and pancreatic glands. In the case of Dr. Bonfils, the former (which

belong to the general lymphatic system) weighed 3,620 grammes;

and in Dr. Leudet's case, some abdominal glands were as large as

turkeys' eggs. The glands of the chyliferous system usually consti-
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tute less voluminous tumors : Dr. Bonfils, however, lias observed

them sometimes as large as pigeons'' eggs. Let me add, that the-

glandular masses in the axillary, and submaxillary regions are some-

times continuous with the intra-thoracic masses by means of bands

of hypertrophied glands. A similar remark is applicable to the

pelvic and inguinal glands. The chyliferous system is usually less

affected, as I have already said, than the general lymphatic system :

the glandular hypertrophy may also, however, have its seat in the

glands of Peyer, as was found in Dr. Potain's case. 1 " Prom about

the middle of the small intestine to the ileo-csecal valve, a great

number of the solitary glands were seen to be white and prominent

:

Peyer's patches to the number of twenty were very apparent, slightly

prominent, a little granular on their surface, elastic, not notably

hard, of a dull white color."" It must also be stated that in this case-

some of the mesenteric glands were as large as hens' eggs.

My object in entering into these anatomical details is to show

you, that no gland escapes, and that in all of them the hypertrophy

may be great.

All observers concur in stating that the envelope and stroma of

the gland do not undergo any change. Section of the parenchyma

presents a greyish appearance in the smaller glands, a yellowish grey

in those of medium size, and a yellowish color in those of larger

volume. The latter alone present ecchymotic spots in their interior;

and their section, when scraped, yields a turbid whitish fluid which,

mixes with water : one might suppose that they contained a fluid

analogous to that of cancer containing large cellules, or nucleoli

;

but such is not the case : MM. Charles Eobin, Leudet, and Potaia

have all stated, that the glands do not contain any of the elements

called cancerous but only nuclei and lymphatic cells heaped up one

on another—that is to say, that in adenia the glands increase in size,,

but the connective tissue of the gland retains its natural disposition :

there is only a hypergenesis of cells and lymph nuclei, which cells

and nuclei, nevertheless, are perfectly normal. Such was the con-

viction of Dr. Laboulbene and Titon when they studied the structure-

of the glands of a patient, who, in 1852, was admitted into the

Hopital Sainte-Marguerite, under the care of Dr. Marrotte, to be

treated for adenia, an affection, which at that period, Dr.

Laboulbene designated in his notes as "general adenitis" [adenite-

generalisee].

1 Potain :

—

Bulletin cle la Societe Anaiomique, 1861, p. 220.
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Up to that date, no one had injected the afferent and efferent

lymphatic vessels : injection would probably have shown some in-

teresting peculiarity in the rich parenchymatous network, and in its

permeability.

Hypergenesis of the cellular elements of the gland is then, it ap-

pears, the principal anatomical fact in adenia : it is the starting fact

the origin, so to speak, of all the secondary lesions. These secondary

lesions, however, ought to be more particularly studied in the spleen

and liver. Hypertrophy of these organs is hardly observed till the

second stage of the disease. The spleen, especially, may acquire a

great size : as you have seen, that organ may occupy the whole of the

left side of the abdominal cavity, and descend to the pubes. In

twelve cases of adenia which I analysed, in four only was the spleen

increased in size. In the case of Dr. Bonfils, it weighed one kilo-

gramme, and measured 24 centimeters in length by 15 centimeters

in breadth. In the case of Dr. Leudet, it measured 16 centimeters

in length by 1 7 centimeters in breadth. In the examination made

by Drs. Bonfils and Leudet, there was no observable structural

modification ; but in Dr. Potain's case, although the spleen scarcely

exceeded the normal volume, its section presented a uniform bright

red color exhibiting the cut surfaces of very many white points of the

size of hemp seed, and very apparent whitish trabecular The white

points presented granules of a slightly irregular rounded shape, of

feeble consistence; and which were constituted by nuclei in all

respects similar to the nuclei found in the lymphatic glands.

In no case did the liver present any remarkable alteration. Gene-

rally, nothing more was discovered than slight hyperemia of the organ,

without any alteration of capsule, stroma, or hepatic cells.

No microscopic or chemical analysis was made of the contents of

the receptaculum chyli, nor thoracic duct, the great lymphatic trunk

of the right side. It would have been important to have discovered

whether, in these different localities, there was any diminution or

augmentation of the lymph globules, or any alteration in their form

and color. Be that as it may, observers have not noted, post mortem,

any modification in the blood found in the heart and great vessels.

Microscopic examination instituted at the beginning of the last stage

of the disease, has established the non-existence of leucocythsemia.

Hence, it is exceedingly probable, that there is no increase in the

lymph globules passing into the superior vena cava ; and conse-

quently, that the lymphatic ducts leading to that vein do not contain
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these globules in excess : it is even possible,, that they are much less

numerous than in the normal state.

The conclusion from all these facts is that, although the affection

has its seat almost exclusively in the lymphatic glands, it is only in

some exceptional cases that the intestinal glands share in the

cellular hypergenesis constantly met with in the lymphatic glands. I

ought, however, to mention that, in a case of adenia, reported by Dr.

Halle, which occurred in the hospital practice of M. Nelaton, the

liver was studded by innumerable small white bodies cancerous in

their general appearance, and varying in size between a lentil and a

hazel nut. The spleen, which was enormously enlarged, presented,

we are told, a great number of soft cancerous masses, of the size of

a walnut, the white color of which contrasted with the red of the

tissue of the spleen. It is not stated that the white masses found in

the liver and spleen were demonstrated to be cancerous on micro-

scopic examination, so that we are entitled to doubt that they were

of that character. This doubt is the more allowable, as similar

masses found in the spleen of Dr. Potain's patient presented, under

microscopic examination, a structure identical with that of the

lymphatic glands of the same patient. I am inclined to believe,

that a similar statement is applicable to the so-called cancerous

masses met with in Dr. Halle's case.

Gentlemen, we have now reached the most interesting part of the

subject of adenia—its etiology. Struck by the general affection of

all the lymphatic glands, the first hypothesis naturally presented to

the mind is the existence of a diathesis. Can we associate the

lymphatic affection with any known diathesis? Can we cite in

explanation of the general hypertrophy of the glands, the consti-

tutional diseases termed scrofulous, tuberculous, cancerous, and

syphilitic ? Certainly not ; for in infancy, the patients presented no

manifestation of the scrofulous diathesis, and the glandular affection

was developed at an age when scrofula has lost all its power.

Moreover, to prove that neither the scrofulous, cancerous, nor syphi-

litic diathesis has anything to do with causing the disease which I call

"adenia/' it will be sufficient to study the glandular affection as a

local affection.

Syphilis itself does not explain in a more satisfactory manner the

cellular hypergenesis of the lymphatic glands; for if it be true

that in secondary pox, the glands may be the seat of chronic

inflammation, the inflammation never extends to more than a
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number of glands; and further, only one patient—Dr. Leudet's

patient—had any syphilitic antecedents, and none of the other

patients, including the young woman whose case I have reported

to you, ever showed any syphilitic manifestation. Let me add, that

treatment by mercurial preparations or iodide of potassium, though

it may cure the syphilitic gummata as in Dr. Leudet's case, exerted

no action on that man's glandular system ; nor on that of any of the

other patients, who from deficiency of exact information, and in

default of knowledge of the cause of the disease, were subjected to

that medication.

We are thus constrained to conclude, that there is a new special

diathesis, the essential nature of which is unknown, which we call

the lymphatic diathesis. This diathesis may be described as a ten-

dency in certain persons to present, under the influence of a deter-

mining cause, glandular engorgements, at first local, and becoming

general in from eighteen months to two years. This glandular

engorgement, as
x

I have seen, may consist in a hypergenesis of the

normal cellular elements of the lymphatic glands, a hypergenesis

which in some cases may invade the glandular corpuscles of the

spleen and intestine. The patient, consequently, has anaemia and

cachexia, unaccompanied by leucocytosis.

Adenia, I have said, is a diathesis which has a determining cause.

What is this cause, and what is its most common seat ? When we

attentively peruse the reports of cases of adenia, whether described

by others or observed by ourselves, we are struck by the fact that, in

the first instance, only one or two glands have been enlarged : some

weeks, or, it may be, two or three months after the appearance of

these swellings a veritable explosion of glandular tumors occurs in

different parts of the body, while, at the same time, the original

tumors rapidly increase in size. In the majority of cases, the sub-

maxillary are the glands which first become affected : sometimes,

however, the first seat of the affection is in the axillary or inguinal

glands.

Whenever there is an acute or chronic engorgement of glands, we

must search in the regions which they depurate for some organic

lesion to explain the glandular irritation. This rule, which is abso- •

lute, will be found to lead to many important results. It is

natural, therefore, in a case of general adenia, to inquire, what local

lesion has occasioned the original engorgement. There are many
cases, however, in which no light is thrown upon this question : we
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must be satisfied to note that the engorgement commenced in

the axillary, inguinal, or maxillary glands—which is provoking.

Viewed along with these incomplete cases, there are others—the cases

of Leudet, Potain, and Perrin, and the case of my Stockholm

patient—which possess great interest in relation to this question. I

have thrice observed that there existed acute or chronic irritation at

the great angle of the eye or in the external auditory passage : and

observe, Gentlemen, that the glands first attacked were situated on

the same side as the ocular, nasal, or aural lesion, and that the sub-

maxillary and cervical glands of the opposite side, as well as the other

glands of the body, were only secondarily attacked. It is, therefore,

well worthy of remark that, in the five cases to which I have referred,

there were four with inflammatory lacrymal tumor, chronic coryza,

and otorrhcea. One cannot help being struck with this alteration of

the skin and mucous membranes, and with the primary glandular

alteration. I ought, however, to remind you that, in one of Leudet'

s

cases, and also in the case for which we are indebted to Perrin, the

patients stated that the glandular engorgement began in the axillary

region. Subsequently, however, MM. Leudet and Perrin disco-

vered submaxillary engorgement, so that we may suppose the possi-

bility of that engorgement having existed at the commencement of

the adenia, but to so small an extent as not to attract the notice of

the patients.

Be that as it may, it is a fact that, in twelve cases of adenia,

there were four in which there existed lacrymal tumors, a chronic

coryza, and an otorrhcea.

It is not a matter involved in the least doubt—it is a positive

fact—that there is a relation between the primary adenopathia and

the superficial lesions of skin and mucous membrane.

As to general consecutive adenia, I cannot understand, ad-

mitting certain persons to have a predisposition of such a special

nature, that one or two lymphatic glands being engorged for a

certain short period, in general of variable duration, but nearly always

of recent date, should be the starting point of the generalisation of

the malady to the other glands.

I have already told you the effect which adenia produces upon the

composition of the blood. The microscope has shown that both

before and after death, it contains no excess of white globules or

globulines. And although there is no proof that the quality of the

globules has undergone any modification, the characters of the
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adenia, at least in the second period of the disease do not leave the

smallest room for doubt as the quantity of the red globules. It is

probable, therefore, that in adenia, there is a diminution of the com-

ponents of the red globules ; and that this diminution is very probably

the result of general enlargement of the glands.

It has also been observed by Wunderlich that, in a certain number

of cases, the adenopathia does not become general till after it has

been some time exclusively localised in a few glands. At other

times, the affection begins with a general outbreak. Yirchow is not

in the slightest degree perplexed as to the secondary nature of the

generalisation of the malady : by his favorite embolism, he explains

the metastasis. The "explanation of primary generalisation is not

quite so simple. Moreover, Yirchow' s metastatic embolism explains

nothing in respect of the special affection, because all those—and

they are fortunately many—who have enlarged glands have not

general adenopathia as a sequel. If the generalisation be the ex-

ception, it is because it is dependent on exceptional causes. For

want of a better name, I call these exceptional causes specific

causes.

Wunderlich (much more the clinical physician than Yirchow) is of

opinion [that adenopathia, whether it become general on the first

manifestation of the disease, or consecutively, is one and the same

thing ; and that it is a constitutional affection, just as cancer,

whether it be general at its first outbreak, or do not become so till a

subsequent period, is in both cases a constitutional affection. This

statement does not imply that Wunderlich and I are acquainted with

the essential nature of adenia. Is there anything of which any one

knows the nature ? It is only effects that are known.

ButWunderlich goes further : considering that there is no difference,

except in the state of the blood, between leucocythsemia and adenia

(which he calls pseudo-leucocythsemia) he asks—Whether adenia

be not an early stage of leucocythsemia ; and whether the difference

between the two affections does not consist in a diversity of accessory

causes, by which there is produced a great quantity of white globules

in one case, and no white globules at all in the other case? Wunderlich

explains the nature of this accessory cause : in leucocythsemia, he

says, that there is hyperplasia of the interstitial connective tissue in

the stroma of different organs, such as the liver, spleen, kidneys, and

intestines ; and as the lymphatic vessels originate in the plasmatic

network of the connective tissue, the cellules, as they multiply, may
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enter the lymphatic vessels, and so get into the blood. This would

explain the profusion of white globules in leucocythsemia, in which

we find these conditions.1

I confess that till more ample information be obtained, I shall con-

tinue to look on leucocythsemia and adenia as two distinct affections,

although very nearly approaching one another in respect of their

lesions. To my mind, the fact of the progress of the disease being

very different in the two cases is decisive of the question.

Does the study of adenia in which we have now been engaged

furnish practicable therapeutic indications ? Hitherto, no system of

treatment which has been employed seems to have yielded a satis-

factory result : it is well to state, however, that in three cases, the

waters of Kreuznach and Lavey, and sublimate baths appeared, at

least temporarily, to retard the progress of the disease. In the first

case, the German waters reduced the volume of the engorged glands.

A patient for whom I prescribed sublimate baths, did not, for some

months, appear to suffer in his general health from the morbid

alteration of the glands. M. Cossy reports the case of a patient,

aged 53, affected with general hypertrophy of the glands, without

leucocythsemia, whose condition was remarkably ameliorated by atwo'

months' course of the waters of Lavey. In this particular case,

however, the treatment was complex ; for the waters were given

internally to an extent sufficient to produce slight purging : hot and

cold douches were played upon the glandular tumors as well as on the

body generally : the tumors were also regularly subjected to

shampooing : and the patient took daily three of Blancard's iodide

of iron pills.

This treatment—on several occasions temporarily diminished in

activity—led to amelioration, which began to show itself after the

thirtieth day. The treatment was continued for two months ; and
when the patient left Lavey, there was diminution, to the extent of

one half, in the volume of the engorged glands. In this particular

case, resolution was more attributable to the physical process of

applying the mineral waters than to the iodides and chlorides which
they contain in small quantity, and which they impart to the

mother water of the saline waters of Bex, with which they are gene-

rally mingled.

1 Wundeklich :— Pseudoleukemia, Hodgkin's Krankkeit, oder Multiple
Lympkadenome ohne Leuksemie. [Archiv der Heilkiinde, 1866,^9. 531.] See
also :—Paul Spillmanx in the Archives de Medecine for August, 1867.

14
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If in the case now related, the amelioration ought in part to be

attributed to the action of the iodides and chlorides, it would perhaps

be advisable to prefer to the waters of Kreuznach and Lavey those of

Saxony, which (without the addition of the mother water) contain,

according to Dr. Aviolat, the enormous quantity of thirty-three

grammes of iodides and ten grammes of bromides in a bath of three

hundred litres.

The general indications of treatment are furnished by the state of

the glands, and the ancemia. Whenever we find primary engorge-

ment, and recognise its cause, we ought to use every means at our

disposal to remove the primary irritation ; but when there are already

numerous glands manifestly engorged, we must not hesitate to endea-

vour to modify the general morbid state of the patient, either by

giving repeated saline purgatives, or mineral purgative waters, such

as those of Kreuznach, Levay, and Saxony, or other waters of similar

character. It is necessary at the same time to employ local treat-

ment by douches and shampooing, to induce absorption of the super-

ficial tumors. Finally, preparations of iodine, iron, and cinchona,

will have the double advantage of modifying the general state of the

system, and combating the anaemia which is apt to make rapid pro-

gress. I have, I confess, Gentlemen, only a moderate amount of

confidence in this complex treatment of a disease which seems to me

to have a specific character; but it is our duty, when we are

without a specific remedy for a specific disease, to use every effort to

counteract the disease by other medicines, even when it must be

admitted that they only influence symptoms.

Gentlemen, I must not omit saying a few words regarding a glan-

dular affection which I have very often observed in young Creoles,

and particularly in Creoles from the Mauritius and the Island of

Reunion. I cannot, however, be sure that it is not due to mere

chance that I have seen this particular form of adenia in young per-

sons born in the two colonies I have named, and never once in persons

born in the Trench or English West Indies.

In adolescence, and more frequently in boys than in girls, we see

the superficial and deep inguinal glands become swollen, sometimes

only on one side, and at other times, simultaneously on both sides.

The disease makes its appearance in paroxysms, lasting for one, two,

or three months, separated from one another by intervals, it may be of

several months. An attack of greater violence than its predecessors

then sets in, and some of the glands suppurate. In certain cases,
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the suppuration extends to several glands, and in succession to the

entire mass of glands. The patients are consequently condemned

to a long confinement to bed or bed-room. Sometimes, the sup-

puration goes on for a year. It sometimes happens, very seldom,

fortunately, that perinephritic abscesses form. This occurred

in a case of which I shall have to speak when I come to treat of

that subject. There may be a band of glands suppurating from

the groin up to the kidney, with large abscesses forming round

that organ. You can appreciate the danger involved in such an

occurrence.

In the majority of cases which have come under my observation,

the disease lias ceased at the age of manhood without my being

able to attribute much benefit to the medical treatment em-

ployed.



LECTURE XCII.

AMENORRHEA AND MENORRHAGIC EEVER.

Menorrhagic Fever.—Amenorrheafrom Change of Residence does not

call for any treatment ; or at least there are no special indi-

cations of treatment.—Menstruation consists of two parts ; viz.

Ovulation, andHemorrhagic Muxfrom the mucous membrane of the

Fallopian tubes and Uterus.—Amenorrhea from Chlorosis and

from Ancemia.—Amenorrhea, consequent upon Disease, Acute or

Chronic.—Therapeutic Indications derived from the state of the

General Health.—Therapeutic Opportunity.— General and Local

Bloodletting : Hot Baths : Iodine : Emenagogues.

Gentlemen :—An error in diagnosis, which you saw me commit

the other day, affords me an opportunity of entering into some

details regarding an affection to which I give the name of menor-

rhagic fever [fevre menorrhagique] .

A young woman of 17, who had been ill for six days, was

admitted as a patient to Saint-Bernard's ward. She was born in the

country ; and had only resided four months in Paris. Like most

new-comers, she did not menstruate. Erom the commencement of

her indisposition, she complained of headache, giddiness, and in-

somnia. She had epistaxis, loss of appetite, foul tongue, and

diarrhoea. The pulse was febrile ; and there had been no cessation

of fever. I concluded that the case was one of dothinenteria. On
the following day, the catamenia appeared, and the fever abated.

The menstruation was normal ; and two days after the appearance of

the sanguineous discharge, health was completely re-established.

Gentlemen, this is not the first case of the kind which has presented

itself in our wards : not a year passes without my calling your

attention to such cases, of which sometimes I am led to form an

erroneous diagnosis.

When the menstrual function takes place every month in a regular
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manner it is generally attended by discomfort of unimportant cha-

racter; there are, nevertheless, headache, and a modification of the

different functions which remind us of the febrile disturbance caused

by slight indispositions : this arises from monthly ovulation being

pathological to a certain extent, the turgescence of the ovaries and

uterus, and rupture of the Graafian vesicle, constituting a sort of

morbid process affecting some individuals more than others.

In many women, as you know, there supervenes not only the dis-

comfort to which I have referred, but likewise symptoms of real fever

:

this is not to be wondered at when we reflect upon the individual

peculiarities so frequently met with in practice.

Some persons, with a slight sore-throat, a boil, or an inflamed

superficial gland, have violent fever, even sometimes accompanied

by delirium. It is, therefore, not in the least surprising that,

in exceptional circumstances, the process of ovulation should be

accompanied by pretty severe febrile paroxysms.

"We know, likewise, that the economy, be it ever so excitable,

becomes quite habituated to morbid impressions often repeated in a

similar manner. If, however, the same morbid impression recur

after a very long interval, it is much more severely felt : on the

other hand, in respect of menstruation, the phenomena attendant

upon congestion and haemorrhage are in general aggravated in pro-

portion to the length of time during which the function has been

suspended. There exists then a twofold reason for the menorrhagic

fever being more violent.

Having been led to discuss this subject, I must not neglect the

opportunity of speaking to you of amenorrhcea and its treatment.

You have seen me so often employ very different forms of treat-

ment, that you must naturally be disposed to ask me to explain

my apparent versatility, and to declare the therapeutic principles

which guide me.

I stated at the beginning of this lecture, that it is a frequent

occurrence for young girls on arriving in Paris to have suppression

of the catamenia. Change of residence is enough in itself to produce

this result, without there being any change in the manner of living.

Young girls who have lived a number of years in a provincial

boarding-school, on moving to a similar institution in Paris, where

the regime is evidently the same, often experience an interruption of

several months in their courses; and young girls removing from

Paris to the country similarly suffer. We constantly have in our
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wards servant girls from the country, who, for some months after

their arrival in Paris, have ceased to menstruate. Here, then, is

amenorrhoea from a cause for the removal of which we are not

called upon to do anything, unless unfavorable symptoms arise.

Some girls begin all at once to menstruate regularly : others,

and they are probably the majority, menstruate very irregularly for

two or even three years, without seeming to have the slightest de-

rangement of health. This state is often a cause of anxiety to

mothers : but the most prudent course to follow under such circum-

stances is to abstain from all interference, at least until some

disturbance in the health render it necessary to institute decided

treatment.

I need not tell you that in acute diseases, menstruation is only

slightly modified (as my colleague M. Herard has shown), but that,

on the contrary, in chronic maladies, it first become irregular and

then, in the majority of cases, ceases altogether.1 We can under-

stand why a very strong morbid antagonism should powerfully

modify ovulation, a function only occasionally in exercise, when we

see that it disturbs those functions which are more immediately

necessary for the maintenance of life.

Suffering women too frequently attribute aggravations of their

maladies to suppression of the menses. Though, sometimes, acerba-

tions arise under the influence of an abortive menstrual congestion,

yet the disturbance thereby induced is generally transient, and

unimportant. There are cases, however, in which menstrual con-

gestion may be regarded as the cause of severe symptoms in young

girls of hemoptysic tendency. Whilst the economy is preparing

for the great work of ovulation, which constitutes so important a

part in a woman's life—as important in her as the work of repro-

duction is in every animal and vegetable organised species : it pro-

duces an excitation which pervades the whole system, and gives rise to

fluxions and hemorrhages, the latter being particularly apt to occur

in wroman. Women, likewise, often have headache, swelling of the

breasts, and hemorrhoidal congestions : epistaxis is also usual, and

hemoptysis, in those of tubercular predisposition. There is greater

reason to fear accidental, when there is a cessation of the normal

hemorrhage.

1 Herard :—M£moire sur l'lufluence des Maladies Aigues sur les Regies.

[Actes de la Sociele Iledicale des Hopitaux de Paris, fascic. 2me, 1852.]
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Although physiologists allege menstruation to be always connected

with an act of generation—abortive or non-abortive—in this sense

that it is always preceded by the development and rupture of an

ovule—clinical observers must protest against so absolute a state-

ment. Under the influence of some mental emotion, or some mor-

bific cause, we often see the catamenia reappear some days after they

had ceased ; and in such cases, it is difficult to believe in the exist-

ence of a preparatory ovarian work. Sometimes, the blood appears

a few minutes after the mental cause by which the woman has been

affected, just as occurs in epistaxis. Although I do not dispute

that there is a relationship between ovulation and hemorrhage from

the uterus, I am disposed to consider the latter as a simple coinci-

dence, determined especially by modifications of the uterine nervous

system, similar to those produced by many other causes.

The study of the phenomena which precede each menstrual period

has an important bearing on the treatment of amenorrhcea, for a

reason on which I will afterwards enlarge, and which for the present

I will merely mention. The reason is this :—once the catamenia

have been suppressed, it becomes impossible to calculate their return

from their usual and normal epochs. I now recur to the phenomena

of which I was speaking.

Pretty generally, menstruation is preceded by a certain change of

disposition, not always very appreciable by the physician, but recog-

nised by those in habits of intimacy with the woman. Frequently,

also, there is a feeling of general discomfort and loss of appetite.

In a very considerable number of cases, one or several small pustules

of acne appear on the lips and chin. These are the primary signs

of a menstrual period, which are apart from the organs of genera-

tion. The other more important precursory signs specially belong

to the reproductive organs : I refer to turgidity of the mammae
which become painful, and the lobules of which are more distinctly

felt than at other times : also, to heat in the sacral region, sensation

of weight in the loins, slight leucorrhcea, frequent desire to make
water, and (in many who are generally constipated) to a tendency

to diarrhoea. I need not add, Gentlemen, that in most chronic dis-

eases, there is a slight exacerbation of the symptoms, which, in

many cases, has a positive significance.

\ou. will at once perceive, Gentlemen, the importance of ques-

tioning, with very great minuteness, women suffering from amenor-

rhcea, so as to elicit from them the presence or absence of the
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precursory signs which I have now succinctly noticed. It is neces-

sary clearly to bear in mind that it is exceptional for hemorrhage

from the uterus to occur at other times than the menstrual periods.

It is vain to attempt to cause a return of the menses after they have

ceased eight days—for such a purpose it would be useless to employ

any imaginable diversity of measures ; on the other hand, you would

find it a matter of extreme difficulty to adopt any medication suffi-

ciently bad to prevent their reappearance at nature's appointed term.

If it be so difficult to induce the sanguineous discharge in absence

of the normal preparative changes, what success can we hope for

from giving any so called emenagogue to a woman suffering from

amenorrhoea ?

Opportunity is as important a consideration in pathogeny as in

therapeutics. A man has just had an attack of gout—not his first

attack : consequently, he is a gouty subject. If he have got quite

over the attack, he may commit excesses at table or with women, or

keep late hours, without immediately inducing a new paroxysm of

gout. But when the gouty principle has remained pent up for a

long time, when it is ready prepared, accumulated within the system,

the slightest exciting cause will be sufficient to produce a violent

attack. I may say the same in respect of herpes, megrim, asthma,

and other diathesic diseases. A person when sweating profusely,

may get drenched with icy rain, or he may ten times rest in a marsh

exposed to cold and damp, without suffering on return home the least

pain, or even without a cold in the head. Eight days later, however,

a half-open window may give him inflammation of the lungs or

acute rheumatism. This is explained by there being no predisposi-

tion in the first, and in predisposition existing in full plenitude in

the second state. In the same manner, you can understand that

the general preparation in the economy which terminates in men-

struation increases, and accumulates from the cessation of one

<catamenial flow up to the commencement of another ; and also, that

the influence of medical treatment will be quite different according

as the measures are employed to-day or three weeks hence.

Emenagogue treatment, Gentlemen, is a very complicated affair;

and it may be said, that if there be a method of treatment deserving

of the epithet emenagogue, there are very few medicines entitled

to that appellation.

Do you suppose that you treat amenorrhoea in the same way
in. a strong plethoric woman, as in a subject of extreme anosmia ?
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Do you suppose that if the morbid antagonism of inflammation of

a lung or of any other organ has caused suppression of the men-

strual flux, you ought to proceed as you would in the case of a young

woman whose courses have been abruptly stopped by putting the

feet into cold water ? Gentlemen, the mention of these well-known

matters is sufficient to point out to you the difficulty of the treatment.

In women and in men, there are necessary functions in constant

operation: as the cutaneous, renal, and hepatic secretions go on

uninterruptedly, you can understand that sometimes the physician

requires to do very little to excite these different secretions, the

system being always in a state of readiness to perform them. There

exists a continuous functional aptitude, which can be augmented by

means very slightly active.

But menstruation is an intermittent function—transient, and, in a

sense, accidental. So numerous are the circumstances which disturb

it, that it is easy to see that therapeutic difficulties have to be en-

countered when it is- wished to augment or regulate it. This func-

tion is not so essential to the adult woman that it must be performed :

it is also easily disturbed when the general functional harmony is

seriously deranged. "When this general derangement exists, it is

useless to attempt to restore the menstrual function by emenagogues.

The primary indication is to restore the equilibrium ; and then the

special excitant of the uterus becomes an important weight in the

balance. The menstrual function will be tardy in re-establishing

itself, not only so long as an antagonistic flux continues, as is the

case in certain acute and chronic phlegmasia?, but also in the dias-

thesic diseases (such as chlorosis, albuminuria and diabetes), which

exceedingly alter the constitution of the blood and disturb the

harmony of the nervous system.

If in chlorosis, far example, the permanent and necessary func-

tions, such as calorification, innervation, diuresis, and diaphoresis,

are so strangely and inveterately perverted, what must it be in

respect of an accidental function such as menstruation ?

It is, therefore, Gentlemen, too evident to require further remark,

that if the menstrual flux be prevented by the antagonism of a i'ever

or a phlegmasia, the sole object of the physician must be to combat

fever or phlegmasia. Should plethora be the cause of the evil, it

is by diminishing the mass of blood, and reducing its plasticity, that

the uterine flux will be facilitated ; whereas, if the functional de-

rangement be attributable to chlorosis, the proper treatment will
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consist in administering ferruginous preparations and tonics. These

different means, so opposite in their nature to one another, are not

emenagogues ; and yet they are the most powerful agents in emena-

gogue treatment. As this statement may seem a little obscure and

odd to some of you let me explain it, so that you may quite under-

stand my meaning.

The better the health, the greater the regularity with which all

the functions are performed ; and if the advent of disease acciden-

tally excite serious disturbance of the functions, their restoration to

a normal state will be brought about simply by restoring the general

health. In fact, cessation of the causes of disturbance is sufficient

to enable the system to return to its right working order. The

treatment which effects the cure is not an excitant of the disturbed

function : it simply restores order, and so enables the laws which

preside over the economy to resume their empire unhindered by any

obstacles. Thus it is that tartar emetic, digitalis, quinine, iron,

bloodletting, and many other remedies apparently so opposite in

their properties, prove themselves to be emenagogues, in the same

way that they act as excitants of the secretion from the lungs,

kidneys, and liver, in virtue of their power to restore the general

health. They have no special properties. But, Gentlemen, the health

being re-established, there may still remain some functional incerti-

tude, some hesitation in the functions to resume their usual course

;

and it is in such circumstances, that it is useful to employ special

excitants such as I am now going to consider.

There is no excitant emenagogue with which I am acquainted so

efficacious as the general warm bath : to impress this fact on your

minds, it is sufficient to remind you, that after a somewhat protracted

hot bath, nearly every woman experiences uterine congestion, mani-

fested by lumbar pains, a feeling of weight at the lower part of the

abdomen, leucorrhcea, and an increase in the occasional flux, which

often appears before the normal epoch. To obtain, however, the

desired result, the bath must be given, at least, thrice a week, and

repeated daily when the menstrual period is imminent. By-and-by,

I will recapitulate the signs which I have already mentioned ; and

on which I cannot too much insist.

Bleeding from the arm, when the precursory menstrual signs exist,

is a measure of immense potency ; and it is not unusual for the

uterine flux to appear an hour after the bloodletting. I need not

tell you, Gentlemen, that this heroic treatment would scarcely be
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opportune in chlorotic women, or in those who have long been

sufferers from chlorosis.

The application of leeches ranks next after bleeding from the arm ;

and as it causes less alarm to patients and their relations, it is a

measure which, in general, is much more easily accepted. This,

however, is a matter regarding which some explanations are re-

quired. It is very essential to know the number of leeches which

ought to be employed, and the place to which they ought to be

applied. First, I will speak of the place of application.

Some physicians think that the leeches ought to be applied to the

labia majora, basing their opinion on I know not what theory, and

also, perhaps, on the practical fact, that the application of a small

number of leeches to any particular place, determines a great con-

gestion to it. The proceeding is apt to occasion great inconve-

niences : it very often leads to local engorgements, furuncles, and

boils. It has also, when the bites are healing, the serious drawback

of exciting intense itching, which may sometimes occasion trouble-

some sensations in girls, leading them to contract bad habits. I

now always apply the leeches to the inside of the knees ; and I have

never seen this practice prove less efficacious than the other. It

possesses, moreover, the advantage of enabling the physician to

arrest the bleeding, with the greatest ease, by making pressure on

the condyles of the femur or the head of the tibia : and this is the

more necessary that the application of leeches acts much less by

subtracting blood, than by causing congestion. So convinced am I

of this, that I invariably advise the bleeding to be stopped by agaric,

as soon as the leech falls off; and I obtain equally good emenagogie

results, the patient having only lost a few grammes of blood, a con-

sideration of great importance. This practice is repeated on three

successive days. Should the first application cause the menstrual

flux to appear, I do not prescribe a second : should the flux stop, I

order another application of leeches to be made.

It is quite true that the subtraction of even this small quantity of

blood enfeebles chlorotic subjects ; but it is a remarkable fact, that

the reappearance of the flux in a natural manner, and with increased

abundance, is often a precursor of a restoration to health. Not-

withstanding the enfeebling which this treatment causes, I do

not the less recommend it, because it really renders very great

service.

When the stomach will bear it, the tincture of iodine ought to be
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administered three times a day, from five to fifteen drops being given

each time in a weak infusion of saffron : this is a powerful emena-

gogue. It ought to be taken continuously for several weeks.

You have so often heard of iron as an einenagogue, that it is in-

cumbent on me to make some remarks to you on that subject.

On chlorotic subjects who have amenorrhea, iron seems to act as

an emenagogue. On the other hand, when they have menorrhagia,

iron acts as an hemostatic, which shows that this therapeutic agent

is neither an absolute hemostatic, nor emenagogue, but a medi-

cine which seems either to suppress or cause menstruation by

re-establishing the health under normal conditions—conditions under

which menstruation ought to take place.

By this very summary enumeration of the chief measures which

ought to be adopted to restore menstruation, you may have observed

that iron, the last which I have mentioned, is not absolutely an

emenagogue ; so little has it the properties of an emenagogue, that

in a healthy woman, it rather diminishes than augments the monthly

ilux. It ought, consequently, to be considered as a relative emena-

gogue : the others are absolute emenagogues, as they will, in certain

states of a woman's health, augment or cause the menstrual flux,

provided there be not a too frequent repetition of the bloodletting of

which I have spoken.

You recollect the remarks I made a little while ago on the neces-

sity of considering opportunity in employing this or that remedy

:

never is this more absolutely necessary than in emenagogue treatment.

Under ordinary circumstances, neither iodine, bloodletting, nor

baths, will cause a return of the menstrual flux when it has ceased;

but if the preparatory work has begun in the system, these measures

will possess great emenagogue power. In amenorrhcea, from men-

struation not having occurred a long time, there is no way of

recognising the signs of the precursory work going on, and no way,

consequently, of recognising the opportunity for employing emena-

gogues.

However, Gentlemen, by exercising vigilant attention, the phy-

sician may find out the exact time for prescribing emenagogues.

Before speaking of the signs by which to recognise the opportune

•time for action, let me remove a prejudice, which I regret often to see

possessing a strong influence on the minds of physicians. I do not

suppose that there is a single medical practitioner who believes in

lunar influence, and is not perfectly aware that out of one hundred
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women, there is not one perhaps in whom the menstrual flux corres-

ponds with the same phase of the moon. Many women maintain

that they have their courses on particular days of the month, for

many months in succession. However, on coming to exact count

and reckoning with them, when they have been obliged to note the

exact dates of a series of epochs, it is easy to satisfy oneself, and not

difficult to convince the women themselves, that there is very little

foundation for their assertion. This, Gentlemen, is a matter of

some importance : in place of reckoning the epochs by the revolu-

tion of months, it is necessary, in each case, to compute the return

of a period, by the time which, in the particular individual, has

been ascertained to separate one period from another. This is an

important matter for observation, when it is proposed to administer

emenagogue remedies at the epochs when the catamenia are pre-

sumed to be due. But we must clearly bear in mind, that compu-

tation is impossible when there exists amenorrhcea of some months'

duration. The suppression of the menses which occurs during

pregnancy is purely physiological : it has, moreover, this curious

feature, that during the first three or fdur months, most women

have very distinct menstrual signs ; and experienced accoucheurs

are well aware that abortion generally takes place at a menstrual

period : accoucheurs, also, from a dread of the fluxionary phenomena

which thus appear, enjoin absolute rest at these periods upon women

liable to miscarry. But when the amenorrhcea is not caused by

pregnancy, the fluxion to the organs of generation at once loses its

usual regularity, and no longer furnishes data whereby to calculate

the probable return of the courses ; and experience teaches us, that

the sanguineous flux may reappear at very irregular and, indeed, at

quite indeterminate intervals.

I required, Gentlemen, to enter into these details, to enable you

to understand the utility—I would even say the necessity—of

instituting treatment at one time, and avoiding to institute it at

another. I have already told you, the approach of menstruation is

announced to women by a certain amount of discomfort, by altered

disposition, by swelling of the mammas, by leucorrhoea, and by a

frequent desire to pass urine. Both physician and patient ought to

have their attention constantly directed to these phenomena, because

it is at the time of their appearance, and only then, that the more

direct excitants of the catamenia find their opportunity. Then it is,

that the application of a few leeches, or such a bleeding from the arm
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as I have spoken of, brings on the menses. Then it is, that the tinc-

ture of iodine, saffron, and ammonia produce effects which are de-

cidedly emenagogue. Then, also, it is that protracted baths will

prove most efficacious.

When the signs of fluxion have passed, we must not continue the

use of these means : we must wait for a new indication to employ

them, and take special care to make use of them during the increase,

and not during the decline of the fluxionary condition. When there

is nothing in a woman's state to indicate congestion of the ovaries or

uterus, the time is not so opportune for the physician's intervention.

Then, it is necessary without any reference to the periods, as they are

not recognisable, to proceed, with continuous medication, employing

such remedies as iodine and iron, taking care, of course, that there

exist no contra-indications to their being used.

Some physicians have recommended as a more direct measure for

causing menstruation the establishing each month an artificial

menstruation, a proceeding which has its advantages. In pursuing

this plan, we must bear in mind the normal interval which, in each

individual we have to treat, separates one period from another. For

four or five successive days, a very prolonged hot bath ought to be

given in the morning ; and there ought to be introduced into the

rectum, in the evening, a suppository containing five centigrammes

of tartar emetic, or twenty-five centigrammes of rue or sabine.

When a fluxionary movement has been excited by these measures, a

leech ought to be placed to each knee for three days in succession,

care being taken to stop the bleeding as soon as the leech falls off.

On the following month, this treatment is repeated : but it is very

necessary to bear in mind that nature does not easily respond to our

injunctions, and that, frequently, the return of the fluxion which

indicates coming menstruation will occur during the interval between

the epochs which we have determined to be the menstrual epochs.

When this occurs, we must follow the plan which I have just been

pointing out.
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PELVIC HEMATOCELE.

Physiological and Pathological Anatomy of Pelvic Hematocele.—
Catamenial Hematocele ; from, Hemorrhage into the Fallopian

Tube ; Excess of Fluxion, or Deviation in the floio of the San-

guineous discharge, is frequent, slight, and often recurs.—Acci-

dental Hematocele from Ovarian Hemorrhage, Alteration of the

Parenchyma, or Varix of the organ is a rare and almost always a

mortal malady.—Hematocele from Blood Ascending from the

Uterus by the Fallopian Tube, and being Effused into the Peri-

toneum.—Cachectic Hematocele.—Hematocele caused by Altera-

tion of Blood.—Tubal Hematocele.—Diagnosis : Tumor behind

or around the Uterus.—Intra-peritoneal, Catamenial Hematocele.

—Extreme Palor.—Slightness of Peritoneal Pain.—Intraperi-

toneal, Accidental, or Ovarian Hematocele : slight Hemorrhage

from Rupture of the Hematic Pouch : Acute Peritoneal Pain.—
Extra-peritoneal Hematocele : slight Pain and slight Hemor-

rhage.—Differential Diagnosis : Phlegmon and Abscess of the

Lateral Ligaments, Entra-uterine Pregnancy, Hydatid Cysts

of the True Pelvis.— Treatment: Surgical Intervention to be

avoided.

Gentlemen :—The case to which I wish to call your attention is

that of a girl of sixteen, who has been admitted to Saint-Bernard'

s

ward. She has only menstruated once ; and that was two months

and a half ago when resident in the country. She came to Paris, two

months ago, in the capacity of domestic servant : she was then

jaded, and had suffered from mental distress. On November 7th, the

day of her admission to the hospital, she had the symptoms of con-

tinued fever. Two days later, there was no longer any doubt as to

the nature of the febrile malady : the tongue was dry, the teeth were
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covered with sordes, and there was diarrhcea : the pink coloured lenti-

cular spots were seen : there was pain in the abdomen, particularly

in the right iliac fossa. The other symptoms were—a rapid pulse,

drowsiness, low delirium, and mucous rales in the chest.

Towards the end of the second week, she had a better appearance,

but it did not last long : she soon fell into a state of deep adynamia;

and on Thursday 21 November, that is to say, about, probably, the

eighteenth or nineteenth day of the disease, she died.

At the autopsy, we found an effusion of reddish serosity, free

from clots, in the pelvis. In the midst of this effusion, was a

tumor as large as a hen's egg. It belonged to the right ovary, and

did not adhere to the neighbouring parts : there was no trace of

peritoneum. The effused serosity weighed about from one hundred

and fifty to two hundred grammes.

The right Fallopian tube had no adhesions : its fimbriated

extremity was much injected : in the cavity of the tube, about its

external third, there was a small quantity of sanious, grey-coloured,

muco-purulent fluid. There was a tumor on the ovary resembling

an egg in size and form : it was brown, smooth on the surface, and

without false membranes. On its descending part, there was a pro-

jecting clot the size of a pea, which was hard, to a great extent

fibrous, and was strangled by an ulceration across which it was

continuous with another clot situated in the centre of the tumor.

On making an opening in the posterior part of the tumor, it was

ascertained that we had to do with a haematic cyst, which had con-

tained a very large clot, which had partly escaped by the ulceration.

Before opening the cyst, it was remarked, that the red serosity

exuded drop by drop from the ulceration, which was imperfectly

closed by the clot. The haematic cyst, therefore, was the source of

the intra-peritoneal effusion, which most probably was effused during

the last hours of life, as there was no trace of peritonitis.

The walls of the cyst were formed by the serous membrane of the

ovary, lined internally by several very thin layers of fibrin, yellow,

and easily detached. The cyst rested on the ovary, and was in direct

communication with the cavity of a Graafian vesicle, the walls of

which were velvety, and the seat of the original apoplexy. In the

same ovary, other Graafian vesicles presented small apoplexies. It

appears, then, that we surprised a retro-uterine hsematocele in

progress of formation, consequent upon rupture of a hsematic cyst of

the ovary.
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Let me add, that there was no trace of ovarian pregnancy : I dis-

covered no vestige of a fecundated ovum in the cyst, which only

contained serosity, clots of blood, and fibrinous deposits. The

uterus was perfectly healthy, and its neck was untorn. The hymen

was intact.

I believe that the ulceration of the walls of the haematic cyst was

dependent upon the state of the patient's general health.

The glandular patches of Peyer presented large, deep ulcerations,

in some of which the reparative process was in progress.

In listening to the account of this autopsy, you must have been

struck with the special anatomical lesion—the ovarian haematic cyst,

with its ulcerated walL I remarked that a sanguineous intra-peri-

toneal effusion was found ; and this must have led you to form a

correct view of those peculiar effusions, to which much attention has

been directed during the last ten years, and to which has been given

the name of retro-uterine liamatocele.

Bear in mind this fact : but beware of supposing that it is the

rule, and that every hsematocele has its origin in a haematic cyst of

the ovary.

I consider that there are two principal kinds of hsematocele. One

of them has its origin in the ovary, which I, therefore, call

ovarian hsematocele : this I look on as the least usual form, although

it affords the most frequent opportunities of studying the pa-

thological anatomy of the affection. The other may be called

tubal, or better still, catamenial, a name which recalls the fact that

the hsematocele originated in a haemorrhage, during the catamenial

flux, into the mucous membrane of the tube or its pavilion. This is

the most common form, and may be seen several times in the same

patient. It is not so serious as ovarian hsematocele; and as it seldom

has a fatal termination, little is known regarding its pathological

anatomy. This circumstance, likewise., explains why the existence of

this kind of haematocele is less generally admitted.

I long believed that I was the first to describe catamenial hsema-

tocele : indeed I had been for a long time under the impression that

it had never been mentioned by any one else when my lectures were

published in the Gazette cles Hqpitaux in 1858; but in i860, a

prior claim to the theory was made. I am far from complaining of

having been preceded by a distinguished observer : the theory will

not be looked on as less sound because I am not its sole defender r

I regret, however, that the honorable clinician to whom I refer should

15
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have vindicated his title to priority with so little moderation. In

any case, I am far from adopting an exclusive explanation of the

manner in which the hemorrhage takes place in hematocele : this

statement is sufficiently proved by my division of hematoceles into

ovarian and catamenial.

The etiology of hematocele is dominated by a great function

:

that function is menstruation. In catamenial hematocele, the

exaggeration or deviation of the function may be said to constitute

the disease : the hematocele is only a symptom, and the hemorrhage

is the necessary and immediate consequence of the modification of

function. Increased determination of blood to the tube and its

expanded extremity produces either sanguineous exudation or rup-

ture of a vessel ; and the catamenial blood is poured into the cavity

of the peritoneum. The effusion is often considerable, and may give

rise to the symptoms of internal hemorrhage. In ovarian hema-

tocele, the ovary is diseased in the first instance, and rupture of the

softened organ, or of a hematic cyst, may be only an accident which

will be often found to have menstruation as its determining cause;

and at other times, external violence, such as a strain, a fall, or the

jolting of a carriage. These causes may likewise lead to the rupture

of the utero-ovarian veins, if they be varicose.

Another kind of hematocele may result from reflux of the cata-

menial blood from the uterus towards the tube, and its subsequently

passing into the peritoneal cavity. This will be observed in cases of

excessive menorrhagia, or when there exists an accidental or con-

genital obstacle to the natural exit of the blood from the uterus into

the vagina. Dr. Bernutz has ably supported this theory of hema-

tocele, admitting, however, at the same time, that there are other

forms of the affection.1

There is yet another form of hematocele which merits special

mention, although in the cases upon which its description is founded,

the hemorrhage has often been incomplete, remaining in the tubes

without passing into the peritoneum. The term cachectic is appli-

cable to this form, because it is met with in cases of purpura, malig-

nant jaundice, scarlatina, measles, and small-pox; that is to say,

in circumstances in which the blood is modified in its constitution

in such a way as to have a great tendency to exude by the mucous

membranes. Intra-tubal sanguineous tumours, unconnected with

.

1 Bernutz :—Clinique des Maladies des Femmes.
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previous fecundation, occurring during menstruation, or at a longer

or shorter period after the menstrual epoch, testify to the facility

with which the mucous membrane of the tubes may become the seat

of hemorrhage. In the cases of Barlow, Simpson,1 Helie (of

Nantes), and Laboulbene, there was cachectic tubal hemorrhage

which might have passed into the cavity of the peritoneum, as was

observed to have taken place in the cases reported by Scanzoni3 and

Barlow. .

The etiological fact to which I wish specially to direct your atten-

tion is the determination of blood to the genital organs at the time

of menstruation. This determination which presides over the re-

productive function is not met with exclusively in the higher orders

of organic life : it is met with in the lower classes of animals and

in plants. The generative act is always accompanied by a very re-

markable fluxion. In spring, the young shoots of plants are the

seat of a special congestion. This afflux of sap at a determinate

time has no other end than the development of the shoot destined

to bear the flower. "We also see an afflux of the juices towards the

delicate organs of reproduction till the time has come for the pistil

to receive the pollen secreted by the stamina. The flower is then

full-blown : all its parts are rigid ; but immediately after the great

act of reproduction has been accomplished, as soon as the perpetua-

tion of the species has been assured, the congestive afflux of sap

disappears, and all the organs soon become withered.

In the lower animals, we also see congestion presiding at the

fissiparous and gemmiparous processes.

In the human species, the principal functions cannot be performed

without a considerable afflux of blood to the organs. Thus, during

long continued intellectual occupation, there is a flow of blood to

the head : during mastication and stomachal digestion, there occurs

a profuse secretion of saliva and gastric juice, which can only be

explained by congestive fluxion of the salivary glands and glands of

the stomach.

During ovulation, this afflux is still more remarkable. In that

1 Simpson :—(James Y.) On Vesico-uteriue, Vesicointestinal, and TJtero-

intestiual Fistula, as results of Pelvic Abscess. [Edinburgh Monthly Journal

for October, 1852.]
2 Scanzoni :—Traite Pratique des Maladies des Organes Sexuels de la

Femme. No. 304. Paris ; 1858.



228 PELVIC HEMATOCELE.

act, congestion proceeds to hemorrhage : at each spontaneous ovula-

tion, there occurs rupture of a Graafian vesicle, and each rupture is

accompanied by a slight hemorrhage which becomes the origin of

an ovarian haematic cyst, of the nature of those which have been so

well studied by Charles Robin.1
Generally, this hemorrhage is

slight, the process of enucleation of the ovule is accomplished in a

few days, and the ovuliferous vesicle is untorn except at one point

which limits the source of the hemorrhage. We shall afterwards see,

that if the reflux of blood to the part, or the softening of the ovary,

occasion profuse hemorrhage, a hematocele will be formed. There

is a sanguineous afflux towards the external organs of generation,

as well as towards the ovary at the time of ovulation. The vagina

and labia majora then acquire a temporary increase of vascularity and

temperature. During the time of rut, the cow has a glairy, san-

guineous discharge from the vulva : the mammas become swollen,

hard, and full of colostrum. All these phenomena result from the

erethismal congestion of the organs of generation.

Similar changes take place in a woman. Each menstrual period

is accompanied by a remarkable turgescence of the mucous mem-

brane of the vagina and vulva. There are also pains in the breasts,

and in the regions of the kidneys and ovaries ; these pains being

indicative of local congestion.

These statements rest on experiments and clinical observations;

and are confirmed by pathological anatomy when death occurs at a

menstrual period. Normal anatomy, if properly studied, will show

that considerable congestion must take place during the exercise of

the ovarian and uterine functions.

Professor Rougefs beautiful experiments have explained the way

in which erethismal congestion takes place in the genital organs of

women. This ingenious anatomist after immersing the dead body in

a warm bath, injected the vessels, and thus demonstrated the erectile

property of the plexuses which envelope the ovary and form its

vascular bed. During the artificial erethism caused by injection of

the vessels, every part of the generative organs become turgid. The

ovary, the lateral movements of which are limited by its ligament

and mesentery, was seen to bear itself upwards and towards the

1 Robin (Charles) :—Note sur Les Hemorrhagies des Vesicules Ovariermes.

[Memoires de la Societe de Biologie : 2me serie, T. Ill, p. 139 for 1856. Paris 1

I857-]
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highly injected fimbriated extremity of the Fallopian tube, by which

it was grasped and capped. 1 There was thus presented to the eye,

a picture of the physiological occurrences which take place at a

precise moment ; and when we see a vascularity so intense, and so

liable to very active congestion, we readily understand how the

mucous membrane of the tube, which (according to M. Beraud)

contains vascular rings, may become the seat of hemorrhage at the

menstrual period. We can also understand, that under the same

circumstances, the ovary may become softened, apoplectic, varicose,

originating, possibly, a catamenial hsematocele. But in the event of

the latter supposition being realised, there must previously exist a

structural change of the ovary ; for a healthy ovary covered with its

peritoneal coat could not, from the mere menstrual effort, become the

source of any notable hemorrhage ; otherwise, hcematoceles would be

infinitely more common than they are.

Hemorrhage from the mucous membrane, on the other hand, may

take place without these membranes having undergone any previous

change : for its production, it is only necessary that there exist

previously intense congestion, or an alteration in the constitution of

•the blood. Thus, normal physiological ovarian hemorrhage, not

being sufficient in quantity to produce a hsematocele, and ab-

normal ovarian haemorrhage requiring for its occurrence a previous

alteration of the parenchyma of the ovary, we have a right to suppose

that ovarian haematocele is very rare. On the other hand, the tubal

mucous membrane, from its special structure, from the hsemorrhagic

tendency which it possesses in common with all mucous membranes,

from the determination of blood which takes place as an accompani-

ment to menstruation, there arises a condition of all others the most

favourable to hemorrhage, and so, likewise, to the formation of

catamenial hsematocele.

I am, I confess, not much disposed to believe that the peritoneum

can be the source of a hemorrhage : sanguineous effusion seldom takes

place from serous membranes which have not been previously the

seat of inflammation, arid then the inflammation is often of a special

nature, as in cancerous and tuberculous peritonitis. The cases

reported by Dr. Tardieu2 seem to me to point to catamenial hsema-

1 Rouget :—Reclierches sur Les Organes Erectiles de la Femme; sur

Ovulation et la Menstruation. {Journal de la Physiologic de Vhomme et des

animaux, 1858.]
2 Tardieu :—Observations Pratiques de Medecine Legale sur les cas de
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tocele, that is to say, to tubal hemorrhage, particularly when it is

remembered that the ovaries were carefully examined, and found to

present no alteration of structure.

"We have just seen that there are two principal causes which giv

rise to hsematocele—organic lesion of the ovary, and functional lesion

of the Fallopian tube ; on this subject, scientific opinion is divided.

Some authors attribute hsematocele exclusively to one or other of

these causes ; and others are eclectic, accepting both theories, and

believing that under determinate circumstances ovary or tube may be

the starting point of the bleeding.

Among the exclusives may be ranged Nelaton, Denonvilliers,

Huguier, Lenoir, and Laugier, who believe that the seat of the hemor-

rhage is always in the healthy ovary, when it occurs at the time of

ovulation ; and in the diseased ovary, when it occurs at other times.

Formerly, I used to maintain, that the tube always was the seat of the

hemorrhage. New cases have modified my opinion, and I am now

eclectic in my views : that is to say, I hold with Drs. Puech, A.

Yoisin, Bernutz, and Gallard, that there are various causes of hsema-

tocele. I consider that there are two principal causes—one ovarian

and accidental with organic alteration of the ovary, and the other

tubal and catamenial without organic alteration of the tube.

The existing dissidence of opinion is explained by the rarity with

which hsematocele occurs, and the still greater rarity of autopsies

in such cases. Then again, the autopsies, being frequently made

long after the commencement of the hemorrhages, are far from ad-

vantageous for the elucidation of the pathogenetic problem. The

ovary, tube, and peritoneal cysts may produce such structural changes

as sometimes to render it impossible to determine whether the hsema-

tocele is within or without the peritoneum : and a fortiori, it is

often impossible to make out whether the organic lesions of the

ovary are primary or secondary. In saying that catamenial hsema-

tocele does not cause death unless the amount of hemorrhage be

excessive, which is very unusual, and that ovarian hsematocele proves

fatal by inducing peritonitis, which is more common, I mean, that

autopsies having been chiefly performed under the latter conditions,

many observers have been led to believe only in hsematocele of

Mort Naturelle et de Maladies Spoxitanees qui peuvent etre Attributes a ua
Empoisonnement. \_Annales d'Hygiene Publique et de Medecine Legale. Paris z

1854- r. 7/,i». 157.]
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ovarian origin, produced either by an ovarian cyst, an apoplexy of

the ovary, or a partial suppuration of the ovary.

In catamenial hematocele, on the contrary, death occurs only in

exceptional cases ; and, consequently, the autopsies which would

demonstrate the hemorrhage to have originated in the tube itself, or

in its expanded extremity, must necessarily be also exceptional.

However, the archives of science contain a certain number of

necroscopic observations possessing a twofold interest, from their

establishing, first, that there had been tubal hemorrhage which had

passed into the peritoneal cavity, and second, that the patients had

not sunk in consequence of a moderate hemorrhage into the peri-

toneum, but rather from a state of general disease, as in the cases

related by Barlow, Simpson, Laboulbene, Proust, and Helie. In

these cases, there was no inflammation of the peritoneum, and the

death of the patients was caused by purpura, small-pox, measles,

and scarlatina.

In these cases, there is no ground for supposing, with Bernutz,

that the hemorrhage had taken place by a reflux from the uterus

through the tube into the peritoneum, seeing that both the superior

and inferior orifices of the cervix were free, as was proved in Scan-

zoni's case by the catamenia being abundant, and in Laboulbene'

s

case by the occurrence of an extensive flow of blood from the uterus

at the commencement of the symptoms. It is, therefore, more
reasonable to suppose that the mucous membrane of the tube may,
like that of the uterus, be the seat of hemorrhage, and that that

hemorrhage from the tube may be poured into the peritoneum.

It is the more rational to believe in tubal hemorrhage, as it has

been shown by the anatomical researches of MM. Eouget, and

Beraud, and by the admirable inquiries into the physiology of men-
struation of Lee, Eaciborski, 1 and Pouchet,2 that there is a catamenial

transudation from the Fallopian tubes.

These statements do not rest on mere theories. Pollin and

Oulmont have reported two cases in which they found, post-mortem,

1 Raciborski :—De la Puberte et de l'Age Critique chezla Pemme au point

de vue physiologique, hygienique, et medical, et de la Ponte Periodique chez la

femme et chez les mammiferes : Paris, 1843.—DuPole de la Menstruation dans

la Pathologie et la Therapeutique : Paris, 1856.—Traite de la Menstruation:

Paris, 1868.
2 Pouchet : Traite Positive de l'Ovulation Spontanee et de la Pecondation

dans PEspece Humaine et les Mammiferes. Paris, 1847.
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that the intra-peritoneal hemorrhage had proceeded from the mucous

membrane of the oviduct. Three cases of Dr. Tardieu, reported by

Dr. Auguste Voisin,1 support, in my opinion, the doctrine of tubal

heematocele. The cases are of so much importance that I will

quote the passage in which they are described. It is to the follow-

ing effect :

—

" We have met with examples of this remarkable kind of effusion

into the true pelvis, behind the uterus, occurring in two young

women without any relation to conception or attempted abortion

:

death took place in both so rapidly, that suspicions of poisoning

arose, and led to judicial inquiries, in which there was not elicited

any other cause of death than that which I have stated. One of

these women had been married three weeks ; and the catastrophe

according to the avowal of the husband might be attributable to

excessive coitus. The other was a young Jewess whose malady began

after sexual excesses' with some students."

In addition to these particulars, which Dr. Tardieu communicated

to Dr. A. Yoisin, I must add, that in the case of a third woman (in

which there was an autopsy) death followed a kick which the woman

received on the left haunch from her husband.

Dr. Tardieu ascertained, by examination, that there was intra-

peritoneal hemorrhage ; and he thought that it was the result of a

sanguineous exudation from the peritoneum. It was thoroughly

established by Dr. Tardieu, that there was no lesion of the ovaries,

Fallopian tubes, or pelvic blood-vessels. There was no apoplexy of

the ovary, nor was there any rupture or ulceration of a hsematic

-cyst. As it was not reasonable to suppose that there could be an

extensive hemorrhage from the peritoneum, unless it had previously

been the seat of inflammation, I was obliged to regard the san-

guineous discharge as coming from the tubes. Now, Dr. Tardieu

does not say that peritonitis had existed. On the other hand, it was

proved that the first two patients were suffering from excessive coitus,

in consequence of which the utero-ovarian blood-vessels were exceed-

ingly congested. In the third case, the patient was subjected to

external violence during menstruation : the intra-peritoneal san-

guineous effusion was very extensive.

Thus it seems, that during or after excessive sexual indulgence,

1 Voisin (Auguste):—De la Hematocele Retro -uterine, et des Epanche-
ments Sanguins non enkystees de la cavite* peritoneale du petit bassin. Paris:

i860
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or after injuries received during menstruation, extensive intra-

peritoneal hemorrhages may occur, without its being possible to

trace them to any other source than the mucous membrane of the

tubes ; because, there being no lesion of the ovaries or utero-ovarian

vessels, they are only to be explained by the structure of the mucous

membrane of the tubes.

In making this statement, I am not denying that heematocele is

produced by reflux of blood from the uterus into the peritoneum,

when there is an obstacle to the menstrual now by the natural

passages, such cases having been observed by Euysch, de Haen,

Delpech, and Bernutz.

There is reason to believe, however, that in women in whom there

is absence or extreme narrowness of the vagina, the deep-seated

sexual organs are slightly developed; were menstruation as abundant

in them as in other women, the bad consequences of retention of the

menstrual flux would be very common in the former ; but this is not

the case. Pretty frequently, we meet with cases of atresia of the

vagina in women between twenty and twenty- five years of age.

Several years ago, I attended, along with Professor Yelpeau, a young

lady twenty-seven years of age, who, for seven years, had had

monthly attacks of dysmenorrhcea. On examination, we found that

there was complete absence of the vagina ; but by introducing the

finger into the rectum, we discovered a tumour which, from its

situation and form, was evidently the uterus. Every month, this

individual experienced pains in the hypogastrium and loins : the

breasts became hard : and at the period of spontaneous ovulation,

she had severe abdominal pains, which were, I believe, dependent

on the fall of an ovule, accompanied by some blood, into the cavity

of the peritoneum. This young lady menstruated internally. A
febrile condition continued for some days, the pains then diminished,

and ceased in eight or ten days. Similar symptoms recurred every

month ; and at each of these recurrences, there was a beginning of

catamenial hsernatocele.

I concur in the opinion of Drs. Eichet and Devalz,1 that in a

varicose state of the broad ligament, rupture of vessels may occur,

and become the source of a hsernatocele which will generally be

extra-peritoneal, because the varicose veins are situated between the

two folds of peritoneum covering that ligament. I also concur with

1 Devalz : These. Paris, 1858.
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Dr. Devalz in believing that the varicose condition of the large veins,

by extending to the veins of the parenchyma of the ovary, may cause

oedema, partial softening, and apoplexy of the ovary. There will

take place something similar to that which we see in varicose ulcers

of the lower extremities : hemorrhage (extra or intra-peritoneal) may

be the consequence of the ovarian softening or ulceration. It

is evident that hsematocele originating in this way must be of rare

occurrence.

The special varicose condition of the veins may predispose to

apoplexy of the Graafian vesicles, and become the beginning of

haematic cysts, which themselves constitute one of the immediate or

accidental causes of heematocele.

I have just been mentioning the part which rupture of varicose

veins may have in the formation of hsematocele : Dr. Devalz relates

the cases of Drs. Eichet, Depaul, and Gueneau de Mussy, which show

that hsematoceles from rupture of the utero-ovarian veins have

their seat in the peritoneal cavity, or in the sub-peritoneal cellular

tissue.

Bear in mind, that whenever you wish to demonstrate venous

hemorrhage on the dead body, you must, as Dr. Devalz recommends,

previously inject the utero-ovarian veins. I regret that in a very

remarkable case of hematocele, which occurred in the wards of Dr.

Alfonse Becquerel, reported by Dr. Benjamin Ball, no such injection

was made, for had it been made, the source of the hemorrhage might

have been discovered. This inquiry possessed a twofold interest

:

the effusion was sub-peritoneal, and yet the right ovary was so

changed, that it was nearly impossible not to consider it as the origin

of the hemorrhage. Keeping in mind these two cases, it is im-

possible not to admit that rupture of the ovary in the ovarian me-

sentery may occur. However, in the history of the case, it is not

stated that rupture of the ovary was ascertained to have taken

place : perhaps, from some abnormal opening in one of the engorged

tubes, the catamenial blood escaped into the substance of the broad

ligament.

I cannot do better than read to you the details of this case, re-

ported very carefully by Dr. Ball, who, when he made the necropsy

was thoroughly well informed upon the subject now before us.

" An unmarried woman was admitted to Dr. BecquerePs wards on

1 8th January, 1858. She was carried on a stretcher to the hos-

pital when in a state of profound coma.



PELVIC HEMATOCELE. 235

"Two days previously, it was stated, this woman had been

obliged to take to her bed in consequence of a chill during menstrua-

tion. The symptoms having rapidly become aggravated, it was con-

sidered necessary to have her taken to the hospital on the third day

of her illness.

" At that time, her condition presented all the symptoms of the

utmost gravity. The face was pale, and the features contracted : the

forehead perspired profusely : the lips were white, the extremities

cold, the pupils dilated : respiration was stertorous, and there was a

little sanguinolent foam coming from the mouth : the skin was

nearly insensible. The pulse, 140 in the minute, was thready,

irregular, and very rapid. Eespiration was so noisy that auscultation

of the heart was impossible. Mayor's hammer was applied without

obtaining any result. An hour later, the patient died.

" Autojisy. On opening the abdomen, no liquid flowed out,

nor was any sanguineous effusion found in the peritoneum

:

there were neither false membranes, nor adhesions of the intestinal

convolutions.

"After having raised up and detached the mass of small intestine,

there was discovered a large sanguineous accumulation prominent on

the sides of the uterus : that organ, pressed towards the pubes, had

left its print upon the coagulated mass. When this mass was

raised up, it was found that the effusion had taken place into the

peri-uterine cellular tissue, between the uterus and rectum; the

coagulum extended down to the vicinity of the anus, pushing

forwards and upwards the posterior wall of the vagina : the tumor

nearly filled the true pelvis, the cellular tissue of which was de-

stroyed : the broad ligaments also contained coagulated blood. The

peritoneal covering of the posterior surface of the uterus was partially

detached by infiltration, which extended up to the middle of the

body of the uterus, passed above the mass of coagulum, and was

continuous with the peritoneal coat of the anterior surface of the

rectum.

"The Eallopian tubes were shrouded in the tumor, and contained'

soft, red clots. Upon washing out the tubes, it was found that

their mucous membrane was red, swollen, and vascular.

" The left ovary, completely infiltrated with blood, was converted

into a blackish pulp, in which no remains of the structure of the

organ could be detected. The right ovary presented no appreciable-

alteration of tissue.
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The effused mass had the consistence of currant jelly, and a

blackish red color. No membranous envelope encysted it, and it

contained no fluid.

"The uterus may be described as of ordinary volume, although

its exact dimensions were not measured. Its cavity contained no

dots, but its mucous lining presented a vascular arborescence. The

os tincae was thickened : its lips were split in different directions

:

the uterine orifice was half open.

" The state of the other abdominal viscera was normal."

In 1855, when M. Nekton's theory was generally accepted,

M. Laugier, perceiving that it did not explain the majority of the

cases of haematocele, set himself to demonstrate that, unless the

ovary had previously undergone structural change, it could not

originate an intra-peritcneal haematocele. He arrived at the follow-

ing conclusions :

—

" 1 . Spontaneous ovulation, as had been previously stated, is the

immediate cause of retro-nterine haematocele.
"

' %. Physiological congestion of the ovary during spontaneous

ovulation, with persistent aperture of the Graafian vesicle, does not

-cause haematocele.

"3. To produce haematocele, there must be a state of excessive

congestion : such a state is sometimes induced by accidental causes

during, or a few days after, menstruation. Abortion is not (as had

been erroneously supposed) an immediate cause of hsematocele.

" 4. The chief immediate causes of hsematocele are the returns of

spontaneous ovulation, which gradually augment the volume of the

haematocele.

"5. The successive ovarian vesicles open into the haematic cyst,

and there remain; so that the ovary is destroyed by a small number

of spontaneous ovulations, occurring under the conditions presented

by the organ when the formation of an haematocele has com-

menced.

"6. As rupture of a Graafian vesicle affords passage for the

.blood from the ovary, the cyst of the haematocele is generally intra-

peritoneal.

"7. A character which belongs in common to spontaneous ovu-

lation and haematocele is unilateral abdominal pain, the seat of which

is the ovary during vesicular evolution.

" 8. Eut in animals may cause ovarian congestion followed by
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rupture of the ovary, that it is to say by pathological phenomena

similar to those belonging to retro-uterine hematocele." :

M. Laugier directed his attention only to ovarian hematocele

;

and was ready to admit other etiological explanations if sufficiently

demonstrated to him.

There now remains only one variety of hematocele for me to

speak of—a variety which I believe to be exceedingly rare. Though

I have not found in the cases related by Dr. Tardieu sufficient proof

of tubal hematocele, I cannot absolutely deny that under certain

special conditions, which cannot be very definitely described, exuda-

tion of blood into the peritoneal cavity may take place irrespective

of any cancerous or tuberculous cachexia. Though I have seen no

such case, and though I do not know of any, yet, reasoning from

analogy, I am constrained to admit with Dr. Bernutz that these

effusions may take place into the peritoneum, just as they take place

into the cavities of the pleura, pericardium, and arachnoid ; while, I

repeat, however, that I believe such hemorrhages to be very rare,

unless the serous membranes, or their contained organs, are the seat

of cancerous or tuberculous deposits.

I have directed your attention to the varied etiology of retro-

uterine hematocele ; but I still require briefly to indicate the points

in relation to the proximate causes of sanguineous effusion which

are indicated in the remarks I have now made.

In cases of catamenial hematocele, the menstrual epoch is the

exciting cause : possibly, sexual intercourse during menstruation may

be a determining cause. In animals, however, coitus takes place

only during the period of rut, the rut being a state similar to men-

struation, and it is very unusual to meet with hematocele in female

animals, who have not had connection with the male, yet you will find

in Dr. Laugier's memoir a very curious case of sanguineous effusion

into the peritoneum of a cow, which occurred during rut, though it

is not stated that the animal was fecundated. The hemorrhage

came from a hematic cyst of the ovary, from which there flowed

several litres of blood. After menstruation and ovulation, external

violence, jolting in a carriage, a fall, or a strain, may cause rupture of

an ovarian cyst, of a tubal cyst, or of a varicose vein ; and when

we reflect upon the great development and turgescence of the ovarian

1 Laugier :—Memoire sur FOrigine et l'Accroissement de FHematocele

Retro-uterine. [Presented to the Institute, 26th February, 1855.]
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vascular plexuses during pregnancy, the rarity of hsematocele from

rupture of the ovarian veins seems remarkable, till we remember

the fact, noticed by Devalz, that, under the circumstances, the walls

of the veins acquire great thickness.

Hematocele can be detected by digital examination joer vaginam,

and by palpation. It is ascertained by digital examination, that the

cervix uteri is situated immediately behind the pubes, that the

vagina is shortened, that, behind the cervix there is a hard tumor,

which has often been mistaken for the body of the uterus in a state

of retroflexion, but which is recognised as being independent of the

uterus from having neither the form nor consistence of that organ.

This tumor is a hsematocele.

By abdominal palpation, the bladder being empty, a hard round

tumor is detected behind the pubes, which tumor is not the uterus,

as can be proved by practising simultaneously abdominal palpation

and digital examination of the uterus. It is then ascertained that

the uterus is enclosed by, and rests upon, a more or less resistant

and, sometimes depressible tumor, which occupies the whole of the

lower and posterior part of the true pelvis. By introducing the

index finger into the rectum, we can circumscribe the sanguineous

effusion, so as to determine its lateral boundaries ; whilst by abdo-

minal palpation, we can ascertain its superior boundaries, so very

extensive sometimes as to reach up even to the umbilicus.

It is unusual, however, for the tumor to be so large. It fre-

quently extends more on one side than the other of the uterus, this

inequality in development not always bearing any relation to the

situation of the origin of the hemorrhage. Sometimes adhesions,

resulting from previous inflammation of the uterus and its appen-

dages, may explain the enclosure of the sanguineous effusion, and

its greater bulb on one side than on the other.

The following are the symptoms of hsematocele : during, or irre-

spective of, menstruation, a woman is all at once seized with acute

pain in the abdomen, soon becomes pale, the skin in all parts of the

body loses its color, and the slightest movement is unendurable

:

already, there is reason to suspect that the case is one of intra-

peritoneal hemorrhage : the pain and palor lead you to this conclu-

sion, the correctness of which will soon be confirmed by physical

examination. The degrees of intensity of these two symptoms

—

the pain and the palor—or the predominance of one of them, may
give you a clue to the origin of the hasmatocele.
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Should the pain be very acute, and the palor not very marked,

while the pulse is very low, thready, and compressible, while vomiting

and diarrhoea exist, you may conclude that the amount of hemor-

rhage is small, that its seat is the peritoneal cavity, and that very

probably its source is the ovary. The amount of hemorrhage is small,

because it is furnished by the rupture of an ovarian cyst or dis-

organised ovary : in the latter case, the effused blood may be changed,

and of so irritant a character as to produce peritonitis.

On the other hand, the hemorrhage is catamenial and profuse,

when the palor is extreme and the abdominal pain slight : the source

of the hemorrhage is then the tube and its expanded extremity.

The palor is extreme, because the mucous membrane of the tube

has rapidly yielded a profuse hemorrhage : and the pain is not great,

because the effused blood, not being altered, has produced very little

irritation of the peritoneum. Experiments which I formerly made

with Dr. Leblanc proved, that normal blood does not irritate serous

membranes ; but that blood which has become modified by being ex-

ternal to the vessels exceedingly irritates such membranes.

Let me add, that these two symptoms in conjunction—palor and

pain—are particularly observed in cases in which the cavity of the

peritoneum is the seat of the hematocele ; so that, when they are

less marked, the inference is that the hematocele is extra-peritoneal.

To make a complete diagnosis, it is necessary to make a digital exami-

nation by the rectum and vagina, and to employ abdominal palpation.

The two affections with which retro-uterine and peri-uterine

heematocele have been confounded are pelvic peritonitis and peri-

uterine cellulitis. You know that after delivery^ abortion, or cau-

terization of the cervix uteri, it is not unusual to have pelvic

cellulitis and pelvic peritonitis. Besides mentioning that both these

inflammations are almost exclusively observed under these circum-

stances, I ought to state :— ist, that in pelvic peritonitis, the sero-

purulent effusion, which is its consequence, never gives rise to a solid

retro-uterine tumor of as resistant a character as in hsematocele

:

2nd, that, on the contrary, in peri-uterine cellulitis, there is formed,

in the first instance, a resistant tumefaction of the cellular tissue of

the true pelvis and broad ligaments. The swelling is always greater

on one side than on the other : the uterus generally inclines to the

right or the left, and very seldom forwards : ultimately, after a variable

period, fluctuation becomes evident, and the inflammation shows a

great tendency to invade the iliac fossae. Peri-uterine abscesses
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frequently open into the rectum, bladder, or vagina : and some of

them point towards the inguinal region or crural canal : again, the

inflammation may gain the anterior abdominal wall, and then the

pus, detaching the peritoneum, makes an exit for itself above the groin.

"When the hseinatocele is intra-peritoneal, it soon becomes en-

cysted, and absorption of the serous fluid rapidly takes place, par-

ticularly when the hsematocele is catamenial; and it is only in

exceptional cases that the tumor evacuates itself into one of the

natural reservoirs. It happens otherwise when the hsematocele is of

ovarian origin, the acute peritoneal irritation may then extend to

the cellular tissue, and (as in extra-peritoneal hsematocele) the

tumor may open into the vagina, rectum, or bladder. When
hsematocele is extra-peritoneal, that is to say when it is situated in

the cellular tissue of the true pelvis, the diagnosis may be made at

the commencement of the hemorrhage ; but at a later period, if there

be inflammation of the pelvic cellular tissue, it is only the sudden-

ness of the primary accidents which can give us a clue to the

diagnosis.

I will not enlarge upon the diagnosis between hsematocele and

extra-uterine pregnancy : let it suffice to remind you, that Dr.

Gallard, in his first memoir, was disposed to regard all retro-uterine

and peri-uterine hsematoceles as cases of extra-uterine pregnancy

;

but, besides the fact, that hsematocele is met with in virgins, it is

important to remark that the commencement of hsematocele is

sudden, while the beginning of extra-uterine pregnancy is latent,

its progress slow, and the hsemorrhages to which it may give

rise only observed at a period far removed from the period of im-

pregnation.

I will not enlarge upon the differential signs of ovaritis and

ovarian cyst. I would remark, however, that cysts of the true

pelvis, situated in the sub-peritoneal cellular tissue, may, in women,

be mistaken for hsematocele. I refer to hydatid cysts which have

become the seat of inflammation. The following case will show you

the possibility of making an erroneous diagnosis :

—

A young woman of nineteen, irregular in her menstruation, had

experienced rather violent abdominal pains at the time of an imper-

fect menstrual flux. Some months later, she was suddenly seized

with pain in the true pelvis, pain which particularly extended to the

right side of the abdomen. Digital examination, per vaginam,

enabled me to ascertain that the entire uterus was pushed towards
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the symphysis of the pelvis : there was a tumor as large as the fist

situated laterally behind the uterus, and occupying the right side of

the true pelvis: the rectum and tumor seemed to constitute one

mass : digital examination by the rectnm occasioned great pain.

Pain interfered with defecation: the desire to make water had

become very frequent. Absolute rest, low diet, and expectant me-

dication were enjoined. Ten days after the commencement of the

symptoms, there occurred anal tenesmus, and sanious discharge

from the rectum, attended by comparative relief, and by collapse of

the abdominal tumor. The stools, which had a dysenteric appear-

ance, were examined daily with care : it was found that they con-

tained no clots of blood ; but, during three days, fragments of soft

cystic false membrane. In a few days, the patient's health was

completely re-established, I regret that the membranes thrown off

were not examined by the microscope : my impression was, that they

came from suppurating hydatid cysts of the true pelvis.

I at first thought that this young woman was the subject of

hsematocele, an opinion supported by the sudden commencement of

the abdominal pain. It might have been supposed that there had

been an extra-uterine pregnancy, the cyst of which had become the

seat of inflammation. Eor months, this young woman had suffered

from disturbance of the catamenial function. The expulsion of a

false membrane, smooth and soft, resembling the envelope of an

hydatid, and the simultaneous sudden disappearance of the tumor,

led me to abandon the opinion, that there was either a sanguineous

tumor or a fetal cyst, and by exclusion, to conclude that the case

was one of an inflamed hydatid cyst eliminated by ulceration through

the rectum.

Cysts of this kind are met with comparatively seldom in the

true pelvis, particularly during the first half of life, as appears

from the researches of Charcot and Leudet. They do, however,

sometimes occur ; and when they become inflamed, they originate

a group of symptoms which are of such a character as to de-

mand notice in discussing the differential diagnosis of retro-uterine

hsematocele.

The details into which I have entered in reference to the forma-

tion of hsematocele, and in reference to the seat and extent of the

hemorrhage, point out that the prognosis cannot be the same in the

different kinds of hsematocele. Catamenial hsematocele is not, in

general, a serious affair : if there have not been much hemorrhage,

16
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the volume of the tumor soon diminishes, the pain disappears, and

the uterus regains its normal position. If, on the contrary, the

hemorrhage be profuse, the tumor has not only a much greater size,

and involves a larger portion of the peritoneum, but induces an

extreme degree of anaemia predisposing to new tubal hemorrhages,

which, by continuing for some months, may augment the tumor, and

prevent its absorption.

Last year, you may have seen in bed 8, Saint-Bernard's ward, a

young woman with the symptoms of peri-uterine cellulitis : the

tumor increased in size, became fluctuating, and yet showed no ten-

dency to open spontaneously into any of the natural cavities. I

resolved to make a puncture at its most salient point, that is to say,

in the lower part of the abdomen, four or five centimeters from the

linea alba. The progress of the phlegmonous abscess led me to

believe, that adhesions had formed between the cyst and the walls of

the abdomen ; but I was greatly surprised to see from two hundred

and fifty to three hundred grammes of sanguinolent serosity issue

from the canula: the remainder of the tumor was composed of

fibrinous clots. Immediately after the puncture, great relief was

experienced by the patient, the fever ceased, and sleep returned.

By slow degrees, the tumor was absorbed ; and the patient left the

hospital cured, after having exhibited, when under our observation,

during more than a month, signs which led me to form an erroneous

diagnosis. The principal causes of my mistake were the persistence

of inflammatory symptoms, and the progressive increase of a fluctu-

ating tumor. It must be noted that, for the first sixteen days, this

woman had had bloody discharge from the vagina ; and probably in

this particular case, the tube had at the same time, poured into the

peritoneum a constantly increasing quantity of blood : this patient

had a devious, intra-peritoneal menstruation. It is well to remember

that these hematoceles, which may be called (so to speak) con-

tinuous or intermittent, are often associated with a special condition

of the blood predisposing to hemorrhages.

The remarks which I have made on the progress of extra-peritoneal

hsematoceles obviates the necessity of my discussing at any length

the gravity of their prognosis. A considerable number of published

cases sufficiently establish the frequency of inflammation of the sub-

peritoneal cellular tissue. These haematoceles have a tendancy to

open into the rectum or vagina; and as, even after these spon-

taneous openings, general poisoning has been observed, we ought to
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avoid opening them with the knife, unless there are special and

urgent indications for the adoption of that proceeding.

There are, however, at the commencement of every hematocele,

two indications demanding the physician's intervention, viz. hemor-

rhage and peritonitis. Should the hemorrhage threaten to continue,

we must resort to local and general hemostatics : the application of

ice to the abdomen, the administration of rhatany, sulphuric acid,

and ergot of rye may be prescribed with advantage. If, on the

other hand, the peritoneal pain be the predominating symptom, it

must, in the first place, be calmed by narcotic, obtunding drugs:

opium or belladonna must be administered internally, and applied

externally by frictions to the abdomen.

When the hematocele is catamenial, that is to say, when it is

mo:?j; probably tubal, the principal object to be kept in view is to

restrain the hemorrhage and prevent its recurrence.

It is often necessary to seek for the cause of the hemorrhage in

the general state of the patient. If she have chlorosis, or aneinia,

employ invigorating treatment, selecting in each case the particular

medicine best suited to the state of the individual. Some patients,

when placed under favorable hygienical conditions will lose all

symptoms of chlorosis and anaemia : the open air, exercise, good

food, and mental satisfaction will cure them. Others will require

ferruginous preparations and bitters. Bretonneau recommended the

preparations of cinchona in hemorrhages, and administered them

successfully in the epistaxis which is so common in young people.

I believe that, to prevent the renewal of hemorrhagic attacks seem-

ingly associated with chlorosis or anemia, we may, in cases of

hematocele, advantageously employ the preparations of iron and

cinchona.

Is it neceasary to discuss at length the value of puncture in the

treatment of hematocele? The surgeons who recommend the

tumor to be punctured by the rectum or vagina were the first to

point out the necessity of abstaining from all surgical intervention,

so long as there was no threatening of the cyst bursting into the

peritoneum. Their caution is worthy of imitation; and indeed, I

cannot too strongly advise you to follow their example. From
numerous cases, it has been learned, that there is danger in esta-

blishing a communication between the interior of the cyst and the

external air, particularly when the opening is made through the

walls of a natural passage, the rectum or vagina, in which fluids
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undergo very rapid alteration. When there is an unquestionable

indication of the necessity of surgical intervention, a puncture ought

to be made through the anterior abdominal wall, provided it be

united to the haematic tumor by adhesions. Proceeding in this

manner, we avoid one cause of general poisoning, by avoiding doing

anything to permit the contents of the rectum or vagina to enter the

interior of the cyst.



LECTURE XCIV.

PUERPERAL PURULENT INFECTION.

Puerperal Fever is not a simple morhid state.—The Physiological

State called "Puerperal"— It predisposes Lying-in Women
and New-bom Infants to a variety of affections, such as Peri-

tonitis, Phlebitis, and Lymphangitis.—In these Puerperal Affec-

tions, there is a great Tendency to Suppuration.—A Primary
Purulent Diathesis exists in Puerperal Women.—A Secondary

Purulent Diathesis may exist, the consequence of Phlebitis,

Inflammation of the Lymphatics, or the direct Absorption of Pus
from the Placental Wound.—Secondary Purulent Infection of
Lying-in Women and of New-born Infants is identical with the

Purulent Infection consequent upon Amputations.

Gentlemen :—United under the generic denomination of puer-
peral fever, there are a great many morbid conditions which all in
common possess pyogenesis as a characteristic. Is there such a
thing, correctly speaking, as a puerperal fever ? The several great
efforts which have been made to describe this morbid entity have
only served to show the great extent and variety of the pathology of
the recently delivered woman.

In an academic discussion, which is still of recent date, the most
competent observers expressed entirely different opinions as to the
malady called puerperal fever; which shows that it is not one like
such fevers as measles, scarlatina, and small-pox. 1

Some regard puerperal fever as a local disease—a peritonitis or a

1 De LA FlEVRE PlJERPERALE, DE SA NATURE, ET DE SON TRAITEMENT :

Communications a l'Academie Imperiale de Medecine, par MM. Guerard
Depaul, Beau, Hervez de Cliegoin, P. Dubois, Trousseau, Bouillaud, Cruveilhier'
Piorrj, Cazeaux, Danyau, Velpeau, Jules Guerin, &c. precedes de l'indication
bibhograplnque des principaux ecrits publies sur la fievre puerperale. 8vo
pp.464: Paris, 1858.
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phlebitis. Others look upon it as a general disease, like typhus, in

which the lesions are only secondary, and are infinitely various.

There are others again, who, while they admit the affection to be

general, consider it to be the result of a purulent or putrid infection

of local origin, such as phlebitis, or gangrene of the uterus. Then

there is another class—perhaps the most sagacious—who attribute

the diversity of opinion among observers to the diversity in the

disease they describe.

My own opinion is that in a matter of this kind, we must be

eclectic. I believe that puerperal fever, like typhus fever, is happily

a rare disease ; and I also believe, that the different puerperal symp-

toms described as peritonitis and phlebitis are very common.

Before describing the different forms which are assumed by puerperal

symptoms, let us recall the physiological conditions of the pregnant

and recently delivered woman. They constitute a special morbid

predisposition

—

a real diathesis.

Erom the very moment when conception takes place, great changes

occur throughout the woman's whole organism. The countenance

acquires a peculiar aspect : generally, the features are drawn, the

eyes are surrounded by a dark areola, the nose is pinched, and

sometimes the face is covered with ephelides. The nipple, the

linea alba, and the mucous membrane of the genital organs acquire

a brown color : the follicles of the vagina, the labia majora, and

mammary areola become increased in size. Menstruation is stopped r

the breasts soon become swollen, and prepare themselves for the

secretion of milk. There is sometimes increased salivary secretion,

capricious appetite, vomiting, diarrhoea or constipation. The liver

enlarges, and its icini becomes loaded with fat : the thyroid gland

may show increased development, and even the heart may undergo

well marked hypertrophy. The blood is modified in respect of the

proportion of its component parts : there is an increase in the fibrin,

and a diminution in the red globules : a soft blowing sound is heard

in the vessels of the neck and at the base of the heart. There their

exists a variety of chlorosis which was first described—and very well

described—by Cazeaux.1 Albuminuria is sometimes met with.

Such are the principal organic and functional modifications of

pregnancy. They already constitute the puerperal state—a physio-

1 Cazeaux :—De la Chlorose des Femmcs Enceintes. {Bulletins de VAcademic-

de Medecine. Paris, 19 Feu., 1850: T. XV., p. 448.]
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logical state which may lead to disease, and is often manifested by

a special—a purulent—pathological condition.

Lorain 1 and Tarnier 2 have lately laid much stress on the fellow-

ship of the morbid state of the mother and her new-born infant, and

still more of the mother and foetus. The infant, whether an ap-

pendage of the placenta or the breast, lives by its mother's blood.

It must, therefore, share the conditions predisposing to disease

which act on the mother, and must similarly receive at a given

moment—at the time of an epidemic, for example—the same morbid

influence. As the infant grows older, it proportionately loses this

morbid solidarity. In the womb, the foetus lives solely by its

mother : but when surrounded by the atmosphere, on the contrary,

it may, proprio motu, contend against its inherited maternal morbid

conditions. It will, therefore, be less and less under puerperal con-

ditions, the longer the interval of time since its birth.

We see then, that the foetus shares, and the infant retains, for a

period of varying duration, the maternal puerperal state. Both

derive from the mother a puerperal state, and all its consequences,

the chief of which is a predisposition to purulence.

Some have wished so to extend the puerperal condition in women

as to include the condition at each menstrual period ; and certainly,

each menstrual flux is accompanied by an exfoliation from the

internal surface of the uterus. In certain cases, the uterine mucous

membrane exfoliates in shreds or in one entire piece ; and when this

sort of delivery is painful and difficult, morbid phenomena are ob-

served similar to the ordinary phenomena of parturition : there

occur renal pains, uterine colics, hemorrhage during and after the

detachment of the mucous membrane, followed by a sanio -purulent

discharge, and consecutive separation : this incomplete delivery, which

accompanies the menstrual ovulation, lasts for some days, after

which nature resumes its natural order, till next menstruation.

Whilst these changes are proceeding, a modification shows itself in

the performance of the functions, and in the temper of the individuaL

There is an afflux of blood to the ovaries and tubes, and almost

always a sympathetic turgescence of the mammse. All these phe-

nomena, which are principally localised in the uterus and its ap-

1 Lorain : De la Fievre Puerperale chez la Femme, le Foetus, et le Nou-
veau-ne: Paris, 1855.

2 Tarnier :—De la Fievre PuerpeVale observee a l'Hospice de la Maternite.

Paris, 1858.
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pendages, are analogous to those which appear at the end of preg-

nancy and after delivery. I must remark, however, that the general

state of the menstruating woman is different from the general state

of the recently delivered woman : though in the former, the blood,

the humors, and the organs have undergone modifications, they are

not of so profound a nature as in the latter. The general state is

different ; and that is sufficient to account for the morbid predispo-

sition to puerperal symptoms being less. There is, however, in the

analogy of the states, matter of high clinical importance ; and the

cases of peritonitis and purulent infection observed among menstrua-

ting midwives during puerperal epidemics, strongly support the

views of MM. Lorain and Tarnier.

The new-born infant, as I have said, has received, during intra-

uterine life a special influx from the mother, which imparts to it a

predisposition to her morbid affections. The umbilical wound,

which corresponds with the placental wound of the uterus, may

occasion symptoms analogous to those observed in suppurative

uterine phlebitis, so that we may have identically the same purulent

infection in mother and infant. The general conditions, therefore,

of the new-born infant are nearly the same as those of its mother.

There exists in both a physiological solidarity, showing itself in an

excess of formative power [puissance organisatrice] : there is also in

both a pathological solidarity, showing itself in a tendency to pu-

rulence, and in a remarkable similarity in the local affections

[localisations morbides].

If it be correct to say that the puerperal state begins with

menstruation, or, according to some pathologists, begins with fertilised

menstruation [menstruationfecondee~\, and ends with lactation, it is

unquestionable, that the puerperal symptoms most frequently occur,

and are most severe, at the epoch when the puerperal state is most

marked, that is to say, during the three or four weeks immediately

following delivery, when the uterine wound exists. This puerperal

state is of shorter duration in the infant, and generally terminates

with cicatrisation of the umbilicus.

Both in the recently delivered woman, and in the new-born infant,

there exists a general state of the system which creates a morbidpre-

disposition, and also a local condition which may give rise to different

morbid manifestations, all shewing in common one characteristic

—the tendency to purulence : peritonitis, cellulitis, and metritis are

affections of this kind. Should the purulent tendency invade the
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venous system of the placenta or umbilicus, the local condition may

become the starting point of a general purulent infection of the

system, analogous to purulent infection in one who has undergone an

amputation.

Phlebitis and purulent infection are not, nevertheless, in my
opinion, all that is necessary to constitute puerperal fever, any more

than puerperal fever is peritonitis, as Gasc, Pinel, and Beau suppose,

or angioleucitis as is believed by Cruveilhier, Nonat, and Botrel.

There does exist an epidemic puerperal typhus ; but in every case, it

must have a wound as its determining cause.

It is necessary, therefore, to establish clinical distinctions. To

maintain that all puerperal symptoms result from a fever, or are

produced by an inflammation having various localisations, would be

to contradict observation.

I hold, consequently, that there are puerperal symptoms, and that

there is a puerperal fever properly so called. To-day, I do not

intend to speak to you about puerperal fever, as there is no case of

it in Saint-Bernard's ward : I wish to direct your attention to the

purulent infection of recently delivered women, an infection of

frequent occurrence ; and with several cases of which I meet every

year. The young woman whose case I am now going to recapitulate

died of that malady.

She was delivered at the Maternity on the 29th November. The

labor was natural. On the third day after delivery, she had slight

milk fever ; but there was no loss of appetite. On the tenth day

after delivery, she left the hospital, walking home. Five days after

returning to her lodgings, this young woman was seized with,

shivering, which recurred on the following days : on the 15th

December, she was admitted to the Hotel Dieu. Immediately after

her admission to the hospital, she had a return of the rigors. She

nevertheless said that she was not ill, and had no pain in any part of

her body. Her pulse was rapid, small, and compressible. She asked

for food ; and had neither vomiting nor purging. Still, from several

returns of the rigors taking place, I suspected purulent infection.

No pain was excited by palpation of the hypogastric region, or by

digital examination per vaginam. This absence of pain was abnormal

in a woman only fifteen days after delivery. The cervix uteri was

soft : the mouth was open, and from it there issued a small quantity

of foetid sanious discharge. The uterus was movable. When the

patient lay on her right side, it was impossible to detect by digital
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examination any tumefaction of the broad ligament of that side : as

the introduction of the finger occasioned no pain, I neglected to

explore carefully the left broad ligament. The prognosis in respect

of the fever was very unfavorable from the frequent recurrence of

the shivering, and from the patient having no feeling of being ill.

During the night between the 16th and 17th December, she

again had shivering. At the morning visit on the 17 th, there was a

change of expression, and pain in the right shoulder : as the arm

could be moved about, I concluded that there was no affection of

the shoulder-joint, and that the pain was probably dependent upon

the presence of a purulent deposit round the articulation. Next

day, the 18th, there was a renewal of the shivering: pains were felt

in the left shoulder, but in no other part of the body. There

existed rapidity of pulse, profuse sweating, and redness over the

cheek bones. The mental faculties remained unimpaired: there

was neither squinting nor deafness. Eespiration was anxious

:

rales were heard in both lungs, particularly in the lower part of the

right lung : there was neither bellows-sound nor egophany. Yomit-

ing, diarrhcea, and abdominal stains were all absent. Towards

evening, respiration became embarrassed, the rales became coarser

and more general, the power to expectorate ceased; and death

occurred during the night.

At the autopsy, it was found that the uterus was larger and more

flabby than it was fifteen or twenty days after delivery : there, was,

however, nothing abnormal in its parietes. Its internal surface was

smooth, and, except in the situation where the placenta had been

inserted there was an absence of rugosity : at that point, however,

there was no suppurating wound, the corresponding uterine sinuses

were contracted on themselves, obliterated by small fibrinous clots :

there were no traces in their interior of inflammation or suppuration.

The neck of the uterus was bluish and soft, and its lips were jagged

:

on making a section of the cervix, no inflammation of its circular

vein was disclosed. On making a double longitudinal incision

through the walls of the uterus where the sinuses and utero-ovarian

veins meet, no purulent collection was met with.

On the left wall of the vagina, in the part nearest to the cervix

uteri, there were ten pustules, as large as the full-sized pustules of

small-pox : a creamy pus flowed from them when incised. In the

cellular tissue lining the vagina, in the part corresponding to the

pustules, numerous small abscesses were observed, the presence of
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which gave the tissue the appearance of a sort of purulent sponge.

The left hypogastric vein was carefully dissected : creamy pus, free,

unmixed with blood, was found in its interior : there was no ob-

literating clot, and no phlebitis, although from the point at which

the intra-venous pus was met with, the dissection was carried up as-

high as the common iliac vein. The pus, which could only come

from the parts adjoining the vagina, or from the vagina itself, had

been carried into the hypogastric vein, and subsequently drawn into

the circulation by the other affluents of the same vein. This case

seems to me to be one of the best for the demonstration of the

direct passage of pus into the general circulation. This was the

visible source of the purulent infection, of which the lungs, liver,

spleen, and joints, furnished the irrefragible proofs.

The lung presented numerous ecchymotic spots which gave great

value to the existence of small abscesses surrounded by ecehymoses-

and minute apoplexies. At the base of the lung, at its edges, there

were abscesses the size of a haricot, of which some were and others

were not fluctuating. The liver and spleen only contained super-

ficial ecchymoses and yellow spots.

Within the articular cavities of both shoulder joints, there was a

large quantity of pus. No appearances of purulent peritonitis or

purulent pleurisy were visible.

Most assuredly, Gentlemen, you have been struck with the resem-

blance—the identity, I may say—between the case now described

and cases which come under your notice in the surgical wrards.

Have you not recognised, in that case the same purulent infection

seen in persons who have undergone amputation? Observation

during life and the autopsy, must, I think, have quite satisfied your

minds on this point. The symptoms of purulent infection in a

delivered woman, as in a person who has had a limb amputated, are

frequent rigors, recurring several times a day, pains in different!

parts of the body, cerebral disturbance, a general state testifying the

presence of a general disease, recognizable superficial abscesses,

in the joints or subcutaneous cellular tissue, extreme prostration,

and speedy death. Metastatic abscesses are found disseminated in.

the principal viscera, and purulent effusion in several of the synovial

cavities. Finally, to complete the description of the resemblance

between recently delivered and recently amputated patients, let me
state, that in both, there is an opening for the entrance of the poison*

by the venous system.



252 PUERPERAL PURULENT INFECTION.

In a surgical wound, a placental wound, a tear of the cervix

uteri, a contusion of the vagina, a phlegmon, a phlebitis, we have

the source of the general infection of the system—the origin of the

pus, which, carried into the circulatory torrent, acts either as a

foreign body or as a ferment, in such a way as to determine a morbid

state of the organism, which almost always terminates in death.

Purulent infection is the same affection in the recently delivered

and recently amputated patient. Why, then, does not the placental

wound and the surgical wound always give rise to purulent infec-

tion?

For a long time, Gentlemen, it seemed as if the general affection

known under the names of " purulent infection," u purulent absorp-

tion," " pyaemia," &c. belonged exclusively to the domain of sur-

gery, because physicians had fewer opportunities of observing it,

and because we are indebted to surgeons for the majority of works

on phlebitis.

At a date not yet very distant, M. Tessier maintained, with great

ability, the theory of puerperal fever in opposition to that of phle-

bitis.

At a later period, experiments on animals were made by MM.
Darcet (de Castelnau) and Ducrest, which were afterwards repeated

by Sedillot. The questions of purulent absorption, phlebitis, and

lymphangitis were hrst supported and then assailed : those who will

take the trouble to read the principal works on this subject will

find that, looking at Tessier's doctrine from a clinical point of view,

it is at least a close approximation to the truth.

This is a question in general pathology which I propose to dis-

cuss with you. It is one which every physician ought to study

thoroughly ; and I hope that our attentive examination of the pre-

disposing and determining causes of purulent infection, will lead us

to understand its progress and etiology, and enable us also to seize

the indications of a preventive treatment.

Every disease, at the first, has two elements : there is the cause,

properly so called ; and the state of the economy recipient of the

morbid impression. These two elements are always present—the

first to follow out its results ; and the second, to react upon, to

combat the cause. The action of the cause will be principally either

in respect of its quantity or in respect of its quality. The reaction

of the economy will differ in each individual according to his varying

aptitude for resistance.
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Even specific causes sometimes encounter refractory economies,

which rehel against their morbific powers. This refractory aptitude

may be either natural or acquired. It is natural, when we see a

number of individuals remain exempt during an epidemic : it is

acquired, when, in virtue of a previous attack of the same disease,

or in virtue of an antidote, the morbific cause is obliged to remain

inoperative. A person who has once had small-pox will rarely have

it a second time j and a person who has once been vaccinated is

always protected for a longer or shorter period from a second attack.

In some persons, habitual contact with a disease confers relative

or absolute immunity from it. Physicians, nursing-sisters, and

hospital servants seldom take the eruptive fevers, to the contagion

of which they are constantly exposed.

If a man, day-by-day, for a certain period, take a particular

poison, he will at last be able to take large quantities of it without

experiencing the slightest discomfort. In Hungary, as you know,

arsenic is very largely used as an invigorating medicine ; and, as I

have often told you, certain wretched victims of epileptiform neu-

ralgia of the face have acquired so great a tolerance of the pre-

parations of opium that one has been able to take a litre of laudanum

in a day, and another from thirty to forty centigrammes of the extract

of opium in the twenty-four hours.

Opium and arsenic though toxic agents possessing a determinate,

almost specific action, require sometimes to be administered in aug-

mented doses to obtain the desired and usual effect. So it is with

specific morbid causes. Though, as a general rule, a specific ele-

ment acts with certainty and produces anticipated results, yet some-

times specificity claims its quota. Thus, for example, a particular

individual who resists contagion when the malady is endemic is

unable to do so when a great epidemic is prevailing, because, under

the latter condition, the specific cause is more powerful or is more
prolonged in its action. This remark applies to epidemics of

cholera and small-pox.

The economy will resist an ordinary or specific morbid cause with a

power varying according to the individual and the cause : the resist-

ance will vary infinitely according to the varying receptivity of indivi-

duals and the varying receptivity of the same person at different times.

These, Gentlemen, are principles in general pathology, without

which you will be stopped at every step in practical medicine. They
enable you to understand how the effects of morbid causes vary
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according to the idiosyncrasies of individuals, the nature of the

prevailing epidemic, or the medical constitution of the season.

The principles which I have now recalled to your recollection

admit of being applied to purulent infection in amputated and

recently delivered patients ? Without these principles, how can

we understand the extreme frequency of purulent infection at a

determinate epoch? How can we without them, understand its

gravity being relative to the nature of surrounding circumstances ?

Or without them, how can we explain its mildness under certain

conditions which do not admit of doubt as to its being actuallv

present, such as articular and numerous subcutaneous abscesses?

Are you not thus led at once to perceive the importance of this

relative mildness and gravity ? Every surgeon and physician knows

that there are cases of purulent infection which terminate in return

to health. Yet, how often has it been written that purulent infec-

tion is inevitably mortal ? We shall see by-and-by whether the

etiology, the progress of the infection, and the morbid epiphenomena

supply us with indications whereupon to deduce rules of prognosis

and treatment.

There is undoubtenly a purulent diethesis, that is to say, a pre-

disposition in virtue of which certain individuals form pus with

very great facility. In some subjects, every wound undergoes pro-

tracted suppuration : there are others, again, in whom every solution

of continuity cicatrises rapidly. In the former, there is a persistent

predisposition to form pus ; and in the latter, a natural tendency

to secrete that plastic lymph by which the lips of wounds become

agglutinated, and their surfaces covered with a cicatricial coat. In

the two classes of cases, therefore, there manifestly exists a diversity

of predisposition, the particular predisposition being usually allied

to a particular state of the general system which it is impossible to

define, as those under its influence may present all the conditions of

apparent health.

At other times, this general state which constitutes the purulent

predisposition, is consequent upon external violence : and at other

times, again, it follows an eruptive continued fever from which

there has been imperfect convalescence. So great is the alteration

in the crasis of the blood after small-pox, that we may see the body

covered with a numerous succession of sub-cutaneous and sub-

mucous abscesses. In these cases, the purulent diathesis seems to

confine its manifestations to the subdermic cellular tissue : some-
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times,, however, in cases consequent on typhoid fever, we find, at

the autopsy, numerous parenchymatous abscesses. You recollect

the case of the young man under the care of Dr. Horteloup, who

succumbed to advancing general purulent infection, which probably

originated in ulcerated Peyerian glands, and the existence of which

infection was proved by numerous pulmonary and intra- muscular

abscesses. A prick of the finger when dissecting, sometimes also,

though not often, gives rise to purulent infection : more frequently,

however, as you know, it gives rise to a phlegmonous or special general

putrid infection, which may almost always be recognised by the

stools, the odour of which recalls the primary source of the infec-

tion.

The disposition to form pus which follows continued fever is not

generally a serious element in the prognosis, except, of course,

in those exceptional cases in which numerous abscesses form in the

muscles and parenchyma of viscera. Perhaps, the cause of the ex-

ceptional gravity of purulent infection occurring as a sequel of

fevers, consists in some special modification of the wounds which serve

accidentally as the origin of the infection, whether it be in a suppu-

rative mesenteric phlebitis, or in an ulcerative phlebitis permitting

the directpassage of pus into the circulatory torrent while the benignity

of this affection may be due mother cases to the digestion of the pus.

How arewe to understand why it is that in small-pox, when the dermis

is in contact with so great a quantity of purulent matter, there

should be no purulent infection unless we admit that the purulent

matter becomes modified in some peculiar manner by which its

noxious properties are removed ? There is good reason for sup-

posing that, in each pustule, prior to desiccation, a modification

takes place in the purulent fluid by which it is deprived of its infec-

tious power.

"Whatever there may be in these explanations, it must be admitted

that there is a class of cases, in which, notwithstanding the profusion

of pus which bathes the surface of the dermis or the deep-seated

tissues of organs, purulent infection is a very exceptional occurrence

;

while in another category of cases, the affection originates in a wound

of small extent, or in an erysipelas. Let me remark that, in most of

the cases which belong to this category, there has been observed a

noxious epidemic influence, sometimes manifesting itself in unhealthy

suppurations, erysipelas, phlebitis, causing great mortality among

lying-in women and new-born infants.
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While, however, we attribute its own share to the prevailing

epidemic influence, we must admit the existence of individual ten-

dencies, for many amputated patients and many recently delivered

women placed under the same general influence escape : those who

resist that influence are in the most favorable circumstances for

organic resistance. We must, therefore, always take into account

the general etiological influence, and the individual's power of re-

sisting it. Though we cannot bring treatment to bear upon the

epidemic cause itself, let us see whether it be not possible to place

individuals in such conditions as will enable them to resist the

epidemic influence.

Principal Theories of Purulent Infection.—1. Absorption of un-

altered pus by the absorbent vessels.—The pus-globule inadmis-

sible : only the serum of the pus is admissible. The Vascular

Oscula of Van Swieten and Transverse Sections of Veins becom-

ing Absorbing Mouths.—2. Purulent Fever of Haen and Tes-

sier.—Pyogenic Fever of Lying-in Women of Voillemier.—3.

Suppurative Phlebitis causing Pundent Infection of Dance,

Velpeau, Blandin and Marechal.—Capillary Phlebitis of Ribes.

—Pus in the Thoracic Duct.—4. Absorption ofthe Serum of the

Pus.—Experiments of Darcet, of MM. Castelnau and Ducrest,

and of Sedillot.

Before I state my views of purulent infection, it will not be

uninteresting to recapitulate the principal theories which have been

brought forward.

The theory of absorption consists in the belief that the pus of an

abscess or of a superficial wound may, as pus, be absorbed by the

absorbent vessels, and be carried by them into the torrent of the

circulation : it is supposed that the pus which is thus transported by

the blood to different parts of the body, originates metastatic

abscesses. Boerhaave and Yan Swieten are of opinion that this

absorption takes place by the ossicula of the vessels, or by the

transverse sections of the veins. The pus mixes with the blood,

vitiates it {inauinat sanguinem), and so becomes the source of

cacoplastic deposits in the viscera, the functions of Avhich become

implicated to such an extent as to indicate the presence of the most
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formidable maladies. Boerhaave and his commentator believe that

the pus is absorbed en nature. As you are aware, this theory has

been most severely criticised. The researches of anatomists hardly

allow us to believe that pus can pass directly through ossicula, or

absorbing mouths, which have no existence ! But the entrance of

pus in consequence of the lesion of vessels is not the less possible,

as Boerhaave observes, after amputations and operations for

aneurisms, or after extensive and deep wounds

—

ingens vulnusfactum.

Hunter, in his chapter on " ulcerative phlebitis/' defends the

opinion of Boerhaave : and every day, we see how easily pus

enters the uterine sinuses without there having been obliterating

phlebitis.

Van Swieten had the idea that the pus did not merely act as a

foreign body in causing the numerous abscesses ; but that its pre-

sence in the blood produced a specialfermentation engendering pus

in other parts of the body^).

Morgagni, when speaking of wounds of the head, and Quesnay,2

declare in favor of the absorption of pus en nature by the veins

;

but they add, that the pus being carried to, and arrested in, the

liver, lungs, and other organs, becomes the cause of a secondary

suppuration—an opinion adopted by Professor Cruveilhier,3 based

on experiments tending to show that a globule of pus, like a globule

of mercury, acts as an excitant of inflammation of the lungs and

liver to which it has been transported.

De Haen, the pupil of Van Swieten, but not his follower in this

matter, believed in the existence of a purulent fever, analogous to

the fever of small-pox. He thought that, in these conditions, the

blood, in virtue of a special predisposition, contains the principles of

purulence, which show themselves everywhere throughout the or-

ganism, after the manner of the virus of small-pox. He adds, that the

cause originating the buffy coat on the blood is sufficient likewise to

produce pus. Around these two opposite theories are grouped all

the other theories. One party believes, that the organism is infected

by pus absorbed at a certain point : and others teach, that it is the

1 Van Swieten :—Commentaries on the Aphorisms of Boerhaave.
2 Quesnay :—Traite de la Suppuration.
3 Cetjveilhiek.:—Anatomie Pathologique, du Corps Humain : livraisons iv,

vii, xi, xiii: folio, Paris: 1833. See also his article on Phlebitis in the

Dictionnaire de Medecine et de Chirurgie Pratiques, T. XII : Paris : 1834.

17
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organism itself which generates the poison, and spontaneously pro-

duces pus everywhere.

Tessier, who has defended the doctrine of purulent fever with

remarkable ability1 is satisfied to remark, that in amputated patients

and recently delivered women, there is a great tendency to suppura-

tion, a tendency which shows itself, he says, in three quite distinct

forms, viz. in the purulent phlegmasise, the purulent state, and the

purulent fever. He looks upon the purulent fever as a febrile state,

under the influence of which active suppurations suddenly appear in

various parts of the body.

The object of Tessier's work was to prove that there was no such

thing as purulent absorption, and that phlebitis, lymphangitis, and

«very local phlegmasia, arose from the general purulent state. He
considered, that it exists before every fluxion and every local

phlegmasia—that the predisposition, the purulent diathesis, origi-

nates in the traumatic condition, the puerperal condition, or other

serious morbid states of the economy; but that these conditions are

only predisposing causes, physical pain and crowding being the de-

termining, and perhaps not the least important, causes.

Gentlemen, I cannot adopt this too exclusive view of purulent

fever maintained by M. Tessier, because I am now going to lay

before you cases in which it is evident that the suppurative phlebitis,

the lymphangitis, and the suppuration of the capillary vessels, were

the source of the purulent infection ; that is to say, of the infection

of the blood. Still, I have pleasure in recognising the very happy

manner in which M. Tessier discusses the question of the purulent

diathesis.

Side by side with Tessier' s purulent fever, we must place Yoille-

mier's pyogenic fever of lying-in women. 1

The doctrine of phlebitis has more scientific precision than that of

purulent absorption ; but resembles it in this respect, that it admits

the infection of the organism to be consequent upon the introduction

of pus into the blood. Dance, in 1828, ably maintained this

theory, which, notwithstanding the powerful opposition of Dupuytren,

was generally accepted.

The starting point, according to this theory, is suppurative inflam-

1 Tessier: De la Diathese Purulente. [L'Experience : 1838.]
2 Votllemier : Histoire de la Eievre Puerperale, Pyogenique, observee en

1838, a l'Hopit'al des Cliniques.—Reprinted in 1862 in the "Clinique Chirur-

gicale."
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mation of a vein : the infection of the blood is looked upon as

secondary, and the metastatic abscesses, so to speak, as tertiary

symptoms. This phlebitis, already described by Hunter, was anew

investigated ; and pathological anatomy soon showed that the bodies

of patients dying with symptoms of purulent fever presented phlebitis

of the stump, phlebitis of the capillaries, or phlebitis of the uterus.

The cause of the phlebitis was discovered : it was discovered in the

parenchyma of organs, in the osseous tissue, the diploe of the cranial

bones, and in other situations.

But is not this phlebitis, the source of the infection, itself really a

primary manifestation of a special predisposition, without which the

vein could not become the seat of inflammation ? Without this pre-

disposition, suppurative inflammation would then be the necessary

consequence of every lesion of a vein : but this is not the case—sup-

purative phlebitis is, relatively, a rare complication.

Whenever a vein is involved in an operation, one of two things

must occur :—Either, the secretion of plastic lymph, the wound

healing by the first intention ; or, cicatrisation by the second inten-

tion, after a necessary preliminary stage of inflammation. In the

first case, the lips of the vein in the wound are glued to one another;

and this condition is maintained by fibrinous plastic lymph secreted

by the internal surface of the vein : this is adhesive inflammation.

In the second case, the vessel remains open : a cruoric clot, adherent

to the internal surface, projects from the opening, and mingles with

the secretions from the surface of the solution of continuity. This

clot has a free external extremity, and an intra-vascular extremity

adherent to the serous coat of the vessel. The length of the clot

varies with its distance from the point at which the collateral venous

circulation is established in the same vessel.

What occurs in the second class of wounds takes place in respect

of the placental surface of the uterus, which may, at every point, be

compared to a bleeding wound. In both, obliteration of veins is

accomplished by coagulation of blood. In the uterine sinuses, the

obliterating clots seldom measure more than from one to two centi-

meters, which is explained by the rich venous circulation of the

uterus for some days after delivery. But should venous inflammation

occur, and spread by degrees, it is usual to find clots prolonged into

the utero-ovarian and hypogastric veins, as is sometimes observed

in the brachial and femoral veins, after amputations of the arm and

thigh.
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The secondary clots undergo very remarkable transformations;

but it is not known whether these clots have the power of inducing

purulent infection. My opinion is that purulent infection generally

originates in inflammation of the vein nearest to the solution of con-

tinuity, that is to say, in the wound itself. This, in fact, is the

situation in which the existence of pus has been demonstrated ; and

if there be no fibrinous plug, there is a direct passage for the pus

into the blood. This fact admits of easy demonstration in the

uterine sinuses and hypogastric and ovarian veins of women who

have died within three weeks after delivery. Again, in these circum-

stances, it is not unusual to see in the placental wound several large

open sinuses with thickened walls, canals of communication by which

is conveyed the pus of the placental surface, and the pus, free or

mixed with blood, which is found in the hypogastric and ovarian

veins. In these cases, there is observed in the veins nearest to the

source of pus, a sanguineous fluid identical in color and consist-

ence with that of leucocythsemia. These facts were observed by

Hunter, Clarke, and Hodgson, and are mentioned in their respective

works : they may be easily confirmed by any one who will carefully

examine the lateral parietes of the uterus in a recently delivered

woman, and the veins nearest to the surface of the wound in a case of

amputation.

Can the elongated clots in the veins be the source of purulent

infection ? In favour of an affirmative answer is the fact, that these

clots, in softening, often present a purulent appearance ; but I am
doubtful of this being the source of the infection, because we can

only detect by the microscope, even in the midst of this purulent

appearance, granules of fibrin, no pus-globules being visible.

Suppurative phlebitis properly so called, which is observed chiefly

in the large veins near wounds, may also exist in the capillary

veins, as has been demonstrated in cases of ostitis and caries.

Eibes observed capillary phlebitis in cases of erysipelas and

gangrene.

We have now seen that pus deposited on the surface of a wound,

or contained within a vein, passes directly into the torrent of the cir-

culation, and so originates purulent infection. Are there any other

sources of this infection ?

During the last few years, there has been a belief that there can

be no purulent infection without suppurative phlebitis, the purulent

inflammation of the vein being the necessary cause of the infection :
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"without that inflammation, it has been held that there can be no

passage of pus into the blood. After delivery, as I have already

remarked, pus may be met with in the uterine veins, although these

veins are not inflamed, not even at the point where pus is seen. It

must, therefore, be admitted, that in these cases, the pus has been

transported to the place where it is found. Again, I lately showed you

a beautiful example of this transport of pus in the hypogastric vein,

occurring in a case of purulent infection following delivery. It may
thus happen, that one of the afferent branches of the hypogastric vein

may be the seat of suppurative inflammation. I believe that it so

happens in the majority of cases. For this reason, I wish to recall

to your recollection two somewhat interesting cases, which prove that

pus may exist in these veins, and may nevertheless escape the notice

of conscientious attentive observers.

Lenoir, surgeon to the Hopital Necker, had performed ablation of

a sarcocele. Complete cicatrisation seemed to have taken place,

when the patient was seized with repeated attacks of shivering ; and

died, having metastatic abscesses, which were seen on dissection after

death. Lenoir himself dissected the veins which he supposed to be

in a state of inflammation ; and, after two hours of fruitless search, was

unable to recognise any signs of phlebitis. Dr. Gubler, at that

time a pupil in the wards, continued the dissection, and discovered

inflammation of the prostatic venous plexus. The pus contained in

the plexus freely discharged itself into the hypogastric vein.

In Marjolin's service, at the Hopital Beaujon, a man was bled

from the arm : he soon had pain in the arm, and probable phlebitis.

Symptoms of purulent infection set in; and the patient died.

MM. Castelnau and Ducrest carefully dissected the veins, in the

situations in which they expected to find phlebitis : for four hours,

their search was fruitless. M. Castlenau then anew examined the

veins of the arm, and found pus in an inflamed vein opening directly

into the brachial vein, in which there was an obliterating clot, and a

free passage for the pus into the subclavian vein.

In both of these cases, the existence of phlebitis would have been

denied, had not renewed search been made; and, certainly, no

renewed search would have been instituted, had not a firm con-

viction existed in the minds of the observers, that pus would be

discovered, to show the source of the general purulent infection. In

similar circumstances, therefore, we cannot make our examinations

with too much minuteness.
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How many patients die after catheterism with symptoms of puru-

lent infection ! In the autopsy of such cases, never omit to exa-

mine the prostatic plexus, and the whole venous system of the

pelvis, for there, the source of the infection will probably be found.

You ought to know where to look. Eecollect, that these are the

chosen spots where pus is present in uterine phlebitis, as well as in

phlebitis following operations on the testicle, urethra, bladder, and

prostate.

It does not follow, that phlebitis is the sole source of purulent

infection. In cases of purulent infection observed by Yelpeau>

Nelaton, and Denonvilliers, numerous metastatic abscesses were

found on dissection after death, and yet, no pus could be found in

the veins near the seat of the operation.

Tor example, amputation was performed in the case of a man

admitted to the wards of Dr. Denonvilliers for comminuted fracture

of the humerus. He died fifteen days after the operation, with all

the symptoms of purulent infection. At the autopsy, enormous

abscesses were found in the liver. All the superficial and deep veins

of the upper extremity, from the surface of the stump to the right

auricle of the heart, were very carefully dissected, without the

smallest trace of pus being discovered. The remaining portion of

the humerus was sawn in several directions; but not the minutest

drop of pus was found in the spongy tissue of the bone.

Though disposed to admit the great value of cases such as I have

now described, I am not without doubts as to their negative im-

portance. It is possible, that the primary source of the infection

may have existed in some situation which was not thought of. The

sinuses of the dura mater may be the seat of purulent deposits

consequent upon a seemingly unimportant attack of otorrhcea:

again, in the course of a vein, there may be suppuration of a gland^

cellular tissue, or parenchyma; and, from ulceration taking place,

pus may enter the vein, causing general infection, although the

lesion of the vein may remain undiscovered.

At other times, the source of the infection has been in the thoracic

duct or in the receptaculum chyli. How did the pus get there ?

That matters little: there it was; and thence it might easily pass

into the subclavian vein, and so into the venous circulation. In

these cases, there was purulent infection.

You see then, Gentlemen, that suppurative phlebitis plays an
important part in purulent infection. Pus may, however, exist in.
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the veins without any trace of inflammation of the walls of the

veins having been found : at other times, we neither find pus in the

veins, nor phlebitis : but in such cases, the thoracic duct and lymph-

atic vessels have not always been examined ; and as we have just

seen, these affluents of the venous system may contain pus in cases

of purulent infection. It consequently follows, that in the great

majority of cases, purulent infection simultaneously exists along

with pus in the venous system and its affluents. Adulteration of

the venous blood by pus appears then to be the proximate cause of

purulent infection : this theory has on its side an imposing majority

of facts.

Nevertheless, the partizans of purulent fever see in them only

coincidences ; or rather, they regard metastatic abscesses and phlebitis

as consequences of a general purulent state. Prom their point of

view, there is no relation of cause and effect between the surgical or

placental wound and the metastatic abscess, both being looked upon

as results of the same cause, and as similar in their nature though

different in their seat. The objection to this interpretation of the

facts is, that purulent infection never exists without a wound, how-

ever small that wound may be. On the other hand, to this objection

a counter- objection may be urged, viz. that there are many wounds

without purulent infection.

Here, let me remind you, that certain conditions are necessary

for the production of suppurative phlebitis : with most of these con-

ditions, we are unacquainted. But this we know—that every wound

of a vein is a grave accident, liable to become the source of the

greatest danger. Surgeons have observed, that the knife is more

apt to produce suppurative phlebitis than the actual or potential

cautery ; and that almost never is^there anything to fear from venous

lesions produced in crushing or tearing operations. We also know,

that intra-venous suppurations, which predispose to purulent infec-

tion, are induced by comminuted fractures and articular wounds, by

any active interference with the uterus during labour or at the time

of delivery, by partial retention of the placenta, or by extensive

lacerations of the cervix uteri. I may add, that individual and hy-

gienical conditions, crowding, and the pain of an operation, by their

action on haematosis and the nervous system, create a predisposition

to purulence.—All this I accept within certain limits; but as you
know, cases are recorded in which purulent infection declared itself

almost suddenly in persons whose general state was satisfactory:
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some were suffering only from otorrhoea,1 varix, corns, or chil-

blains. Spontaneously, or consequent upon intervention with the

knife or ligature, a vein having been touched, suppurates, and the

patient dies with symptoms of purulent infection. Persons in good

health, with the exception of some insignificant malady, are operated

on in the most favorable conditions—a vein becomes inflamed, and

the patients die : metastatic abscesses form : pus is found in the

petrous portion of the temporal bone, in a vein at the point where

it was ligatured, or only above the ligature : now I ask, are we,

with all these facts before us, not to see the relation of cause and

effect existing between purulent infection, between the general state,

and the wound ? That would be entirely to abandon logic.

Nevertheless, doubt was permissible : it was necessary to have

recourse to experiments. At a period when attention was keenly

directed to alteration of the fluids caused by the entrance of putrid

matters into the circulation, Gaspard in 1823, an^ t m conjunction

with M. Dupuy of Alford, in 1826, came to the conclusion, that

the injection of putrid matters into the veins of animals (dogs,

horses, and sheep), produced symptoms similar to those caused by

purulent infection, leading to death in a few days when the quantity

injected was sufficient. On examination after death, the blood was

found exceedingly altered, and numerous ecchymoses were observed

in the parenchyma of the viscera and the sub-serous cellular tissue.

After injecting from thirty to forty-five grammes of putrid pus into

the veins of animals, we found tumors presenting a carbuncular

appearance, and abscesses, which we called tuberculous abscesses

[abces tuherculeux] . I merely, at present, mention the results of

the experiments performed by M. Dupuy and me conjointly, re-

marking, that when we made them, we had no intention of pro-

ducing a state of poisoning similar to purulent infection.

MM. Eenault and Bouley, in 1840, injected two centilitres of

pus into the jugular vein of an apparently healthy mare; and, after

the lapse of a few days, were not a little surprised to see the

symptoms of acute glanders : it is worthy of notice, that by simply

inoculating the matter of the nasal ulcerations of that animal,

acute glanders was produced in another animal. I do not enter

into any discussion regarding this experiment : I am satisfied to

state the fact.

1 An interesting case of this kind is described at p. 231 of volume second.
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M. Darcet in 1842, and MM. Castelnau and Ducrest in 1843,

repeated these experiments upon dogs and rabbits. In 1844 and

1845, M. Sedillot made similar experiments with pus derived from

different sources.

All these experiments show, that most animals into whose veins

pus, varying in quantity and quality, has been injected, have pre-

sented, from the very first, prostration, a dejected appearance, and

great restlessness : they have nearly all refused to eat, and have been

exceedingly thirsty ; some have had paralysis of the sphincter of the

anus. Before the reaction which indicated a return to health, they

have had profuse alvine discharges. "When, by repeating the injections,

the animals were subjected to successive and progressive poisoning,

they succumbed in from five to ten days after the commencement of

the experiment : on dissection, ecchymoses were found, particularly

on the surface of the lungs, and numerous abscesses, of different

dates, in the same organs.

It appears then, Gentlemen, that whether we inject pus into the

veins of an animal, or whether it enter a vein as the result of in-

flammation in the case of a recently amputated or recently delivered

patient, the symptoms and the lesions are identically the same.

Purulent infection is produced artificially in the first case ; and is

the result of phlebitis in the second case. What more is necessary

to prove, that in both cases the presence of pus in a vein is the

cause of the purulent infection ? This double check, clinical and

experimental, is almost as conclusive as the experiments made to

elucidate vaccination, the inoculation of small-pox, of syphilis, and

of glanders.1

1 For the history of this question, and for all the experimental and clinical

researches, see :

—

Darcet : These Inaugurale, Mai, 1842 :

—

Castelnau and

Dtjcrest : Rescherches sur les Abces Multiples compares sous leurs differents

raplorts ; Paris, 1846. Sedillot:— De PInfection Purulente ou Pyohemie;

Paris, 1849. This work, rich in experiments and clinical observations, is the

most complete treatise on this subject.

—

Dumontpallier :—These Inaugurale

;

Paris, 1857.—See also, the works of Boerhaave, Van Swieten, De Haen,
Stoll ; and the more recent publications of Blandin, Velpeau, Cruveilhier,

and Tessier.
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Doctrinal Statement.—Parallel between 'Experimental Purulent In-

fection, and Clinical Purulent Infection.—Similarity of Symp-

toms and Anatomical Lesions.—Similarity of the tendency to

Critical Evacuations by the S/cin and Intestines.—Possibility of

Recoveryfrom Purulent Infection : Complex Etiology of Purulent

Infection from Inflammation of the Large, and Capillary Veins

:

from Absorption of Pus itself: from Absorption of Purulent

Serum, Assimilated, or Poisonous Serum.—Epidemic Purulent

Fever.—Theory of Eerments applied to Purulent Infection : Ex-

jperiments ofPasteur, Chalvet, and Reveil.—Treatment ofPurulent

Infection : to avoid the Causes ofPhlebitis : there is no Specifc :

Endeavour to excite Crises, and to support the Strength.

Be on your guard, when successive attacks of rigors occur in a

newly delivered woman, or in a patient who has a wound in any part

of the body : for then, there is reason to fear that a certain quantity

of pus has entered the blood, and that pyaemia is threatened. The

shivering is soon succeeded by fever, sometimes a copious sweat

covers the whole body, or a profuse diarrhoea sets in, after which

all seems to return to its normal state, and the idea arises that an

unnecessary amount of alarm has been created. Wait twenty-four

or forty- eight hours ! Bigors will then set in anew, sometimes

accompanied by chattering of the teeth and horripilation ; and

these symptoms will perhaps recur several times within a few hours-

The general discomfort increases, the patient has a presentiment of

approaching death, reaction takes place slowly, and the pulse i&

rapid and weak. At other times, were it not for these strange

shiverings, the patients would make no complaint; and yet, they

suddenly experience pain in some particular part of the body, such

as the calf of the leg, the knee, or a joint. The swelling and red-

ness which accompany the pain disappear in a few hours ; and then

other parts of the body are invaded. Under such circumstances,.

you need not hesitate to affirm, that purulent infection exists, that is

to say, that pus has entered the blood, and that there are abscesses

in the parenchyma of the viscera, in addition to those visible on the

limbs and trunk : nearly always, several metastatic abscesses are

found in the lungs and liver.

Anatomical experience enables us to state that these abscesses

exist, when by mere clinical investigation we could hardly even



PUERPERAL PURULENT INFECTION. 267

suspect their presence : it is not unusual for such abscesses to exist

in organs although the functions of the organs do not seem to be

disturbed. The liver or lungs may contain abscesses in different

stages of evolution ; and yet, pain in the hepatic region and chest,

cough and expectoration, may all be absent.

Metastatic abscesses at the base of the brain may be sometimes

diagnosed by the occurrence of strabismus, by an inequality in the

dilatation of the two pupils, and by the patients complaining of

diplopia and obscurity of vision. Delirium and coma do not show

themselves till the last stage : at the commencement of the purulent

infection, they afford no assistance to the diagnosis, but at that early

period, important cerebral disturbance may be observed. There is a

discord between the quiet state of the patient, and the gravity of

his condition : he cannot understand why he is so carefully and

attentively interrogated : he will tell you that he is not ill. This

quiet state is a prognostic of very great danger. You remember

the young woman who occupied bed 20, Saint-Bernard's ward, who

told us that she was not unwell : and in respect of whom, never-

theless, I had no hesitation in affirming, on learning that she had

had repeated rigors, and ascertaining the date at which she had first

been attacked by them, that the blood was poisoned by pus, and

that the source of the infection was in the genital organs, although I

had not been able to recognise decided pain in these parts.

It is generally after the fourth or fifth day from delivery, that the

symptoms of purulent infection declare themselves, because three

or four days are required for the pus to be secreted in sufficient

quantity from the surface of a wound or within an inflamed vein.

"When the symptoms do not appear till the fifth day, the delay has

probably been caused by the obliterating clots having in the first

instance prevented the pus from entering the blood.

It is easy to understand, that when four days have elapsed after

delivery, the date of commencement may vary very much ; for once

pus has been secreted at any point in the venous system, it may

enter the torrent of the circulation by the obliterating clot being

broken or displaced by any sudden movement or blow. Persistent

inflammatory action may cause softening of the clots, without there

being a sufficient contraction of the vessel upon itself: then the

pus secreted on the other side of the broken or softened clot may be

poured intermittingly or continuously into the circulation.

There is a remarkable similarity between the principal symptoms
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of purulent infection and the phenomena observed in the experiments

of Darcet, Castelnau, Ducrest, and Sedillot.

Each rigor announces the entrance of pus into the blood : for a

time, variable in duration, the patient, or the animal experimented

upon, struggles to eliminate the morbid poison from the circulation

:

profuse sweating, diarrhoea, and vomiting supervene : but as a new

supply of the infecting fluid is always pouring in from the source, the

patient becomes exhausted in useless efforts, and the great functions

of the economy become almost simultaneously compromised: the

stomach rejects food and medicine: there is constant diarrhoea:

the circulation and respiration become accelerated: the mental

faculties gradually fail: the face does not bear the impress of

suffering : by-and-by, the breathing becomes jerking and quicker

:

the pulsations of the heart are more rapid : the body is covered with

a cold sweat : at last, the patient dies without a struggle. The

calm which characterises the last scene is perhaps explained by

the blood being poisoned to such an extent as to carry death simul-

taneously to every organ, so rendering it impossible for any of them

to maintain the struggle. Every part of the body, even the parts

which seem to be perfectly healthy, are impregnated with the morbid

principle, which seems, as Berard remarks, to manifest itself by the

^repugnant smell which issues from every part of the body a few

minutes after death.

Death is almost always the prognosis in purulent infection. It is

obvious, that if a large quantity of pus be introduced into the

oconomy, and carried to every part of the organism, it must speedily

produce changes incompatible with life. On the other hand, it is

•easy to see that a small quantity of pus will not be sufficient to

infect the whole of the blood : the infected portion may then be

eliminated by the stools, by sweating, or by the renal secretion, in

which case, the symptoms of infection will cease, provided there be

no more of the infecting cause admitted.

This arrest may occur even when metastatic abscesses have formed

:

and after a time, these abscesses may themselves be absorbed without

any new metastatic manifestation.

You recollect the young woman, aged twenty-eight, who after

delivery at the Hospice des Cliniques, was admitted to our Saint-

Bernard's ward, on the twelfth day after delivery, with all the

symptoms of purulent infection, viz. recurrent shiverings, diarrhoea,

vomiting, a sub-icteric tinge of the skin, and metastatic abscesses
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under the skin as well as in the sterno-clavicular and metacarpo-

phalangeal articulations. All at once, the symptoms were arrested

:

the patient's general state improved : the fever, vomiting, and diar-

rhoea ceased : there was no recurrence of shivering : the appetite re-

turned, the sub-icteric tint disappeared, and we saw that, little by little,

digestion of the superficial, intra- articular, and subcutaneous metas-

tatic abscesses was being accomplished. This digestion took place ex-

ceedingly slowly. Nothing interruptedthe progressive return to health.

In this patient, in whom there was uterine phlebitis and entrance

of pus into the blood, it is probable that the continuance of the

passage of pus into the blood was prevented, either by a change

occurring in the relation of the affected parts, or by obliterating phle-

bitis taking place beyond the seat of suppuration : as the infection

was arrested, and its cause ceased, whilst the struggle was still pos-

sible, the patient triumphed over the first morbid effects. I was,

therefore, justified, Gentlemen, in reminding you, at the beginning of

these lectures, that in the practice of medicine, we must take into

account the quantity as well as the quality of morbid causes, and

likewise individual aptitudes for resistance. The case which I have

now detailed strengthens this precept in general pathology.

Let the case of this young woman remain impressed on your memo-

ries, to make you less absolute in your prognosis, and to prevent you

from losing all hope in these cases.

Eecovery, then, is possible in a case of purulent infection. The

experiments on animals led us to this belief: MM. Castelnau and

Ducrest have shown, that animals into whose veins insufficient quan-

tities of pus were injected returned to health after suffering for two

or three days from fever and diarrhoea, whilst those into whose veins

a succession of injections were thrown died with the anatomical lesions

of purulent infection.

"With such facts before the mind, it is natural to believe that

death is not the inevitable issue in every case of purulent infec-

tion. What are the conditions required to modify the prognosis of

an inevitably fatal issue in purulent infection ? Arrest in the action

of the morbid cause, and sufficient capacity of resistance on the

part of the patient.

From this statement arise two leading indications of treatment

:

Jirst, to diminish, and if possible, suppress the source of the infection

;

and, second, to supply the patients with necessaries for the struggle.

In discussing the theories of purulent infection, I have, as I pro-
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ceeded, discussed all its conditions. There now, therefore, only

remains for me to present a dogmatic summary of its etiology.

Gentlemen, you recollect that at the commencement of these lec-

tures, I laid before you my views regarding the disposition to make

pus which is observed in some patients, particularly in recently de-

livered women. There is often nothing to indicate the existence of

this special predisposition ; and women during the whole puerperal

state, especially after delivery, have this purulent predisposition in

a more marked degree than at any other time. In them, every

inflammation is apt to pass into suppuration, as is seen by the course

of their peritoneal, pleuritic, phlegmonous, and arthritic attacks.

In such persons also, when inflammation attacks the venous system,

It is not unusual to discover pus in the veins.

Before there can be purulent infection, there must be a wound,

and it is also generally required, that veins of a certain size should

be involved in the wound ; but then the primary essential state is

phlebitis, with the possibility of pus passing into the blood. Pus is

seldom absorbed from the surface of wounds by large veins ; but

it may sometimes take place in suppuration of the placental wound.

In that particular case, there is a special organic structure which

may keep the uterine sinuses open. Still, that mode of purulent

absorption is necessarily exceptional ; for if the sinuses were always

open, there would be uterine hsemorrhage. I am rather of opinion

that in this class of cases, there is inflammation of the sinuses, and

that this inflammation may give rise to infecting phlebitis. During

the first days after delivery, the placental wound is rough with small

projections constituted by the free extremities of the intra-venous

clots, the length of which seldom exceeds one centimeter : these

clots show a remarkable tendency to have their placental extremity

purulent, and their intra-venous extremity cruoric : they are adhe-

rent to the internal surface of the sinuses, and are kept in place

externally by their relation with the placental surface.

When the course of events is normal, the placental portion of the

clots is eliminated, and the venous portion is absorbed : while at

the same time, the vessels diminish in calibre, under the influence of

the progressive and continuous contraction of the womb. But if

suppurative inflammation affect the walls of some of the sinuses,

there will be reason to fear infecting uterine phlebitis.

I have already said that what takes place within the uterine

sinuses, in the situation of the placental wound, also occurs on the
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surface of wounds uniting by the first or second intention, though

in a manner less evident, in consequence of the veins being there less

numerous. If the wound heal by the first intention, there will be

adhesive phlebitis, or merely an effusion of plastic lymph sufficient to

establish adhesion of the walls of the veins. Should the wound sup-

purate, phlebitis isthen necessary, and should the phlebitis be suppura-

tive beyond the wound, there will be reason to dread purulent infection.

Ribes, Neucourt, and Yelpeau regard erysipelas as an inflamma-

tion of the radical veins of the skin. As you know, erysipelas of

new-born infants is prevalent during epidemics of puerperal fever.

Again, both traumatic and spontaneous erysipelas is specially pre-

valent when surgical wounds complicate purulent infection. If

then, we observe not only the simultaneous occurrence of erysipelas

and purulent infection, but likewise their fellowship at a determinate

period, are we not somewhat warranted to inquire, whether there does

not exist in the atmosphere a morbid germ, which being deposited

on the umbilical, or placental, wound, or on any surgical wound,

will produce in one case phlebitis, and in another erysipelas, with

or without purulent infection ?

According to M. Charles Robin,1 the pus-globule is simply a

leucocyte possessing no particular property ; and according to him,

it is the purulent serosity which gives infectious properties to pus.

If it be admitted, that the serosity of normal pus modified by a

germ, a morbific spore, floating in the atmosphere, is of itself suffi-

cient to give rise to purulent infection, that serosity will then be held

to have the power similar to those serosities which are charged with

a special virus, such as variola, vaccinia, or glanders, and the minutest

wound will suffice for the absorption of this new poison.

Absorption of the thus modified serosity will explain the cases in

which purulent infection is produced with its usual characteristics

without any trace of suppurative phlebitis being found
;

just as the

hypothesis of a morbific ferment floating in the atmosphere explains

the epidemics which simultaneously strike down amputated patients

and lying-in women. The works of Pasteur,2 Reveil,3 Chalvet,*

1 Robin (Charles) :—In the Journal de la Physiologie, for 1859, p. 62.

2 Pasteuu :

—

Annales de Chimie el de Physique.

3 Reveil :—Des Desinfectants, et de leurs Applications a la Therapeutique

;

Paris, 1863.
4 Chalvet:—Des Desinfectants, et de leurs Applications a la Therapeutique

•et a la Hygiene. [Memoires de I'Academie Imperiale de Medecine ; 1863:

T. XXVI.]
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and d'Eisell, show the very probable correctness of this hy-
pothesis.

M. Pasteur has shown, on the one hand, that the real ferments

are organised bodies, the aliment of which is albuminoid matter. He
has shown, on the other hand, that the dust floating in the atmo-
sphere contains starch, and vegetable and animal spores, capable of

attaining life. The same philosopher has made it appear, that

special spores are necessary for the production of special fermenta-
tions

; and that these different ferments are recognisable by their

form. The spore is an organised, living cellule vegetating upon the

elements which surround it : but to enable this vegetation to take

place, it is necessary that certain determinate conditions exist in the

medium in which the germs are placed. When you have once deter-

mined these conditions, you may, by employing the spores of the

alcoholic, acetous, and lacteous ferments, obtain respectively the alco-

holic, acetous, or lacteous fermentation.

Here, then, is the great theory of ferments, by which fermentation-

is ascribed to an organic function. Every ferment is regarded as a

germ, the life of which is manifested by a special secretion.

Perhaps, this is so likewise in respect of morbid viruses. Possibly,

they are ferments deposited in the organism, which at a given

moment, and under certain determinate circumstances, make them-
selves known by the multiplicity of their products. Thus, the

variolous ferment will give rise to the variolous fermentation, in the

midst of which a profusion of pustules will appear : so is it with the

viruses of glanders and tag-sore.

Other viruses seem to have a local action ; but in course of time,

they do not the less modify the entire organism : as examples, I will

mention hospital gangrene, malignant pustule, and contagious

erysipelas. Under these circumstances, may we not admit, that

the ferment, or organised matter of these viruses is transported

to one place by the lancet, and to another by the air or the

dressings ?

These statements are not mere hypotheses : chemical analysis and
the microscope prove the existence of morbific dust in hospital wards.
Thus, M. Chalvet, in his interesting researches into the causes of the
insalubrity of hospitals, found that the air of the Hopital Saint-Louis
contained a large quantity of starch-corpuscles : besides, on the walls,

window-frames, curtains, and beds, there was found, by the aid of
the microscope, a great quantity of putrescible organic matter. It
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has been stated by the same observer—and I have lately had the

opportunity of confirming his remark—that dressings returned from

the lavatories have been found still soiled with organic detritus, with

linseed, and with spots, recalling the uses to which they had been

formerly applied. Might not these linens, stained with blood and

altered pus, be vehicles of contagion ? Was it not an old custom to

preserve vaccine matter on linen and cotton threads ? Imagine the

consequence of using the imperfectly washed linen of small-pox

patients

!

M. Chalvet has also stated, " that the vapor of water condensed

near a source of suppuration, is, prior to the dissemination of

miasmata, greatly charged with irregular corpuscles, in all respects

resembling dried pus. It is not unusual to find there some fragments

of the colouring matter of the blood." 1

Eiselt (of Prague) states that he saw small pus-cells in the air of

a ward occupied by patients with epidemic purulent ophthalmia.

On this subject, M. Chalvet, in reporting to me the result of his

experiments, thus expressed himself :

—

" The nosocomial atmosphere has now ceased to be a term without

meaning : the air of an hospital differs so essentially from pure air,

that attention to the fact can no longer be neglected. Since i860,

I have had an opportunity of witnessing the experiments of M.

Eeveil, (quoted by M. Devergie) ; and have satisfied myself, in the

most positive manner, that organic corpuscles were present on the

platinum plates of the apparatus constructed by that chemical

savant. I saw on them principally cells, debris of epithelial cells,

corpuscles of different forms (which assumed a yellow colour

under the action of nitric acid), and shreds of charpie charged with

the same organic corpuscles.

u On one particular occasion, I saw, along with M. Kallmann, in

M. Eeveil's laboratory, incrusted organic debris, and a granular

substance which produced a reaction with copper. The dust ex-

amined had been collected in an ophthalmic ward where the sulphate

of copper was extensively used as a caustic.

" The dust dusted off the walls [par Vepoussetage sur les mnrs~\

of Saint-Augustin's ward, in M. Richet's service at Saint-Louis,

yielded thirty-six per cent, of organic matter in my first analysis.

Dust taken from the same walls upon another occasion, and analysed

1 Chalvet :—Op. cit.

18
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in M. BeveiFs laboratory, yielded forty-six per cent, of organic

matter, consisting chiefly of epithelial cells exhaling the odour of

burnt horn. On moistening the dust so collected, a strong putre-

factive odour was exhaled. No doubt, the vast coat of mixed dust

which clothes the rarely cleaned walls of the wards in the old hos-

pitals, has the power of generating gases calculated to favor the

aerial transport of bodies which perhaps play an important part in

the constitution of the nosocomial atmosphere.
-"

These facts are, in my opinion, very significant. There has always

existed, from reasoning, a strong disposition to attribute much in

the spread of endemics and epidemics, to the transport of morbific

molecules ; and now, the same conclusion has been arrived at from

direct examination of the atmosphere. With some justice, M.

Pasteur remarks :

—

c ' It would be very interesting to compare the

organised bodies disseminated in the atmosphere in the same place

at different seasons, and in different places at the same period. It

appears to me, that we would gain an increased knowledge of the

phenomena of morbid contagion, particularly during the progress of

epidemics, by researches pursued in that direction."

The germs which may exist in the atmosphere at a given time,

under circumstances to be determined by future inquiry, will not

become developed with equal facility in all patients, because persons

differ exceedingly in respect of the condition of receptivity : certain

organisms, like certain soils, will not accept certain germs. Through-

out a country, the winds have diffused the same seeds ; and yet

the same seeds do not spring up everywhere. In one situation,

the ground is too wet, and in another it is too dry : in some places

other seeds having already grown up, the new seed is choked

:

or perhaps, the seed springs up wherever it falls : in one place

there is too much light and too much heat : in another place the

temperature is too high, while in another it is too low, so that

here the plants are puny, and there they are strong.

Before inquiring, whether purulent infection can be foreseen or

arrested, let me speak to you of the state of the blood.

The blood, in purulent infection often presents a brown chocolate

color. In different parts of the venous system, especially in the

right side of the heart, there are cruoric clots of the consistence of

pitch, in the midst of which are seen small whitish masses, which

might be mistaken for coagulated fibrin. Many observers have

been nearly certain that these post mortem modifications in the con-
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sistence and color of the blood were attributable to the presence of

pus in the blood. Recently, M. Donne, and afterwards, M. Bouchut

published cases in which they made out, that in purulent infection,

we can recognise the presence of pus m the sanguineous fluid :
in

fact, they described bodies identical in dimensions and in microscopic

appearances with pus-globules properly so called. It appears then,

that the presence of pus in the blood may sometimes be detected,

but that the search for it is often fruitless.

Some micrographers, however, hold, that the supposed pus-

globules are only the white globules of the blood, which, under

certain conditions, unite and become deposited after death, in small

masses, within the sanguineous clots.

In cases of purulent infection following delivery, I have observed

—as had already been noticed in cases of suppurative phlebitis

—

that the blood of the inflamed veins had a chocolate color, like the

color of the blood of patients affected with leucocythsemia : this

coloration of the blood was less and less marked, the greater its

distance was from the seat of suppuration in its onward passage to

the heart.

Several times, I have detected pus mixed with blood in the

hypogastric and common iliac veins, up even to the vena cava

inferior. Note well, that in these cases there was no obliterating

clot.

At other times, this purulent mixture, verified by microscopic

examination, was in the ovarian veins, and I have demonstrated it

in the left ovarian vein, up to its junction with the emulgent vein.

Thus, one could follow step by step, so to speak, the gradual

decrease of this special coloration of the blood, up from the uterine

veins filled with pus to the vena cava inferior or emulgent vein.

Then, if we at the same time examine with the microscope the blood

supposed to contain pus, and the purulent fluid of suppurative

phlebitis observed in the same subject, we find in both abso-

lutely identical pus-globules : these globules, however, are fewer

in number, the more remote from the seat of suppuration is the

place from which the blood is taken. The fact was observed by

Hunter. 1

The examination, then, of the blood after death leaves no doubt

in my mind. I am convinced that it can be shown, after death, that

1 Hunter :—(Euvres Completes ; traduites par G. Riclielot. Paris, 1843.
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the blood of patients who have died with purulent infection, is con-

taminated by pus in varying proportions.

But M. Charles Eobin has come to the conclusion, that the white

globules may be formed in every part of the organism, and that there

is no difference between the leucocyte and the pus-globule. M. Eobin

thinks that leucocytes give pus its color, but not its nature, the

latter being due to the fluid of which it is principally composed.

He holds that pus derives its essential characters from the serum, and

not from the leucocytes.

This assertion involves two allegations ; viz. that the pus-globule

and the leucocyte are identical, and that the special nature of pus

is derived from its serosity.

In respect of the identity of the pus-globule and the leucocyte, I

must say, that I have several times examined the blood of patients

affected with diseases in ,which M. Eobin has pointed out the fre-

quency and comparative identity of leucocytes, and that I have

sometimes met with very decided differences, a circumstance which

I cannot omit mentioning—for example, in the puerperal state, in

confluent and non-confluent small-pox, in paludal cachexia, and in

purulent infection.

In all the patients embraced in this comparative study, the blood

was taken from a prick at the end of one of the fingers, and was

received on glass plates. On every occasion, the microscopic exami-

nation of the blood was made quite close to the patient's bed. Here

are the results of my observations :

—

In a little child, who presented clinically all the symptoms of hse-

morrhagic leucocythsemia, I found a very great number of large

white globules, from twenty-seven to thirty white globules to each

preparation. Each of these leucocytes, being fixed on the field of

the microscope, was found to measure ten, twelve, or thirteen thou-

sandths of a millimeter by Nachet's micrometer, using a magni-

fying power of five hundred and eighty diameters. The leucocytes

were formed of a cell containing numerous nuclei. The red globules'

were of natural form, and of the normal dimensions, varying from

the six to the seven thousandth part of a millimeter.

The blood of several small-pox patients was examined at the time

the eruption was coming out, and also during the period of suppu-

ration. The pus-globules were identical in dimensions and appear-

ance with pus-globules taken from the pustules : these globules did

not measure more than the six, seven, or eight thousandth part of
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a millimeter : there were from six to twelve of them in the field of the

microscope, and it was with great difficulty that I detected on some

of the preparations one or two white globules of from ten to twelve

thousandths of a millimeter.

In a woman, who died after presenting the symptoms of purulent

infection, examination of the blood before and after death, showed

a great number of pus-globules, and very few large white globules,

in the blood. It does not seem necessary to give you an abstract

of my other similar, and similarly conducted, observations. I only

wish to remark, that I consider that these inquiries seem to have

established the existence, in certain cases, of pus-globules properly

so called, and that the large white globules were few in number.

I must add, however, that in other researches, I observed a greater

number of white globules, both in small-pox patients and in lying-

in-women suffering from purulent infection.

Great consideration is due to the importance accorded by M.

Eobin to the serum of the pus. That importance has already been

manifested in the case of the virulent pus of variola and glanders,

the respective specific differences of which have been demonstrated

by inoculation. These differences also certainly exist in respect of

benignant and malignant pus ; that is to say, between pus the serosity

of which when absorbed, does or does not produce general infection.

The considerations into which I entered, when speaking of wounds

modified by the germs or specific spores, seem to prove that these

differences exist.

In purulent infection, has the serosity of the pus the power of

transforming blood into pus ? I need not repeat the assertion of

Hippocrates, Galen, Yan Swieten, and De Haen, whose idea was

that the pus, diffused throughout the organism, engenders pus at

the expense of the humors. Looking to the great rapidity with

which pus is diffused throughout the entire organism in cases in

which there is no suppurative phlebitis, one is constrained, I think,

to attribute a very large share to the absorption of the serosity when
numerous metastatic abscesses are formed.

To sum up :—I consider purulent infection to be the result of

.poisoning of the blood with pus.

Suppurative phlebitis generally furnishes the pus, which sometimes

passes directly into the venous sinuses and plexuses, although they

have not been the seat of any suppurative inflammation. Ulcera-

tion of the arterial walls, and particularly of the aorta or sigmoid
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valves, may be the source of purulent infection, as has been shown

by Dr. Leudet of Rouen, in a memoir published in the Archives

Generates de Medecine. But although purulent infection is most

frequently the consequence of suppurative phlebitis, there are some

epidemics in which we must, perhaps, seek for the cause, not in

crowding, but in a special state of the atmosphere, in its containing,

at a given time, altered pus-globules, which, being deposited on the

wound, act in such a manner on the serosity of the pus of the

wound as to modify it specifically, and give it the power to engender

purulent infection of the system.

The serosity of the wound thus modified, may, in respect of its

immediate and remote action, be compared to a virus.

My view is, that pus makes pus, and that putridity makes

putridity, just as variola, syphilis, and glanders make variola, syphilis

and glanders.

But that pus should make pus, it is necessary that the pus be of

a certain nature ; and probably, it is in the serosity of the pus that

we must search for the material specific differences ; for according to

M. Eobin, it is in the serosity, and not in the globule of virulent

pus, that the specific virus resides. From this point of view, all

pus is looked upon as having a common element—the white globule;

and also, a special element—the serosity. We are ignorant of the

special principle of the serosity : what we fear is its absorption.

Can we oppose a barrier, and dry up the source of infec-

tion?

I am now naturally led to speak of the treatment of purulent

infection. But here, let me say, that my object in discussing so

fully the doctrinal question of purulent infection in general has been

for the purpose of throwing light upon puerperal purulent infection

in particular. I leave you, therefore, to learn from systematic

authors on external pathology the means to be used for the

prevention of phlebitis, that too fertile source of purulent in-

fection.

I believe that hospital hygienics embrace means by which the

germs of infection may be neutralised, and its progress modified,

should the germs become developed.

There is no specific cure for purulent infection. One ought not,

however, to neglect the use of means, which, by being directed to

the entire system, may determine salutary crises, and sustain the

strength of the patient. Thus, sulphate of quinine may be sue-
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cessfully employed to check the periodic recurrence of the paroxysms

of fever ; but this medicine will not be any more useful than tincture

of aconite in staying the progress of the infection, once pus has

become mingled with the blood. The efforts of the physician ought

to have another aim : his aim ought to be, to study the curative pro-

ceedings of nature in cases of spontaneous cure, endeavouring to

imitate, or better still, to second her efforts to eliminate the morbific

principle. In sketching the progress of purulent infection, I men-

tioned, that many patients had profuse viscid sweating and severe

diarrhoea : I mentioned that the sweat and the diarrhoea present cha-

racters more easy to verify than to describe, but that their dominant

characteristic is a special odour. These cutaneous and intestinal

evacuations may be considered critical; and they ought to be pro-

moted by sudorifics and purgatives, in the hope of obtaining results

equally favorable with those obtained by Sanson and Yidal. It is

useful to employ, at the same time, slightly stimulating stomachic

beverages, and to place the patients under the best hygyenical

conditions.

To bring these remarks to a close, I shall now state my con-

clusions.

Purulent infection never occurs unless there be a wound. A
wound is the essential obligatory condition. Every wound may have

suppurative phlebitis as a sequel. Suppurative phlebitis pours pus en

nature into the circulation. Perhaps this takes place continuously,

although the intermissions in the rigors seem to indicate that the

poisoning only takes place in an intermittent fashion.

Purulent infection may also originate in abscesses of the heart and

aorta. This form of infection is rare.

Capillary phlebitis may induce infection by leading to the forma-

tion of pus ; but in epidemics of purulent infection, the serosity of

wounds, specially modified by atmospheric conditions, may be

absorbed by the capillaries, without there being any ossicula or

erosions of the vessels; and infection is the consequence of this

absorption. The serum of the pus acts in a manner similar to the

virulent inocnlable serosities.

Two principal indications ought to be fulfilled with a view to pre-

vent or arrest infection. The first consists in so acting on the

wounds as to prevent the occurrence of suppurative phlebitis, or

interpose an obstacle to the absorption of infectant serosity. The

second indication, based on the progress of the infection and the
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study of the crises, consists in the use of such means as promote

and maintain the curative crises.

In conclusion, it is the duty of the physician, to place his patients

under the most favourable hygienical conditions, which can be ob-

tained, and thus enable them to struggle sufficiently long to finally

triumph over the infection.



LECTUEE XCY.

PHLEGMASIA ALBA DOLENS.

Phlegmasia in Recently Delivered Women.—Phlegmasia in Cachectic,

Tuberculous, and Cancerous Subjects.—Semiotic Value of Phleg-

masia in Cachectic Diseases.—Phlegmasia in Chlorosis.—Phleg-
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of Phlegmasia : pain, oedema.— Venous Cords.—Collateral Cir-

culation.— Temperature of the Affected Limbs.—Absence of

Lymphangitis and Adenitis.

Gentlemen :—Those of you who attend my clinical service must

have remarked the frequency of the occurrence of phlegmasia alba

dolens, an affection quite special, and well deserving attention from

the numerous circumstances under which it is observed. You re-

collect that we have studied painful white oedema, not only in recently

delivered women, but also, and more frequently, in persons of both

sexes affected with pulmonary phthisis or internal cancer. To-day,

I propose to speak to you of this affection which always has, as its

primary cause, a special alteration of the blood, an alteration which

exists in the puerperal state, and in many cachexias. I shall not

attempt to establish on a statistical basis, the relative frequency of

painful oedema in the cachexial and puerperal state : I merely wish

to remark that this affection is frequently observed, and that, inde-

pendent of the puerperal state, it may become a valuable element of

diagnosis.

It is one of those diseases which demand minute study, because

<loubts still exist as to the nature of the affection, notwithstanding

the frequent opportunities which occur of observing it. Painful

oedema is a disease the nature and etiology of which have been

differently explained. I must, consequently, state, in detail, the
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cases which will serve as the basis of the general descriptive sketch,

which I am about to place before you. 1 must also carefully recall

to your recollection the anatomical details, because these details will

have great value when we proceed to fix the precise seat of the affec-

tion. When the seat of the disease is well understood, you will be

the better able to understand, with the aid of anatomy, the sympto-

matology of the disease, and the complications, sometimes very

serious, to which it gives rise.

A woman, 33 years of age, was admitted to Saint-Bernard's ward,

presenting all the signs and symptoms of the third stage of pul-

monary phthisis—amphoric blowing, gurgling, pectoriloquy, puru-

lent expectoration, great emaciation, profuse sweating, hippocratic

fingers, hectic fever, functional derangement of the stomach and

bowels, ulcerative laryngitis, and dysphagia. The patient had been

six weeks in my wards when I ascertained she had white oedema of

both superior extremities, involving the whole of the left arm, but

limited in the right arm to the region of the elbow. On the first

day, I searched, but in vain, for an obliteration of the superficial

veins of the arm : I then thought that the deep veins were the seat

of a spontaneously formed coagulum. The patient had not expe-

rienced any pain in the regions affected with oedema ; and to cause

suffering, it was necessary to compress the limb, either in its entire

circumference, or over the course of the deep venous branches.

Next day, the superficial veins were seen, blue and turgid, through

the skin : they then seemed to be very probably the seat of a col-

lateral circulation, rendering it still more probable that there was

obliteration of the deep veins. During the first few days, I did not

observe a fact which I afterwards noticed, and which must be added

to the above description, viz. that on the inner surface of the arm,

along each side of the humeral artery, a hard cord could be felt.

Soon afterwards, on each fore-arm, the superficial radial veins

were felt to be obliterated, the skin was observed to be red in the

course of the veins, and there was slight pain on pressure in that

situation. The oedema of the fore-arms slowly decreased, till it quite

disappeared, while, at the same time, the bulk of the superficial veins

diminished, they recovered their elasticity, and again became per-

meable, as was clearly proved by the effects of compression made
above and below the affected parts : when pressure was made near

the elbow, the vein became dilated, and when made in the inferior

third of the fore-arm, the vessel became quite empty. Prom the
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31st January to the 14th February, 1862, I had the advantage of

being a clinical witness of the formation and disappearance of the

clots by which the superficial veins of the fore-arm were obliterated.

Probably, a similar process took place in the deep veins of the same

regions, in proportion to the progressive diminution of the oedema

and pain.

From the 12th February, both legs became the seat of oedema,

extending upwards from the feet, and soon invading the thighs. On
the first day, this oedema was especially marked in the left limb,

where pressure with the finger left its print and caused pain. In the

upper part of the leg, one could feel a hard superficial vein, which

became lost in the popliteal cavity. The internal saphena vein was

distended with fluid blood ; and on exploring the femoral vein in its

superior third, that vessel was found to be knotty, hard, and painful.

The right leg and thigh were oedematous, but in a less degree

:

the superficial circulation was manifested by the blue color of the

veins, which seemed more than normally numerous : a hard painful

cord, the obliterated femoral vein, was felt in the triangle of Scarpa.

On the following days, the oedema of both legs increased, but

always continued greatest in the left. In that limb, where the

oedema was greatest, there was soon perceived complete obliteration

of the internal saphena vein up to its junction with the femoral vein,

while only the lower third of the right saphena was hard and knotty.

By compression at the lower third of the thigh, it could be posi-

tively ascertained, that the circulation was still possible in that

situation. There likewise appeared some days later, in the legs,

thighs, and round the knees, numerous venous capillaries, forming

isolated groups, and apparently developed on the surface of the

dermis. Some of these groups were red, others were white, and

others again, were the seat of obliterated capillaries, quite appreciable

by the finger : and when these vascular groups were subjected to

pretty strong pressure, pain was occasioned.

Do you not observe in this last statement, distinct evidence of a

well-marked tendency to the re-establishment of the circulation.

The deep veins were seized in the first instance, the saphena veins

supplied their place till they themselves become involved in the

obliterative process : the capillary vessels then became very visible

from congestion, and were invaded by obliterative clots, while the

oedema went on constantly augmenting. The pain, limited in the

first instance to the course of the principal vessels, soon became
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general, both on the surface and in the deeper parts : the skin in the

situation of the capillary groups became very painful. In some

places, where no trace of vessels could be discovered, light quick

rubbing with the pulp of the ringer occasioned pain.

Eleven days after the commencement of these symptoms, the

oedema of the lower extremities had greatly increased : this was par-

ticularly the case with the left limb, where the saphena vein, and the

posterior superficial vein of the leg, were decidedly hard : there was

a little redness in the calf, where the acute character of the pain led

one to suppose that there was inflammation of the vein in that

situation. All the superficial veins of the right leg were greatly dis-

tended : on palpation, no clots could be recognised : for several days

the right limb remained in the same state, while in the left leg the

cedema increased, and the superficial veins became more and more

painful in the popliteal space and in the whole course of the

internal saphena vein : the skin in these situations presented an ery-

sipelatous redness.

On the eighteenth day, the left leg, and particularly the foot, had

a notable lividity, where the slightest rubbing was exceedingly

painful. The superficial abdominal veins were very much injected.

There was no pain in the groin, nor in the left iliac fossa. On several

places of the left leg and thigh, there was slight marbling of the

skin and true ecchymosis ; and in these situations, pressure caused

pain. Similar phenomena were soon observed in the right limb

;

and the skin was figured with numerous capillary veins.

The oedema continued in the same degree. There was acute pain

in the region of the liver. On the twenty-second day, the patient

was seized with diarrhoea ; and died without presenting any notable

disturbance of the brain, lungs, or heart.

The autopsy was very interesting. It afforded opportunity of

studying the obliterative clots in the situations where they still

existed, although the cedema had continued till death ; it likewise

afforded an opportunity of studying the successive modifications

which some of these clots had undergone ; and also, the state of the

parietes of the vessel where the circulation was re-established.

In the left limb, the veins of the calf, the femoral, the internal

saphena, and the external iliac, were obliterated by fibrinous clots

the highest of which was situated at the opening of the hypogastric

into the common iliac vein. There was found at that point a clot,

rounded in form at its free surface, and bestriding, so to speak,
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a spur formed by the hypogastric and external iliac veins, with which

its lower portions were continuous. The terminal clot was not adhe-

rent to the walls of the vessel : its form was cylindrical : its

upper portion was rounded and devoid of any rent. It was com-

posed of concentric layers, softened in the centre, so that portions

were liable to give rise to pulmonary embolism by being drawn into

the torrent of the circulation flowing from the hypogastric vein.

In the right limb, the clot, the ramifications of which occupied the

deep femoral veins, the popliteal and tibial veins, stopped short wrhere

the internal saphena opens into the femoral : at that point, the clot

was fibrous, similar in appearance, form, and structure, to that of the

common iliac vein of the left limb. The clot contained in the

saphena vein was cruoric, of recent origin, and non-adherent to the

parietes of the lower veins.

This autopsy shows clearly that the continuance and extent of

the oedema of the lower extremities was explained by the continuance,

extent, and structure of the clots.

This is not all :—The examination of the veins of the superior

extremities, ought, still farther, to demonstrate the correspondence

of the anatomical appearances after death, with the symptoms during

life. During life, there was a partial phlegmasia of the superior ex-

tremities, the commencement, progress, and termination of which

coincided with the appearance, duration, and disappearance of the

coagula in the superficial veins. At the time of the appearance of

the oedema, there was induration of the brachial vein in both arms,

and of the superficial radial vein in both fore-arms : in the course of

these vessels, a red line, pain, and swelling were observed; and

under the finger, there rolled a cord, the limits of which could be

easily determined : at the same time, there was partial oedema :—little

by little, the oedema disappeared, and proportionately to its disappear-

ance the pain, swelling, and hardness of the vein went away. It

was ascertained, by anatomical examination, that there was no trace

of inflammation remaining in, or around, the veins : the veins con-

tained no obliterative clots, and were free : their walls had regained

their normal elasticity. It was only in the left brachial vein that

there was a fusiform cruoric clot, fringed at both extremities,

adherent only at some points of its surface, and sufficiently small

to allow the circulation to go on round it. It is probable, then,

that the clots by which the veins had been formerly obliterated,,

had been absorbed in situ.
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The case is a rare example of general intra-venous coagulation in

the four extremities. Under what conditions does the blood pre-

sent this tendency to spontaneous coagulation ? Gentlemen, you

are aware that in the cachexise generally, and in the tuberculous and

cancerous cachexia particularly, the blood has undergone important

changes. The beautiful works on hsematology of MM. Andral and

Gavarret1 and MM. Becquerel and Eodier leave no room for doubt

on that point : the modifications consist chiefly in a change of the

proportions of the constituents of the blood : thus, in every cachectic

affection, there is a diminution of the red globules, and an augmen-

tation of the fibrin and serum. Now, the blood having a great

tendency to spontaneous coagulation, we are entitled to ask, whether

this coagulation be not due to an excess of fibrin, or to the fibrino-

genous element ?

One word, Gentlemen, on this element :—You know that in serous

effusions into the pleural cavities, there exist two isomeric substances,

fibrin and albumen. When serous fluid which has been effused into

the pleuree is exposed to the air, coagulation of the albumen does not

take place at a temperature under 70° or 75° centigrade, while there

•is spontaneous coagulation of the fibrin some degrees below zero.

Moreover, when we extract the spontaneously coagulable fibrin, either

"by heating or straining through a linen cloth, and leave the remaining

serosity exposed to the air, we are surprised to see, that, some hours

after the first straining, a new fibrinous coagulation has formed in the

fluid. It is evident, therefore, either that all the fibrin has not been

removed in the first experiment, or that the fluid contains a special

substance which may at a given time present all the characters of

fibrin. To a substance of that character, Yirchow has given the

name of " fibrinogenous substance," which might be more properly

designated inoghie, that is to say a substance capable of giving birth

to a new quantity of fibrin. Perhaps this substance exists in serum

of the blood of cachectic persons ; and if so, its coagulating pro-

perties explain the tendency to spontaneous coagulation in the blood

of cachectic subjects.

The fact, long well known, that the blood of cachectic persons has

a strong tendency to coagulate, explains the frequency of coagula in

the vessels of tuberculous patients who have reached the cachectic

1 Andral and Gavahuet :—Recherchcs sur les Modifications de Proportion

de quelqucs priucipes du Sang dans les Maladies, Paris : 1842.
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stage of their disease. I wish also to recall to your recollection

some of the facts which prove that the same spontaneous coagulation

is common in cancerous patients, and gives rise to phlegmasia alba

dolens. In Saint-Bernard's ward, you have had frequent oppor-

tunities of observing this phenomena in women affected with cancer

of the uterus. Patients of this description, in the last stage of

their disease, present the symptoms of cachexia, and then, all at

once, the inferior extremities become swollen, soon after which the

saphena and crural veins can be felt to be hardened : in such cases,

it is found, on examination after death, that their hard condition is

owing to cruoric or intra-vascular fibrinous clots.

I have long been struck with the frequency with which cancerous

patients are affected with painful oedema in the superior or inferior

extremities, whether one or other was the seat of cancer. This

frequent concurrence of phlegmasia alba dolens with an appreciable

cancerous tumor, led me to the inquiry whether a relationship of

cause and effect did not exist between the two, and whether the

phlegmasia was not the consequence of the cancerous cachexia. I

have since that period had an opportunity of observing other cases

of painful oedema, in which, at the autopsy, I found visceral cancer,

but in which during life, there was no appreciable cancerous tumor

;

and in which there existed a cachexia referable neither to the tuber-

cular diathesis, the puerperal state, nor chlorosis. I have thus been

led to the conclusion, that when there is a cachectic state not attri-

butable to the tuberculous diathesis nor to the puerperal state, there

is most probably a cancerous tumor in some organ.

Many of you remember the case of a patient in the wards of

Legroux, my late lamented colleague. The man to whom I refer

was fifty-nine years of age. Without any known cause, he was

seized with phlegmasia alba dolens of the left leg. The case pre-

sented all the characters of phlebitis : there were acute deep-seated

pains in the calf, beginning about the lower third of the leg and

extending up to the hamstring. The patient was extremely pale,

and had a general cachectic hue. Legroux was inclined to think

that the patient had leucocythsemia. "When consulted, I said :

—

11 Perhaps, this patient has leucocythsemia ; but he has phlegmasia

alba dolens, and consequently deep seated, concealed cancer.
"

I sought for this cancer with the greatest care : and during the

six weeks which the patient remained in the wards of Legroux, that

physician searched for it with his habitual scrupulous attention, and
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yet was unable to detect the signs of a cancerous affection. At the

autopsy, there was found an anular cancer of the pylorus, which, as it

allowed the passage of the food into the duodenum, had not given

rise to vomiting of any special character.

In other cases, in which the absence of any appreciable tumor

made me hesitate as to the nature of a disease of the stomach, my

doubts were removed, and I knew the disease to be cancerous, when

phlegmasia alba dolens appeared in one of the limbs.

Some years ago, one of the professors of the Faculty of Medicine

had symptoms of simple ulcer of the stomach. Several phy-

sicians had been consulted; and as they found no tumor in the

region of the stomach, they were disposed to regard the vomiting

as symptomatic of simple ulcer. Soon after this, I learned that

the professor had phlegmasia, whereupon I unhesitatingly declared

that he would sink under advancing cancerous disease: the rapid

progress and fatal issue of the case proved my diagnosis to be

correct.

In i860, a man, about forty years of age, consulted me, as a

private patient, regarding pain and a feeling of weight in his left

leg. On questioning him, I learned, that at a previous period, he

had experienced similar pain in the right leg ; and that he had, sub-

sequently, been operated on by M. Maisonneuve for a tumor of the

testicle. To me, these facts were of the greatest importance : from

them, I concluded, that the patient had had previously phlegmasia,

symptomatic of a cancerous tumor of the testicle, and that at the time

when I was consulted, the oedema of the left leg was caused by a

deep-seated cancerous affection : in point of fact, by palpation, I

detected within the abdomen, tumors, of the cancerous nature of

which I had not the least doubt.

We must not suppose that painful cedema of the inferior extremi-

ties in cases of cancer of the testicle, uterus, or rectum, results from

the inflammation of the veins of the primarily diseased parts being

propagated to the deep-seated veins ; nor are we to believe that the

oedema is the mechanical consequence of pressure exerted on the

abdominal veins by tumors or diseased glands. Such opinions are

untenable, for whoever carefully analyses cases will find, that can-

cerous tumors of the stomach or breast give rise to this kind of

phlegmasia. I might cite many cases in confirmation of this state-

ment ; but will be satisfied by referring to the case of a man aged

forty-six, mentioned by Yirchow, who had carcinoma of the stomach
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coexisting with double phlegmasia of the lower extremities and pain-

ful oedema of the left arm.

So great, in my opinion, is the semiotic value of phlegmasia in the

cancerous cachexia, that I regard this phlegmasia as a sign of the

cancerous diathesis as certain as sanguinolent effusion into the serous

cavities.

i

In the cachexise, as I have told you, there exists a special crasis

of the biood, which, irrespective of inflammation, favors intra-venous

coagulation. This state of the blood is likewise met with in chlorosis

properly so called, and in the puerperal state.

Painful oedema, as an epiphenomenon of chlorosis, is, however, a

rare affection. I must describe a case which occurred in my wards,

and was reported in i860 by Dr. J. Werner in his inaugural thesis.

That young physician particularly calls attention to phlegmasia as an

epiphenomenon of cancerous cachexia.

A young woman, aged twenty-five, was admitted to my wards with

all the signs of chlorosis—extreme pallor, blowing sound in the vessels

of the neck, palpitation of the heart, intercostal neuralgia, dyspepsia,

and amenorrhoea. She was forthwith treated, a little actively, when,

all at once, she experienced pain in the left inguinal region ; and on

the same day, there was detected phlegmasia of the right inferior

extremity, characterised by oedema of the limb and intra-venous

coagulation. After continuing for three weeks, the oedema dis-

appeared.

Painful oedema was formerly looked upon as an affection peculiar

to lying-in women : hence, it received many names referring to the

state of the recently delivered woman. Mauriceau, Puzos, Callisen,

and White have devoted special chapters to the swelled leg of lying-

in women, to lacteal engorgement of the inferior extremities, and to

ike phlegmasia alba dolens puerperarum ; but Robert Lee and White

were the first to describe the lesions of the veins which accompany

painful oedema. Subsequently, MM. Bouillaud and Yelpeau, in

works published in 1823 and 1824, had the merit of showing the

part which obliteration of the veins has in producing partial dropsies.

Later researches confirmatory of the statements of these savants, have

demonstrated that obliteration of veins may occur spontaneously, or,

in other words, may depend upon a crasis of the blood, and not upon

inflammation of a vein.

1 See Lecture XXXII : on Paracentesis of the Chest : Volume Third, p. 259.

19
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The remarks which I have already made upon the frequent occur-

rence of phlegmasia in phthisical and cancerous patients, render it

unnecessary for me now to prove to you that this kind of cedema is

not peculiar to lyiug-in women ; and that there exists in the cachexia?,

as well as in the puerperal state, a particular condition of the blood

which predisposes it to spontaneous coagulation, that is to say, a

condition in which there is an excess of fibrin, a diminution of blood

globules, an increase of water, and an increase of white globules.

I have told you, that the chlorosis of pregnant women is very

seldom complicated with phlegmasia; and that the oedema of preg-

nant women is not due to the coagulation of the blood, but results

from a double condition, the aqueous state of the blood, and the

embarrassment of the circulation in the inferior extremities, mecha-

nically produced by the augmented volume of the uterus. When

anasarca occurs in a pregnant woman, we have to fear another com-

plication—albuminuria

.

Though painful oedema is never observed in the pregnant, it is

often seen in the recently delivered woman; but its determining

cause cannot always be discovered. We may meet with this oedema

in cases in which neither the duration of labour, nor the presentation

have been abnormal ; and in which there has been no need of any

important obstetrical manipulations. On the other hand, in cases

in which partial oedema results from phlebitis, we can often trace

back the affection to the local cause in which it had its origin.

Uterine phlebitis may be propagated from the uterine veins to one of

the hypogastric veins, and from the latter to the common or the

external iliac vein. At autopsies, I have frequently recognised this

causation, have seen obliterative phlebitis, and have traced the

obliterative clot into the iliac veins, and sometimes even into the

inferior vena cava. So long ago as 1826, Velpeau published cases

demonstrating the propagation of the inflammatory process from the

uterine to the iliac veins.

In these cases, there is sometimes real inflammation, which

becomes the cause of the oedema. We then discover that the uterine

sinuses and veins contain pus, and have thickened walls : but besides

the pus, we find that these vessels contain clots which present an

obstacle to the production of purulent poisoning. These fibrinous

clots become covered with new layers of fibrin, which, like ceaselessly

formed strata furnished by the fibrin of the circulation, become so

added to, and superimposed upon one another, that the clots are
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lengthened out to the junction of the hypogastric with the iliac

vein. At the junction, the clot projects, and is, at that point,

covered with a new stratum of fibrin, which augments little by little,

till the iliac vein itself is soon partially or wholly obliterated.

Adhesions form between the walls of the vessel and the newly formed

clot : this is the time at which oedema of the entire right or left

inferior extremity shows itself. It almost never happens that both

limbs are simultaneously affected, that is to say, they do not both

become cedematous on the same day, but first the one and then the

other. This sequence of phenomena is fully explained by clinical

study and necroscopic examination: either inflammation of the

uterine sinuses is propagated to both iliac veins at an interval of

some days occurring between the date at which each limb is attacked;

or, the clot formed in the common iliac vein of one side is prolonged

into the vena cava inferior, and from it, into the common iliac vein

of the opposite side. The greater frequency of simple phlegmasia

on the left side, and of double phlegmasia beginning on the left side

has been attributed by anatomists to the mutual relations of the

arteries and veins at the sacro-vertebral angle. You are aware that

in that region, the arterial system is situated on a plane anterior to

the venous system, so that both common iliac arteries pass in front of

the veins of similar name, dividing them at right angles; again,

before reaching the inferior vena cava, the left common iliac vein is

divided, almost transversly, by the right iliac artery: from these

relations, it results, that, on the dead body, the arteries leave their

print on the subjacent veins ; and it is not unusual, when these veins

are filled with clots, to find these clots strongly depressed at the

spot at which the veins are crossed by the arteries. This compression

is specially manifest in the left iliac vein, and anatomists ascribe to

the more frequent compression of the left iliac vein, the more fre-

quent occurrence of phlegmasia on the left side. On the other

hand, accoucheurs have supposed that, as left anterior occipito-iliac

presentation is the most common, the greater frequency of phlegmasia

in the left limb is perhaps owing to the pressure of the head during

labor on the left iliac vessels. I do not reject this reasoning; but

I only accept the anatomical conditions as a determining cause. The
same conditions exist in nearly every recently delivered woman, or in

all cachectic persons ; and yet phlegmasia is not a necessary compli-

cation in either class of patients. Consequently, there exists a
special cause, which is unknown.
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Painful oedema generally shows itself in a sudden manner : without

appreciable cause, the patients complain of pain in a limb, which is

at the same time observed to be cedematous. The pain is not always

of the same kind : it is sometimes a feeling of weight and distressing

numbness of the entire affected limb : at other times, it is a constant

pain, intensified at a particular place, which, in the inferior extremity,

is generally the calf, the groin, the lower part of the thigh, or the

popliteal space : in the superior extremity, it is the axilla. If pressure

with the finger be made over the seat of pain, or if the muscular

masses in which pain is felt be grasped with the hand, an increase

of pain is produced, which is often so great as to cause the patient

to cry out. Sometimes, the sensibility of the skin of the whole limb

is obtunded : while, at other times, touching or rubbing it lightly

will occasion great suffering. I have often observed this cutaneous

hypersesthesia, which, strange to say, is less under strong than under

slight pressure. Sometimes, the pain and numbness are accompanied

by inability to perform the least voluntary movement : for example,

the patients can neither extend nor flex the toes, nor move the leg

or thigh. Though in some cases there are articular pains to account

for this immobility of the limbs, in others, in which pressure causes

no articular pains, all movement is as impossible as if muscular

paralysis existed.

An attempt has been made to give a special description of the

oedema : it has been alleged that it shows itself first at the upper

part of the limb, and then appears secondarily in the remoter parts.

Gentlemen, I confess that I have never observed the affection to

have that beginning or course : on the contrary, I have always seen

partial oedema begin in the most remote and depending parts, sub-

sequently gaining the upper parts of the limb. To be convinced of

the truth of this remark, it is only necessary to observe with care

the progress of the oedema in cases of double phlegmesia. Direct-

ing our attention to the possibility of the occurrence of double

oedema, and continuing to observe daily the left limb still healthy,

we will soon observe the oedema begin at the malleoli and instep :

the skin will be seen to have acquired a dull color, and the sub-

cutaneous cellular tissue will be seen to retain the print of the finger

:

then by slow degrees, the oedema will ascend, and soon the intra-

cellular effusion will give a rounded form to the whole limb. The
limb generally acquires the form of an elongated cone, the base of

which is the root of the limb. This description applies to oedema
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consequent upon obliteration of tl^e principal vein of the affected

limb.

I have also seen cases of partial oedema resulting from the

obliteration of secondary veins, a class of cases in which the

cedema may be limited to the region served by the obliterated

vein.

As soon as the cedema is appreciable at the malleoli, and before it

has gained the root of the limb, there may sometimes be detected, by

carrying the finger over the course of the crural vessels, a hard,

resisting cord, which can be traced to the ring of the adductor

muscles ; at the same time, pressure occasions deep-seated pain in

the course of the vessels, in the popliteal space, and often in the

muscular mass constituting the calf of the leg. Sometimes, the

crural portion of the internal saphena vein communicates to the

exploring finger the sensation of a knotty cord.

The current of venous blood is then nearly quite obstructed, and

upon the dull colored surface of the entire limb, bluish arborescence

becomes visible, the indication of an existing tendency to form a col-

lateral circulation. The arborisations, sometimes become hard little

cords ; and then the circulation is soon obstructed by clots of recent

formation. There is observed, at a later period, at several points,

little red, or bluish, isolated patches of capillaries, which do not

escape the process of coagulation taking place throughout the entire

limb.

It is a fact deserving of notice, that the temperature of the

affected limb does not seem reduced, the hand, applied to the surface

of the affected limb, not detecting any appreciable modification of

temperature. The skin continues to present a dull white appearance

throughout the entire surface of the limb : it is only at the last,

when the affection is near its inevitably fatal issue, that we see the

toes, and then the instep take on a diffuse bluish color, the tempera-

ture of these parts being then decidedly reduced.

Absence of any modification of temperature, while it excludes the

idea of gangrene, also excludes the idea of phlegmasia of the cellular

tissue. It is equally unusual to observe any red lines similar to those

observed in cases of lymphangitis : the glands are only in exceptional

cases the seat of abnormal tumefaction, and in some cases, it is only

at the autopsy that we can discover that the deep-lying glands which

accompany the vessels are a little enlarged ; and on section, we find

that they present a slight color. Never since my attention was
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arrested by this subject, have I observed inflammation of the glands,

or peri-glandular cellular tissue.

These facts, then, justify me in rejecting both the existence of

lymphangitis and of adenitis in the phlegmasia ; while the general

rule is a profound modification of the venous system, a modification

clinically disclosed by the venous cords, regarding the nature of

which, pathological anatomy does not leave us in any doubt.

I have said that the phlegmasia is almost never double from the

first onset : when both limbs have been seized simultaneously, the

obstacle to the venous circulation is seen first in only one side, and

that side is generally the left. Sometimes, however, the venous

coagulation may be simultaneously observed in the four extremities,

but each occurs in succession. The first case I described to you,

is one of those rare cases in which the study of the phlegmasia may

be made at one and the same time in all the four extremities.

It likewise, sometimes, happens that the phlegmasia does not

make its appearance on one side, till it has entirely disappeared from

that which was first attacked.

The average duration of an attack of phlegmasia is about three

weeks ; that is to say, in a phlegmasia supervening in a recently

delivered woman, or in a case of cachexia, at the end of three weeks,

the oedema has almost entirely disappeared, the pain has ceased, and

the patients have regained the use of the limb. It is necessary,

however, to point out the differences in respect of the duration and

termination of attacks of phlegmasia which arise according to the

different conditions which exist in the individual patient. The

oedema hardly ever commences till the tenth day after delivery.

It has been sometimes known not to supervene till the end of the

third or fourth week ; but in these cases, the determining cause is

often undue exercise of the limbs, or some other cause capable of

keeping up the uterine fluxion, or some pathological state which often

exists in the veins of the uterus. Under normal circumstances,

about the third week, when there are no peri-uterine complications,

there is little ground for fearing phlegmasia, as by that time the

general state of the woman is favorably modified ; and particularly,

if she do not suckle her infant, the inopexia has a great tendency to

disappear.

The issue of the malady is favorable, when there is no phlebitis

properly so called. The oedema then diminishes little by little : the

tissues regain their elasticity : the collateral circulation becomes less
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appreciable : the capillary vessels are less apparent : pain is no longer

felt in the calf of the leg and in the course of the vessels. It is also

found, that the vessels, superficial and deep, are less tense : they no

longer roll under the finger, and, after a longer or shorter period,

they regain their normal elasticity, and are again traversed by blood.

Sometimes, however, the internal saphena still remains obliterated

in a greater or less extent of its course : some nodosities can still be

felt in the course of the femoral vein : and it is not till long after the

commencement of the malady, that all trace of vascular lesion dis-

appears. At other times, the affected limbs remain cedematous

although the malady be no longer in the cedematous stage: the

remaining cedema is then due to obliteration of the veins originally

the seat of the process of coagulation. This persistence of cedema

may continue for several years : every accoucheur has met with

cases of this description. In these cases, the circulation is imper-

fectly re-established in collateral channels, and the cellular tissue is

thickened rather than cedematous, as is shown by its having regained

its elasticity to a great extent, and by its not retaining the print of

the finger when pressed. The least fatigue, however, occasions

pain, and induces embarrassment in the circulation of the affected

limb.

'Pulmonary Embolism.— Van Swieten and Virc/iow.—Symptoms of

Pulmonary Embolism; Extreme Dyspnosa; Apncea ; Thirstfor

Air ; SuddenDeath.—Death takes placefrom Syncope or Asphyxia.

— (Edema of the Lungs, Pneumonia, Gangrene of the Lungs,

Hydro-Pneumothorax. — Embolism, pulmonary or cardiac,

originating in Uterine or Peripheral Phlebitis.

The phlegmasia may be the cause of a most formidable accident

—

the breaking up in fragments of the obliterating clots. In some

cases, the clot is carried on by the current of blood to the heart, and

thence to the pulmonary artery. This grave occurrence has been

particularly observed in the phlegmasia which follows delivery. The

works of Yirchow, the memoir of Ball and Charcot,
1 and the

1 Ball et Chakcot :—Sur la Mort Subite et la Mort Rapide a la suite de

l'Obturation de PArtere Pulmonaire par des Caillots Sanguins, dans les cas de

Phlegmatia Alba Dolens et de Phlebite Obliterante en general. [Gazette

Hebdomadaire de Medecine et de Chirurgie ; 1858.]
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researches of Lancereaux have directed attention to it. Venous

embolism has, however, been studied in other morbid states : though

rare in cachectic cases, it has been observed as a sequel of phlebitis,

as is established by the writings of Velpeau, Briquet, and Azam of

Bordeaux.

When speaking to you of softening of the brain, I referred to

arterial embolism depending upon structural change of the heart, or

serious lesions of the pulmonary veins. I propose to-day to treat of

venous embolism. Its very great frequency in the phlegmasia of

lying-in women justifies my going fully into this subject.

Cases of lying-in women dying suddenly two or three weeks after

delivery, are known to every physician ; and although the dyspnceal

symptoms which immediately precede real death are very different

from those observed in syncope, there has been a disposition to attri-

bute death to sudden and persistent stoppage of the heart. Those

who have read Cullen's admirable chapter on syncope, and recollect

that he recognises pulmonary syncope, must have been led to the

conclusion, that sudden death preceded by extreme dyspnoea has its

seat in the lungs, and must have been thus led to discover clots

in the pulmonary artery, which explained to them the cause of

death.

Van Swieten has recorded the results of experiments which he

performed on dogs : he showed that blood coagulated by acids in the

peripheral veins can be transported in the torrent of the circulation

in the form of plugs to the pulmonary artery, there to determine

certain phenomena which prove suddenly fatal. He says :
—" Tentavi

similia experimenta in canibus ssepius, vidique semper sanguinem

inde grumescere, et per venas semper latiores in suo decursu, ad

cor dextrum deferri : dein in pulmones, ibi autem haerebat : et

post summas anxietates, animalia hsec moriebantur, citius vel serius,

prout major minorve talium coagulantium quantitas venis injecta et

diversa foret horum efficacia. Poterit ergo talibus causis subito

peripneumonia induci." 1

Dr. Ball rightly remarks, that no better description could be given

of that which we now call venous embolism than this description by

Van Swieten.

Observe, Gentlemen, that Van Swieten said that death was pre-

ceded by very great anxiety

—

post summas anxietates—and if you at-

tentively peruse the works published on this subject during the last

1 Van Swieten:—T. II, p. 654. Apb. 824: Paris, edition, 1771.
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few years, you will see that in nearly every case it was noted, that the

patients were seized very suddenly with dyspnoea and orthopncea,

and were a prey to the most terrible anxiety ; whereas, death by

syncope, as you know, is not generally preceded by embarrassed

breathing. The patients feel their strength failing almost before

they have time to call for help, and die without any apparent

struggle. But in cases of embolism, the death-agony testifies to the

existence of impeded respiration, the patients thirst for air

—

-out soif

d'air—the anxiety which they experience being similar to that

observed in cases of rapid asphyxia from any cause, whether from

an aneurism bursting into the bronchi, or a stunning stroke of

apoplexy.

The facts adduced by Van Swieten had been forgotten ; and to

Yirchow belongs the honor of having established by numerous

works—the first of which appeared in 1847—that clots formed in

the peripheral venous system may be carried into the circulation

and occasion speedy death by their arrest in the pulmonary

artery.

Therefore, when you see a recently delivered woman suddenly

seized with symptoms indicating great disturbance of the function of

hsematosis—symptoms the chief of which are pain in the chest, and

great respiratory anxiety, you may conclude that possibly there is

pulmonary embolism, and look for signs of coagulation in the

peripheral veins. In cases of phlegmasia, the search will not be very

difficult, a thrombus of the uterine veins is sufficient to produce an

embolism. I recollect a young woman affected with peri-uterine

phlegmon, in whom digital exploration per vaginam (performed per-

haps somewhat brusquely) gave rise to all the symptoms of pul-

monary embolism.

Sudden death is not always the consequence of pulmonary embo-

lism : death will not take place rapidly unless the seat of the

embolism be one of the principal branches of the pulmonary artery.

In the cases in which the migratory clot has been able to reach sub-

divisions of the second or third order, the sudden dyspnoea which is

induced may be succeeded by peri-pneumonia and pulmonary oedema,

from which the patients may recover. Gangrene may result

from pulmonary embolism ; and should the gangrene involve one of

the peripheral lobules, there is reason to dread a mortal issue, from

perforation and consecutive hydro-pneumothorax. The first case of

pulmonary embolism which I saw was of this description.
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Gentlemen, I am aware that experimentalists have written that

large foreign bodies may be introduced into the pulmonary artery of

dogs and horses without producing the slightest dyspnoea. I cannot

deny the accuracy of this statement, but I may be allowed to say

that I think it requires to be tested by new experiments.

I am also aware that it is difficult to understand how obliteration

of one of the branches of the pulmonary artery—which is not an

artery of nutrition—should determine gangrene of the lung j but if

it be borne in mind that, in the experiments of Virchow, pneumonia

was a frequent consequence of pulmonary embolism, it may be

granted that, as the embolism can produce inflammation, it may

likewise produce gangrene.

The embolus according to its size, according to the point in the

pulmonary artery at which it has been arrested, and according to

the individual peculiarities of the patients, will produce certain

symptoms varying in gravity, the mildest being transient dyspnoea

and the worst being sudden death. Let me now state how I explain

the dyspnoea and sudden death by the migration of a clot to the

pulmonary artery. The patients die from a particular variety of

asphyxia, to which attention has not been sufficiently directed.

If you forget the etymology of the word asphyxia, and only bear

in mind the state of which it is the name, you will not see with phy-

siologists, either a complete or an incomplete asphyxia, merely a

diminution or suppression of pulmonary hseuaatosis. Two things

indispensable for the performance of this function—respirable air

and blood—that is to say, the oxygenating fluid, and the fluid which

requires to be oxygenated. If air be wanting, there is asphyxia, the

degree being in accordance with the extent to which the air is defi-

cient : and if a greater or less quantity of blood do not reach the

pulmonary vesicles, to be there vivified by the air, a state of

asphyxia will supervene from the obstacle to the arrival of blood.

Wherever the obliterated clot may be situated, the sudden sup-

pression of function in part of the lung causes anxiety and dys-

pnoea. Should the obstacle be sufficiently great to prevent at once,

or in a few minutes, the arrival of blood in the lungs, rapid asphyxia,

and death will occur. The obstacle is seldom sufficiently great ta

stop so rapidly the arrival of any blood. When the obstacle is

situated in one of the principal divisions of the pulmonary artery,

there exist on the distal side of the obstruction the conditions favor-

able to coagulation a tergo, so that the pulmonary circulation soon
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becomes compromised, and at last impossible. In these cases, the

asphyxia may be compared, from the effects it produces, to that

caused by closing the windpipe or the principal divisions of the

bronchial tubes. If to that state, be added the nervous disturbance

and the shock felt by the whole system, an explanation is given of

the great and rapid disorder caused by a migratory clot. ,

According to the view I have now set before you, the patients die

by the lungs, and from a particular variety of asphyxia. According

to other observers, death is the result of syncope. From this point

of view, the circulation being obstructed in the pulmonary artery,

the right side of the heart soon becomes filled with blood and is, in*

consequence, unable to contract, while the left side ceases to act

from no longer receiving hsematosed blood, its required excitant.

It is sufficient to remark that, in syncope properly so called, death-

begins at the heart, whereas in embolism, death begins at the lungs*

Moreover, the anxious dyspnoea, the craving desire for air, and the

purple visage, demonstrate the existence of asphyxia.

When the clots are primarily formed within the heart, it is not

unusual to see them prolonged into the pulmonary artery and its

principal divisions : in these cases, there is a certain slowness in the

progress of the symptoms, and the sudden manifestation of symp-

toms which occurs at the beginning of the attack in embolism is

not observed. On auscultation, it is found that the heart beats

feebly, and that its sounds are irregular ; and often, there are morbid

sounds.

In certain very unusual circumstances, when peripheral clots

become arrested in the heart, and are sufficiently large to obstruct

the passage of the blood into the lungs, dyspnceal symptoms may
show themselves, similar to those occasioned by pulmonary em-

bolism. In fact, the right side of the heart may be considered as

the commencement of the pulmonary artery ; but in addition to the

dyspnoea and anxiety, physical signs, detected by auscultation, will

be present from the commencement of the symptoms.

It would be a mistake to deny the presence of pulmonary em-

bolism, simply because the symptoms of that affection had disappeared.

Many cases are on record, in which the symptoms have ceased little

by little. Dr. Jacquemier has published a case in which recovery

took place. In cases of recovery, it is probable that the clot was

small, and capable of being absorbed. When the patients die some

days after the commencement of the symptoms, pathological anatomy
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shows, that the transported pulmonary clots, as well as the indi-

genous clots, may undergo changes tending to softening or cellular

organisation. When there is softening of the clot, there is disin-

tegration of the fibrin ; and the circulation may become re-established

without there being necessarily observed any of the lesions usually

caused by capillary embolism. In cases in which the clots become

organised, adhesions form between the walls of the vessel and the

connective tissue of the clot ; these cellular adhesions may them-

selves disappear after the lapse of some time.

Such, however, is not the usual course of pulmonary embolism

:

it usually carries off the patients in some hours or days after the com-

mencement of the symptoms.

In the beginning of this lecture, I said that phlegmasia might be

the consequence of phlebitis ; but hitherto, I have only been speaking

to you about spontaneous phlegmasia. I must now, therefore, say

something on the subject of phlegmasia consequent upon inflammation

of a vein.

It is not necessary that I should give you a description of phle-

bitis : I am only desirous to show you how inflammation of a uterine

vein, or of any pelvic vein, may become the mechanical determining

cause of phlegmasia properly so called.

If uterine phlebitis be suppurative, purulent infection is

observed : when it is adhesive or obliterative, a barrier is set up

against purulent infection, and the obliterative clots may extend even

into the trunk of the hypogastric vein.

If you believe—and the fact has already been demonstrated by

pathological anatomy—that the obliterative clots ascend to the

junction of the hypogastric and common iliac veins, it will be seen

that in consequence of the inopexia of cachectic subjects or recently

delivered women, a condition which favors a deposit of new fibrinous

layers, the head of the hypogastric clot will be sufficiently large to

protrude into the common iliac. You then have the mechanical

condition of a phlegmasia on that side; for the clot, always increasing

in bulk will ultimately obliterate the circulation in the iliac vein

;

and that coagulation may extend from the external iliac to the femoral

vein. It is a remarkable fact that frequently, as soon as there is an

obstacle to the venous circulation, fibrin is precipitated, so to

speak, into the valvular pouches, giving rise to the knots in the course

of the veins, of which I have already spoken.

You can thus understand how an attack of coagulative phlebitis in
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the true pelvis may give rise to phlegmasia. Velpeau1 has published

cases which strongly support this interpretation of phlegmasia, as a

consequence of phlebitis in a neighbouring part.

Whenever you have reason to believe that there is non-suppu-

rative phlebitis of the true pelvis, you may anticipate the occurrence

of consecutive phlegmasia. On the other hand, pulmonary embo-

lism, may be observed as a sequel of phlebitis of the true pelvis,

without there having been any phlegmasia as an intermediate patho-

logical occurrence : for that to occur, it is sufficient that a fibrinous

clot, originally attached to the uterine or hypogastric veins, should

become detached. Consequently, when symptoms of pulmonary

embolism have been observed after delivery, it is necessary, should no

phlegmasia exist in one of the lower extremities, to search in the

uterine and hypogastric veins for the point whence the migratory

clot has started.

My opinion, then, is, Gentlemen, that painful white cedema, or

phlegmasia, cannot be mistaken for any other kind of cedema. I

have just reperused the memoir of Dr. Bouillaud, and have pleasure

in stating that the work of my colleague is as complete as if it had

been written yesterday.2 It contains eight cases in which phleg-

masia was observed in cancerous and tuberculous cachexia, and as

a sequel to delivery. In all these cases, obliteration of a vein was

observed and described : Bouillaud mentions that there were clots

in the veins, obliterative clots, obstructing the venous circulation,

and so producing partial dropsies. Bouillaud's work is the basis of

all the anatomical researches which have been made in France, since

1823, m^° ^ne obstruction of veins.

The conditions under which phlegmasia shows itself, its com-

mencement, its progress, and the vascular lesions by which it is

accompanied, are all calculated to eliminate sources of error from the

diagnosis. When the cedema shows itself, at a time when it is

usually limited to the lower limbs, the patient's general state of

health has already presented a group of symptoms suggesting that

there may be coagulation within a vein. That general state is

cachexia, whatever its cause may be. Forewarned of the possible

1 Velpeau :—Recherckes et Observations sur la Phlegmasia Alba Dolens.

[Archives Generates deMedecine, 1824, T. VI, p. 220.]

2 Bouillaud :—Obliteration de Veines et de l'Influence de cette Obliteration

sur la formation, des Hydropisies Partielles. [Archives Generates de Medecine:

T. II, p. 188.]
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occurrence of venous coagulation, apprised of the coagulation by a

feeling of pain in some part of the limb, struck by the rapid develop-

ment and limited extent of this oedema, the physician will proceed

to discover whether, in the course of the superficial and deep veins,

•there be at any point a hard cord, or the knots which are produced

by intra-venous congestion, and deposits of fibrin in the valvular

pouches. At these different points, pressure occasions pain, and

particularly in those situations where there exist natural obstacles to

the venous circulation, as in the muscular masses, and in situations

where there is a confluence of several veins in one chief trunk, such

as the popliteal, inguinal and axillary regions.

These remarks will enable you to avoid mistakes. In the cases

in which the oedema is irrespective of any cachexia, and the conse-

quence of inflamed varicose veins, it is not so considerable as in

cases of spontaneous phlegmasia, and a varicose condition of the

limb exists which can always be easily traced back to its cause.

I should not think it necessary to insist on this point were it not

that varicose phlebitis may give rise to pulmonary embolism. In

two cases of varicose inflammation, observed by M. Velpeau and by

M. Briquet, the symptoms of pulmonary embolism were produced

by a portion of the venous clot getting into the stream of blood.

To determine with precision whether there has been spontaneous

coagulation, or coagulation resulting from inflammation, is sometimes

difficult, and is never of clinical interest.

I have still to speak of those very limited coagulations, which

may become spontaneously developed in the continuity of a vein,

and which, from their small size and slight adhesion to an uninflamed

vein, may be apt to occasion pulmonary embolism. Perhaps, in

such cases, the physician ought, following White's recommendation

in respect of purulent infection, to try to interpose a barrier between

the clot and the large veins.1

I believe that spontaneous coagulations may be developed in the

saphena, crural, or any other vein, and remain limited to a very

small extent of the vessel. In that case the oedema and pain only

exist in those parts of the venous circulation which were served by

the obliterated vein. As regards the pathological anatomy of the

affection, it may be stated, that we sometimes see fibrinous clots

1 White :—Inquiry into the Nature and Cause of that Swelling in one or

both of the Lower-extremities, which sometimes happens to Lying-in Women.
Warrington: 1784.
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deposited only where there are valves, while cruoric clots are ulti-

mately deposited in the portions of vein situated between two val-

vular pouches. If the opinion which I am endeavouring to establish

has any value, you can understand how important it will be for the

physician to recognise the possibility of these partial coagulations

existing ; for if he cannot prevent their migration, he may be prepared

for the occurrence of sudden death from pulmonary embolism.

Here, Gentlemen, I must make a modification in my statement

in respect of the manner in which death takes place in cases of

embolism. Generally, the migratory clot reaches the lung, causing

dyspnoea and rapid death by asphyxia ; but we can understand that

in certain exceptional cases, the clot may be arrested in the right

auricle or ventricle. Then, in accordance with the predisposition of

the patient and the volume of the clot, the phenomena which belong

to syncope will be observed ; the heart, surprised, so to speak, by

the arrival of the migratory clot, will at once cease to beat with regu-

larity and power, and ere long contractions will entirely cease. In

these cases, death will take place by syncope, by arrest of the heart

:

in fact, the prolonged syncope leads to death. Thus, a particular

patient who has had repeated fainting fits, may be carried off by

syncope, of which the determining cause has been embolism.

A cardiac embolus will then have produced syncope, just as a

pulmonary embolus induces dyspnoea and asphyxia.

I look on these latter reflections as purely speculative : I have not

observed a single case calculated to convince you of their truth ; but

a case, communicated to me by my lamented colleague Dr. Thirial,

tells in favour of my views regarding syncope caused by embolism.

The details are long; but this you will excuse from the interest

which attaches to the case :

—

" M. X., fifty-six years of age, the head of one of the principal

commercial houses of Paris, of nervo-lymphatic temperament, robust,

and of a sound constitution, had almost always enjoyed excellent

health. During more than thirteen years, I had been his physician,

and had only had to treat him for unimportant maladies, such as

rheumatic pains, and slight gastric disturbance connected with

habitual constipation. He was subject to haemorrhoids ; and had

long suffered great inconvenience from a very obstinate eczema

podicis.

" On 20th December, 1861, M. X. sent for me. I was told, that

for the five or six preceding days, he had begun, without any known
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cause, to experience a painful condition of the left calf, producing a

certain amount of inconvenience in walking or standing. I detected

neither redness, swelling, nor hardness in the affected part : the

patient was in a feverish state, suffered from pains in the whole

muscular system ; and one or two points, rather difficult to localise

with precision, were more particularly painful on pressure. From

the antecedents of the patient, from his having been, as I have said,

somewhat subject to arthritic pains, I was led to look on the affec-

tion as simple rheumatism.

" I was, however, not altogether free from doubt ; and I even

entertained a vague apprehension that the patient might be suffering

from some obscure, latent lesion of the vascular system. But at the

end of a few days, having seen no new symptom to confirm that

suspicion, I adopted with confidence the opinion that the affection

was rheumatic.

"I consequently ordered rest, different calmative and narcotic

applications, and latterly, as these means produced no decided effect,

I resorted to a succession of small blisters dusted with morphia.

" This treatment was continued till about the ioth of January.

During the whole of that interval, the patient, in the hope of a

speedy cure, hardly ever left his bed, and when out of bed for a

short time he was careful to place the left limb extended on an

arm-chair. After three weeks of this careful management, the pain

in the calf seeming to be gone, I recommended M. X. to remain

out of bed for a portion of the day, and to walk about in his room

so as to prepare himself for resuming in a few days his former habits

and occupations.
te Great was my surprise to be sent for on the same day that I

gave these directions ; and to find very decided oedema extending

from the malleoli to the extremities of the toes.

" The appearance of this oedema could leave no uncertainty as to

the true diagnosis. After a new examination, I soon detected, about

the middle of the calf, a small hard knotty cord, which was about

four or five centimeters in extent, and very slightly sensitive. Here,

I ought to state, that on both legs there were slight subcutaneous

and capillary varicose dilatations. The case was clearly one of very

circumscribed phlebitis, the seat of which was a branch of the

saphena vein ; and it evidently was to this small venous inflamma-

tion that the pain in the calf, which I had considered rheumatic,

was attributable. It is probable, moreover, that the nodosity was
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at first very slight, as, notwithstanding repeated explorations, it had

escaped notice, both by me and the patient. Then again, the change

of position, and particularly the walking, had favored the develop-

ment of the cedema, which had no doubt been previously kept in

abeyance by rest in bed and maintaining the leg in the horizontal

position.

"Next clay, nth January, my accomplished colleague, M. Bichet,

met me in consultation. He detected the existence of a phlebitis of

very limited extent, and also an ©edematous swelling, which, however,

from the left limb having been kept in an elevated position, was less

in size than on the previous evening.

" I carefully sought for a cause, general or local, to which I could

attribute the affection. In succession, I passed before me in review

the habits of life and peculiarities in the health of the patient likely

to throw any light on the subject; but after long inquiry, and careful

analysis, I found nothing to show even the probable not to say certain

character of the cause. My examination was next directed to the

heart, and to the origin of the great vessels. I at once observed that

there was slight irregularity, and even intermittence in the pulsations

of the heart, and in the pulse ; but I soon ascertained, that this irre-

gularity was only accidental, and quite transient. I saw that it was

due to the mental emotion of the patient, who was very nervous, and

was exceedingly disturbed by the examination. I finally satisfied

myself that the heart was in a perfectly normal state. I came to the

same conclusion in respect of the organs of respiration.
'
' The treatment prescribed consisted in the employment of topical

solvents, particularly mercurial inunction. I specially recommended
rest in bed or on the sofa ; and advised the affected limb to be kept as

much as possible in an elevated position. The tendency to con-

stipation was directed to be kept in abeyance by injections and laxative

medicines ; and a restorative diet was ordered.

" Under this treatment, which was scrupulously followed for three

weeks, the small venous cord gradually disappeared. By February

i st, scarcely any traces of it were left : another small branch of the

saphena then became affected, and presented a slight induration

a little above the point previously affected, and towards the outside

of the calf. M. Richet was again called in. With the exception of

difference in situation, this limited phlebitis, that is, the obliteration

of the vein, presented exactly the same characters as the preceding

obliteration : it consisted in a very limited and very slightly painful,

20
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nodosity. It is important to note, that the oedema disappeared at

the end of some days, and was not in any degree reproduced.

Similar treatment was resumed, with the addition of tonics, particu-

larly quinine in Malaga wine, recourse being had ultimately to

alcaline and sulphurous baths. The second attack lasted only a

short time : from motives of prudence, however, the patient kept to

his bed, or bedroom, for a fortnight.

'
' At the end of that period, when the patient felt assured that no

return of the malady resulted from his leaving his bed and walking

about his rooms—not even the slightest appearance of oedema—he

began to drive out in a carriage ; and soon, he made some excursions

on foot. Under the beneficial influence of this new mode of life, the

appetite which had been long much impaired, was soon restored.

Strength and plumpness speedily returned. Gloomy forebodings

gave place to restored cheerfulness and confidence.

"I must mention, however, that notwithstanding progressive

restoration, there still remained a certain degree of weakness in the

left limb, which was not accompanied by the slightest pain at the

points where the vein was obliterated.

" M. X. had, for nearly a month, resumed his ordinary habits of

life ; and every one was eager to congratulate him upon his recovery,

which, long waited for, had come at last with every appearance of

secure permanence.

" But, unfortunately, all was not yet terminated. On the 15th

March, I had the mortification to be recalled to the patient in con-

sequence of his having had a new relapse. The malady, on this

occasion, in place of creeping about its starting point, went ahead at

a bound. It thus advanced to about the middle of the inside of the

left thigh. There was a small, hard, knotty, and almost indolent cord,

of not more than from four to five centimeters in extent, situated in

the course of one of the rather superficial veins.

" It was impossible for M. Eichet and me not to feel some anxiety

regarding this case, seeing that successive relapses had occurred,

when apparently there was reason to believe that a cure had been

obtained j and seeing also the rapid ascent of the malady, which had

quickly mounted so high as to threaten the great venous trunks with

phlebitis. These relapses, all of which occurred without any ex-

ternal appreciable morbid manifestation, revealed the existence of a

persistent internal cause, whatever it might be ; and we could foresee

neither when nor where this cause would cease.
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" In addition to topical remedies, I prescribed, with the view of

preventing the internal coagulations, the use of iodide of potassium

and Vichy water, the latter to be taken with meals. Likewise, as it

was evident that the habitual constipation of the patient must cause

an impediment to the venous circulation, and so favour coagulations,

I ordered a dose of castor oil to be administered every two or three

days. Rest as before was again enjoined.

"This treatment was most exactly followed. After eight days,

the absorption of the intra-venous clot seemed to be already con-

siderably advanced : at this stage, the little nodosity, on account of

the slight extent to which it projected, and its slight degree of

sensibility, could not be found without a certain amount of attention.

" It was decided that M. X. was to get up on the 23rd March for

the first time since his last relapse ; but not having found him so well

on the morning of that day, I told him that it was necessary to wait.

Teeling better, he rose towards evening, sat at table to dinner,

and ate with a good appetite. He passed the evening cheerfully with

his family.

" At ten o'clock, he went to bed. In making the necessary move-

ment to stretch himself in bed, he was suddenly seized, in the pre-

cordial region, with an acute sensation of pain, which only lasted for

a short time. He attributed it to nervous spasm ; and mentioned

it to no one. Two hours later, he awoke. With a view to place,

according to custom, a pillow under the affected leg, he stooped, rather

abruptly, to take up the pillow which had fallen at his bed-side : that

exertion was followed by a momentary return of the pang. At

midnight, he awoke with a feeling of general discomfort, accom-

panied by slight shivering, which gradually subsided in light

sleep.

" On the morning of the 24th March, I saw the patient, who then

told me with an anxious air of what had occurred since the previous

evening. The statement, I confess, seemed to me rather unusual,

and led me to apprehend some new incident. I auscultated the

heart rapidly, and to a certain extent stealthily, to avoid alarming

the patient, who followed all my movements with a troubled expres-

sion. I thought I heard, at the base of the heart, a slight morbid

sound, the nature of which I could not determine with precision.

The pulsations were one hundred in the minute, unequal in strength,

and, apparently, a little confused. I was, however, disposed to

attribute these disturbances of the circulatory system to the extreme
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emotion of my patient, who, I perceived, was engrossed with the

incidents of the night, and with my examination.

" I prescribed an antispasmodic draught, did my best to reassure

him, advised him to rest quietly in bed, specially telling him not to

get up in the evening, unless he felt perfectly well.

" Erom prudential reasons, the patient only took a basin of broth

to his breakfast. He passed a good day : in the afternoon, he

received some visits. At half-past four, feeling himself comfortable,

he resolved to rise, and dine with the family.

" He got out of bed, and sat in an arm-chair to dress himself.

He had hardly pulled on his drawers, when he was seized with an

indescribable pang at the heart, and felt that he was fainting : he

had only time to call his wife to his aid when he became in-

sensible. .

" I was sent for in all haste. By a fortunate chance, I arrived at

the house at that very moment. I found the patient seated in his

arm-chair : he had recovered consciousness, but was icy cold, livid

in the face, sunken in the eyes, almost pulseless, and making efforts

to vomit. With all possible expedition, I laid him on his bed,

placing his head somewhat low, and causing him to swallow a few

drops of a cordial : I subsequently had recourse to external and

internal stimulants of every kind. For more than an hour, during

which time I was a prey to the greatest anxiety, I fought against

the syncope, against the state of profound collapse, which lasted so

long that I dreaded every moment a fatal issue. Of all my efforts,

my greatest was to give courage to the unfortunate man, who

believed himself to be hopelessly lost.

" My endeavours were in the end successful ; little by little re-

action set in, and ultimately became pretty powerful : the pulse rose

to 108; but the pulsations were for a long time small and con-

centrated.

"During the evening, M. Eichet met me in consultation on the

case. After describing to him all that had occurred since the pre-

vious evening, we proceeded together to make a careful inquiry,,

with a view to discover, if possible, the reason of the serious in-

cidents. Let me here remark, that during the whole of the crisis, I

observed neither notable disturbance of the respiratory functions,

nor any true dyspnoea.

" Our examination by auscultation and percussion informed us,,

that there was nothing abnormal in the respiratory functions. It
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was otherwise in respect of the circulatory system. The pulse, as I

have already said, was pretty high being 108, but did not present

any notable irregularity. At the base of the heart, Dr. Eichet and

I heard a slight morbid sound, which recalled the sound I had

heard in the morning. This sound, rather difficult to describe, was

less like a bellows sound than like a dry clapping. M. Eichet

thought it proceeded from one of the auricles. That I may omit no

fact useful to mention, I may state, that there was considerable

gazeous distension of the stomach, which somewhat pressed upon

the heart. We on several occasions noticed this state of meteorism,

and remarked, that it was not associated with the slightest dyspnoea.

Although immediate danger seemed averted, it was evident that the

malady was entering upon a new phase, which was one of some

gravity and great obscurity.

" Had we had to do with a case of syncope, pure and simple?

What was the cause of the syncope ? To solve these questions, we

reviewed all the probable circumstances, great and small, which

could have produced the syncope ; such as the state of debility to

which the patient had been reduced by his disease and its treatment,

the transition from his for some time customary horizontal position,

rto the upright and sitting attitudes, and the exertion of dressing.

But we felt that had the fainting depended on such slight causes, it

was not likely to have been either so intense or so protracted.

" We asked ourselves, whether so profound an attack and one of

so threatening a character preceded, the previous evening, by

functional disturbance of so unusual a character, might not indicate

miasmatic syncope?
ff And again, might not collapse, so sudden and so prolonged,

arise from embolism?

" We considered that we were bound to give prominence to this

.question, which must evidently raise many objections and difficulties.

" To sum up :—As the syncope might be dependent on debility,

or might be the manifestation of a "pernicious" fever, we were

decidedly of opinion that quinine was indicated in virtue of its neura-

sthenic and antiperiodic properties : we consequently prescribed a

potion containing 60 centigrammes (9 grains) of quinine and 4
.grammes (63 grains) of extract of cinchona : and we likewise

advised the patient to abstain from sudden movement and violent

.exertion.

-" 25 March.—The night passed without any note-worthy occur-
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rence. I found that he had had some hours of tolerably quiet

sleep. In the morning, the pulse was 96; and I noted that the

patient had had a natural stool without the assistance of an injec-

tion : I use the term natural, so as to eliminate from the description

anything calculated to cause a suspicion that intestinal hemorrhage

was the cause of the syncope. Broth and the quinine potion were

ordered to be continued.

" 16 March.—After a quiet day, he passed a night even better

than the preceding : he had several hours of sound sleep. In the

morning, the pulse was 54, and quite regular. There did not

remain the slightest morbid sound of the heart. Broth and soup

were ordered.

" The family, naturally alarmed by the scene which had occurred

two nights previously, expressed a wish that Dr. Bouillaud should join

us in consultation. The consultation was fixed for the same

evening, when, to our great regret, Dr. Richet was unable to

attend.

" Dr. Bouillaud having made himself acquainted with the different

phases of the malady, and particularly with the recent crisis, pro-

ceeded to the diagnosis with all that care which belongs to him. In

the middle of the thigh, he detected a venous cord in process of

resolution, and then reduced to a rather thin knotty thread. The

respiratory organs were found in a perfectly normal state. He

examined the organs of circulation with very great attention. All

at once, he detected a certain irregularity, and even a little inter-

mittence in the pulsations of the heart and in the pulse at the

wrist : but he soon ascertained that this disturbance was transient,

and entirely due to the emotion of the patient, as I had previously

observed more than once. Dr. Bouillaud satisfied himself that

there was no abnormal sound audible in the heart or great vessels

;

and he announced that, with the exception of a certain degree of

nervousness, there was nothing appreciably wrong with the central

organ of circulation.

" I next wished to know Dr. Bouillaud's opinion as to the nature

of this crisis which had occurred on the evening before last. I

disclosed the uncomfortable impression left on my mind by that

spectacle. I mentioned to him my doubts, my different conjectures

in relation to that syncope so unusual in its characters; and, in

particular, I did not conceal from him my apprehensions of embolism

which might or not be well founded.
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"Dr. Bouillaud replied that he understood my doubts, and, to a

certain extent my fears, suggested by the circumstances of the

malady ; but, relying upon the very satisfactory result of his

examination, upon the good appearance of the patient, and particu-

larly upon the absence of all untoward symptoms since the last

crisis, he looked upon the syncope as an accidental occurrence of a

purely nervous character. His opinion was, that, in all probability,

the case would have a favorable issue.

"Dr. Bouillaud did not hesitate to reassure the family byannouncing

this conviction, who were only too happy to hear so comforting an

opinion from so great an authority. He recommended that the

patient should be at once strengthened by tonic medicines and

restorative diet ; and likewise advised that he should be sent to the

country as soon as possible.

" Notwithstanding my great confidence in the enlightened

experience of Dr. Bouillaud, notwithstanding the excellent reasons

in favor of his prognosis, it was impossible for me to share in his

view of the case. The syncope did not seem to me to have been

ordinary syncope : certain insidious preliminary phenomena, and the

whole group of symptoms, led me to believe that it was of a

suspicious nature. Whether it was my solicitude for a patient to

whom I was attached by an old and deep affection, or a secret

invincible presentiment which possessed me, I know not ; but so it

was, that I felt that the disease had not yet said its last word, and

in spite of myself, I dreaded a new and early attack.

" My apprehensions were so decided, that I deemed it my duty to

disclose them to a near relation of the family, so that, while he kept

his motives a secret, he might, in advance, point out to the family

all the precautions necessary to be taken in the event of a fresh

alarm.

" The consultation, however, had produced a happy effect on the

patient. Since the last crisis, he had been in a state of extreme

anxiety : he had been living under the constant dread of a return of

the syncope, which, he said, having come without warning, or any

appreciable cause, might any moment unexpectedly return in similar

fashion, and carry him off. But the reassuring, convincing opinion

of Dr. Bouillaud coming to strengthen my own encouraging expres-

sions, his misgivings were shaken, and he soon even attained to

some extent a state of serenity.

" He passed, then, the night of the 27th very quietly. In the
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morning, the pulse was 80, and perfectly natural. With a return

of confidence, there was also a tendency to a return of appetite.

During the day, the patient several times took broth and chicken.

The cinchona wine was continued at meals. To meet his wishes, the

sulphate of quinine, which he had hitherto taken in potion, was

prescribed in pills.

" On the 28th March, he had as good a night as on the 27th. He

ate with appetite a mutton cutlet at breakfast. As all was going

on well : it was agreed, that he should, for the first time since the

fainting, be allowed to change his bed, to sit on a chair, and to

make his toilet.

" Everybody, particularly the patient, had misgivings as to this

trial. I resolved, therefore, to be present, to inspire confidence, and

to give succour in the event of its being required. Fortunately, all

passed off to a wish, the patient not feeling the slightest discomfort

nor the least disturbance of respiration or circulation. During the

day, he received some visits with an air of greater satisfaction than

he had shown for a long time. He dined on soup and chicken. He

passed the evening after dinner with the family. He joined

willingly in conversation, and even read aloud the newspaper.

" At ten o'clock, the family retired to rest. At eleven, M. X. was

asleep. After sleeping quietly till two in the morning, he awoke.

His wife, who lay in an adjoining bed, rose to administer to him his

usual cinchona pill. He sat up to take the pill, swallowed it, and

then drank a mouthful of water. Having done so, without the least

complaint of discomfort or suffering, he again lay down.
" Madame X. had hardly returned to bed, when she heard her

husband groaning as if suffocated. She called him, and asked him

if he were suffering. He replied in the negative. She lay down at

the foot of his bed ; and then saw that he was pale, exhausted,

unconscious, and motionless.

" I was sent for in haste. As I lived in the same building, I was

with my patient in less than ten minutes. What a spectacle!

Some hours previously, I had left him full of life and hope : I now
found him icy cold with death stamped on his face : he was pulse-

less, there were no appreciable movements of the heart, and only

some respirations at long intervals. In vain I tried to restore him
by the use of stimulants. In five or six minutes he expired.

"As there was no autopsy, some degree of uncertainty must
remain as to the cause of death. Nevertheless, I do not hesitate
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to attribute it to embolism : the phases of the malady, the order

in which the symptoms occurred, the most characteristic phe-

nomena considered by themselves, all the facts seem to concur in

favor of this interpretation.

" It has appeared to me that a complete and faithful picture

of the disease could alone supply, up to a certain point, the want

of a post-mortem examination. This is my reason for giving the

complete details. The reader, having been present, as it were, at

all the catastrophes of the case, and taking part in all my im-

pressions, doubts, and divergences of opinion, is in a position to

judge for himself as to the nature of this affection, which was so

irregular, obscure, and insidious in its course.

" Among cases of the same class, this case presents a special,

and I may say exceptional, character : for a long time, there

existed certain indications leading to the suspicion of embolism,

to a certain extent enabling us to foresee, but, unfortunately, not

to prevent, the fatal catastrophe,

"In the first phase of the affection, we followed the develop-

ment of the phlebitis, the expression of a probably general but

very obscure cause; and we saw this phlebitis, at intervals of

varying duration, give rise to very circumscribed coagulations in the

lower extremities.

" So long as the malady, which was then moreover slight, did

not go beyond the leg, there was nothing to create much anxiety.

But I began to be anxious when the phlebitis went on without

interruption, to gain the middle of the thigh, and approach the

neighbourhood of the great vessels ; for, from that moment, it was

impossible to say where the morbid process might terminate, and

what might be its consequences.

" The second phase soon made its appearance ; and with it

came the worst consequences which could have been present : this

phase was completed in two periods separated by an interval of

only a few days.

"Its commencement was marked by the great crisis of 23rd

March : as the sequel of some preliminary symptoms, it burst forth

in the form of a frightful fit of syncope, occurring when the

patient was getting up for the first time, and just as he was be-

o-innino- to dress. As the crisis, notwithstanding its violence and

duration, had no evil consequences, doubt as to its real nature might,

for a moment, be entertained ; but the progress of the disease left
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no room for uncertainty on that point ; and it would be difficult,

after the fatal issue, not to recognise the effects of embolism in the

first seizure.

" To explain the case, I conclude that, from the coagulum seated

in the thigh, and in full process of being absorbed, or perhaps from

some unobserved coagulum, a small fibrinous or cruoric fragment

had been detached, at the moment when the effort was made ; and

I likewise suppose that this fragment, becoming quickly involved in

the current of the circulation, reached the right side of the heart

:

thence arose, in my opinion, the sudden syncope—the collapse so

profound and so threatening.

" The heart, however, under the influence of stimulants became

roused, and recommenced its movements. The clot—supposed to

be small and soft—taken up, and beaten as it were by the wave of

blood—though, perhaps, not dissolved, was broken down into

grumous particles sufficiently small to be lost in the ramifications of

the pulmonary artery. It has been seen, moreover, that the heart,

for some time after the accident continued in an agitated disturbed

state : it may be remembered that several hours after that occurrence,

I detected an abnormal sound in the heart : it is no doubt quite

possible that this sound was simply dynamic, but it is also possible

that it had some relation to a fibrinous concretion adherent to one of

the orifices or to the coluinnse carnese of one of the cavities of the

heart.

" Be the explanation what it may, the greatest crisis, notwith-

standing all my fears, had not a disastrous issue. During the two

days which followed it, there was a tendency to a restoration of

calm : the patient gradually regained confidence, appetite, and good

sleep : all the functions were performed in a natural manner : and

the state of the heart was quite normal. Nothing presaged imme-

diate nor even remote danger. On the contrary, everything seemed

to justify a favorable prognosis, and two days elapsed during which

no sign of contrary import manifested itself.

i( This calm, however, was a deceitful calm. At a moment when

it was least to be expected, in the silence of the night, on awaking

from a tranquil sleep, the patient was, all at once, after a slight

effort, struck as if by a thunderbolt : he was heard to groan, and in

less than an hour he was dead.

" The first seizure was only a menace : the second led up to the

fatal issue: but in my opinion, both seizures proceeded from the
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same cause. It is very probable, that a clot, already free, or only

slightly adherent, was shaken about and put in motion by the effort

which the patient made to sit up ; and that within a very short time,

it reached the right auricle.

" This clot, whether from its size, or from some other cause diffi-

cult to define, became engaged in one of the cavities of the heart,

and immediately determined syncope with profound collapse from

which there was no rally/''

Gentlemen, if a post-mortem examination had been made, it is

probable that it would have demonstrated the cause of the syncope

to have been in the right side of the heart. The cause was not an

organic disease of the heart, for neither general nor local signs of

such an affection had ever been discovered. On the other hand,

when it is considered, that upon two different occasions, with a long

interval of time between them, when making the necessary exertion

to dress, he was seized—suddenly, on both occasions—with an inde-

scribable pang at the heart—that he fainted and lost consciousness,

is not one led to conclude, that a migratory clot, detached from a

vein by the exertion, took the heart by surprise and impeded its

action, causing forthwith pain, heart-pang, and mortal syncope?

Pathological Anatomy of Phlegmasia.— (Edema of the Subcutaneous

and deep Cellular Tissue of the affected Limbs.— Coagulation of

the Blood in the superficial and deep Veins.—Fibrinous and

Cruoric Clots.—Fibrinous Clots in the Valvular Pouches.—
Absorption of Intra-veuous Clots.—Tendency in these Clots to

become organised.—Cellular organisation of these Clots, and the

Permeability of the New Tissue.—Persistent Fibrous Obstruction

of the Veins : Collateral Circulation.—Pseudo-purulent Softening

of the Clots.— Organic Causes seemingly Favorable to Intra-

Venous Coagulation at particular points.—Absence of Lymphan-

gitis and Adenitis.

Let us now consider the pathological anatomy of phlegmasia

alba dolens. In the present day, there are only two views on this

subject which merit discussion. In painful oedema, is there a

lesion of the lymphatic system ? Ought we not rather to believe,
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that a structural change takes place in the venous trunks and

branches ?

I have already remarked,, that the oedema of phlegmasia shows

itself at the extreme and most dependent parts of the body. Thus,

it begins in the feet and ankles, then shows itself higher up, while,

at the same time, it is chiefly conspicuous in the lower extremities

and most depending parts ; that is to say, at the posterior part of

the calves, thighs, and trunk, when the patient is lying on the back.

The skin is tense, the dermic meshes are enlarged ; and there are

perceived, on the dead as well as on the living bod}^, a blue marbling,

arising from a fretted state of the dermis, and its greater transparency

in the situations where it is fretted. The limb is deformed and

rounded, and presents at the joints an appearance of being

strangled.

When incisions are made in (Edematous limbs of this description,

there pours forth a large quantity of colorless or slightly yellow

serosity, in which float numerous globules of fat. Sometimes, the

serosity retained in the meshes of the cellular tissue under the

aponeuroses and in the intermuscular spaces, seems coagulated, and

pits on pressure. The muscles, isolated in the midst of the serosity,

do not seem to be penetrated by it ; but they are pale, and very

flaccid. Vessels and nerves are either dissected, or are in such a

state as to be very easily dissected. In situations where the sheaths

of the vessels are provided with cellular tissue, the serosity is very

abundant.

Deeper incisions show that many veins of variable size are dis-

tended by black coagulated blood, or by small yellow fibrinous

concretions. If, then, proceeding in our examination, we ascend

from the foot to the origin of the affected limb, and dissect the

superficial and deep veins, we observe, that the principal trunks are

hard, that they roll under the finger, and that sometimes the

circum-vascular cellular tissue creaks under the scalpel ; but inva-

riably, throughout a greater or less extent, the vessels feel resistant

to pressure : their walls seem distended, here and there, knots, cor-

responding to the valves of the veins, being visible. Sometimes, the

walls of the veins retain a great amount of transparency, so that the

vessels can be seen to be filled with black coagulated blood. At other

times, a vein has a dull appearance; and when laid open by the

knife throughout its whole course, it is seen that the clots vary in

•different places in color and consistence. The blackest clots are
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generally found at the most distant parts and at the periphery of the

limbs; and.the nearer the clots are to the trunk, the more fibrinous

and yellow do they appear. However, it is not unusual, in the deep

veins of the calf and thigh, to meet with very resistant clots in which

the fibrinous exceeds the cruoric portion.

The clots in which the fibrinous part predominates are probably

the oldest, that is to say, those which first obstructed the circu-

lation. Indeed, the situations in which pain is first felt are those

in which the fibrin is found to predominate; as, for example, at

the point where the saphena opens into the crural, and in the deep

veins of the calf.

There is still greater reason to believe that the cruoric clots, by

far the most extensive, are formed consecutively. It is important to

remark, that it is at the places where the fibrin predominates, that

one can study those modifications, which cause certain parts of

softened clots to be carried into the current of the circulation to

become migratory clots, emboli, the consecutive anatomical pheno-

mena produced by which we shall have to determine.

The fibrin, in certain cases, may have a tendency to become

organised : the clot then presents interstitial cellular partitions

placed obliquely, transversely, or parallel to the axis of the vessel r

some of these partitions or trabecule, are inserted in, and incorpo-

rated with, the internal coat of the vein. Fibrin, yellow or nearly

white, is found in the spaces between the trabecule. The organisation

of the trabecular is not of a doubtful character : in the lamellar which

are most resistant, and evidently oldest, the microscope discloses a

fibro-cellular structure, a considerable deposit of amorphous matter,

and numerous fat globules : in the lamellar in course of formation, a

similar structure is found, except that the fibre-cells are fewer in

number and less distinct. The fibrin within the partitions is

granular, and contains some more or less altered blood-globules.

All these anatomical details were verified in a patient treated in

my wards, whose case is reported by Dr. Dumontpallier, who,

aided by M. Charcot, studied the appearances under the mi-

croscope.

\Ye have seen that the obliterative clot .consists of two very distinct

portions—a cruoric, by far the largest, and a fibrinous portion.

The latter is the most interesting to study in relation to its ulterior

modifications. One of four things may occur : the clot may break

up, and be slowly absorbed—it may burrow parallel with the axis of
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the vessel—it may hollow out irregular cavities, and present an

appearance similar to cavernous tissue—or it may become trans-

formed into a fibrous cord. In the first three cases, the circulation

is re-established : in the last mentioned case, it finally ceases. When
the clot has undergone the fibrous transformation, it adheres

strongly to the walls of the vessel, which at these points is con-

tracted on itself. There is no doubt as to the fibrous character of

these clots : and sometimes, they are even infiltrated with calcareous

matter, which renders them very resistant. At the points where the

clot is thus transformed, it is not unusual to see the vasa vasorum

of the vein increased in number, and sometimes in diameter.

Every venous obliterative clot may undergo connective trans-

formation ; and that transformation may lead to a persistent oblite-

ration of the vessel converting it into a fibrous cord, or producing a

cavernous, trabecular, and permeable condition of the vein, through

which the circulation is re-established.

These different modes of transformation are the result of a process

of organisation seated in the clot, and probably originating in its

fibrinous portion. In these cases, the fibrin has an organising power,

the last term of which is the production of connective tissue. At

other times, the fibrin becomes softened throughout its whole extent,

and then nothing is found in the vessels except more or less diffluent

masses, of a brown or yellow color, and mingled with perfectly

recognisable blood. Again, at other times, these soft masses are

encysted, so to speak, in portions of hard clot adherent to the walls

of the vessel, and in these cystous cavities, we occasionally meet with

a fluid of purulent appearance, which when examined under the

microscope is found to be only amorphous granular fibrin, and a

quantity, variable (sometimes very large) of white globules, which,

by being mistaken for pus-globules, have led to the conclusion that

the clot may be transformed into pus. This opinion may appear

tenable, particularly when there is thickening of the walls of the

vessel, and when they present the traces of phlebitis. But in cases

of phlegmasia, suppuration, properly so called, is exceedingly rare ;

and the truth is, that the purulent appearance of the clot is

usually nothing more than a modification of its fibrinous portion.

But although the clot in softening does not give rise to purulent

infection, it is frequently the origin of the exceedingly interesting

phenomena upon which Yirchow has based the theory of venous

embolism.
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Before I say more on the subject of embolism, I wish to address

some words to you upon the clots observed at the valves of the

veins, and on the part which the valves play in causing the coagula-

tion of the blood. The formation of the clots is consecutive to the

obliteration of an upper part of the venous system, and is induced

by the eddy and stasis of the blood when they are formed in

the inferior portion of that system. If the iliac or femoral vein be

obliterated, the venous blood, prevented from taking its normal

course, makes a way for itself through the collateral veins, the result

is a temporary impediment to the entire column of blood below the

obstruction, an eddy and finally a stasis, particularly at the valves,

which are then depressed by the recurrent stream. This last condi-

tion is specially favorable to coagulation of the blood, which then

takes place under the double influence of the inopexia which has

produced the primary coagulation in the iliac or femoral vein, and

of the anatomical conditions which the valves present to the too

fibrinous blood. When the primary coagulation is not dependent

upon an affection of the uterus, the obliterated veins of which have

gradually caused an extension of the obliteration to the hypogastric

venous system, when, for example, in the subject of tuberculous or

cancerous cachexia, the anatomical condition added to the inopexia,

is stricture of the veins at the points where they traverse the apo-

neuroses, this is what takes place in the axillary and popliteal

hollows and in the fold of the groin. That the formation of the

valvular clots is consecutive to an obliteration of an npper portion

of the venous system, is shown by their being fibrous, by their struc-

ture being lamellar and much less perfect than that of the clots

situated higher up, which are much more intimately adherent to the

walls of the vein. This was well seen in an anatomical preparation

presented by Dr. Duguet to the Societe cle Biologie.



320 PHLEGMASIA ALBA DOLENS.

Pathological Anatomy of Pulmonary Embolism.—Serpent-head ap-

pearance of the cardiac extremity of intravenous coagulation.—
Softening of the Head of the Clot.—lis Rupture.—Pulmonary

Embolism of Various Dimensions and Forms.— Occupying I?i-

fundibulum of Pulmonary Artery.— Generally Arrested at a

spur of the Artery.— Obliterating completely or incompletely one

of the principal divisions of ike artery.—Embolism sometimes

continuous with newly formed clots.—Embolism recognisable by

its Structure, Valvular Debris, and Special Prolongations.—
Embolism of the Principal Divisions of the Pulmonary Artery

causing Pneumonia, Gangrene, and consecutive Hydro-pneumo-

tlwrax.—Embolism occasioning sometimes numerous Pulmonary

Abscesses.

Let ,me lay before you the report by Dr. Dumontpallier of a case

which occurred in my wards, which will serve to establish the doctrine

of pulmonary embolism.

A young woman, delivered at the Maternity, daring October

1858, left that hospital, nine days after her confinement, in a state

which seemed very unsatisfactory.

At the beginning of November, she asked to be admitted to the

Hotel Dien, that she might there have her infant cared for. At the

middle of November, she was seized with pain and oedema of the

left lower extremity

—

phlegmasia alba dolens characterised by pain,

oedema, and a venous cord, extending into the popliteal hollow. The

femoral vein contained an extensive and very obvious coagulum.

The venous circulation seemed gradually to become re-established

in the left lower limb, and the oedema had almost entirely disap-

peared, although the venous cord remained : but, suddenly, the

patient felt pain in the right iliac fossa and calf of the right leg,

which pain soon disappeared, and was not followed by oedema of

the right limb.

During the first daysof December, she was sufferingmore from general

discomfort than from definite disease; but on the 8th of that month,

she was suddenly seized with pains in the right side of the chest,

and difficulty of breathing. The inspirations were short and frequent.

On auscultation, moist rales were heard : then, a blowing sound and

pectoriloquy were detected in the upper and posterior part of the
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chest : at a later period, in the lower part of the chest, a bellows

sound and egophony were heard. The sanguinolent expectoration

was not like that seen in acute pneumonia : from the second day of

the thoracic symptoms, the sputa resembled those of pulmonary

apoplexy : from the fourth day, they had an increasingly gangrenous

odour : and on the seventh day, the patient died, respiration having

become more and more rapid before death. The pulse ranged

between 130 and 140 in the minute. The tongue was dry, and the

gums were covered with sordes. There was no diarrhoea. During

the last twenty-four hours of life, the body was covered with a pro-

fuse cold sweat.

I had enunciated the idea, that the gangrene of the lung might be

due to transport of a clot—part of the clot of the phlegmasia

—

to one of the divisions of the pulmonary artery. In support of that

opinion, I called attention to the abrupt manner in which the pul-

monary affection, commenced, the frequency of the respiration, the

difference of the expectoration from that of pneumonia, and the

rapidity with which pulmonary gangrene was manifested in a woman

delivered two months previously, and who had had phlegmasia alba

dolens. My attention had been directed to this subject, by the re-

searches of Virchow, and a recently published memoir of Dr. Charcot.

Let me now give you an account of the appearances observed at the

autopsy. The crural, saphena, and popliteal veins, and the veins of

the calf, were full of colored clots of varying consistence and struc-

ture, which throughout the greater part of their extent were free,

and only adhered at some points to the walls of the veins.

The femoral vein in its upper part, at the crural arch, contained a

fibrinous clot from four to five centimeters in length, of a pink

color, perfectly organised, hard to the touch, composed of longitu-

dinal strise, which in its whole extent adhered to the walls of the

vessel. The internal surface of the vein had no downy smoothness,

but was so intimately united to the clot by lamellee and filaments of

connective tissue, that it could not be removed without tearing this

tissue. The cellular tissue surrounding the vein was indurated,

cedematous, and creaked when cut.

The femoral clot was continuous inferiorly with a fibrinous clot

mixed with much of the red portion of the blood ; it was brown, and

this color was of a deeper shade the nearer it was to the popliteal

vein. The same femoral clot was continuous superiorly with a

semi-fibrinous, semi-sanguineous clot, which was highly organised,.

21
"
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but non-adherent, in the common iliac and external iliac veins and in

the vena cava inferior.

There was a fibrinous clot in the vena cava inferior, to a certain

extent obstructing that vessel. This clot was of a pink color, fibri-

nous, resistent on pressure, composed of longitudinal striae, and

non-adherent. Its length was five centimeters, and its diameter one

centimeter : it was flattened from before backwards, and terminated

a little below the mouths of the emulgent veins, in the form of a

soft, slashed stump, to which were attached five or six small

pedicles of fibrinous clot resembling portions of a lumbricus : some

clots of similar nature and form appeared to be unattached. It is

well to remark, that the autopsy was performed with every possible

precaution, the dissection being made whilst the parts were in situ

and in their normal relations. The clot in the vena cava inferior ter-

minated, as I have said, in the form of a stump, and was continuous

posteriorly with an exceedingly small membranous fibrinous clot,

which was joined to a large fibrinous clot above the emulgent veins.

This latter, which was non-adherent, occupied almost the entire cavity

of the vena cava, in its hepatic portion, where it received many other

fibrinous clots of different sizes belonging to the sub-hepatic veins.

It reached the right auricle, and then extended into the ventricle,

after sending off a fibrinous prolongation into the vena cava superior

and vena innominata. Within the heart, the clot was yellow,

fibrinous, and seemingly adherent, from its numerous prolongations

extending into the interstices of the columnse carnese.

The entirely fibrinous cardiac clot was continuous with a clot,

partly fibrinous and partly cruoric, situated in the pulmonary

artery and its two principal divisions, extending likewise into divi-

sions of the second and third order of that vessel. These semi-

fibrinous, semi- cruoric clots had evidently been formed during the

latter moments of life and after death, judging from their structure

and slight consistence. I shall afterwards have to speak of other

clots, some of which wrere found in the principal divisions of the

pulmonary artery. At present, I proceed to describe the anatomico-

pathological examination of the parenchyma of the lungs, more par-

ticularly of the right lung. The entire examination, I repeat, was

made with the organs remaining in their natural situation.

The right pleura contained a sero -purulent effusion, and purulent

false membranes : the lobes of the right lung adhered to one another

by cellular adhesions and false membranes.
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The surface of the inferior posterior portion of the upper lobe

of the right lung had a dark brown color for about from four to

five centimeters square. In that situation, the pulmonary tissue

was exceedingly soft ; and, on insufflation, it was found that the lung

was perforated at the place where it was gangrenous. The perfora-

tion had not taken place till the last moments of life ; or perhaps,

not even till after death; for the patient never had any signs of

pneumothorax.

The perforation of the lung led to a gangrenous anfractuosity,

large enough to contain a pigeon's egg. The appearance of the

pulmonary tissue, and the odour of the affected parts, left no doubt

as to the gangrenous character of the local lesion.

That having been ascertained, I resumed the dissection of the

pulmonary artery. I observed that the large branch which serves

the superior lobe of the lung contained a fibrinous clot adherent to

the walls of the vessel : it was of a pink color, had very well

marked longitudinal fibres, and was in all respects similar in struc-

ture and appearance to the clot found in the vena cava inferior. It

was three centimeters in length, and was posteriorly continuous with

•a much less organised fibrinous clot, and continuous anteriorly

—

that is to say, towards the divisions of the third and fourth order

—

with softened cruoric clots.

The principal clot of the pulmonary artery was not in any degree

softened, and was, in all parts, of uniform consistence.

The portion of lung which presented signs of hepatisation and

•gangrene corresponded with the division of the pulmonary artery

obliterated by the fibrinous clot.

I am not going to endeavour to explain how obliteration of a

division of the pulmonary artery may occasion gangrene of the

lung : I only wTish to remind you that Yirchow, by his experiments

on dogs, was led to believe this possible.

I must add, that in the case now under consideration, I found

no obliteration of the bronchial arteries and veins to account for the

gangrene of the lungs. I found obliteration of the pulmonary artery

coexisting with gangrene of the pulmonary tissue. It is probable, that

the embolus which caused the obliteration also caused the gangrene.

There was no lesion of the left lung.

The examination of the uterus and its appendages presented

nothing requiring mention. There were no traces of inflammation

in the utero- ovarian and hypogastric veins.
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It may be concluded, from the facts now stated, that the phlegmasia

alba dolens was due to the obliteration of the crural vein ; that the

crural clot was prolonged, by juxtaposition of fibrin, into the vena

cava inferior ; that the fibrinous clots (both those which were free

and those which were adherent to the surface of the clot of the vena

cava) might have given rise to venous embolism ; that at the time

when chest symptoms supervened, an embolus was carried into the

pulmonary artery, and arrested in the superior division of that vessel

in the right lung ; and that gangrene was the result of this obstacle

to the pulmonary circulation.

The fibrinous coagulation met with in the other divisions of the

pulmonary artery, vena cava superior, heart, and hepatic portion of

the vena cava inferior, seemed to have been produced progressively

by the obstacle to the pulmonary circulation during the latter hours

of life.

To sum up :—A recently delivered young woman was affected

with phlegmasia alba dolens ; and three weeks after the commence-

ment of that malady, when she believed that she was cured, she all

at once felt acute pain in the right side of the chest. Very soon, the

expectoration of pulmonary apoplexy was observed, which expectora-

tion afterwards acquired a gangrenous odour—and the patient died.

The lung was found in a gangrenous state, in that portion served

by a branch of the pulmonary artery obliterated by an old fibrinous

clot, similar in all respects to another peripheric clot found in the

vena cava inferior, which at its free portion had a jagged appearance

and marks of being torn. It is reasonable to suppose that during

life, probably under the influence of an exertion, and of a strong wave

coming from the emulgent veins, a portion of the clot of the vena

cava, softened at its superior extremity was broken up, detached,

and then carried to the lung, where it determined the symptoms

which have been described. This migratory clot, by becoming

arrested in the pulmonary artery, first occasioned a hsemorrhage, and

then gangrene limited to that portion of the lung to which the

obliterated branches of the vessel were distributed.

Now that you are acquainted with the conditions in which em-

bolism may occur, and the phenomena to which it may give rise,

I proceed to describe that anatomical state of the clot which favors

the formation of venous emboli.

All observers agree, that the superior extremity of the venous

clot has a special form. The venous clot has a tendency to become
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prolonged towards the heart, and generally goes on extending till it

reaches the mouth of some considerable branch. That you may quite

understand this disposition, let us suppose a clot spontaneously

formed in the crural vein : it has been observed that such a clot will

generally become prolonged into the external iliac to the mouth of

the hypogastric vein : there, new layers of fibrin, furnished by the

hypogastric circulation, will give particular form to the clot. In

that situation, the superior extremity of the clot often takes the

shape of a slightly flattened serpent's head, free from adhesions and

continuous with the original clot.

The head of the clot is formed of two parts, viz. the cortical,

which is resistent and fibrinous, and the central which is softened :

it is to this central softening, that the head of the clot owes its flat-

tened form. The softening also leads to other and much more im-

portant consequences : it first of all extends to the peripheral parts

of the clot, and there induces disintegration, so that it becomes easily

torn : then, the portion of the clot set free in this way may be

carried by the circulation and give rise to the phenomena of cardiac

or pulmonary embolism.

In fact, the head of the clot constantly receives the shock of the

blood carried by the nearest afferent vein ; and if the clot be soft-

ened at any point, we can understand that a portion may become

detached, and be carried on to the vena cava, the heart, and the

lung. It will there produce symptoms exactly similar to those which

Yirchow produced at pleasure, in his experiments, by introducing

foreign bodies into the jugular vein. The portion of clot liberated

from its attachment, in the manner I have described, is simply a

foreign body, which will advance towards the heart till stopped at

the angle formed by a branch of the pulmonary vein, or by some

subdivision of that vessel too narrow for its further passage.

The remaining portion of the peripheric clot then presents a slashed

fibrinous and cruoric extremity, floating like the fibres of the root

of a tree ; or, it may be entwined, so to speak, in new fibrinous

clots—clots formed in the last struggle of life—which may^ as in

the case I described, become so prolonged, as to extend with appa-

rent continuity from the original clot to the pulmonary embolus.

This apparent continuity of clot has furnished the opponents of

the theory of embolism with an objection. They say that in the

case the details of which I have now laid before you, and in other

similar cases, what is seen is only the continuance and extension



326 PHLEGMASIA ALBA DOLENS.

of the femoral clot into the vena cava inferior, right auricle, and'

pulmonary artery. In reply to this objection, it is sufficient to state,

that the structure of the clots is quite different. Though the struc-

ture was the same, the clot in the vena cava inferior was of as

old a date as that in the pulmonary artery : it was quite otherwise

in the space intervening between these two extreme clots : this was

a fact not admitting of any dispute, as the interposed clot was

fibrinous, gorged with serosity, a veritable fibrinous sponge similar to

the clots observed in the right side of the heart consequent upon

the final struggle. The clots situated at the extremes, although'

formed of fibrin were resistent, the fibrin having undergone retro-

gressive changes. Moreover, it has been ascertained by clinical

observation, that there had been oedema of the left lower extremity

at a particular period, suddenly followed by urgent dyspnoea, and

pathological phenomena attributable to the lungs. Bear in mind this

important fact, that in our patient, the contractions of the heart had

regained their natural frequency and amplitude : it was not till

after the lapse of some time, that all terminated in the pulse becoming

small and irregular and the breathing exceedingly disturbed.

It being admitted, that there has been an interval of variable

duration between the phenomena attributable to pulmonary em-

bolism and to death : it being, moreover, admitted, that the inter-

mediate clot was of most recent date, the opponents of the theory

of embolism object, that the old pulmonary clot might have been

indigenous—that is to say, that spontaneous coagulation had taken

place in the pulmonary artery, just as it might have occurred in a

peripheric vein, the crural vein, or any other vein. To this objection,

clinical observation replies forthwith, that the thoracic phenomena

have not occurred till a period long after the existence of the phleg-

masia ; that the commencement of these thoracic phenomena did not

take place till the phlegmasia had been in existence for some time

;

that the first manifestation of the phenomena supervened with, and"

was accompanied by, sudden maximum dyspnoea, and that it is impos-

sible to say how rapidly there might be formed in one of the branches

of the pulmonary artery, an obliterative clot capable of originating-

formidable dyspnceal phenomena, or even sudden death. Finally,,

pathological anatomy has shown, that the clots which produce embo-

lism have a special form and structure, sometimes presenting distinct,,

indubitable, marks of their peripheric origin.

These clots, generally stopped at a spur of the pulmonary artery,.
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are only adherent by one part of their surface to the vessel ; they are

split into two parts, of which the central is soft, and the peripheral

a fibrinous envelope. They sometimes retain the form of the ser-

pent's head belonging to the peripheric clot, and also the jagged

extremity which united it to the latter. The clot, become an

embolus, is continuous, above and below, with new fibrinous and

cruoric clots. When we recollect, that in cases of spontaneous

intra-vascular coagulation, the blood has a special constitution, we

can easily understand how the embolus should become a centre around

which a new fibrinous formation is formed. It often happens, that

the embolus is lost in the midst of these new clots, and that some

trouble is necessary to find it.

So much for the embolus, its relations, and its continuity with

secondary clots : its structure is identical with that of the peripheral

clot : the solvent power of ether, and, still more, the solvent powTer

of sulphuret of carbon, show, that the embolus and the peripheric

fibrinous clots have the same composition ; which renders it exceed-

ingly probable, that the embolus has been detached from one of

the clots.

.For the sake of those who may be but little inclined to accord

conclusive value to the arguments I have now adduced, let me add,

that there are emboli which bear indubitably the stamp of their

origin : they present marks which leave no doubt as to the place

whence they came. Dr. Lancereaux, in a communication to the

Societe de Biologie, has stated, that he has seen a clot bearing the

print of a venous valve. It has likewise been stated, that some clots

have been found to have carried with them valvular debris discover-

able in the substance of the clot. I am indebted to Dr. B. Ball for

the account of a very remarkable case of pulmonary embolism, in

which the clot presented three lateral prolongations. After minute

and protracted research, the starting point of the migratory clot was

found in the vena azygos. At the upper part of that vessel, there had

been rupture of a clot, and immediately above that rupture, the

vessel presented three lateral orifices, which, in situation and calibre,

perfectly corresponded with the disposition of the three lateral pro-

longations of the migratory clot.

It is unnecessary to say, that such facts give powerful support

to the theory of embolism : they, in fact, are demonstrations of its

truth.

Emboli may be capillary, and numerous : that is to say—very
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minute fragments of disintegrated fibrin may be carried by the circu-

lating stream, and deposited in the capillary ramifications of the

pulmonary artery. In these cases, there are observed, on the surface

of the lung, numerous small ecchymoses, identical with those which

M. Sedillot has described as occurring in certain forms of metastatic

abscesses in cases of purulent infection.1 In the centre of these

ecchymoses, the fibrinous nucleus can sometimes be detected: at

other times, after remaining for a long period in the capillary

branches of the pulmonary artery, these minute deposits of fibrin

^become softened, and assume a purulent appearance. Some of the

ultimate ramifications of the pulmonary artery may become injected

with fibrin; and this network of fibrinous deposit may occasion

lobular pneumonia. I ought, however, to remark, with Virchow,

that these forms of embolus are observed chiefly in the capillaries of

the liver, spleen, and kidneys, and consequently originate in struc-

tural changes of the ventricles of the heart, and in the large

arteries. This fact has been established by the publications of

yirchow, and of MM. Charcot and Lancereaux on ulcerous endo-

carditis.2

Let us now consider together, what bcomes of the migratory clots,

and what changes they undergo when arrested in the pulmonary

artery.

If they are of large size, like those observed in the cases described

'by M. Briquet and M. Velpeau (in which the immediate result was

'rapid death), they do not undergo any modification of texture.

They only recall, by their form and aspect, the vein from which they

•came.

Though the migratory dots are less considerable, they may reach

branches of the second, third, fourth, and even fifth order of the

pulmonary artery, remain there for a certain time, and acquire from

-their new relations a condition of existence and new modifications.

Though Yirchow and Cohn3 were the first to study these modifi-

cations, I have pleasure in here mentioning the published researches

of MM. Charcot, Laucereaux, and B. Ball on this subject. They

have all asked the same questions. What, say they, becomes of

these clots? What changes do they undergo in the pulmonary

1 Sedillot:—De l'lnfecfcion Purulente, ou Pyokemie. p. 476. Paris, 1849.
2 Comptes Rendus des Seances et Memoires de la Societe de Biologie

:

1862.
3 Cohn : Klinik der Embolichen Gefiisskraukheiten. Berlin: i860.



PHLEGMASIA ALBA DOLENS. 329

artery ? What is their action on the pulmonary artery, and paren-

chymas of the lungs ?

The changes which the clots may undergo in the pulmonary

artery are of infinite variety, and may infinitely vary with each case.

One may, nevertheless, describe in general terms their relations to the

artery and their ultimate modifications.

Emboli vary in size according to the situation in which they have

originated ; and they are arrested in the pulmonary artery, either on

one of its spurs, or in its divisions of the second, third, and fourth

order.

The modifications which emboli undergo in the pulmonary artery

are proportionate to the period they have been there. Generally

adherent by a greater or less extent of surface to the interior of the

vessel, they are continuous with the fibrinous or cruoric clots : they

are often covered, to a greater or less extent, by newly formed clots

;

but they can be easily recognised by the modifications which they

have previously undergone ; thus, their central position is softened,

and is composed of a pseudo-purulent yellowish red substance, con-

taining amorphous fibrin and the rudiments of connective tissue,

while their extremities are rounded or jagged.

This form and structure, identical with the form and structure of

the clots of the peripheric venous system, enable us to recognise their

origin. When once the clots are definitively arrested in the pulmonary

artery, they there undergo new modifications. The fewer their

number, the greater is the chance of their softening. Should they,

from their size, become fixed in divisions of the second, third, and

fourth order, they may be detected, after a sojourn of longer or

shorter duration, either to have undergone no important change of

structure, or to have formed adhesions with the pulmonary artery.

At other times, like a real foreign body, they determine morbid

action, the result of which, according to Cohn and Lancereaux, is

the production of a membrane which will form a cup, and then

an envelope for the migratory clot, "in such a manner/' says

M. Lancereaux, " that after no long time, the arterial coagulum is

completely surrounded by a perfectly organised membrane /' I con-

fess that I have not been so fortunate as M. Lancereaux, having

never found capillaries in the clot nor in its membraneous sheath

;

nor have I ever met with that new membrane to which Lancereaux

attributes special properties in relation to the absorption of the

embolic clot. I must here, however, recall to your recollection the
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fact that Virchow, in his memoir on embolism, after describing the-

connective organisation of the pulmonary clot, has demonstrated the

existence of a membraneous sheath around triangular fragments of

caoutchouc introduced into the branches of the pulmonary artery.

He recognised the existence of capillary vessels in this membrane -

r

and remarked, that the maximum of vascularity corresponded to each

of the angles by which the caoutchouc came in contact with the

serous coat of the vessel : he likewise pointed out, that there was an

unusual development of the vasa vasorum at these points. Virchow,

also, says that he has observed the formation of vessels at the extre-

mities of the clots, when, apparently there was no continuity between

those vessels and the vasa vasorum, a circumstance which leads us to

infer that a vascularising power resides in the substance of the clots.

If it be so, the organisation of a thrombus or an embolus may be

independent of the vascular walls.

We see, then, that an embolus may become organised. What
aftewards becomes of it? Probably, it undergoes connective, cel-

lular, pseudo-membranous transformation ; and, after having been

rarefied, may disappear, in the same way that the new membranes of

pleurisy disappear. Probably, the complete disappearance of the

clot is usually due to absorption, and this absorption can only be

effected bv the new vessels continuous with the vasa vasorum. Here,

I ought to state, that progressive disappearance of the clot is often

observed during life ; and that at the autopsy performed at an epoch

very near to that at which the obliteration was noticed, it has happened

that no trace of the obliterative clot could be found—no abnormal

development of vasa vasorum, and no change in the serous coat of the

vein. There is, consequently, reason to conclude, that the disinte-

grated fibrin had returned directly into the circulation.

We have still to study the possible action of the embolus on the

pulmonary artery, and on the parenchyma of the lungs. I have

already spoken at some length regarding the dyspnoea and extreme

anxiety of the patients ; and 1 have stated that rapid death, from

syncope, occurs in some cases. The first effects produced by the

embolus arrested in the infundibulum, in the trunk of the pulmonary

artery, or in one of its principal divisions, are embarrassment of the

cardiac circulation, and temporary or permanent arrest of the con-

tractions of the heart. In these cases, cardiac syncope is the peril

to be dreaded : but though sudden death, or to speak more correctly,

rapid death, has been observed several times, it has generally happened
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that the dyspnoea diminished some seconds or some minutes after the

clot reached the pulmonary artery. In such cases, the heart which

had not ceased to beat, gradually regains its regularity and power

:

it is the lungs which undergo secondary changes in function and

structure.

The organic matter, and the fibrin of the emboli, may have a

threefold action—an obstructive mechanical action, an irritant action

as a foreign body, and a special action (perhaps putrid) which alters

the tissues with which it comes in contact.

It appears from the researches of Virchow, Cohn, Charcot, B.

Ball, and Lancereaux, that the most usual lesion is oedema of the lung,

the direct consequence of the mechanical obstruction ; then, next

in frequency, comes hypostatic pneumonia, the result of irritant

action; sometimes, though seldom, apoplectic extravasated clots;

and still more rarely gangrene of the lung.

It is important to bear in mind, that the special nature of the ob-

literating body may exert an equally special action on the lung : this

fact is established by the experiments of Yirchow, and by post-mortem

examinations such as some of those which I have described to you.

Such cases, however, are of rare occurrence : Dr. B. Ball only records

two which can be placed alongside of my case. I am inclined to

think that cases of gangrene from pulmonary obstruction are most

apt to occur when there has been morbid alteration of the humors,,

peripheric gangrenous affection, or putrid infection, whatever may

have been the original cause. In such cases, the obliterating clot

possesses special properties.

The details into which I have entered, in relation to pulmonary

embolism have led me far away from my starting point—phlegmasia

alba dolens. But I could not pass over in silence so frequent a com-

plication of phlegmasia alba dolens, a complication the result of

which, though only very recently explored, has furnished a great

amount of instruction.

Let me now terminate my lectures on phlegmasia alba dolens, by

stating certain conclusions which may be considered as a summary

of my remarks on that subject.

Obstruction of a vein is the cause of phlegmasia alba dolens.

This obstruction is generally the result of spontaneous coagulation,

of the fibrin of the blood, and sometimes, but much more seldom,,

of coagulative phlebitis. Spontaneous coagulation is specially met

with in patients under cachectic influence and in lying-in women.
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The obliterative clots, contain a great quantity of thready molecular

fibrin, red or white globules, fat, and hsematin. These clots be-

coming disintegrated may disappear without leaving any traces of

their past presence, and generally without causing appreciable phe-

nomena. They may undergo, in situ, a process of cellular organisa-

tion : the interior of the vessel may assume the appearance of a

cavernous trabecular tissue, and the circulation may be carried on by

these altered vessels, or the connective organisation may become

fibrous, may be accompanied by contraction of the walls of the vessel,

which may be transformed into a fibrous or fibro-calcareous cord.

Yenous clots have two extremities, the peripheric and the cardiac

:

the former ramifies in the origin of the veins : the latter often has a

resemblance to a serpent's head, and is frequently cystic, in which

case, the envelope of the cyst is composed of stratified fibrin, and in

the interior of the pouch, there is found softened, disintegrated fibrin,

having the appearance of pus. The head of the clots is usually

non-adherent, and is situated at the mouth of an afferent vein.

Supported by a more or less resistent pedicle, this extremity may

be carried away by the circulatory torrent, arrested in one of the

branches of the pulmonary artery, and give rise to phenomena of

pulmonary embolism. The secondary phenomena vary with the

general state of the patient, and with the extent, volume, and com-

position of the emboli.

Cardiac and pulmonary emboli may occasion sudden death. Sudden

death is the immediate result of the arrival of the embolus in the

heart, or in the trunk or principal branches of the pulmonary artery.

The embolus may become fixed in the divisions of the pulmonary

artery, and there undergo various changes. The clot may be ab-

sorbed at the place where it was disintegrated, or it may obliterate

the canal of the vessel. Persistant obliteration will generally pro-

duce local anaemia, oedema, and pneumonia—less frequently, gan-

grene of the lung and pneumothorax.



LECTURE XCVI.

PERINEPHRIC ABSCESS.

Insidious Beginning and Slow Progress of Perinephric Inflamma-

tion.—Etiology of Perinephritis : Fatigue, Muscular Exertions,

Contusions, Repeated Blows over the Kidney.—Penal Calculus.—
Typhoid, Purulent, and Puerperal Fevers.— Perinephritis

causing Sympathetic Pain in the Bladder and Spermatic Cord.—
Perinephric Abscess Consecutive to Iliac Abscess, Typhilitis, and

Hepatic Colic.— General Symptoms.—Local Symptoms.—Intra-

abdominal Tumour in the Side.—Iliac Abscess.—Spontaneous

Opening of the Abscess into the Lumbar Region, the Intestine,

Bladder, Vagina, and {very rarely) into the Peritoneum.—
Lumbar Fistula.—Relative Gravity of Perinephritis Abscesses.

—Treatment : Opening by bistoury in tJie Iliac and Lumbar

Regions.

Gentlemen :—You may, for many months, assiduously follow an

active clinical service, without having a single opportunity of ob-

serving a case of perinephric abscess. Eor this, there are two

reasons : the first is, because the affection is relatively rare ; and the

second is, because the nature of these cases is liable to escape notice,

attention being only directed to the concomitant and consecutive

phenomena. The beginning of the disease is often as insiduous, as

its progress is sometimes slow : for a considerable time, the local

symptoms may be absent ; and sometimes, the general symptoms are

so predominant, that little attention is paid to the patient's com-

plaint of pain in the side. When the pain cannot be attributed to

lesion of the stomach, liver, lung, pleura, uterus, or annexes of the

uterus, there is reason to suspect that the tissue which envelopes the

kidney is diseased, particularly when nothing morbid can be detected

in the urine. In the beginning of the affection, the patients may
present such lesions in the iliac fossse and broad ligaments that there

seems good ground for ascribing all the morbid phenomena to the

lesions.
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There is sometimes a very great difficulty in recognising peri-

nephric abscess ; and this difficulty continues, till the local symptoms

become so marked as to render it impossible not to suspect the cause

of the malady. Analyses of the different cases which I am about to

lay before you will prove that this is a real difficulty, and put you on

your guard against chances of error.

A woman, 32 years of age, was the occupant of bed No. 2 Saint-

Bernard's ward. For ten days, she had been complaining of pains

in the kidneys, and of feverish symptoms. Every afternoon, from

the day on which she began to experience these pains, she was seized

with fever and shivering : the fever lasted several hours on each

occasion, and prevented the woman from going to sleep till one or

two o'clock in the morning. During the continuance of the fever,

she had lancinating pains in the right side.

At the middle of June, that is to say, five days after her admis-

sion to the Hotel Dieu, the fever became continuous with paroxysms

which returned every evening from four to five. The paroxysms

frequently began with a great shivering fit, and sometimes there was

slight shivering in the afternoon.

There was almost total want of appetite, great thirst, nausea, and

vomiting. She was rapidly getting thinner, and there was prostra-

tion of strength without any stupor. There was neither diarrhoea,

nor pink lenticular spots. On several occasions, purgatives were

prescribed. Three weeks after admission to the hospital, the patient

had regained her appetite, and was decidedly improved. Twenty-

eight days later, however—on the 10th July—having been exposed

to cold, she had a return of the fever, accompanied by rigors, and it

was stronger than ever : new and very acute pains were complained

of in the abdomen, on the right side ; while, at the same time, there

was flexion of the thigh on the pelvis. Soon afterwards, a very

decided swelling declared itself in the lumbar region : the costo-iliac

hollow was effaced.

On grasping the loins with both hands, and exerting slight pres-

sure, one could distinctly feel that there was deep-seated boggy dis-

tension in that region. Day by day, the local pain became more

acute on pressure : it lancinated several times during the day ; and

in the afternoon, the patient had rigors followed by fever.

The fever was continuous, and the rigors recurred at intervals :

the pain became more and more acute in the lumbar region, where it

•could hardly be doubted that pus was forming. Some days later,
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fluctuation having become evident, M. Jobert (de Lamballe) afforded

an exit to the pus by making an incision, some centimeters in length,

in the lumbar region. Before penetrating into the purulent collec-

tion, the bistoury cut through a thick layer of cedematous indurated

tissues. Two small lumbar arteries were tied. The pus, which

issued copiously from the incision, was greenish white, and contained

streaks of black blood. To stop the flow of blood from the wound,

small strips of agaric were introduced between its lips. Before

making the dressing, I introduced the index finger into the abscess,

and found that the kidney was pushed forwards, and that the cavity

of the abscess contained debris of cellular tissue adherent to the

surface of the kidney.

Immediately after the operation, the patient felt relief : she had

three hours of sleep during the day. In the evening, the strips of

agaric were removed to afford issue for the pus. The pus still con-

tained small filiform clots. The lips of the wound had ceased to

bleed. A pledget of lint was introduced into the abscess.

Next day, the patient was almost without fever : the pulse was

rather frequent, but it was quite regular. The patient took a basin

of broth with relish. Day by day, the febrile state decreased : the

walls of the abscess closed on themselves, and the purulent discharge

went on diminishing. The patient ate a ration of food ; and made

visible progress towards recovery. At last, the fever quite ceased : the

appetite improved : a small quantity of purulent serosity, devoid of

foetor, exuded from the incision. The distended boggy feel of the

abscess no longer existed. Three weeks after the operation, the in-

cision was cicatrised. Some months after leaving the hospital, the

patient returned to see us : she was then quite well, and had regained

a certain degree of plumpness. She could walk easily, and without

being tired. From the time of her leaving the hospital, she had

not felt any pain in the lumbar region.

This case, Gentlemen, may seem to you simplicity itself ; and in

now hearing my rapid sketch of it, you may possibly be surprised

that after the complaints latterly made by the patient, the least hesi-

tation should have remained as to the diagnosis of the disease.

Those of you, however, who have had some clinical experience, and

have listened attentively to the history I have laid before you, will

have grasped all the importance of the case. For ten days, this

woman had been suffering from pains in the loins, and from a general

feverish state : she had been having fever and rigors every afternoon,
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accompanied (during the febrile paroxysm) by shooting pains in the

right side. Along with the fever, she had nausea and loss of appe-

tite. Her strength soon failed so much that she applied for ad-

mission to the hospital. When I interrogated her for the first time,

she mentioned, in addition to the circumstances which I have now

described, that the jolting of the carriage which conveyed her to the

hospital had occasioned pains in the abdomen, particularly in the

hypogastrium. I found that she had been having every afternoon a

febrile paroxysm and rigors.

Any one not taking into account the lancinating pain in the right

side, along with the general symptoms, and the hypogastric pain,

might have supposed that the case was an incipient attack of mild con-

tinued fever ; that the hypogastric pains excited by the jolting of the

carriage arose from congestion of the uterus and its appendages, a

condition often observed at the beginning of fevers. This supposi-

tion seemed the more probable, that after some days of expectant

treatment, the feverish state perceptibly diminished, the rigors and

paroxysm of fever did not recur ; and there was, moreover, a return

of appetite.

But this was only a pause in the progress of the disease. After

exposure to a chill, the patient had a renewed attack of fever, at-

tended by pain in the right side : there soon appeared tumefaction

of the right lumbar region, where boggy distension became manifest

:

the rigors recurred daily : there then supervened a difficulty, and sub-

sequently, an impossibility to stretch the thigh, which from that time

became flexed on the pelvis. Henceforth, no diagnostic doubt re-

mained : it was evident that there was an abscess in the renal region

;

and that the psoas muscle was involved in the inflammatory process.

I do not insist upon the termination in this case : I shall afterwards

have occasion to revert to the quantity and nature of the pus of

perinephric abscesses, and to all the symptoms which follow their

being opened. At present, I only wish to impress on you the fact

that the beginning of a perinephric abscess is often insidious : atten-

tion is not always sufficiently directed to the lumbar pain which is

apt to be neglected in consequence of a greater pain existing in

another part of the body, and the general symptoms being sufficient to

divert observation from the local pain. I beg you also to remark,

that in this case the formation of pus took place slowly, and so to

speak, at two periods.

In the first case, I was unable to discover the cause of the phleg-
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masia ; and I have told you that the abscess was primary, to dis-

tinguish it from perinephric abscesses consequent upon a lesion of the

genito- urinary organs, or a serious general derangement of the

economy.

Before discussing the various causes of perinephric abscesses, I must

rapidly sketch the anatomy of the region in which they are developed,

and the relations of the kidneys to neighbouring organs. The kid-

neys are situated on each side of the vertebral column, and sur-

rounded by a large quantity of cellulo-adipose tissue. The fatty

capsule of the kidney has relations posteriorly with the pillars of the

diaphragm, and with the deep fold of transverse aponeurosis. It

has, also, relations anteriorly with the ascending or descending colon.

It is unnecessary to describe the connexions of the kidneys with the

liver or spleen. The fatty capsule is continuous with layers of

cellular tissue, which are continuous with the cellular tissue of all

the organs of the perinephric regions. But the continuity most

important to note is that which exists between the perinephric

cellular tissue of the iliac fossse. The iliac aponeurosis, to which

M. Cloquet has given the name offascia iliaca, is usually only formed,

in the two upper thirds of the iliac fossa, by loose cellular tissue

which is rarely continuous with fibrous tissue. From this disposi-

tion of parts, it results, that the pus surrounding the kidney will

find its way equally easily into the cellular tissue which forms the

immediate eovering of the psoas muscle, or into the sub-peritoneal

or sub- aponeurotic cellular tissue. This continuity of the cellular

tissue of the perinephric region with that of the iliac fossa is the

anatomical explanation of the facility with which perinephric ab-

scesses, following the iliac and crural vessels, open into the triangle

of Scarpa, or at the trochanter minor, following the psoas muscle to

its lower insertion.

The perinephric adipose tissue is continuous with the cellular tissue

of the lumbar region beyond the quadratus lumborum, between the

margins of the latissimus dorsi and obliqus externus abdominis ; that

is to say, in the situation where J. L. Petit and Jules Cloquet have

observed lumbar herniae, and where it has been recommended to

make the incision in nephrotomy. This continuity of the cellular

tissue shows us the course taken by the pus in cases of perinephric

abscess, when it is poured out into the subcutaneous cellular tissue

of the lumbar region, to be there either localised, or spread out in

the dorsal and gluteal regions. The lower surface and the sub-

22
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stance of the quadratus lumborum are traversed by the lumbar arteries

and veins, vessels of sufficient size to be sources of mortal hemor-

i rhages when several of them are divided by the surgeon's bistoury.

The relation of the perinephric cellular tissue to the iliac fossae,

true pelvis, colon, diaphragm, and psoas muscle, enable you to under-

stand the peregrination of these abscesses.

I now resume their consideration

:

Before Rayer1 wrote, little attention had been paid to perinephric

abscesses. His researches were followed by those of Parmentier,2

Eeron,3 Lemoine4 and Ch. Halle, 5 who collected a large number of

cases from the lectures and practice of their teachers, among whom

I would specially name Demarquay, Tigla, Gueneau de Mussy, and

Chassaignac.

Perinephric abscesses arise from various causes, some of which

are of a complex nature. Wounds in the renal region may occa-

sion the formation of abscesses around the kidneys : Baudens men-

tions a case of this kind. Contusions in the lumbar region are still

more common causes of perinephric abscesses. M. Bergounhioux

(of Clermont) and M. Bienfait (of Rheims) each report a case showing

the effect of a direct contusion in producing these abscesses.

In M. Bergounhioux's case, the patient was a peasant, who in

falling from a tree, received a severe contusion in the right lumbar

region. Extensive ecchymoses in that region, and hsematuria lasting

for some days, were the immediate results. The patient soon expe-

rienced deep-seated pain; and fever set in. The hsematuria ceased

;

but the bruised region became swollen, there were frequently recur-

rent rigors, and ere long, fluctuation could be distinctly recognised.

An excision made external to the sacro-lumbar mass, gave exit to a

very considerable quantity of phlegmonous pus. In a few weeks,-

the patient, being quite cured, left the Hopital Clermont-Ferrand.

In M. Bienfait's case, the patient was a nurse who fell down eight

steps of the stair striking the edge of a pail. She was severely con-

tused ; but it was not till two days after the accident, that she took

to bed with fever and vomiting. When M. Bienfait saw the patient,

1 Bayer:—Traite des Maladies des Reins. Paris, 1839.
2 Parmentier, :

—

Union Medicate, Vol. XV, annee, 1862.
3 Peron :—These sur la Perinephrite Primitive. Paris; i860.
4 Lemoine:— Union Medicate, 20 Juin, 1863: T. XVIII, p. 551.
5 Halle :—Pes Phlegmons Perinephretiques, These soutenue le 13 Aoiit,

1863.
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lie observed that the decubitus was dorsal : the face was pale,

anxious, and sickly looking : the pulse was small and quick. The

hypochondrium and the right side were swollen, tense and painful.

The urine passed since the previous evening was observed to have

deposited a small quantity of blood. For three weeks, there was a

continuance of fever, excitement, and night-delirium : there was

also diarrhoea. At that time, the right side of the abdomen was

much increased in size : there was great tumefaction of the lumbar

region, and complete obliteration of the costo-iliac hollow; these

parts were cedematous. The intra-abdominal tumor was so large as

to be compared by M. Bienfait to the uterus at the sixth month of

gestation : it was situated in the side, stretching into the hypochon-

drium. It had every indication of having an alcoholic character at

the inferior surface of the liver, which organ it pushed upwards and

forwards : it extended to the left beyond the umbilicus, and down-

wards, it reached to the upper part of the iliac fossa ; and it trans-

mitted to the flat hand, when placed over the loins, the impulse

communicated to its anterior portion. Yery obscure fluctuation

was detected. Caustic potash was applied over the opening in the

aponeurosis through which lumbar hernia takes place. Three weeks

elapsed without there being any discharge of pus, the constitutional

symptoms continuing as before. M. Bienfait made a puncture through

the slough, when only a very small quantity of pus flowed out ; but

in a forty-eight hours afterwards, the discharge became very profuse,

and the tumor collapsed. The case terminated favorably. I may

mention that in this case, paralysis of the right leg existed for four

or five days when the tumor was at its maximum.

There are other cases in which no direct contusion, no blow on

the loins has been received—cases in which violent exercise, such as

a long journey on horseback, or the jolting of a badly hung car-

riage, have been sufficient to cause the formation of abscesses round

the kidneys. This etiology can hardly be explained, except by ad-

mitting that the shocks imparted to the kidney by the trot of the

horse, or the jolting of the carriage, have irritated the perinephric

cellular tissue ; but Dr. Halle, while he admits that these causes in

part determine the formation of the abscesses, correctly remarks, that

at the same time the patients have been exposed to cold when in a

state of perspiration. The majority of authors concur in recognising

a chill as a cause which may at any moment act as the determining

cause of perinephric abscess.
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Violent strains seem sometimes to occasion perinephric abscesses.

For the history of a case of this kind, we are indebted to Professor

Tardieu and his interne, Dr. Aug. Ollivier. A workman employed

in the plaster quarries, when lifting a heavy load, felt acute pain in

the left lumbar region. The pain having diminished, he continued to

work ; but twelve days later, was obliged to take to his bed, and

seek admission in the Hopital Lariboisiere. At that period, there-

was an even tumefaction of the lumbar region, unaccompanied by

redness of the skin : the tumefaction was greatest on the left side

:

the swollen parts seemed cedematous. There were severe lancinating

spontaneous pains shooting through the chest and abdomen. These

pains made the respiratory movements painful, and occasioned very

acute colics. Slight pressure made posteriorly hardly increased the

pain, whilst it was aggravated by hard pressure. Fluctuation, though

carefully sought for, could not be detected. There was no albumen

in the urine. The skin was burning, the pulse was no, and the

thirst very great : there was loss of appetite, constipation, and no

vomiting. Six days after admission to the hospital, this patient had

fluctuation in the left lumbar region : from a deep incision made

into the abscess, there flowed about a tumbler of greenish, creamy

pus, in which were seen some sanguinolent strise, but no muscular

debris. The opening of the abscess gave almost immediate relief

from pain. By introducing a probe into the wound, the exact seat

of the abscess was ascertained to be behind the left kidney, neither

extending above nor below the organ. It was necessary, some clays

later, to enlarge the incision, on account of a dread of purulent ab-

sorption from there not being a very free exit for the pus : gra-

dually, the source of the discharge dried up ; and within six weeks

after admission to the hospital, the man had completely recovered.

Gentlemen, it is important to remark, that in this case of primary

perinephritis, the strain was enough—without any lesion of the

kidney—to have produced the local inflammation : the patient was

a man of good constitution, who never had had any serious illness,

nor any urinary affection.

I have the details of another case similar to that now described,

in which the influence of a strain in producing perinephric abscess is

clearly established. The son of one of our most celebrated painters, a

youth of twenty, felt acute pain in the loins, when straining to haul up
a boat upon the bank of a river. The pain soon abated : but in some
days, became so acute, that the young man had to take to his bed. The
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physicians and surgeons consulted were all of opinion that there existed

perinephritis, which would be likely to terminate in suppuration.

I am indebted to the ordinary medical attendant. Dr. Bonin (of

Poissy), for important information regarding the termination of this

case; and as- it supports a doctrine in general pathology to

which I have often called the attention of my auditors, I ought not

to neglect to lay it before you. I was informed that the perine-

phritis did not, in this case, terminate in suppuration ; and that

diminution of the pain, the predominating morbid phenomenon,

sufficed to dispel all the other symptoms. The acute character of

the pain caused the patient to utter piercing cries : in these circum-

stances, some drops of the solution of the neutral sulphate of atro-

pine, injected into the cellular tissue of the lumbar region promptly

relieved the pain, whereupon the patient was cured as if by enchant-

ment. Does that mean, Gentlemen, that the diagnosis was a mis-

take, and that perinephritis never existed ? That is not my opinion.

The surgeons who had been called in, being experienced in such

affections, could not have been mistaken : the beginning, the pro-

gress, and the cause of the affection presented characters too dis-

tinctive to admit of any doubt on the subject. The pain having

been put an end to, all the other symptoms yielded, and the progress

of the inflammation was arrested. You know, Gentlemen, the part

which pain has in the inflammatory fluxion : how often have I demon-

strated this to you at the bedside of the patient, particularly in cases

of sub-orbital neuralgia ! Have you not seen that when the pain

ceased, all the other morbid phenomena disappeared in a few hours ?

It is very probable, then, that in the young patient whose case I

have just now narrated, the cessation of all the symptoms of perine-

phritis is attributable to the cessation of the pain. You will, I

think, be the more prepared to accept this interpretation of the course

of the disease from my having previously pointed out to you that

there is sometimes a spontaneous arrest, transient or permanent, of

the symptoms of perinephritis.

It appears, then, that a strain may cause perinephritis : the two

cases which I have just described, will enable you under similar

circumstances, to foresee, from the commencement, the symptoms to

be dreaded. AThen your attention is once directed to the existence

of a deep-seated abscess, you ought carefully to seek, day by day,

for fluctuation, and all the signs, local and general, of the formation

of pus. You will thus be able to seize the opportune moment for
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opening the abscess, and preventing the pus from working its way

into the iliac fossae, and setting up very formidable symptoms.

I am now going to lay before you, Gentlemen, several cases in

which the formation of the abscess was consequent upon a very slight

cause ; but that is not so always, and sometimes the existence of

perinephric abscesses are not discovered till long after their begin-

ning. MM. Cusco and Chassaignac have seen abscesses supervene

several months, and even several years, after the action of the probable

cause. In the cases to which I refer, the patients had received serious

contusions in the lumbar region : the pain had disappeared : and it was

not till a much later date, that, under the influence of a chill, or

without any appreciable determining cause, the abscess showed itself.

I am inclined to think—no new contusion having been received—that

fatigue, a strain, or a chill aroused irritation, till then latent. In such

cases, there are two periods in the formation of the abscess. There

takes place, in the first period, as the result of the contusion, a slow,

latent modification of the perinephric cellulo- adipose tissue; and in

the second period, we have the determining cause in operation—the

fatigue, strain, or chill—when pus is formed, and the local and

general symptoms attendant on suppuration show themselves.

Perinephric abscesses very often have as their starting point

nephritis or calculous pyelo-nephritis. In such cases, the inflamma-

tion may extend, by contiguity, from the kidney to the surrounding

cellulo-adipose tissue : at other times, calculi impacted in the calices,

the pelvis of the kidney, or the ureters, produce inflammation and

ulceration of the different parts of the urinary apparatus, and when

fistula is formed, they give rise to urinary abscesses which ought to

be opened with the least possible delay. In these cases, the abscess

is generally preceded by nephritic colics, and disturbance of the

urinary function : it is not unusual to discover, on exploration with

a probe, the presence of calculi in the abscess itself : at other times,

the calculi remain imprisoned in the kidney, and it is not till after

some time has elapsed, that the calculi present themselves at a fistulous

opening of the abscess. Some have recommended search for the

calculi. Dr. Miguel has even applied lithotrity to imprisoned calculi

of too large a size to traverse easily the urinary fistula. At the pre-

sent date, however, surgery takes a less active part in the extraction

of renal calculi : the present practice is to wait till they present

themselves at the mouth of the abscess.

Perinephritis is also, you see, a symptomatic affection, due to the
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presence of foreign bodies tending towards elimination : in some

rare cases, the foreign bodies are hydatids situated in the perine-

phric cellulo-adipose tissue, in which they cause suppuration.

Cases of this kind have been observed by Dr. Bayer, and Professor

Denonvilliers, in patients in whom (as clinical examination had not

given any reason to suspect hydatids in the liver, lungs, pleurae, or

other parts of the body) it was impossible to diagnose their presenee

in the perinephric region.

As the purulent diathesis may affect any part of the organism, it

is very natural to suppose, that it may cause abscesses to form in

the cellulo-adipose capsule of the kidney. In the Edinburgh Me-

dical and Surgical Journal there is reported a case of perinephric

abscess in a sailor, suffering from the affection popularly known at

Plymouth as the " disease of the docks." This disease, according

to Butler, is a fever, which may lead to purulent formations in dif-

ferent parts of the cellular tissue. Dr. Duplay reports a case of.

perinephric abscess, consecutive to an attack of typhoid fever,

treated in Dr. Pelletan's wards in the Hopital de la Charite. Dr.

Desruelles and Destouches discovered a perinephric abscess in a,

woman of sixty, convalescent from gangrenous pneumonia.

In these cases, there is probably a special alteration of the humors-

leading to the formation of numerous abscesses, as is so frequently

observed after small-pox.

Again, the puerperal state predisposes to the formation of pus,,

even when no puerperal epidemic is prevailing. As you know, mam-
mary and iliac abscesses are of very frequent occurrence during the

first months after delivery. You also recollect, how often I have

called your attention to the pain which recently delivered women

experience in the lumbar regions : this pain, and the pain in the

uterine appendages, is not felt by patients unless pressure be made

over the loins : you saw two cases of this kind in Saint-Bernard's

ward; and in them, after some days, I discovered perinephric

abscess. Bear in mind, that these abscesses around the kidney are

not always the consequences of propagation of an abscess situated

in the broad ligament or the iliac fossae. The first of the two patients

to whom I have now referred, who occupied bed 25 bis, Saint-

Bernard's ward, had a chill on the fourth day after delivery, the

symptoms being rigors, fever, and pains in the abdomen. All

these symptoms subsided under the influence of rest : fifteen days

later, this woman, having committed imprudences, was seized with
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shivering and fever, and a renewal of abdominal pain in the sub-umbi-

lical region. The pain extended to the left iliac fossa ; and some days

later, by digital examination, I was able to detect an abscess of the

broad ligament, which might open any day into the vagina, and so corn*

pletely disappear. But when my attention was occupied in following

the progress of the abscess in the broad ligament, the patientwas seized

with pain in the right side : pressure in the lumbar region increased the

pain : in the renal region, there existed a decided doughy fulness, most

perceived when the region was grasped between the two hands. The

liver was not painful on percussion, and did not extend beyond the

false ribs : the right iliac region was not swollen, nor was it painful

on palpation. It appeared, then, that the lesion was limited to the

right renal region ; but, gradually, the pain and fulness diminished,

the fever moderated, and there was no recurrence of the rigors : ere

long, by palpation and percussion, I ascertained, that the inflamma-

tion was undergoing resolution. Two months after admission to

the hospital, this patient left it perfectly restored in health.

This termination of perinephric abscess by resolution is unusual

;

and the case of the patient, bed 4 Saint-Bernard's ward, is one

proof more that suppuration is the rule. Though this woman had

a natural labor, the uterus remained painful and very bulky : the

uterine appendages were much inflamed, and the pus formed in the

right broad ligament had two outlets, one into the bladder, and the

other into the vagina. For fifteen days after the spontaneous open-

ing of the abscess, everything went on to a wish ; but at the end of

that period, the patient was seized with rigors, fever, and pain in the

right side. The liver was bulky, and descended within three finger

breadths of the crest of the ilium. The mobility of the liver

was ascertained by making the patient respire. In the lateral parts

of the abdomen, and in the loins, there was felt an engorgement

which could only be referred to the renal region. The swelling

occupied the whole of the costo-iliac hollow. By placing one hand

behind, and another in front of the tumor, the movements of the

liver during inspiration and expiration could be felt: and at the

same time, a tumor was perceived which did not move during inspi-

ration. There was no reason to suppose that this tumor was ster-

coral : no sign of occlusion of the intestine existed : the iliac fossa

was free, and was not the seat of pain. The initiatory rigors, fever,

and lumbar pain suggested the probable existence of a perinephric

abscess. As the fever was still going on, it seemed best to wait

:
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by-and-by, detecting fluctuation, I opened the abscess external to

the sacro-lumbar muscular mass : as soon as I reached the deep

layer of muscles, I laid aside the bistoury for a hollow sound, with

which I tore through the tissues : forthwith, there came a gush of

non-foetid pus from the aperture I had made. On introducing the

finger into the abscess, I could feel the kidney. Poultices were

applied to the loins, whereupon the flow of pus was easy and abun-

dant. With the view of drying up the abscess, and modifying the

action of the suppurating surfaces, I several times employed injec-

tions containing iodine : little by little, the flow of pus diminished,

and the incision began to cicatrise, when the patient was again seized

with rigors, and pains in the right iliac fossa, thigh, and knee.

Soon afterwards, an abscess was detected in the iliac fossa. Finding

that this abscess had a tendency to pass below the crural arch, I

begged Professor Jobert (of Lamballe) to open it. He made an

incision one finger's breadth above the arch, and in a line parallel

to it. A great quantity of greenish pus issued from the opening :

the cavity of the abscess was washed out with water containing

tincture of iodine ; the pain of the psoitis continued for a long time,

the inferior extremity, nevertheless, resuming its normal position.

There was reason to hope for a permanent amelioration, when the

patient was seized with diarrhoea, and then with hectic fever : but she

died some weeks after the opening of the iliac abscess. It was im-

possible for me to obtain a post-mortem examination of the body.

This is much to be regretted ; for we could then have ascertained

whether the perinephric abscess (as is exceedingly probable) had

worked its way to the iliac fossa. You can understand how the

pus collected round the kidney, by following the psoas muscle, might

reach the cellular tissue of the iliac fossa below the aponeurosis.

At other times, the pus may filter through the layers of aponeu-

rosis, invading the cellular tissue which lines the peritoneum of the

renal and iliac regions : in these cases, the abscess is not in imme-

diate contact with the psoas muscle. Anatomy fully explains the

infra-aponeurotic and supra-aponeurotic position of abscesses in this

region. It must, however, be remarked, that the numerous

aponeurotic openings allow the pus situated below the iliac aponeu-

rosis to invade the sub -peritoneal cellular tissue.

Before leaving this part of my subject, I must remark, that in

those cases in which perinephric abscesses have been complicated

with pleurisy or pleuro-pneumonia, the thoracic affection and the
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perinephric abscess have always been on the same side. It was so

in the cases observed by Desruelles, Cazalis, Demarquay, and Ber-

nutz : in these cases, the pleurisy and pleuro-pneumonia evidently

depended on vicinity.

There are other causes, besides those I have mentioned, which

lead to the formation of abscesses around the kidney. Pain, as you

are aware, which is most commonly the consequence of inflammation,

may likewise be the cause of an inflammatory fluxion. Paludal sub-

orbital neuralgia is often accompanied by hypersemia of the con-

junctiva and a profuse secretion of tears. If the orbital congestion

continue for some time, a copious secretion of mucus is induced

from the palpebral glands ; and should the congestion last still longer,

a certain amount of muco-purulent secretion will be seen at the angle

of the affected eye. The pain may, under such circumstances,

although there exist no primary local lesion, occasion inflammation,

which will disappear as soon as the paludal poisoning of the system

has been modified by general specific treatment. It is very evident

then, that in such cases, pain may induce inflammation of the eye.

Toothache, also, often determines a fluxion to neighbouring tissues.

Some neuralgic affections of the cervix uteri, not attributable to any

organic lesion of the uterus, determine, during each paroxysm of

pain, a secretion from the follicles of the cervix, and chronic inflam-

mation of the mucous membrane of the cervix. We have seen how

paludal poisoning, a general cause, may induce inflammation, and

have also seen how neuralgia originating in a local cause, may lead

to a similar result. You will find other cases recorded in which pain

has induced inflammation at a distance from the seat of pain.

Dupuytren mentioned in his clinical lectures, that having included

one of the branches of the brachial plexus in ligature of the axillary

artery, he found, on making the post-mortem examination of the

patient, that there was an abscess of the brain ; and he was inclined,

in that particular case, to think that the constant acute pain endured

by the patient during the continuance of arterial ligature, was the

determining cause of the cerebral abscess. To me, however, this

explanation seems rather hypothetical.

Pain may similarly explain the formation of some perinephric

abscesses. After attacks of severe nephritic colic, it is not unusual

to meet with perinephric abscesses, the opening of which shows that

the formation of pus could not have been the consequence of a

urinary fistula; while the examination of the urine has proved the
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non-existence of purulent nephritis. In these cases, therefore, there

is no ground for supposing that inflammation had been propagated

from the kidney to the surrounding cellular tissue, and we cer-

tainly must in these cases attribute to pain a large share in the

formation of these abscesses. Again acute pain of the bladder may
induce the formation of abscesses around the kidney. At the close of

the year 1862, I was called in, in consultation, by Dr. MacCarthy,

my very honorable colleague, to visit a lady who had complained for

more than two years of a very inconvenient irritability of the bladder.

An irresistible desire to urinate was excited by the presence of even

a few drops of urine in the bladder. On October 4th, 1862, this

lady wore, for a few hours, a very tight dress. On the following day,

she took to her bed, and complained of acute pain in her right side

:

the pain extended into the lumbar region. She had had no stool

for three days. She had no fever. On October 8th, the menses

appeared, and continued for twenty-four hours. The pain in the

right side continued. For eight days, the local pain went on

increasing. She had rigors and fever, increasing in severity day by

day. No relief was obtained from poulticing, and two applications

of leeches. Every day, care was taken that the bowels should be

opened by the use of an injection, or aperient pills ; but notwith-

standing, there was no abatement of the pain and fever. On October

15th, for the first time, my honorable colleague when making

pressure on the seat of pain, detected a hard round tumor. The

pulse was rapid, the skin hot ; and the shivering constantly recur-

rent. It was at this period, that Dr. MacCarthy consulted me in

the case. We were both satisfied that there was a lumbar tumor :

by palpation, I ascertained that the movements of the liver during

respiration were independent of the tumor, which remained im-

movable. The tumor was large, and very painful. Dr. MacCarthy

and I took exactly the same view of the case; and were of opinion,

that the patient had a perinephric abscess. Although the patient

had had hepatitis in Bombay, there was no ground for supposing

that she had a tumor of the liver. That she had perityphilitis, was

an equally untenable hypothesis, because that is an inflammatory

affection generally seated in the iliac fossa : moreover, there was no

pain in the large intestine, and the stools presented no important

alteration. In consideration of the fever, and the size of the abscess,

our prognosis was given under reserve ; but we held that the patient

had perinephritis, independent of any lesion of the kidney, and
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depending, probably, on sympathy with a constantly irritable bladder.

The immediate cause of the affection might have been a chill,

or excessive compression of the lumbar region by a too tight corset

or gown.

The tumor rapidly increased in size, the rigors recurred, there was

complete loss of appetite, and a twofold severity of the fever. Under

these circumstances, Dr. MacCarthy, considering the time had

arrived for opening the abscess, again called me in to consult on the

case, and, along with me, summoned my honorable hospital colleague,

M. Alphonse Guerin. When we met, the tumor occupied the whole

of the right side, extending to the umbilicus. The fluctuation was

very obscure; and the slightest pressure occasioned extreme pain.

There was well marked oedema in the right lumbar region. Hesi-

tation as to the course to pursue was impossible : it was evidently

necessary, without delay, to afford an outlet to the pus, so that the

abscess might not have time to open into the intestine, or work its

way into the iliac fossa. M. Alphonse Guerin made an incision ten

centimeters in length near the external margin of the sacro-lumbalis

muscle. Having reached a depth of four centimeters, he laid aside

the bistoury, and with the index finger of the right hand penetrated

the abscess, whence issued a torrent of foetid thick pus. For four

following days, the patient had a continuance of slight fever with

shivering. So that there might be no doubt as to the pus, which

was still somewhat foetid, having a free outlet, the opening into the

abscess was enlarged by the finger. The discharge gradually de-

creased, and lost its odour. Eight days after the opening of the

abscess, there was a notable amendment in all the symptoms : the

suppuration was inconsiderable, the wound was cicatrising, and the

appetite was restored. No check occurred in the progress towards

recovery. On the eighteenth day after the operation, the wound

was perfectly closed. At that date, there was no trace of the

tumor ; and some days later, the cure may be said to have been

complete.

Is it necessary, Gentlemen, that I should expatiate upon the

leading symptoms in this case ? Habitual irritability of bladder,

persistent and increasing pain in the lumbar region, then fever,

soon afterwards, pain in the renal region ; and finally, a tumor and

abscess were the phenomena.

In conjunction with this case, let me call your attention to another,

also bearing testimony to the influence of pain and irritability
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of the bladder in producing perinephric abscesses. In the latter

months of 1863, a great personage was operated on for vesical

calculus by Civiale. Lithotrity was successfully performed ; and the

patient was able to leave Paris to recruit his strength in the country.

But some days after the operation, the illustrious patient began to

feel pain in the renal region, in one side only. Fever, rigors, and

loss of appetite supervened. Several surgeons were assembled in

consultation : after ascertaining that there was no symptom of lesion

of the urethra, bladder, or kidney, they were disposed to attribute

the lumbar pain to ilio-lumbar neuralgia consequent upon the litho-

triptic manipulations. The pain continued for several weeks in the

renal region, and extended into the iliac fossa of the same side ; but

in the latter situation, there was neither tumor nor any sign of psoitis.

The fever and rigors, nevertheless, continued ; and the patient went

on losing strength. M. Nelaton was now asked to join the other

surgeons in consultation. Informed of all the symptoms which I

have now related to you, and of the conditions under which they

showed themselves, the learned professor very attentively explored

the renal region. Palpation occasioned pain ; and there was a slight

fulness in the lumbar region, but (as the matter was still very deep-

seated) fluctuation could not be perceived. M. Nelaton had no hesi-

tation in stating that there was a perinephric abscess. A large in-

cision was made at the margin of the quadratus lumborum muscle,

and immediately there was a gush of healthy pus without special

odour, and not containing any clots of blood. By introducing the

finger deep into the wound, it was ascertained that the abscess waa

situated in the circum-renal cellulo-adipose tissue. Prom the day of

the operation, both the fever and pain disappeared. There was no

recurrence of the rigors : day by day, the appetite returned : and

at the present date, recovery may be said to be complete, although

for some weeks, the patient had had a rather obstinate diarrhoea.

There was neither renal nor vesical lesion. It is, therefore, very

probable, that the abscess was caused by the irritation of the bladder,

acting by sympathy upon the perinephric cellulo-adipose tissue.

Let me now quote, from Chopart's treatise, a case which I consider

very interesting, inasmuch as it is one more fact to prove the part

which pain has in producing perinephric abscess :

—

" I saw a man," says Chopart, " who had had his right testicle

amputated for cancer. All went on favorably till the thirty-second

day after the operation, when he had considerable rigors, and com-
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plained (for the first time) of heat and lancinating pain in the kid-

neys. The wound—the cicatrisation of which was complete—became

pale and dry. The fever continued. Next day, the abdomen was

tense. During the night, the patient had nausea, and restless

excitement. On the following day, he died. I was present at the

post-mortem examination. There was an abscess in the adipose tissue

of the left kidney ; the pus was serous and foetid : the cellular

tissue of the spermatic vessels was infiltrated by the same matter

:

and there were also two small abscesses in the pelvis, on the same

side. As the whole of the spermatic cord had been included in the

ligature, in place of only the spermatic artery, it was supposed that

the ligature might have occasioned the suppuration by the irritation

it had excited in the cellular tissue of the pelvis and loins of that

side ; and of which irritation the patient had given signs at the

moment the ligature was tightened, for he then complained of an

acute pain in the region of the left kidney which continued for

several hours. All other parts of the body were in a healthy state."

It would certainly be difficult to find in the annals of science a

case in which the influence of pain was more distinctly marked.

There was not the slightest grounds for supposing that there

was either phlebitis or purulent infection ; for, on the one hand,

the pus found in the course of the cord, was not in the veins,

and on the other hand, the patient never had had a metastatic abscess.

It appears to me that in this case, pain caused irritation of the cord

and was re-echoed, if I may so speak, by the cellular tissue of the

kidney, just as gonorrhceal irritation of the urethra may make itself

known in the joints, and produce blenorrhagic arthritis. It is,

therefore, most important to remember, that there is a special irrita-

tion in Menorrhagia which may cause blenorrhagic arthritis; and

also, that irritation of the bladder or spermatic cord may act sympa-

thetically upon the perinephric celiulo-adipose tissue.

I have now to tell you that there are cases in which the peri-

nephritis cannot be attributed to any of the causes we have been

considering. In the patient who occupied bed 2, Saint-Bernard's

ward the cause of the perinephritis could not be ascertained. The
same impossibility to discover the cause of the affection existed in a

case to which I was called in consultation with Dr. Cavasse in

October, 1861 ; and of which the following is a summary of the

details :—M. X., a man aged thirty-five, since an attack of typhoid
fever, had been in rather feebler general health than previously, but
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was able, nevertheless, actively to attend to his business. On his

return one day from hunting, when he had fatigued himself by over-

walking, he complained, for the first time, of pains in the left lumbar

region. The affection, supposed to be lumbago, was attributed to

damp weather. Every time the patient bent forwards, pain was felt.

He had had neither fever nor rigors ; and his appetite was unim-

paired. He continued to go about his ordinary occupations. The

pain, however, was constant. Eight days after his first visit, Dr.

Cavasse made a renewed examination of the seat of pain, when, not

without surprise, he found a tumor in the left lumbar region. In

that situation, there was slight redness of the skin, and doughiness of

the cellular tissue. On endeavouring to make out the limits of the

tumor by the finger, a hardness of from seven to eight centimeters

was discovered. The tumor was as large as a hen's egg, and was

prominent under the skin. It was five or six centimeters from the

vertebral column. Fifteen days later, the tumor became more pro-

minent: both the redness and doughiness increased. The patient had

lancinating pains ; and, by palpation, deep, obscure fluctuation was

detected. Observe, Gentlemen, that up to this date, there was

neither fever nor loss of appetite. These were the circumstances in

which Dr. Cavasse asked my advice. I made out all the signs of a

deep-seated abscess in the, lumbar region. The patient's age, his

usual state of health, the absence of any osseous lesion in the ribs,

vertebral column, or pelvis, excluded the idea of there being any

indolent abscess, the result of congestion. The pain in the region,

the redness of the skin, and the fulness of the cellular tissue in-

dicated the existence of acute inflammation : the deep seat of the

abscess was the cause of the tardiness with which fluctuation became

appreciable. What were the original seat, and cause of the inflam-

mation? There had been neither intra-abdominal pain, nephritic

colic, nor any noteworthy alteration in the urine. The kidney, con-

sequently, could not be the cause of the condition I have now de-

scribed : the patient had not received a blow in that region. It was

therefore very difficult to determine the cause of the abscess. But

the pain at the first, its persistence in the renal region, and the

swelling and heat in that situation, were sufficient indications that

the evil had originated there. Though the kidney was not in any

way the cause of the affection, and though no direct traumatic cause

was in operation, there was every reason to believe that the peri-

nephric cellulo-adipose tissue was the seat of the suppuration, and
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that there existed a primary perinephric abscess. That was my

opinion when I first saw the patient with my honorable colleague,

Dr. Cavasse. I however recommended my colleague to delay opening

the abscess till the matter became more superficial. On an early

day of November, that is to say, five or six weeks from the begin-

ning of the affection, M. Cavasse opened the abscess : there flowed

from the incision a tumbler of non-foetid pus mixed with blood.

The walls of the abscess were hard; and its cavity presented

numerous anfractuosities. The opening was kept patent by the in-

troduction of a dossil of charpie, so that there was an easy flow of

pus. Injections containing tincture of iodine were employed with a

view to modify the surface of the interior of the abscess. The cure

was not completed till the middle of January 1863.

This case is interesting for more reasons than one. First of all,

it is interesting, because it proves that a primary perinephric abscess

may exist without any other appreciable cause than excessive walk-

ing, or damp weather : and in the second place, it shows, that a deep

seated perinephric abscess may be slowly developed without causing

the constitutional symptoms which usually occur in similar circum-

stances.

Other causes, besides those which I have mentioned, give rise to

perinephric abscesses.

In a previous lecture, I remarked, that pleurisy or hepatitis is a

very frequent sequel of severe hepatic colic ; and that cellular

adhesions between the liver and diaphragm are very common in

persons who have recently had severe hepatic colic. In the cases in

which I pointed out to you that these colics were succeeded by

pleurisy of the right side, I explained the phenomenon by telling

you, that the peritoneal inflammation was communicated to the

diaphragm, and from the diaphragm to the pleura. I also reminded

you of a very usual anatomical disposition, a separation of the

muscular fibres of the diaphragm, by which the peritoneum and

diaphragmatic pleura are brought into contact, and are adherent,

being separated only by a very thin layer of cellular tissue. It is

easy to understand, that when such conditions exist, inflammation of

the peritoneum may very easily be propagated to the pleura.

You can now understand how inflammation of the gall-bladder, so

common in hepatic colic, may be propagated to the peritoneum

covering the right kidney, and how that inflammation may be the

starting point of a perinephric abscess.
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Perforation of the bladder by a calculus, which usually produces

rapidly mortal general peritonitis, may (as in a case I described to

you, which we had an opportunity of observing in Saint-Bernard's

ward) determine adhesions between the bladder and neighbouring

parts ; and then, the calculus escaping from its position, falls into

adventitious cellular tissue, which will patiently support its presence

till the abnormal contact excites inflammation of the perinephric

cellular tissue. It was probably a case of this kind which I had an

opportunity of observing in the practice of my colleague Dr. Millard.

We saw together an old lady suffering from attacks of hepatic colic.

After one of these attacks of unusual duration and severity, she had

all the symptoms of acute hepatitis, accompanied by inflammation of

the gall-bladder. There was very intense pain in the sub-hepatic

region : there was fever and severe general disturbance of the

system, when all at once the pain extended to the right renal region

:

a large tumor then made its appearance, accompanied by rigors, and

soon afterwards, by undoubted signs of perinephric abscess. The

contents were evacuated by an opening and counter-opening made

by Dr. Trelat. The symptoms rapidly subsided after the operation.

We believed, that inflammation of the gall-bladder was the cause

of adhesions forming between the cholo-cystic peritoneum, and the

peritoneum which covers the intestines and extends above the

kidney : that a calculus had escaped into the adventitious cellular

tissue : and that the inflammation had been propagated to the peri-

nephric tissue. This, of course, was only an hypothesis : but the

statement is not hypothetical, that the hepatic colic and consecutive

inflammation of the gall-bladder and peritoneum were the cause of

an abscess forming in the circum-renal cellular tissue.

The symptoms of perinephric abscesses vary with the cause

—

according as they follow disease of the kidney, or supervene under

the influence of some other cause. In the first instance, the

symptoms of perinephritis are preceded by the peculiar pain of

nephritic colic : there may have been calculous nephritis ; and some-

times gravel and calculi are found in the urine. Hematuria may

have existed in some cases ; and should inflammation have invaded

the calices and pelvis of the kidney, more or less pus will be deposited

by the urine. Should pain, swelling, redness, and doughiness

supervene in the lumbar region, it will be natural to ascribe the

perinephritis to lesion of the kidney.

Generally, however, the perinephritis occurs irrespective of any

23
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renal lesion. Generally, quite suddenly, and as the result of very

various causes, the patient complains of a deep-seated, diffuse pain,

which may be acute or dull, in the lumbar region. This sponta-

neously originating pain, which is sometimes shooting, is always in-

creased on pressure, particularly when the seat of pain is pressed

between the two hands. The pain is sometimes absent for weeks or

months, not returning till a new determining cause arises. Gene-

rally, however, the pain is persistent, and goes on increasing till the

pus is evacuated. This pain is always a very important symptom,

because for several days, or weeks, no other local symptom may

exist. The general disturbance of the system, however, shows that

the pain depends on an organic cause : the patients have continued

fever, with fits of shivering in the evening. Every day, the patients

have rigors, followed by hot and sweating stages. They soon lose

appetite, and rapidly become thin. Sometimes, the febrile paroxysm

sets in with vomiting ; and it is almost always attended by obstinate

constipation.

Within a period, then, varying from eight to fifteen days, the

patients present no symptoms except local pain, general debility, and

quotidian ague. Afterwards, other local signs of deep-seated in-

flammation show themselves : the pain becomes more and more

decided on making pressure over the region, in which also there is

more or less doughiness : the costo-iliac hollow is effaced ; and if (the

patient lying on his back) the physician press his hand deeply into

the lumbar region, he perceives by the touch, as well as by the eye,

that a more or less marked projection exists ; and if, at the same

time, he place the other hand upon the corresponding anterior region,

he recognises, between his hands, a deep-seated tumor continuous

with the subcutaneous cellular tissue. This tumor remains fixed

during full inspiration and expiration, performed at the request of

the physician—a fact which establishes with certainty, that the tumor

is independent of the liver, which rises and falls with each inspiratory

and expiratory movement. The doughiness of the lumbar region is

often accompanied by oedema, and this oedema may extend to the

dorsal region and hips. There is sometimes also, a little redness of

the skin. This redness is erysipelatous in cases in which the abscess

extends into the cellular tissue of the region. From the very com-

mencement of the local signs of inflammation, fluctuation can be

distinctly felt. As, however, it is very deep-seated, it requires great

aptitude on the part of the examiner to detect it with certainty : its
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existence may sometimes only be suspected from the complications

of oedema, doughiness of the region, and from the general symptoms.

As soon as the formation of pus commences, there is an exacerbation

of the fever : the pulse acquires a certain degree of fulness, and

becomes harder and more resistent, while, at the same time, the

patient complains of frequent shiverings. Under these circum-

stances, the indication to evacuate the pus is quite clear : there must

be no hesitation in opening the abscess, for if this be delayed, the

pus may work its way into the iliac fossa and coxo-femoral articula-

tion, thereby endangering the life of the patient.

Though, sometimes, the result of perinephric inflammation is the

formation of a partially encysted abscess—the abscess remaining

limited to the perinephric layer of fat, and showing no disposition to

extension beyond the lumbar region—yet, at other times, the in-

flammation gains the cellular tissue of the neighbouring parts, in-

vading perhaps the sub-diaphragmatic cellular tissue, occasionally

even passing that barrier and reaching the pleura or lung, ending

there in pleurisy or pneumonia. These are the terminations and

complications which result from too long delaying surgical interven-

tion. This has been observed by MM. Demarquay, Cusco, Cazalis,

and Bernutz. The pus sometimes penetrates even into the bronchial

tubes. A case is reported by Dr. Eayer, in which there was a

vomica in the lung attributable to no other cause than a perinephric

abscess.

The inflammation often invades the iliac fossa, the patients then

complaining of pain in that region ; and if an outlet be not afforded

to the pus, a tumor is soon perceived projecting above Poupart's

ligament, and passing below that ligament to show itself at the base

of the triangle of Scarpa. In the latter case, the pus has followed

the sheaths of the iliac and femoral vessels : at other times, it takes

the course of the psoas muscle to the trochanter minor, and may, as

we have seen, invade the coxo-femoral articulation.

I have already told you, Gentlemen, that the pelvic cellular tissue

may be invaded by inflammation which had the renal region as its

starting point. In one of our patients in Saint-Agnes' s ward you

saw that the pus had worked its way from the renal region to the

cavity of the pelvis, and had then been evacuated into the bladder

and vagina. The same patient had had double perinephric abscess :

the abscess on the right side had terminated in resolution. In cases

in which the pus has worked its way from a distance, it causes great



356 PERINEPHRIC ABSCESS.

structural damage, and gives rise to very long protracted sup-

purations, so that death is almost always the result of these

migratory abscesses. The right practice, therefore, is to open

perinephric abscesses as soon as the local and general signs of their

existence are undoubted. You have seen, Gentlemen, that the

spontaneous evacuation of the pus by the vagina or bladder may be

a favorable termination of the case ; but that mode of evacuation

does not always occur : when the spontaneous evacuation takes place

by the colon, the result may be unfavorable, as was seen at the

autopsy of a patient who was treated in Professor Cruveilhier's

wards, the details of whose case have been reported by Dr.

Parmentier.

I know of only one case in which there was probably a sponta-

neous opening of the perinephric abscess into the peritoneum:

perhaps some other cases may have been recorded. The rarity of

such cases will be at once explained, when you consider the relations

of the adipose envelope of the kidney to neighbouring organs and to

the peritoneum. Perinephric abscess is generally situated behind the

kidney : it is then separated from the peritoneum by the kidney

;

and the colon, in contact with the anterior surface of the kidney, also

increases the distance between the inflamed cellular tissue and the

peritoneum. Should the inflammation have a tendency to extend to

the peritoneum, peritonitis will be induced, the result of which will be

the formation of false membranes increasing the thickness of the

peritoneum. The autopsies show, that under these circumstances

the pus burrows under the serous membrane, and does not perfo-

rate it.

Allow me to make some further remarks upon the progress of

perinephric abscesses, before I discuss the differential diagnosis

between them and other affections. I have generally observed that

the abscess has a tendency to make its way to the lumbar region, the

inflammation gaining the different tissues little by little, till at last it

reaches the subcutaneous cellular tissue. But should there be

delay in opening the abscess, it will dissect the subcutaneous cellular

tissue, and extend to the hips.

In 1861, bed 8, Saint-Agnes's ward, was occupied by a man
forty-four years of age, who, when admitted to the hospital, had an

abscess occupying the dorsal and lumbar regions of the left side.

The man had fever, and an absolute loss of appetite : an erysipelatous

redness covered the whole of the region invaded by the abscess.
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The patient, who for six weeks had been suffering from lumbar pain,

stated that he had been three months of the previous year under

treatment for a similar aifection in the Hopital Saint-Antoine under

the care of my lamented colleague the late Dr. Aran. In reply to

repeated questioning, he affirmed that no incision had ever been

made. He left the hospital without being cured, and for four

months afterwards was unable to resume his work. He said that he

did not know how the tumor had disappeared : he only knew that

the improvement in his condition had occurred|very gradually. He
maintained that he never had had nephritic [colic, and had never

passed gravel or calculi with his urine. In the absence of positive

facts as to his previous history, we had to rest satisfied by ascertain-

ing the condition he was in when admitted to St. Agnes's ward. I

have said that the pain had continued for six weeks : from the very

first, there was fever ; by degrees, an enormous phlegmonous tumor

had formed, occupying the lumbar region, and subsequently extending

to the dorsal region and hips. Palpation occasioned great pain

;

fluctuation could be detected in a salient point in the lumbar region.

There was one point at which the tumor projected into the abdo-

minal cavity, and extended in one direction from the liver to the iliac

fossa, and in another to the umbilicus. The tumor was evidently a

large collection of pus. By making an opening in the lumbar

region, there was evacuated a large quantity of greenish yellow hor-

ribly foetid pus, mingled with a fluid consisting of mixed pus and

blood. About two litres of this foetid pus were collected : and for

several days after the operation, there was a great additional dis-

charge of similar character seen on the poultices in which the region

of the tumor was kept enveloped. Great relief followed the opening

of the abscess : the fever abated : from the third day, the erysipelatous

redness disappeared: the walls of the abscess progressively and

rapidly contracted. In the external iliac region, there was another

abscess which opened spontaneously : it discharged pus of the same

character as the lumbo-abdominal abscess. By cautiously intro-

ducing a probe into the second abscess, it was ascertained that there

was no morbid state of the iliac bone. By degrees, all the affected

parts became cleansed, the fever disappeared, the appetite returned

;

and, to the great satisfaction of everybody, who had ascertained

the extent of the affection, the patient was restored to perfect health

in three weeks.

Lessons may be deduced from this narrative, notwithstanding its
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enormous gaps. What are they ? We learn in the first place,

that the abscess may extend exceedingly in the abdominal cavity

without bursting the peritoneum, without reaching the iliac fossa, or

without emptying itself into the large intestine. When by invading

the tissues step by step, the abscess seeks to evacuate itself exter-

nally, it may detach these tissues, layer by layer, and so produce a

subcutaneous or submuscular abscess, as happened in the case of our

patient. That case also afforded an example of two perinephric

abscesses occurring in the same person, and in the same side, at an

interval of some months. This recurrence of the affection on the

same side would indicate the continuance of some local cause, such

as has been noted by observers. In our patient, however, we could

not ascertain the existence of calculi in the kidney : moreover, the

patient affirmed that he had never perceived any important change in

the urine, and had never had nephritic colic.

It must be remembered, however, that calculi may remain a long

time in the parenchyma of the kidney without occasioning acute pain.

Pozzi, quoted by Rayer,1 mentions the case of a man in whom the

right kidney (as large as the head of a two years' old child, and

weighing two pounds and a half), contained a calculus, the point of

which had come through the renal parietes, occasioned gangrene, and

led to the formation of a deep-seated abscess. The other kidney con-

tained at least a hundred other calculi. " Sed quod mirum est,"

says Pozzi, " toto tempore vitse nunquam conquestus est de dolori-

bus nephreticis, calculis, urinis, sabulosis aut difficulter vel dimi-

nute fluentibus." Taking into consideration cases of this kind, we

are justified in concluding, that our patient had renal calculi which

gave rise to the perinephric abscesses.

I have sometimes seen a perinephric abscess occasion a very

extensive lumbar phlegmon : it also, sometimes, happens that while

these purulent collections detach the lumbar tissues from one

another, emphysema of the entire dorsal region is produced. Twice

I have seen this take place : the abscesses were opened ; and exit

was afforded to pus and foetid gas. In one of the cases, the abscess

communicated with the intestine : the patient passed pus with the

stools, and from the incision there was a discharge of yellow

matter, which certainly came from the intestine. The relation of

the colon to the perinephric abscesses explains these occurrences.

1 Raier :—Traite des Maladies des Reins : T. Ill, p. 35..
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We now come, Gentlemen, to consider the important question of

the diagnosis of perinephric abscesses. There are three morbid con-

ditions which may serve as a basis of diagnosis : I refer to pain,

tumefaction of the lumbar region, and fever. At the beginning of

the formation of perinephric abscesses, the only symptoms are pain in

the loins and fever. When the pain is on the right side, and when,

associated with it, there is continued fever having a quotidian exacer-

bation, and prostration of strength, one may for a moment regard

the case as one of typhoid fever : but the progress of the disease, and

the absence of other symptoms peculiar to dothienteritis, soon rectify

such a mistake.

Simple neuralgia does not generally cause fever : nor is fever in-

duced by the pain of lumbago, which usually has its seat in the two

sacro-lumbar muscular masses. On the contrary, the duration of

the pain, its characteristics, and its being excited by pressure when

there is perinephric inflammation, and also the continuance of the

fever with its quotidian paroxysms, render it sometimes possible to

diagnose the probable existence of perinephric abscesses, even in

their first stage.

Nephritis and calculous pyelo-nephritis are generally preceded by

nephritic colic : they may be accompanied by fever, and a saburral

condition accompanied by vomiting and lumbar pains exasperated

by pressure ; but examination of the urine, which is frequently albu-

minous during the crises, and the immediate relief experienced on

the calculus reaching the bladder, demonstrate, that the lesion is

limited to the kidney and the excretory urinary organs. The dia-

gnosis, however, will be more difficult in a case of pyelo-nephritis

accompanied by a tumor in the lumbar region if repeated examina-

tion of the urine disclose neither the permanent nor the temporary

presence of more or less pus in the urine. There are cases, how-

ever, in which there is still greater difficulty in diagnosing pyelo-

nephritis accompanied by a tumor : I refer to those cases in which,

on examination after death, a calculus has been found impacted in,

the urethra obstructing the passage of pus into the bladder. In

those cases, the examination of the urine gives a negative result

:

but it is necessary to remark, that the distension of the pelvis and

calices of the kidney may cause perinephric abscess, in consequence

of the inflammation being propagated to the surrounding cellulo-

adipose tissue, or from its forming a blind fistula leading to. the

effusion of pus and urine into the fatty covering of the kidney,
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after which soon appear all the signs of genuine perinephric

abscess.

Let me now describe to you, Gentlemen, a case of chronic peri-

nephric abscess with pyelo-nephritis, which gives support to the

remarks I have now made. Tor the history of this case, I am in-

debted to the courtesy of Dr. Demarquay.

The patient was a man, of about thirty years of age, previously

subject to nephritic colic, who had passed small urinary calculi, and

experienced pain in the right lumbar region for four or five years.

When my honorable colleague saw him the first time, about the end

of July 1864, he ascertained the presence in the right hypochondrium

of an enormous tumor, having for its boundaries the liver, the iliac

fossa, and the linea alba. This tumor was specially prominent on

the anterior abdominal wall, the costo-iliac hollow was effaced, but the

lumbar region presented neither deformity nor oedema. The liver

did not appear to be implicated : no pain had ever been experienced

in the hepatic region : nor had there ever been jaundice. There

was fluctuation in the tumor. The urine deposited a considerable

quantity of purulent mucus ; and attacks of nephritic colic were

followed by excretion of urinary calculi. Prom all these facts, the

surgeon was led to believe, that the fluctuating tumor was an abscess

in the circum-renal tissues. Dr. Demarquay opened the abscess by

applying caustic potash to the most prominent point of the tumor.

For several days, a great quantity of pus flowed from the opening :

then, by degrees, the tumor diminished in size, its walls contracted,

and there was reason to hope for a speedy cure, when the patient,

after certain imprudences on the occasion of the fetes of 15th August,

succumbed under symptoms of very acute peritonitis. At the au-

topsy, the tumor was found to be really situated around the kidney : on

the surface of the kidney, there were traces of chronic inflammation.

The calices, pelvis of the kidney, and the urethra were full of pus

;

but it was impossible to discover any trace of urinary fistula : the

pus could pass drop by drop into the bladder : no calculus could be

detected in any part of the urinary apparatus. The walls of the

abscess were constituted by all the organs in contact with the puru-

lent collection, and by the peritoneal lining of the products of the

inflammation. The adhesions between the walls of the abscess and

the walls of the abdomen, which had been established by the action

of the caustic, were unruptured. Peritonitis certainly existed : but
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it was impossible to discover any communication between the abscess

and the peritoneal cavity.

The case'now described is a beautiful example of chronic perine-

phric abscess, most probably consecutive to a pyelo-nephritis which

itself had had calculous inflammation as its cause.

I do not think it necessary, Gentlemen, to dwell at any length

upon the differential diagnosis of perinephric abscess, hydrone-

phrosis, and cancer of the kidney. In the two latter diseases,

although there is a tumor situated in the lumbar and abdominal

regions, the progress of both affections is essentially chronic, and

neither are accompanied by fever. There is fluctuation in hydro-

nephrosis, but the lumpy state of the kidney may be sometimes

detected. Though pain be a symptom in cancer of the kidney, the

hardness of the cancerous tumor, and the frequent hematuria, will

enable you to avoid any error in diagnosis.

I have already told you how to distinguish tumors of the liver

from tumors of the right kidney by palpation performed during very

deep inspiration ; the liver moves, moving with it the tumors seated

m its parenchyma, while, during similar inspiratory movements, renal

tumors remain immovable. Tumors of the spleen project in so

marked a manner, that it is hardly possible, even when they are very

large, to mistake them for lumbar tumors. Perityphilitis, fsecal

tumors of the large intestine, and faecal abscesses can only, I think,

occasion temporary mistakes : indeed, inflammation of the csecum

or appendix vermiformis, terminating in abscess of the iliac fossa or

true pelvis, has so limited a seat, that error is impossible, unless it

be in cases of latent perityphilitis, and in cases in which the inflam-

mation by propagating itself to the iliac fossa and lumbar region

slowly induces signs of perinephritis : in these cases, the abscess

•will not only yield pus having a stercoral smell, but will likewise

emit a certain quantity of intestinal gases. Pascal tumors of the

large intestine have their seat in the ascending or descending colon,

or they are formed as the result of long atony of the bowel : by

palpation, a certain degree of softness can generally be recognised

disclosing their nature : moreover, as they are removed by purga-

tives, all diagnostic hesitation is thus terminated,

I do not require to dwell on the diagnosis of the complications

of perinephric abscess : it will be sufficient to remind you, that

these abscesses may terminate by extending from above downwards,

or from below upwards : in the former case, if they burrow towards
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the iliac fossa and true pelvis, they may cause psoitis, and may open

spontaneously into the bladder or vagina : in the latter case, they

may give rise to diaphragmitis, pleurisy, or pneumonia. In con-

clusion, I advise you, whenever you have to diagnose the nature of

a lumbar tumor to bear in mind that, at the same point where a

deep-seated lumbar abscess is prominent under the skin, we may

have that form of intestinal hernia with which Jean-Louis Petit has

connected his name. Lately, a mistake was very nearly committed

in a case of this kind, had not the surgeon before proceeding to

open the supposed abscess, endeavoured to reduce the tumor.

Were it not that physicians are more frequently consulted than

surgeons regarding lumbar pains, I should not have said so much
about perinephric abscesses : it was important that I should give

you a detailed description of deep-seated renal abscesses, sufficient to

enable you in their beginning to suspect their existence, foresee their

progress, and discover their etiology. I have specially brought

under your notice the cases of perinephric abscesses on account of

the importance of determining from the first, whether an abscess be

primary, or whether it be secondary to lesion of the kidney. In the

former case, the prognosis will be nearly always favorable, particu-

larly if you early recognise the pus, and evacuate it from the lumbar

region. But the prognosis is very unfavorable if the perinephric

inflammation has been allowed, by temporising treatment, to advance

to the iliac fossa or the diaphragm. The prognosis is also very

grave, when the perinephric abscess is the sequel of calculous pyelo-

nephritis. There are cases which show that renal calculi may, after a

period of varying duration, make a way out for themselves by deter-

mining an opening in the abscess : in such cases, urinary fistula? may

remain for many years, which must not be closed, lest by so doing,

the patient be exposed to the risk of new inflammatory attacks.

I have told you, Gentlemen, why perinephric abscesses are as

much within the domain of the physician as of the surgeon. It is

therefore my duty to give to all of you, but particularly to those of

you who will have to practise both medicine and surgery, the results

of my experience in the treatment of perinephric phlegmons and

abscesses.

You have seen that a phlegmon may terminate in resolution.

"When the affection is incipient, you must endeavour to obtain that

result. First of all, use every effort to calm the pain by frictions

with the preparations of opium and belladonna, or by subcutaneous
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injection of solutions of atropia or morphia. Cupping, and large

flying blisters, may be applied with benefit to the seat of pain. The

bowels must at the same time be kept open by the daily use of saline

purgatives and injections. Purgatives have a twofold beneficial

action in these cases : they remove the constipation, and prevent the

pain which would be caused by straining at stool. They also promote

the resolution of the phlegmon by their antiphlogistic action.

Should these various measures fail to arrest the progress of the

inflammation, and should an increase of fever with frequent rigors

show that the phlegmon is suppurating, the utmost care must be

taken to recognise, as soon as possible, the physical signs of suppura-

tion. You will soon detect a doughiness in the whole of the affected

region ; and pressure with the hand, or the slightest movement of the

body, will increase the pain. The tumor will soon become more

prominent in the lumbar region ; and though there may be no redness

observable in that situation, you will perceive a local CEdema which

will convince you of the presence of pus. You will then be able to

detect deep-seated fluctuation, which will be rendered more manifest

by your grasping the tumor in both hands and submitting it to a

brusque concussion stroke. There must then be no hesitation as to

evacuating the purulent fluid. Three methods of accomplishing that

object are available.

Chopart, and recently Drs. Denonvilliers, and Gueneau de Mussy,

have applied caustics, so as to produce adhesions and avoid peri-

tonitis and hemorrhage. There are numerous methods of carrying

out this practice. The application of the Vienna caustic paste,

repeated once or oftener to the same place, may suffice ; for the

natural process of eliminating the eschar, provided it be deep, will

terminate by making an opening into the abscess : the pus will then

flow out slowly ; and in some fortunate cases, the abscess will be

entirely evacuated, deep cicatrisation taking place at the same time

that superficial cicatrisation is accomplished on the falling off of the

eschar. Though this method of proceeding has great advantages, it

has often, in my opinion, the great draw-back of being very slow, and

so affording time for the abscess to extend to the iliac fossa or

diaphragm, or open into the intestine. The advocates of the method

are quite aware of this objection : MM. Denonvilliers and Gueneau

de Mussy have, on the second or third day after applying the caustic,

cut out the eschar to get at the abscess. This mixed method

—

—cauterisation and incision—has the advantage of diminishing the
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the iliac fossa and true pelvis, they may cause psoitis, and may open

spontaneously into the bladder or vagina : in the latter case, they

may give rise to diaphragmitis, pleurisy, or pneumonia. In con-

clusion, I advise you, whenever you have to diagnose the nature of

a lumbar tumor to bear in mind that, at the same point where a

deep-seated lumbar abscess is prominent under the skin, we may

have that form of intestinal hernia with which Jean-Louis Petit has

connected his name. Lately, a mistake was very nearly committed

in a case of this kind, had not the surgeon before proceeding to

open the supposed abscess, endeavoured to reduce the tumor.

Were it not that physicians are more frequently consulted than

surgeons regarding lumbar pains, I should not have said so much

about perinephric abscesses : it was important that I should give

you a detailed description of deep-seated renal abscesses, sufficient to

enable you in their beginning to suspect their existence, foresee their

progress, and discover their etiology. I have specially brought

under your notice the cases of perinephric abscesses on account of

the importance of determining from the first, whether an abscess be

primary, or whether it be secondary to lesion of the kidney. In the

former case, the prognosis will be nearly always favorable, particu-

larly if you early recognise the pus, and evacuate it from the lumbar

region. But the prognosis is very unfavorable if the perinephric

inflammation has been allowed, by temporising treatment, to advance

to the iliac fossa or the diaphragm. The prognosis is also very

grave, when the perinephric abscess is the sequel of calculous pyelo-

nephritis. There are cases which show that renal calculi may, after a

period of varying duration, make a way out for themselves by deter-

mining an opening in the abscess : in such cases, urinary fistulas may

remain for many years, which must not be closed, lest by so doing,

the patient be exposed to the risk of new inflammatory attacks.

I have told you, Gentlemen, why perinephric abscesses are as

much within the domain of the physician as of the surgeon. It is

therefore my duty to give to all of you, but particularly to those of

you who will have to practise both medicine and surgery, the results

of my experience in the treatment of perinephric phlegmons and

abscesses.

You have seen that a phlegmon may terminate in resolution.

When the affection is incipient, you must endeavour to obtain that

result. First of all, use every effort to calm the pain by frictions

with the preparations of opium and belladonna, or by subcutaneous
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times successfully had recourse for the evacuation of deep-seated

lumbar abscesses, allows both a continuous flow of pus and the

gradual contraction of the cavity and the abscess. It also lessens

the risks of hemorrhage, and does not appear to favor purulent

infection ; but it has the disadvantage of hardly allowing complete

exploration of the abscess and the kidney. Moreover, the presence

of the tubes frequently maintains a purulent discharge for a long

period.



LECTURE XCVII.

PERIHYSTERIC ABSCESS.

Perihysteric Abscess, including Phlegmon of the Broad Liga-

ment and Pelviperitonitis or Female Orchitis.— Etiology.—
Symptoms and Duration of Pelviperitonitis.—Perihysteric

Tumors.—Spontaneous Opening of the Abscesses into the Intes-

tine, Bladder, and Vagina.— Complications.—Diagnosis of

Perihysteric Abscesses.—Preventive Treatment of Perihysteric

Abscesses. — Active Intervention only proper in the Iliac

Abscesses.

Gentlemen :—You know my dislike to neologisms, and the pain

it gives me to become the author of a new word. I have a respect

for old names
;
yet I avow, that I feel it very distasteful to employ

barbarous terms such as those which result from the alliance of a

Greek preposition with a Latin substantive. Hence my objection

to the word periuterine, employed to designate different affections

which have their seat around or in the neighbourhood of the uterus.

It is a hybrid, badly coined word, for which I propose, to substitute

perihysteric, from Trtpi and varepa. It has the advantage of

being composed of two Greek words. I have, however, so little

paternal partiality for the term, that if you prefer the word circum-

uterine, recently introduced into medical nomenclature, I am quite

willing to accept it.

Having disburdened myself on that preliminary point, I now

enter at once into the subject. In the study of perihysteric abscess

upon which we are now entering together, I propose that we do not

confine our attention to abscesses situated around the uterus, but

that we likewise consider those which have secondarily invaded the

iliac fossae and the sacro-iliac symphysis. It is necessary thus to

extend the limits of our study, on account of the impossibility to be
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always able to determine with precision the starting point, the pri-

mary seat of perihysteric affections.

Gentlemen, I take it for granted, that you recollect the principal

details of the anatomical typography of the female pelvis. Allow

me, however, to remind you of the great, special features in its

anatomy, because unless you possess that knowledge, it will be im-

possible for you to understand what I have to say on the progress of

perihysteric abscesses.

The cavity of the pelvis, which contains and protects the uterus

and its annexes, may be divided into two regions—the anterior, and

the posterior. The uterus and the broad ligaments constitute the

boundary between these two regions. The uterus, the normal axis

of which is the axis of the true pelvis, is suspended in the pelvic

cavity, and maintained in its normal relations by the broad liga-

ments and the retro-uterine and ante-uterine ligaments. These last

named ligaments, you are aware, are formed by folds of the perito-

neum, which proceed from the rectum and bladder, to be inserted

in the inferior lateral portion of the body of the uterus. At these

points, the serous membrane is strengthened by fibres of fibrous and

muscular tissues. The broad ligaments have the same fibro-

muscular structure as the ante-uterine and retro-uterine ligaments,

but they are much wider, and have a quadrilateral form : they pre-

sent, in apposition, two layers of peritoneum, containing in their

upper margin the Eallopian tubes, the round ligament of the uterus,

and the ovarian ligament. In that situation in particular, there are

numerous fibres of connective and muscular tissue : there, also, con-

verge the utero-ovarian vessels. The inferior margin of the broad

ligament is inserted in the floor of the pelvis. The internal or

uterine margin is a continuation of the folds of peritoneum which

cover the anterior and posterior surfaces of the uterus. Between

them, at the point at which they are inserted into the uterus, there

is a space, the dimensions of which vary with the degree in which

the organ is full or empty ; but they are always so firmly adherent

to the anterior and posterior surfaces of the uterus by cellular tissue,

that it is impossible, by the most patient dissection, to detach the

peritoneum at these points, without tearing it. This anatomical

fact is very important ; because it establishes the impossibility of the

peritoneum in that situation being separated by circum-uterine

suppurative inflammation. The external margin of the broad liga-

ment is the widest : its extreme limits are the iliac fossa and the
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floor of the pelvis : consequently, by means of the cellular tissue

which joins the two peritoneal folds, it is in immediate relation with

the subperitoneal cellular tissue of the iliac fossa and pelvic cavity.

These insertions, while they keep the empty uterus in its position

and normal relations, are not so rigid as not to yield when the organ

is increased in size, as it is in certain pathological states, or in cases

of tumor of the broad ligament. If you keep in view these

anatomical relations, you will easily understand my description of

tumors situated before, behind, or in the broad ligament. Again,

by recollecting the relations of the round ligament and ovary with

the cellular tissue of the iliac fossa and cavity of the pelvis, you will

be easily able to follow the advance of purulent collections in these

different situations.

In a previous lecture, when treating of perinephric abscess, I ex-

plained to you how abscesses originating in the circum-renal cellular

tissue might burrow in that tissue, so as to reach the true pelvis and

open into the bladder or vagina. When the pus flows into the

vagina, we can sometimes see, by the aid of the speculum, the fistula

by which it is discharged : before the spontaneous rupture of the

abscess, a tumor of greater or less volume on the side of the

uterus could, by digital exploration, be recognised, projecting into the

vagina. I remind you of these facts, because they show beyond the

possibility of doubt, that the cellular tissue of the pelvis may be

the seat of purulent collections without the existence of any peri-

toneal inflammation. Here, let me repeat, that it is exceedingly un-

usual for such abscesses to open spontaneously into the peritoneum.

You are thus enabled to anticipate my statement, to the effect, that

real abscesses may be formed in the perihysteric cellular tissue, and

that they are not always attributable to pelvi-peritonitis.

However, to be convinced of the existence of abscesses in the

cellular tissue of the pelvis, it is well to recollect certain facts in

pathological anatomy, which can seldom be verified, as the patients

do not generally die till after the inflammation has gone on for

several weeks or months, and has extended to the peritoneum, ren-

dering the anatomical demonstration quite impossible.

Most of you, no doubt, remember the autopsy of a young woman
who died in Saint-Bernard's ward, consequent upon purulent infec-

tion supervening a fortnight after delivery. I was anxious to dis-

cover the seat of the purulent infection : no morbid change was
visible in the uterine veins, but the walls of the vagina were covered
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with pustules situated in a vascular network. Moreover, the cellular

tissue lining the vagina presented all the characters of inflammation :

that is to say, the layers of tissue were engorged with a yellow

serosity, in some places having a purulent appearance ; while, at the

same time, the tissue had acquired a special hardness. The phlegmon

extended to the sides of the pelvis. In difficult labours, it is not

unusual to observe contusions of the soft parts of the pelvis leading

to engorgement of the cellular tissue of the contused parts. The

engorgements may terminate in resolution ; but they may sometimes

also become the origin of pelvic abscesses projecting around the

uterus, the peritoneum not being necessarily implicated in the in-

flammatory action. In Dr. Durnontpallier's inaugural thesis, you

will find the case of a young woman who died on the sixth day after

delivery from a very acute attack of non-purulent traumatic peri-

tonitis. The cellular tissue of the left iliac fossa contained pus;

but it was particularly in the true pelvis that the most serious

morbid changes were found. The whole of the cellular tissue at-

taching the different organs to the osseous parietes was infiltrated

with purulent serosity, and presented in some places, particularly on

the left side, layers of sanguineous deposit, the manifest evidence of

great contusion. It is probable, that had this patient not succumbed

under the severe peritonitis, she would ultimately have presented

all the signs of iliac and pelvic abscess.

It appears then, that contusion during labour may be the origin

of pelvic phlegmons, which, becoming developed and going on to

suppuration, produce a perihysteric abscess. This cause of pelvic

phlegmon is much less common than inflammation of the uterus and

its appendages. When there is suppurative inflammation of the

placental surface, uterine phlebitis and lymphangitis are, as you

know, very frequently observed. When, at the autopsy, you look for

pus in these vessels, you know that the chosen place for it is in the

veins at the margin of the uterus : an incision made in these vessels,

the true confluents of the uterine veins, nearly always discloses small

abscesses situated in the venous tissue itself. Moreover, around

these veins, the cellular tissue of the broad ligament is cedematous

;

and if the patients do not die from purulent infection, it is because

there has been adhesive phlebitis further down the stream than the

purulent collection : the intra-venous abscesses are often the origin

of abscesses of the broad ligament. A similar remark is applicable

to suppurative lymphangitis. In these cases, the peritoneum does

24
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not participate in the inflammatory action ; and the abscess, if not

absorbed, will tend towards the depending parts, or the inflamma-

tian may extend to the iliac fossa of the same side.

In the former case, the abscess, in the form of a tumor, will have

its seat in the lateral parts of the uterus ; and, sooner or later, will

project into the vagina. You then have an abscess of the broad

ligament, that is to say, a suppurative inflammation of the cellular

tissue which unites the two peritoneal folds, between which lie the

inflamed vessels, veins or lymphatics, the starting point of the

phlegmon.

Not only delivery, but any traumatic condition of the mucous

membrane of the uterus, may occasion perihysteric abscesses. For

example, they have been seen after abortion, and after surgical ope-

rations, such as scraping the uterus by Hecamier's instrument.

The actual cautery, and even the application of the nitrate of silver,

have sometimes given rise to similar phlegmons. Perhaps a similar

result has been caused by excessive coitus. I am inclined, however,

to think that this kind of excess more frequently produces pelvi-

peritonitis. Though primary inflammation of the veins or lymphatic

vessels is the most frequent cause of an abscess, conditions necessary

for its formation are a solution of continuity and inflammation of the

mucous membrane of the uterus. These lesions exist after delivery,

abortion, and the application of caustic or cautery : but I can hardly

understand their being produced by excess of coitus, unless,

indeed, uterine catarrh or ulceration of the cervix uteri previously

existed.

Be that as it may, once the abscess is formed in the thickness of

the broad ligament, what is the usual course of its progress ? Most

frequently, as I have said, it will project at the side of the uterus,

and open into the vagina or bladder. It usually occurs on one side

of the uterus only, and does not project either behind or in front of

that organ. When an abscess is situated behind or in front of the

uterus, the conclusion is that the pus is in the peritoneal cavity ; or

—to make the same statement in other terms—the abscess is due to

pelvi-peritonitis. In point of fact, an abscess cannot invade an

ante- uterine or a retro-uterine cellular tissue, inasmuch as neither

exist

!

When there is a real perihysteric abscess, that is to say, when the

purulent collection is situated around the uterus, in the sub-peri-

toneal cellular tissue, and not in the cavity of the peritoneum, the
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pus sometimes reaches the iliac fossa, giving rise to the signs of

abscess in that fossa—signs which vary according as the abscess is

superficial or deep. It is generally superficial, and uncomplicated

with psoitis. Suppurative inflammation, moreover, must, it is evi-

dent, follow the cellular tissue to reach the iliac fossa.

When an iliac abscess is formed, whether consequent upon pro-

pagation of the inflammatory process from the broad ligament, or on

inflammation primarily seated in the iliac fossa, pain is felt in the

place where the abscess is situated. By moderate palpation, doughi-

ness of the region is detected ; and there is sometimes slight cedema

of the abdominal walls. "When the abscess is situated in the right

iliac fossa, it may open into the caecum, but more frequently, it points

immediately above the crural arch. At other times, if prompt issue

be not given to the pus, it may, following the vessels, work its

way to the triangle of Scarpa, or reach the trochanter minor and

coxo-femoral articulation.

When the last-described course is taken, the iliac abscess is gene-

rally deep-seated, sub-aponeurotic, and complicated with psoitis.

These deep-seated iliac phlegmons almost always terminate in death,

the patients sinking from exhaustion consequent upon the suppu-

ration. I could by narrating many examples prove these cases to be as

serious as I have now stated. I will confine myself, however, to the

description of one case, which presents many complications of great

clinical interest ; and shows the amount of damage produced by

purulent collections of this kind. The patient, thirty-five years of

age, was delivered on August 30th, 1861, at the Hopital des

Cliniques, where she remained till the 18th September, experiencing

pain in the hypogastric region. On leaving the hospital, she kept

her bed at her own home till the 5th October, the date at which she

was admitted to the Hotel Dieu, bed 5, Saint-Bernard's ward. I

then ascertained that there was a phlegmon of the right broad liga-

ment. Soon, there was an abscess ; and the inflammation invaded

the right iliac fossa. Early in November, the urine was observed to

deposit a large quantity of pus. Yery probably, a fistulous commu-
nication had been established between the abscess of the broad hsra-

ment and the bladder.

The inflammation of the iliac fossa nevertheless continued to

advance ; and about the middle of November, a tumor could be

readily recognised, tending towards the crural arch. At the same

time, very acute pains supervened in the iliac region, and throughout
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the whole of the inferior extremity : extreme pain was caused by the

least pressure on the tumor, or by the slightest movement of the

limb. The pain was constant : and paroxysmal exacerbations ex-

torted cries from the patient.

The iliac tumor pointed immediately above the crural arch, where

fluctuation could be distinctly felt. As, at intervals, the urine had

a purulent deposit, it was thought that the iliac abscess would

gradually empty itself by the bladder. It did not, however, so

happen. The pain continued very acute, with paroxysmal exacerba-

tions. For several weeks, the inferior extremity had assumed the

position described by authors as belonging to psoitis : that is to say,

the thigh was slightly flexed on the pelvis, the leg was flexed on the

thigh, and the whole limb (propped up by pillows) was to a small

extent rotated outwards. The fever was constant ; the pulse was

small and frequent, becoming doubled in frequency in the evening :

profuse nocturnal sweats occurred. As the patient was becoming

weaker, I requested M. Alphonse Eobert to open the abscess. The

incision was made above the crural arch, where the tumor pointed,

four or five centimeters from the anterior superior spine of the

ilium. Hardly had the skin been divided, when there was a copious

gush of pus, at first greenish, foetid, very grumous, and afterwards

sanguinolent. On the morning after the operation, the ioth

December, the state of the patient was relatively better : she had

slept a little during the night. There was no fcetor in the mingled

pus and blood which came from the incision. It was desirable to

increase the patient's strength by appropriate diet; but on the J 2th

December, the severity of the fever was doubled, and the mucous

membrane of the mouth was covered with aphthous patches : de-

glutition became painful, difficult, and at last impossible. The voice

became snivelling and very feeble, the breathing oppressed, and the

bronchial passages engorged. The patient died on the 13th

December, four days after the opening of the abscess. In the last

days of her life, she presented none of the symptoms of purulent

infection.

An autopsy was made on the 3 5th December. The intestines

were carefully removed en masse, to afford greater facility for study-

ing the relations of the iliac abscess. A very large sub-aponeurotic

abscess was then seen in the iliac fossa, in the pus of which were

bathed the psoas magnus muscle, the iliac vessels, and the crural

nerve. There was a very considerable quantity of pus in the cavity
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of the abscess, which was circumscribed by the iliac aponeurosis and

hardened cellular tissue. The edge of the ilium formed the superior

boundary of the abscess : inferiorly, was perceived the incision made

by the surgeon just above the crural arch. Below the crural arch,

the abscess had two prolongations, one of which followed the psoas

muscle to its insertion in the trochanter minor, and the other

followed the crural nerve. The purulent train which followed the

tendon of the psoas had invaded the coxo-femoral articulation, which

was open and full of pus. The head of the femur was denuded of

its cartilage. The train of pus which had taken the course of the

crural nerve stopped four or five centimeters below the femoral arch.

The crural nerve was bathed in pus, and- its neurilema was of a

blackish color. The femoral vessels were free in the middle of the

abscess : they were enclosed in a sheath of indurated cellular tissue

:

there was no noteworthy change visible in the artery : the vein con-

tained newly formed cruoric clots, which were non-adherent, and

had never embarrassed the venous circulation. ~No morbid change

was visible in the vena cava inferior.

As I have remarked, the coxo-femoral articulation was very much

altered by the suppuration : the same statement may be made in

respect of the right sacro-iliac symphysis, which was open and full of

pus, and the articulating surfaces of which were evidently in a state

of inflammation. The abscess of the broad ligament, which had been

very probably the starting point of all the pathological changes, had

no direct communication with the iliac abscess. The peritoneal coats

of the broad ligament were much thickened, and the uterus was

almost glued to the right wall of the pelvis by the contraction which

had taken place in the diseased tissues subsequent to the evacuation

of the pus by the vesical fistula.

During life, I had been led to the conclusion that there was a

vesical fistula ; and at the autopsy, I had searched for the communi-

cation between the broad ligament and the cavity of the bladder. An
opening having been made in the bladder, in its anterior superior

part, a vesical fistula was observed, which communicated with the

primary abscess of the broad ligament. This fistula was situated in

the right lateral portion of the fundus of the bladder, three or four

centimeters behind the orifice of the right ureter.

The uterus, vagina, and rectum, on careful examination, were

found not to communicate with the [abscess, and to present no

morbid change. The pus was in immediate contact with the psoas
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magnus ; but there was no morbid change in its fibres, except that

the superficial fibres had a greenish colour, due to contact with the

purulent fluid.

The lungs were engorged, but presented no traces of inflammation.

Both apices contained some small masses of softened tubercle. The

lungs and liver were both free from any trace of metastatic abscesses.

On some parts of the surface of the liver, there were small irregu-

larly shaped yellowish spots of the size of a twenty centime piece^

due to the presence of numerous fat-globules in the hepatic cells.

The spleen was small, and not softened. The kidneys were normal

in colour, form, and texture.

The pathological physiology of these cases appears to me exceed-

ingly interesting. Here, a recently delivered woman had abscess of

the broad ligament, and the inflammation had extended by continuity

of the cellular tissue of the true pelvis and iliac fossa. The abscess

of the broad ligament had emptied itself into the bladder, whilst the

sub-aponeurotic abscess made great ravages, penetrating into the

sacro-iliac symphysis, dissecting the crural nerve, pointing above the

crural arch, after having detached the superficial fascia of the ante-

rior abdominal wall : it was at that point that the surgeon introduced

his bistoury. The abscess had burrowed below the crural arch, fol-

lowing in one direction the crural nerve, and in the other, the psoas

muscle to its trochanterian insertion. It advanced to the coxo-

femoral articulation ; and denuded the head of the femur of its

cartilage.

The connexions formed between the uterus and broad ligament

and fundus of the bladder, by cellular tissue, explained the opening

of the pelvic abscess into the bladder. The progress of the iliac

abscess, and its tendency to burrow towards the regions which I

have mentioned, may be foreseen : but it is not less remarkable to see

the ravages of the inflammation extend to the sacro-iliac and coxo-

femoral articulations.

The grave articular changes would be sufficient in themselves to

explain the pains which the patient suffered : every movement occa-

sioned frightful torture : and though it was not forgotten that the

crural nerve had been dissected by the pus, that many of its

branches detached by the inflammation of the nervous bundles were

swimming in it, there was found in the articular mischief an explana-

tion of the acute pains which darted through the inferior extremity with

that paroxysmal character so remarkable in lesions of the nerves.
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Here, Gentlemen, allow me to make a short digression, touching

the value of the lesion of the crural nerve in explaining the symptoms

of psoitis. This lesion seems to me to explain the symptoms which

we have observed, and which are generally attributed to psoitis. In

our patient, the psoas magnus muscle had undergone no pathological

change. Is it not, therefore, reasonable to suppose, that the symptoms

attributed to psoitis do not belong to any lesion of the muscle, but

to lesion of the crural nerve ?

In proof of the value of this remark, it is sufficient, on the one

hand, to find cases of inflammation of the psoas muscle without

symptoms of psoitis ; and on the other, to recognise these symptoms

in cases in which the crural nerve has been seriously implicated in

the process of inflammation. By a singular chance, I, next day, met

with these latter conditions. The deceased was a young man who

had just succumbed from typhoid fever in Dr. Horteloup's wards.

Dr. Lefeuvre, then interne of the service, invited me to verify the

existence of an enormous abscess in the substance of the psoas

muscle. The pus was thick and mingled with blood. The mus-

cular fibre was partially disorganised : some portions of it, when

examined under the microscope, presented the
;
appearance of pale

longitudinal striae, and the transverse strise were only visible in some

places : the muscular sheath contained a quantity of small shining

fat-globules. The nerve-bundle constituting the crural nerve had

not been involved in the inflammation. The limb was extended,

and parallel with that of the opposite side.

Dr. Lefeuvre informed me, that the patient had never complained

of pain, nor of any symptom which could lead to the conclusion that

there was psoitis. You see, therefore, that in this case, there was

great lesion of the psoas muscle, without any symptoms which could

be attributed to psoitis.

I thought that the psoas abscess was probably a metastatic

abscess resulting from purulent infection, the anatomical cause of

which was probably ulceration of the glands of Peyer. Purulent

infection is an unusual sequel of typhoid fever : here, however, was a

case in which it had occurred, as was proved by the presence of

numerous metastatic abscesses in both lungs. Having shown that

this case takes its place with other cases of purulent infection, I now
return to the principal fact, viz., the absence of the symptoms of

psoitis in a case of undoubted suppuration of the psoas muscle.

In this case, then, there was psoitis properly so called, that is to
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say, inflammation of the inter-fibril cellular tissue, along with disor-

ganisation of the muscular fibre, yet there had been none of the

symptoms attributable to psoitis, and—let me call your special

attention to the fact—there was no lesion of the crural nerve.

From the conjoint consideration of these two cases, we may, I

think, draw the following conclusions :

—

i . That the symptoms of psoitis specially depend on lesion of the

crural nerve.

2. That in certain cases of psoitis, a great pathological change

may take place in the psoas muscle, there being nevertheless an absence

of symptoms attributable to psoitis.

3. That inflammation of the psoas muscle and inflammations of the

iliac fossa, may often give rise to the alleged characteristic symptoms

of psoitis when the crural nerve has been secondarily invaded by the

surrounding inflammation. [In justice to Professor Grisolle, I must

mention, that in his remarkable memoir on iliac abscesses, he at-

tributed a great share to lesion of the lumbar plexus and crural

nerve, in explaining the pains which accompany iliac phlegmons and

abscesses. 1

]

We have seen, Gentlemen, that deep-seated iliac abscesses may

produce grave alterations in the coxo-femoral and sacro-iliac articu-

lations : the existence of these lesions is generally unknown till

disclosed at the autopsy. In a subsequent lecture, when discussing

relaxation of the symphysis of the pelvis, before and after delivery,

I will describe two cases in which there was suppuration of the sacro-

iliac symphysis. In neither of these cases, was the articular inflam-

mation the consequence of an intra-pelvic abscess.

In the case which I have just related an abscess of the broad liga-

ment seemed to have been the origin of all the symptoms. However,

abscesses of the broad ligament are not so frequent as some years ago

they were said to be. Dr. Bernutz, and his lamented fellow- worker,

Goupil, in their memoir published in 1857,
2 endeavoured to show

that pelvi-peritonitis is very common. They showed that in many

cases in which the physician had made out all the signs of acute or

chronic plegmon of the broad ligament, it had been demonstrated at

the autopsy, that the cellular tissue of that ligament had not been

1 Grisolle :

—

Archives Generates de Medecine. Third Series (1839)

:

Vol. IV.
2 Archives Generales de Medecine [March and April, 1857]; an^ Clinique

Medicale sur les Maladies des Pemmes. T. II, Paris : 1862.
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involved in the inflammation, and that the sole seat of the products

of inflammation had been the peritoneum of the true pelvis. Hence

these physicians, after collecting a great number of cases came to

consider the pelvic peritoneum in the female as analogous to the

tunica vaginalis in the male subject.

Orchitis, or, to speak more correctly, vaginalitis, ought, therefore,

to have pelvi-peritonitis as its corresponding affection in the female.

Just as lesions of the urethra, prostate gland, and testicle often

originate orchitis, so (it is argued) must lesions of the vagina, uterus,

Fallopian tubes, and ovaries, often produce pelvic peritonitis. I am
willing to accept this ingenious interpretation of facts, and to recognise

with MM. Bernutz and Goupil the existence of blenorrhagic,

traumatic, tuberculous, and other kinds of pelvi-peritonitis. This

classification has the advantage of obliging the clinician to carry back

his investigation to the cause of the inflammation of the pelvic perito-

neum. Science has long been in possession of the histories of nume-

rous cases of these different kinds of pelvi-peritonitis; and prac-

titioners in their daily practice are called upon to verify the symptoms

of a localised peritonitis in women affected with vaginitis and acute

or chronic inflammation of the uterus. All of you must have present

to your minds some necroscopic examination in which inflammation

of the Fallopian tubes and ovaries was seen to have afforded the

starting point for a more or less extensive peritonitis.

It is particularly as a sequel to normal or artificially induced labour,

that we meet with inflammation of the tube and ovary. In these

cases, the peritoneum surrounding or adjoining the tubes and ovaries

soon takes on the inflammatorv action. Pain and swelling; localised

at some particular part of the pelvis, enable us to recognise the seat

and nature of the lesion. Adhesions form between the affected parts

;

and if the peritonitis do not become general, the patients may recover

after a certain time, retaining the cellular adhesions, which will make

their presence known by occasioning pain, particularly at the men-

strual epochs. You will often observe, that these attacks of limited

peritonitis are connected with some acute lesion of the ovary . The

frequent recurrence of the inflammation may occasion numerous

adhesions between the pelvic organs, whence may arise errors in

diagnosis, if great care be not taken to mark well the progress of the

engorgements, and observe the signs furnished by palpation and percus-

sion. These numerous adhesions, uniting in the form of a tumour of the

uterine annexes, to portions of the intestinal mass, sometimes extensive,
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lead to serious consequences, they impede the performance of the

functions of organs, and produce marasmus.

I have not often observed pelvi-peritonitis as a consequence of

inflammation of the vagina ; but every year, I frequently meet with

peritonitis consequent upon metritis. Bear in mind the pains in the

lower part of the abdomen complained of by some of our patients

—

pains accompanied by nausea, vomiting, fever, and dysuria—in the

evening of the day or on the day following that on which we have

applied caustic to the neck of the uterus. These pelvi-peritonitic

symptoms generally subside in a few days : the inflammation, how-

ever, may extend to a great part of the peritoneum, when the patients

may be carried off by very acute peritonitis.

Sometimes, mortal peritonitis is occasioned by leaving an instru-

ment in the cavity of the uterus. In the discussion on stem-pes-

saries, which took place in the Academy of Medicine, several such

cases were mentioned. The temporary introduction of the hystero-

meter has occasioned very alarming peritoneal symptoms. From

these statements, there can be no doubt that an apparently slight

uterine lesion may give rise to very acute general peritonitis : and,

therefore, of course, we may assume, that acute metritis will much

more readily occasion peritonitis limited to the true pelvis.

Pelvi-peritonitis, Gentlemen, is characterised by effusion of

serosity into the true pelvis, and the formation of adhesions which

give rise to perihysteric tumors. These tumors, variable in volume,

are situated at the sides of the uterus, or in the ante-uterine and

retro-uterine cul-de-sacs. Sometimes, the broad ligaments assist in

developing the tumor : in such cases, the uterus seems to be firmly

nailed to the middle of the tumor. When the retro-uterine cul-de-

sac is the seat of the pelvi-peritonitis, the uterus is carried forwards

behind the symphysis of the pubes, as happens in retro-uterine hsema-

tocele. When the pelvi-peritonitis is more severe on one side than

the other, lateral deviation of the uterus will be produced. The

different deviations of the uterus are only of secondary importance.

The great fact which you require to bear in mind is, that these

peritoneal inflammations, which often become encysted abscesses,

have a tendency, whether they be acute or chronic, to evacuate them-

selves by the rectum, vagina or bladder, so that in a single day

may disappear a great part of the tumor which occupied the true

pelvis.

Pelvi-peritonitis is sometimes very protracted, and occurs in
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paroxysms. Some years ago, a surgeon who was treating one of my
patients for a uterine affection of old standing, proposed to employ

Eecainier's scraper [curette de Recamier] to destroy fungous ex-

crescences on the mucous membrane of the uterus. It is always a

serious proceeding, Gentlemen, to introduce a foreign body into the

uterus, particularly when that is done with a view to remove

diseased portions of the mucous membrane : there is always a risk of

its producing metritis and its consequences. Under the circum-

stances, therefore, I proposed that another surgeon, a Professor of

the Faculty, should meet us in consultation. My accomplished

colleague realising the great responsibility which he was assuming,

wished to examine the affected organs with great care, so as to be

able to state his reasons for the advice he gave. The digital exa-

mination occupied a long time; and was, the patient said, very

painful. Possibly, there already existed latent chronic pelviperi-

tonitis : it is important to note that from the day of our consultation,

the patient felt almost constant pain in the lower part of the abdo-

men—pains which several times within the month assumed intense

severity. Eor three years, our patient, obliged to keep her bed or

lie on a sofa, passed a large quantity of pus by the anus. I need not

say, that on all occasions, during this long period, the necessary

digital examinations were made with the utmost caution. Several

times, I had an opportunity of ascertaining that there was a doughy-

tumidity [empatement] within the pelvis, particularly in the retro-

uterine region. Finally, in this patient, coagulations formed in the

pelvic veins. One day, when the acuteness of the pains had rendered

an examination necessary, the patient was suddenly seized, during

the examination, with the symptoms of pulmonary embolism. The

symptoms gradually abated : some months later, the extent of the

perihysteric engorgement diminished : no more pus flowed from the

rectum. The patient may to-day be described as cured.

Very probably, this was a case of pelvi-peritonitis, and not of

perihysteric phlegmon. The progress of a phlegmon is different and

less protracted : pelvi-peritonitis, on the other hand, as necroscopic

examinations prove, is characterised by chronicity; and when the

adhesions are well established, it may, under the influence of a

variety of causes, be the source of ceaseless suppuration. In saying

this, I do not mean to express a positive belief that the cellular

tissue lining the peritoneum remains exempt from the inflammation

primarily seated in the pelvic peritoneum. In fact, I have difficulty
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in understanding how a chronic phlegmasia accompanied by an abscess

opening into the rectum, vagina, or bladder, should always remain

limited to the peritoneum : I do not believe that that is the rule,

although MM. Bernutz and Goupil have given very remarkable cases

in support of such a view. In reality, chronic inflammation so

thoroughly invades the cellular tissue of the pelvis, Fallopian tubes,

and ovaries, that, at the autopsy, it is sometimes very difficult to

distinguish any trace of these organs, and impossible to say the order

in which the different organs were attacked, unless account be taken

of the progress of the symptoms during life.

My patient's case proves that a chronic lesion of the mucous

membrane of the uterus may lead to latent pelvi-peritonitis, and that

a determining cause, such as digital examination, may bring on acute

symptoms. Moreover, these symptoms, become chronic, may have

paroxysmal exacerbations declaring themselves by more or less purulent

discharge. Again, the blood may coagulate in the pelvic veins sur-

rounding the inflamed tissues ; and clumsy or inopportune manipu-

lations may break up the clots, and so lead to their migration to the

heart and lungs. Under such circumstances as I am now referring

to, you cannot be too reserved in your prognosis, nor too prudent

in your examination of the affected organs.

Pelvi-peritonitis may also lead to other consequences. Not only

from its long duration may the suppuration cause great wasting of

the body and hectic fever, but it may likewise, though not so fre-

quently, lead to purulent infection. Chronic pelvi-peritonitis may

also, in predisposed subjects, by its long continuance, lead to tuber-

cular affection of the lungs and peritoneum.

The peritonitis does not always remain limited to the pelvis : I

have often seen it spread so widely as to comprise a great portion of

the intestines in its adhesions. The extension of the peritonitis is

particularly observed after delivery and abortion. Numerous autop-

sies show, that a portion of the small intestine sometimes becomes

united in one common mass with the great omentum and the organs

contained in the cavity of the true pelvis. When that is the case,

and when the patients do not die under the acute symptoms, they

soon grow weak. The pus, however, which occupies the inflamed

.masses, at last makes an issue for itself; and in this way, recovery

may take place. You remember the case of the young woman who

occupied bed 23, Saint-Bernard's ward. On three occasions, with

some days of interval between each, she presented the signs of peri-
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tonitis, which, each time, made progress ; the acute symptoms-

abated : the tumour became circumscribed, and discharged its pus

by opening spontaneously into the vagina. Some weeks afterwards,

the woman left my wards quite recovered, except that she continued

to have the abdominal pains inseparable from extensive adhesions

of the abdominal peritoneum.

As I have already said, inflammation of the Fallopian tubes and

ovaries, so common in recently delivered women, may be the

source of pelvi-peritonitis and phlegmons of the iliac fossa. But

under certain circumstances, when there is no adhesion of the tube

or ovary to the surrounding parts, the abscesses of these organs

may open into the cavity of the peritoneum, and (as I have twice

seen) give rise to rapidly mortal attacks of peritonitis.

I have now, Gentlemen, brought under your notice several cases

which were phlegmon of the broad ligament, iliac abscess, pelvi-

peritonitis, ovaritis, and metro-peritonitis ; and you may have

remarked, that some of the earliest symptoms specially suggested

the particular affection : but you have also seen, that as the

case advanced, the differential characteristics gradually became effaced

by the mere advance which was taking place in the disease. In

several of the patients, examination of the body after death showed

that there was both pelvi-peritonitis, and abscesses in the pelvis,

iliac fossa, or even in the renal region. You see, therefore, that it

would be very difficult to give you a clinical description of each' of

these affections ; as they have such a variety of causes embracing

traumatic influence, which is the most simple, and the puerperal

state, which is the most complex cause.

I am now about to try to present to you some clinical views, by

which you may be enabled to distinguish certain varieties of the dif-

ferent affections we are now considering. It is unusual for any one

of them to exist separately : they are generally accompanied by nume-

rous lesions of the uterus, ovary, or peritoneum.

AYhen the abscess is situated in the broad ligament, digital exa-

mination will enable you to distinguish a very decided resistance to

pressure in one side of the uterus : and if you, at the same time,

apply the free hand to the anterior wall of the abdomen, you may by

steady gentle pressure, detect a tumor, of greater or less size, in the

pelvis. The conditions under which the tumor is developed, the

fever, and the pain, are very important elements of diagnosis, and

justify the opinion that the phlegmon is situated in the broad liga-
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ment. The relations of the uterus to the tumor will also assist in

the diagnosis; and when the patients in the beginning of the

disease have had neither nausea nor vomiting, and when the seat of

the pain has remained confined to the situation of the tumor, it

is exceedingly probable that the inflammation has not extended

to the pelvic peritoneum. It also not unfrequently happens, that

the patients complain of only very slight pains in the hypogastrium

•

in such cases, you will find that the tumor is limited to the region

of one of the broad ligaments. In these cases, digital examination

by the rectum proves that the retro-uterine cul-de-sac does not con-

tain any product of inflammation. If no peritoneal complication

supervene, the abscess will open into the vagina or bladder.

Iliac phlegmons are sometimes the consequence of the propa-

gation of the inflammation to the broad ligaments : at other times,

particularly after delivery, they originate primarily in the iliac fossa.

Whatever may have been the conditions under which they origi-

nated, they can always be easily recognised by the pain and doughy

tumidity of the affected region. Moreover, the progress of the

inflammation will soon supply the elements necessary for diagnosis,

and show these abscesses to be either superficial or aponeurotic.

When the abscesses are superficial, the pains are limited to

the affected region ; but if opening the abscesses be delayed, they

become sub-aponeurotic : the pains will then extend to the thigh

following the course of the crural nerve : and the abscesses will

very soon point above the crural arch, or burrow deep down in the

thigh. You have seen the destruction to the coxo-femoral articu-

lation, and sometimes though not so frequently to the sacro-iliac

articulations, induced by these abscesses.

The prognosis is favorable, when the abscess is limited to the

broad ligament. On the contrary, if it be situated in the iliac

fossa, there is reason to fear its becoming sub-aponeurotic, and en-

dangering the life of the patient.

I need hardly say, that when the abscess is situated within the

cavity of the peritoneum, the diagnosis is simplified by the pre-

vious peritonitis. When the abscess is large, its walls are formed

by intestine, great omentum, uterus, ovary, ovarian annexes, and

bladder. A tumor is thus formed, situated in the true pelvis, and also,

occupying to a considerable extent the hypogastrium. In these

regions, a peculiar doughiness is detected, in the midst of which the

experienced hand can sometimes recognise, in thin subjects, by pal-
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pation, a non-homogeneous resistance. On percussion, different

degrees of dulness are perceived, showing that a portion of intestine

is involved in the tumor. It is found, by digital examination, that a

change has taken place in the relations of the uterus—that it has

lost its mobility, and is nailed, as it were, to the middle of the tumor.

At the bottom of the vagina, and in the cavity of the pelvis, the

finder feels a swelling, which extends to the sides of the pelvis and to

the retro-uterine cul-de-sac. When such conditions exist, it is cer-

tain that the peritoneum is the seat of inflammation.

But it must not be supposed that pelvi-peritonitis, in whatever

cause it originates, has always such precise diagnostic signs. It

often becomes developed as a latent affection after delivery and

abortion, or arises from inflammation of the uterus and vagina. We
then find, that though the patients experience some pains, they

neither have vomiting nor nausea. The ordinary assemblage of

symptoms of peritonitis is absent, and I confess that it is very

difficult to assign to this form of pelvi-peritonitis any distinctive

characters. Modern works, however, and particularly the memoir

of Goupil and Bernutz, have so completely established the great

frequency of pelvi-peritonitis, that you must always endeavour to

detect, in the antecedents of the patients, a cause for the inflamma-

tion of the peritoneum.

Tor the present, I avoid introducing the more difficult cases into

the discussion ; and confine myself to a consideration of the morbid

characters which seem to explain the more common facts of pelvi-

peritonitis. When patients suffer from pain in the hypogastrium as

a sequel of sexual excess, or as an accompaniment of gonorrhoea or

metritis, the possible existence of pelvi-peritonitis immediately

suggests itself. If it exist, palpation of the hypogastrium will pro-

duce pain, and digital examination by the vagina, if pain has

existed for some previous days, will detect a tumor occupying the

perihysteric region. The pains then occur in paroxysms, while the

tumor becomes more and more appreciable to the means of investi-

gation employed. These abscesses of the pelvic peritoneum, sooner

or later, and at intervals, open into the vagina, bladder, or rectum.

The prognosis in pelvi-peritonitis varies with the extent and cause

of the inflammation. When it involves a portion of the intestine

and the annexes of the uterus, the case is one of great gravity,

because hectic fever will soon set in. Orchitis in the female, on the

contrary, when limited to the pelvis, and not interfering with the
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functions of the bladder, ovaries, and Fallopian tubes, in general,

terminates favorably, especially when the pus has an outlet from the

body, and the cause of the inflammation has ceased.

Gentlemen, in presenting to you these clinical considerations on

perihysteric abscess, I have not intended to give you a complete

description of all the inflammatory affections of the peritoneum and

pelvic cellular tissue. In the actual state of science, I do not

believe it possible to give such a description. Read the works on

this subject of my much lamented hospital colleagues, the late Drs.

Yalleix,1 Aran, and Goupil ;

3 study with attention the memoir, so

rich in facts, of Bernutz on pelvi-peritonitis, or orchitis in the

female : you will then be convinced that the subject which I have been

now discussing with you is one of the most obscure in pathology.

Be that as it may, I have pleasure in stating, that we are indebted

to the authors I have now named for important views : it was a

great contribution to science, to establish, that pelvi-peritonitis

occurs frequently, and that perihysteric phlegmon is relatively

rare.

I do not think it necessary to speak at any length on the patho-

logical anatomy of pelvic abscess : the anatomical details given in

my accounts of cases will suffice to impress on your minds the

principal lesions.

Let me now describe to you a case which illustrates the multi-

plicity of pelvic lesions which may originate in inflammation of the

uterus : and which also shows that the actual cautery, usually exempt

from danger, may sometimes occasion mortal lesions.

A woman, aged twenty-seven, was admitted to Saint-Bernard's

ward. She stated that she menstruated regularly, but always had

leucorrhoea, and pains in the loins and lower part of the abdomen.

By digital examination, it was found that the neck of the uterus

was swollen, half open, and deeply excoriated. I resolved to apply

the actual cautery. I generally employ it, when the lesions of the

cervix are not superficial ; and I have done so for more than fifteen

years, without any bad results having been produced, till the case

occurred which I am now going to relate. I applied the actual

cautery to the cervix. Everything seemed to go on exceedingly

well : the slough separated in a few days : the menses appeared in

1 Valleix:—Guide de Medecin Practicien.
2 Goupil :—Lecons CJiniques sur les Maladies de l'Uterus et de ses Annexes.

Paris; i860.
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the interval, and four clays after their cessation, I applied the actual

cautery a second time, hoping that it would not be necessary to

repeat the application. Five or six days after the second applica-

tion, there was slight pain in the left iliac fossa, and deep-seated

doughiness could be detected on palpation. Some days later, the

pain increased, and there supervened neuralgia of the crural nerve,

.

with contraction of the thigh on the pelvis. The iliac swelling

became more apparent, the pains in the thigh increased, and the

power of extending the limb ceased. On attempting extension of

the limb, very acute pain was occasioned, shooting deep into the

pelvis. Intense fever set in; and I saw clearly that there was

phlegmon of the sheath of the psoas and iliacus muscles. A
doughiness soon became appreciable below the crural arch, and pus

burrowed to the trochanter minor. About five weeks after the last

cauterisation, the unfortunate young woman died exhausted with

fever and diarrhoea.

On examining the body after death, an abscess was found in the

left broad ligament, slight peritonitis, and a purulent collection

which had dissected the psoas and iliacus muscles, and extended

from the lumbar region to the trochanter minor.

I have often asked myself, Gentlemen, whether the cauterisation

occasioned the disaster ; and I have answered the question in the

affirmative. It is certain that if I had not performed that little

operation, the iliac phlegmon had never been formed. But, Gentle-

men, when I inquire into the results of my own practice, when I

interrogate professional brethren who are not afraid to tell the truth

as to their practice, I discover, that in a few rare instances, the most

superficial cauterisation of the cervix has induced inflammation of

the broad ligaments and peritoneum : I discover that not only is

cauterisation with the red hot iron generally free from danger, but

is even more generally harmless than cauterisation with potential

caustics. As a general proposition, it is correct to say, that the

deep sloughs produced by the actual cautery are a guarantee against

serious phlegmons of the pelvis.

It must be admitted, that medicine is nearly impotent in the

treatment of perihysteric abscesses. When the symptoms have in-

formed us of the existence of phlegmon or peritonitis, I place ex-

ceedingly little reliance in the resolutive action of local or general

bleeding. Generally, my only aim is to calm the pain by local

applications, or the internal administration of preparations of bella-

25
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donna and opium. By silencing the pain, it frequently happens

that the inflammatory fluxion is moderated ; and when I accomplish

that object, I am well pleased with the result of the treatment.

Although we can do but little for the cure of pelvi-peritonitis and

phlegmons of the pelvis, we can do a great deal in respect of the

causes on which the inflammation depends. All our efforts, there-

fore, ought to be directed towards prevention, towards diminishing

the influence of the causes, and studying the organic susceptibility

before we interfere with chronic affections of the womb. Tor ex-

ample, when menstruation is painful, and profuse menorrhagia

testifies to the existence of an abnormal fluxion towards the genital

organs, the woman ought to be advised to avoid everything likely

to increase pain or haemorrhage. Delivery, as I have said, is the

most common cause of pelvic abscess ; but we learn from experi-

ence, that unless an epidemic influence be prevailing, pelvi-perito-

nitis and perihysteric abscess are hardly ever observed, except in

persons in whom labour has been abnormal or protracted, or in

patients who have committed some imprudence within a few days of

delivery. To state the etiological conditions, is to indicate the rules

which ought to be followed to avoid the consequences of these con-

ditions.

In the cases in which it is necessary to use caustics to modify

inflammation of the cervix uteri, or in uterine catarrh, always pro-

ceed with extreme caution : always fear setting up an inflammation

which may extend to the peritoneum. Interrogate—if I may use

the expression—interrogate the susceptibility of the organ on which

you are going to act ; and before resorting to powerful caustics, use

those which are feebler : stop your applications whenever you find

they occasion acute pain.

Likewise, in specific inflammation of the mucous membrane of the

vagina, abstain from interfering too brusquely by substitutive treat-

ment. Eecollect, that in these cases also, there is a risk of causing

pelvi-peritonitis.

Gentlemen, in making a digital examination of the uterus, you

eannot exercise too much caution. I have related to you a case in

which a somewhat roughly performed digital examination occasioned

pelvi-peritonitis, which lasted for three long years !

Never employ the hysterometer except in the exceptional cases in

which catheterism is indispensable for diagnostic purposes. Such
cases are of infinitely rare occurrence. In a still more emphatic
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manner, I denounce intra-uterine pessaries, which ought not to be

employed under any circumstances : this opinion I the more hold to,

from having been taught by experience, that deviations of the womb
are almost never the cause of the pains and discomforts from which

women suffer. These pains are generally symptomatic of metritis,

uterine catarrh, or chronic pelvi-peritonitis, which are only aggra-

vated by the introduction of a foreign body into the uterus.

When pelvic abscesses point in the vagina or rectum, they ought

not to be opened. The physician ought likewise to refrain from

active interference in cases of retro-uterine hematocele. On the

other hand, when the perihysteric abscess has invaded the iliac fossa,

operative interference is demanded. You are acquainted with all

the grave complications of these abscesses when allowed to remain

too long in contact with the psoas muscle and the cellular tissue of

the iliac fossa : you know that they have a tendency to work their

way towards the sacro-iliac and coxo-femoral articulations, and that

when this takes place, the issue of the case is nearly always mortal.

Consequently, as soon as you have become satisfied by an attentive

examination, that there is pus in the iliac fossa, you ought to open the

abscess by the bistoury ; or at least, you ought, by the use of caustics,

to hasten the formation of adhesions, so that you may safely make
the opening. In these circumstances, you must not wait too long ;

for prolonged waiting may render ultimate interference completely

useless.



LECTURE XCVIII.

NEW SPECIES OF ANASARCA, THE SEQUEL OF RETENTION

OF URINE.

The Anasarca is observed, and the Retention, of Urine is not recog-

nised.—Relation of Cause and Effect between the Anasarca and

the Retention is, with greater reason, not recognised.—The Bis-

tended Bladder may be mistaken for a Malignant Tumor.—
Accumulation of Urine.—The Anasarca is rapidly cured by the

Evacuation of the Urine.— Why Retention of Urine causes

Anasarca.

Gentlemen :•—I wish to avail myself of this opportunity' of

speaking to you regarding a species of general dropsy which accom-

panies retention of urine. Though we see less frequently in the

medical than in the surgical wards patients suffering from affections

of the urinary passages, yet it is not unusual for persons with

anasarca to be directed to our wards, because dropsy is generally

looked upon as the consequence of some grave internal lesion. Hos-

pital surgeons themselves do not hesitate to send this class of

patients into the medical wards, because they nearly all ignore the

influence which retention of urine sometimes has in producing

anasarca. Eor a similar reason, we physicians receive these patients

in our consulting-rooms ; whereas, had this species of anasarca been

better known, they would have been sent to our colleagues* who
devote themselves to surgery.

Gentlemen, you have not forgotten the patient who, during the

summer of 1864, was admitted to Saint-Agnes's ward, and there

occupied bed No. 3. With me, you were struck by the great amount

of anasarca in every part of the body. When, after examining the
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case for a minute, and discovering that the bladder was distended, I

intimated that that condition was very probably the cause of the

dropsy, which would disappear when the urine was drawn off by the

catheter or passed freely > I observed a smile of incredulity on your

faces. Gentlemen, the urine was not albuminous : the liver, heart,

and lungs presented no abnormal indication : no trace of cancerous or

tuberculous disease could be detected. Some days later, you were con-

vinced that I was right : at all events, you admitted, that in that par-

ticular case I was not mistaken, and you learned from the patient

who had not attached much importance to the circumstance, that for

two months, micturition had been becoming more and more difficult

;

and that the patient had long had stricture of the urethra and

disease of the prostate. When cured of his dropsy, I sent him into

the wards of my colleague M. Maisonneuve, whose province it was

to treat the affection of the urinary passages, the cause of the

anasarca.

The diagnosis which I made with so much ease, and the

favorable prognosis which I formed in this case, apparently so very

serious, were, Gentlemen, neither the results of divination nor of

chance. More than ten years previously, I had learned from Dr.

Bourgeois (of Etampes) to recognise cases of this kind. In 1855,

he described to me a very remarkable form of general dropsy, which

he had observed after incomplete retention and insufficent emission

of urine. I strongly urged him to send a note on the subject to the

Academy of Medicine, which he did soon afterwards.

Erom that time, my attention has been keenly directed to the

subject; and I have had frequent opportunities of verifying the

lesson I learned from Dr. Bourgeois. Few years pass in which I do

not see patients of this kind in the clinical wards, and still greater

numbers of them come to me in my private consulting-room. I

exceedingly regret that I have kept no note of these curious cases

:

but during the current year, within three months, I have seen four

cases, one in my wards in the Hotel-Dieu, one in my consulting-room,

and the other two in the practice of two brother practitioners of

Paris.

Before describing these cases which I have examined recently, allow

me, Gentlemen, to read to you the account of the two cases which

constitute the basis of the memoir which Dr. Bourgeois sent to the

Academy of Medicine in 1855, which account he was so obliging as

to communicate to me.
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" About the year 1 846/' says Dr. Bourgeois, " I was called to-

the neighbourhood of Pithiviers, to a gentleman aged thirty, affected

with dropsy, for which he had been under treatment by two of my
brother-practitioners for some weeks. I found the patient in bed,

to which I was told he was chiefly confined. The face was pale and

swollen ; but neither the features nor the colour of the skin were

much altered. The whole body was greatly swollen : there was no

cyanosis : the pulse was quick and compressible : the appetite was

deficient : the thirst was great : inspiration became impeded in the

horizontal decubitus. The abdomen, much distended, communicated

the sensation of fluctuation ; and by pressing on it somewhat strongly,

a large, isolated, oval tumour was felt, which reached from above

the umbilicus to deep down in the pelvis. The cellular tissue of

the limbs and trunk were much distended. On examining the

heart and lungs, no lesion was detected, except, that at the base of

the chest, in the precordial region, there was dulness, due to the

presence of a certain amount of fluid in the pleurse and pericardium.

I forgot to mention that the patient had never had a complete stop-

page of urine : he was always passing urine unconsciously, and with-

out any desire to urinate. His constitution was slightly lymphatic,

but otherwise good. When in a heated state, he had bathed in very

cold water, and had in consequence suffered from slight diarrhoea and

colic in the lower part of the abdomen : then came the almost total in-

ability to pass urine, which began at last to dribble from him con-

stantly. Some time after this, seeing that his limbs were swollen,

and being still more alarmed by the diminution of his strength, he

summoned the doctor of Pithiviers : matters becoming worse, I was

called in.

" The examination which I made of the abdomen led me to think

that the cause of the anasarca was to be found in the state of the

urinary passages ; that the bladder was enormously distended ; and

that the patient had urinated by overflow from engorgement, which

had misled my colleagues. In all such cases, as a preliminary mea-
sure, I propose the use of the catheter : in this case, the proposal was

accepted by the patient and his medical attendants. Hardly had
the silver catheter entered the bladder, than the urine gushed forth

in a full stream, till at least three litres had passed. The relief was
immediate

: before we left the patient, the desire to urinate, absent

for several weeks, was felt, but without the ability to satisfy it. The
catheter was introduced a second time ; and we were astonished at.



NEW SPECIES OF ANASARCA. 391

the quantity of urine evacuated : it was clear, limpid, and nearly

without odour. A catheter was left in the bladder, which was un-

stopped, at the patient's request, every half hour. This system was

continued for two or three days, during which period, the patient

passed from twelve to fifteen litres of urine. Within the same

period, the anasarca entirely disappeared : and all the functions were

very speedily restored, excepting the voluntary emission of urine.

The patient was obliged to draw off his water by the catheter, till

his death ; which occurred several years later, of cerebral disease.

" Some years later, I was sent for to Pussay, to visit a strong old

man of sanguineous temperament, nearly seventy-five years of age,

who for some months had had difficulty in completely emptying his

bladder. This old man, urinating with increasing difficulty, and

passing a certain quantity of urine unconsciously, seeing, moreover,

that his limbs were swollen, called in a physician of Augerville, who
considered the case as one in which there was incontinence of urine,

and incipient dropsy, the latter affection not having any relation to

the former. As matters increased in seriousness day by day, I was

asked to meet in consultation the ordinary medical attendant. I

found the patient in the following state : there was no sensible

alteration of the features : there was infiltration of the face : the

decubitus was dorsal : he was confined to bed : there was very little

oppression in the breathing : the pulse was tolerably full, but com-

pressible, and not quick : the appetite was impaired : the bowels

were seldom opened : there was a constant dribbling of urine, by

which great erythema of the surrounding skin had been caused

:

the state of general swelling was very marked.

" On applying some force in the palpation of the abdomen, there

was discovered, in the hypogastric region, a large oval tumor, extend-

ing from the pubes to above the umbilicus : no desire to urinate was

excited by pressure on the tumor. On seeing this poor old man,

and hearing a short statement by his relations, I immediately recol-

lected my previous case, and concluded, that the anasarca was due to

insufficient micturition, and that there was also a reflux of fluid into

the splanchnic cavities and interstitial tissue. I was convinced of the

nature of the case by a most thorough examination, and immedi-

ately proposed catheterism : this was attempted in vain by a silver

catheter, the only instrument at our disposal. After numerous trials,

we were obliged to adjourn the operation till we were provided with

more suitable instru ments : but the family, one of whose member
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was at that time under the treatment of M. Segalas, proposed that

that able practitioner should be called in, a proposal to which we

assented with satisfaction. Next morning, we were accompanied in

our visit to the old gentleman by M. Segalas. In vain, M. Segalas

attempted to surmount the obstacle by using metallic catheters and

soft sounds of cylindrical, conical, and olivary shape : for a long time,

he was unable to pass an instrument into the bladder, till, at last, he

succeeded in introducing a curved catheter. The instrument had no

sooner entered the bladder, than the urine issued forth in a rapid

forcible stream. Without a pause, the patient passed several litres

of urine. As the introduction of the catheter had been a matter of

so much difficulty, we deemed it prudent to leave it in the bladder.

Some time after the first evacuation—which was complete—the

patient felt, for the first time, a desire to pass urine : the stopper was

then taken out of the instrument, when, considering the short time

which had elapsed since the bladder was emptied, a surprising quan-

tity was discharged. Every half hour (or hour at the longest), the

I bladder was emptied by request of the patient ; and, as in the pre-

vious case, the dropsy disappeared within two or three days. The

j

power of urinating voluntarily never returned, although, with the

^exception of this inconvenience, he lived in completely restored

health, till he died, four or five years afterwards, of a disease in no

way connected with the affection now described. Till the end of his

life, it was necessary to draw off his urine by the catheter. The

operation was regularly performed by a member of the family, and

always without difficulty. In this case, there was no real

urethral obstacle—only a deviation at the prostatic portion of the

canal/''

I now proceed, Gentlemen, to describe the cases which have

-recently occurred in my own practice.

In July, 1864, a gentleman, aged sixty-four, consulted me in my
cabinet. He ascended my stair with difficulty, and although he had

rested more than an hour in the waiting-room, he was panting dread-

fully when he entered my consulting-room. His face and hands

were infiltrated ; and forthwith, I discovered that the inferior ex-

tremities were equally swollen. The abdomen was very large.

The patient informed me, that the general swelling of his body
had commenced two months previously, without any appreciable dis-

turbance of his health except severe abdominal pains. The anasarca

began in the legs ; and in eight or ten days, had extended to the
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whole body. The physician in attendance had then ascertained that

there was a tumor in the abdomen ; and in sending his client to me,

he directed my attention to this tumor, which he regarded as the

starting point of all the symptoms.

Ere long, the swelling increased enormously ; and at last the

patient's miseries culminated in orthopncea.

I conjectured that he had Bright' s disease j and asked him to

give me some of his urine. He passed urine in my presence,

without much difficulty; but the quantity passed was small. I

found neither albumen nor glucose in the urine. I auscultated the

heart and lungs, without finding anything to explain his serious

condition.

Having caused the patient to lie down on the sofa, I very care-

fully examined his abdomen. I there found an enormous tumor,

reaching from the pelvis to above the umbilicus. It was elastic,

and perfectly round. I at once perceived that it was the bladder.

Without saying anything to the patient, I introduced a catheter into

his bladder, which I did without any difficulty; and withdrew three

litres of limpid urine. The tumor forthwith disappeared.

I then inquired into all the circumstances prior to the invasion of

the symptoms which had led him to consult me. I learned facts

which had not been stated to me in the first instance, as the patient's

attention had not been directed to them.

Tor two or three years, his bladder had been sluggish. He uri-

nated frequently, both by day and by night ; and on every occasion,

he had to use efforts. A month before the commencement of the

general dropsy, he observed that he could not urinate when in bed,

lying down : he required to kneel. A few days later, he became

obliged to get out of bed to make water. After some days passed

in this state, he became unable to urinate on first taking up the

vessel : he was obliged to walk, barefooted, up and down his room

for some minutes ere any urine passed ; and then, it was only with

great straining, that he could pass above half a tumbler.

It was at this stage, that his feet began to swell. He had then

called in the physician who had found in the hypogastrium a very hard

tumor which he considered a malignant growth. He had inquired

about the urine, and had been told by the patient that his urine was

rather more abundant than when he was in a normal condition :

the physician, consequently, paid no more attention to that matter.

Strange to say, when the patient came to me, he did not mention his
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urinary difficulties ; and it was not till after I had used the catheter,

that I obtained from him the details I have now given you—in fact,

not till after I had, to a certain extent, guided his recollections.

I saw clearly, that all the dropsical symptoms were consequent

upon the retention of urine. As he had an affection of the pros-

tate, and as I felt that I was quite incompetent to deal with such

an affair, I placed him under the care of a colleague, more able than

me, who taught him to introduce the catheter. As soon as the

evacuation of the urine was regularly attended to, the anasarca dis-

appeared, as well as the dyspncea and other serious symptoms under

which the patient had suffered for two months.

On the 5th September, 1864, I saw, in consultation with Dr.

Lepere, a case of which I am now about to give you a very succinct

account.

The patient, a man of fifty-five years of age, was very subject to

hsemorrhoidal flux, by which he had been greatly weakened. Prom

time to time, during the three preceding years, he had experienced,

during the night, a stoppage in the stream of urine of which he did

not take much notice, attributing it to spasms induced by the hae-

morrhoids. During the summer of 1864, he often felt difficulty in

passing his urine : there was an obvious change in his state of

health : he became thin, and his appetite was impaired. In the

mean time, during July, he went to Ems with his wife, for whom

the waters had been prescribed.

About the 15th of August, M. Lepere was informed by letter

that the patient had suffered dreadfully from his haemorrhoids ; that

hands, legs, and abdomen were swollen ; and that the physicians had

discovered a cancerous tumor connected with the liver. Our Parisian

colleague replied, that the latter statement could not be correct, for

he had, a month previously, very carefully examined the abdomen by

palpation, and had then ascertained that the organs were in a normal

state. In answer, M. Lepere received an assertion still more cate-

gorical than the first. When the wife had concluded her course of

the waters, the husband was sent to Kissingen. There, the severity

of the symptoms increased rather than diminished. M. Lepere

received a letter, in which he was requested to invite me to meet

him in consultation in the case on the 5th September.

We found the patient seated. He was suffering considerably

from oppressed breathing : the face was pale and puffy : the hands

were cedematous : the legs and abdomen were enormously swollen.



NEW SPECIES OP ANASARCA. 395

Before making a more minute investigation, we asked for some

urine : it was clear, and did not give an albuminous precipitate when

treated by heat. "When we proceeded to palpation, we at once found

that there was a large, round, elastic tumor in the hypogastrium and

reaching far above the umbilicus : in size and form, it resembled

the uterine tumor at the eighth month of pregnancy. The tumor,

I perceived, was evidently the bladder distended with urine ; and I

had no difficulty in seeing that the case was similar to those reported

by Dr. Bourgeois, and to others like them which I had myself ob-

served. A catheter was introduced into the bladder, when eight

litres of urine were withdrawn.

It is unnecessary for me to add, that the tumor entirely disap-

peared. After four days of the use of the catheter, the swelling was

gone ; and the secretion of urine was very abundant.

It becomes very interesting to inquire how it was, that this

patient, a man of great intelligence, and very observant of his

different symptoms, should have forgotten all that pertained to the

bladder in the history of his disease. When we had brought back

his recollections to their proper bearings, the patient told us that

since his sojourn at Ems, he had been obliged to rise every night, and

even to walk about the room when he wished to urinate : he had

never had retention of urine, and the night preceding my visit, he

had urinated voluntarily five or six times, each time passing one

hundred and fifty grammes of urine.

Gentlemen, I dwell on these circumstances, because this patient,

like the other whose case I have described to you, never spoke of

retention of urine—never even mentioned having suffered from

any inconvenience referable to the urinary passages. It was only

by palpation of the abdomen, that a clue to the diagnosis was

obtained.

My part in the case of M. Lepere's patient was at an end. As he

had an affection of the bladder, M. Eicord was called in. He found

that there was a very large calculus; but did not consider it

advisable to attempt lithotrity. In two months, the patient died,

with symptoms of purulent infection depending on extensive disease

of the prostate.

During the same month, I saw a patient living in one of the

streets of the Marais, to whom I was called by one of my colleagues.

There was general anasarca, which had lasted nearly six weeks. The

patient was a man about sixty years of age, who had had sluggish-
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ness in urinating, but no incontinence of urine. My colleague who

had perfectly ascertained that there was repletion of the bladder,

feared, however, from the existence of dropsy, that there was serious

organic disease. I related to him some of the cases which I had

seen ; and I had no difficulty in getting him to adopt some of my
ideas as to the absence of danger. It was agreed that the catheter

should be used several times a day. Soon afterwards, I learned that

the anasarca had disappeared from the time that free passage had

been afforded to the urine.

Eecently, when in company with Dr. Follin, I was speaking to

him of the singular relation between retention of urine and general

dropsy, when he mentioned to me that he had been called to the

country to see a patient whom he found in the conditions similar to

those I have been describing ; and that he had been surprised and

alarmed at the anasarca which existed.

It is quite certain, then, Gentlemen, as stated by Dr. Bourgeois,

that retention of urine may occasion general dropsy. The recognition

of this fact has a very important bearing on practice. We know

that anasarca may show itself in the form in which it usually

appears in Bright's disease, and yet be as easy of cure, as it is in-

exorably rebellious to treatment when associated with that malady.

Again, there is the curious fact, that many patients are not aware

that they have retention of urine. When we see dropsy supervene

slowly, extending even to the face, and when, at the same time, the

health of the patient becomes deteriorated in a manner similar to that

which takes place in diseases of the urinary organs, even in those

which arise unknown to the patient, it is very difficult not to believe

in the existence of some serious organic mischief; and even after it

has been ascertained by abdominal palpation, that the bladder is

distended by urine, one would be apt to attribute the retention to a

malignant tumor, were it not for the favorable view suggested by

such cases as I have just laid before you.

Gentlemen, it is difficult to explain the manner in which the species

of anasarca now under consideration is produced. I have often

asked myself whether, when the urine, this excrementitious fluid, has

been long pent up in the bladder, it does not flow backwards by the

ureters into the pelves and calices of the kidneys, so as to distend

the organs and impede their function. By the blood being thus

prevented from throwing off its excess of water, which flows abun-

dantly to the renal surface, general dropsy is produced. I have a
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great dislike to this mechanical explanation, and hazard it with

much timidity. Perhaps we are justified in supposing, that the

compression of the kidneys prevents that complete emunction which

they ought to perform; and that, in consequence, the constitution of the

blood undergoes a great alteration—an alteration which ceases on

removal of the cause.

For the present, Gentlemen, let it suffice, that you know, that

there is a species of anasarca due to retention of urine ; and that you

learn to detect it, and treat it.
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Frequency of Moveable Kidney.—Reason of this Frequency is the
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in Women than in Men ; and on the Might than on the Left

Side.—Explanation.—Moveable Kidneys are not always Painful.
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:

Means of avoiding them.—Treatment.

Gentlemen :—You have seen very recently among the out-patients

at the Hotel-Dieu, a man thirty-five years of age, robust in appear-

ance, of powerful muscle, and presenting every condition of good

health, who complained, nevertheless, of having an abdominal

tumor, and of suffering from peritonitis, to which affection he said

he was very subject. A tumor in the abdomen is very unusual, and

peritonitis is still more unusual, in a man who generally enjoys good

health. The man's face expressed pain, but had not a pinched

appearance ; and he had no fever. The possibility of displacement

of the kidney at once presented itself to my mind ; and I told the

patient to take off his clothes. You saw that the abdomen was

furrowed by the cicatrices of cuppings and leechings, showing that

the patient had many times previously suffered from similar pains,

and had on each occasion been treated for peritonitis.

Although thickness of the abdominal parietes rendered explora-

tion difficult, and although it was rendered still more difficult by

the pain, I could easily recognise, and enable you to verify for your-

selves, the existence of a tumor in the right side. It was hard,

shaped like an orbicular ring, and rather painful. It could be easily

moved backwards and forwards, but it could not be brought to the

median line. By steady gentle pressure, it could be pushed into the

right renal region.
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The patient was free from fever, and consequently free from in-

flammation
: pressure on the abdomen did not occasion pain, conse-

quently, there was no peritonitis : there was neither vomiting nor
difficulty in passing water, consequently, neither nephritic colic nor
renal lesion existed. The tumor in question, moreover, had reaDy
the form of the kidney, and could be pushed into the renal region.
In your presence, I made a little experiment, which was quite a
demonstration. Pressing on the tumor, I caused a certain amount
of pain : placing then the hand on the left renal region, and making
similar pressure, I produced pain in all respects similar, the patient
said, to the pain occasioned by pressing the tumor in the right side.

The tumor, therefore, could be nothing else than the right kidney :

in fact, the case was one of moveable kidney, and not of peritonitis

as had till then been supposed.

I ordered this man to wear a concave cushioned bandage, for the
double purpose of supporting the kidney and protecting it from
being injured by external objects. I also advised him to abstain
from all antiphlogistic treatment. I recommended use of baths and
poultices when the kidney was painful.

You will remark, that in this case it was the right kidney which
was moveable. It is that kidney which is generally affected by
mobility and displacement. You will also remark, that the patient
was a man

: according to statistics, the subjects are more frequently
women.

Why do the kidneys become moveable? Why does the right
become more frequently moveable than the left kidney ? Why does
the moveable kidney so easily become the seat of pain ? These are
questions which I wish to discuss with you.

Gentlemen, we cannot too carefully study the marvellous arrange-
ments which nature has contrived for the protection of our organs.
There is a simplicity of means, and a grandeur of results, presenting
an aggregate which I am never weary of. admiring. Arrived though
I be at that period of life when the susceptibility to enthusiasm is

pretty well past, I still feel an enthusiastic admiration for the works
of nature.

Protection of organs is one of the fundamental principles which
preside over the structure of the living body. Every organ requires
to be protected from the objects in|the external world ; and yet, every
organ requires to communicate with the external world.

The brain dwells and moves within a box of bone which is both
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thin and strong. It is thin, that its weight may not impede the

movements of the head : it is strong, in virtue of its spheroidal form

;

and all the bones of which it is composed are dovetailed into one

another by a series of indentations which diminishes strain, and

deadens shock. The spinal cord is likewise protected by a bony case,

the vertebral canal, which, with very great strength, unites elasticity

to give power of resistance, and flexibility to impart ease of movement.

You know to how great an extent the lungs are capable of expansion

within their cage formed by flexible resisting arcs, the ribs, and by

elastic planes, the intercostal muscles. Within the same cage, the

heart is contained. The liver lies on the right side, hidden behind

the lower false ribs, and under the diaphragmatic arch. The spleen

lies on the left side, protected by the lower false ribs. The kidneys

rest on thick muscular masses, formed by the quadrati lumborum and

the origins of the psoas muscles. On the inside, they are protected

by the vertebral column ; and on the outside and posteriorly, by the

quadrati lumborum, transverse processes of the lumbar vertebrae, the

sacro-lumbar muscular mass, the spinalis dorsi, and very strong

aponeuroses : in front, the intestinal convolutions separate them from

the abdominal parietes. The bladder and uterus are protected infe-

riorly and posteriorly by the pubic girdle, within the cavity of the

pelvis. The intestines alone seem to be badly protected : they have

only the protection of a muscular wall. But then, as they are sub-

ject, by the requirements of digestion, to alternate expansion and

contraction, it is essential that they be placed within a cavity which

is extensible like themselves. Here, nevertheless, protection is also

assured : to permit the free transit of their contents, the intestines

are distended with gas : these gases form an elastic, and consequently

a protective cushion. To promote the passage from above downwards

of the contents of the digestive canal, that canal is endowed with an

incredible facility of movement; and to this same facility of move-

ment, it owes its protection from injury by shocks. You are

acquainted with the great instinctive contractile power with which

the abdominal muscles are endowed. When palpation of the

abdomen is performed without due precaution, there is immediately

perceived a stiffening, caused by an automatic contraction of the

muscles, which comes to the protection of the subjacent organs.

Within the abdomen, it appears then, that we find only those

organs which are soft and elastic, the stomach and intestines, in

relation with the soft abdominal parietes : all the hard organs—the
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liver, spleen, kidneys, and uterus—are placed deep, where they are

protected by osseous bulwarks. From their solidity, pressure on

them occasions pain and injurious consequences. You now perceive

why it is, that the kidneys when moveable are exposed to pressure

and painful friction, giving rise to many untoward symptoms.

Are moveable kidneys always the seat of pain ? To be able to

answer this question, it would be necessary to examine the kidneys

of all the subjects submitted to our medical investigation. This has

been done by Dr. Walther, an accomplished physician of Dresden

;

and I will tell you forthwith the results of his researches. I hardly

ever diagnose moveable kidneys. When I do diagnose them, is

when an individual suffering from them comes to me complaining of

them. As he complains to me of symptoms caused by moveable

kidney, I conclude that a moveable kidney is a distressing or painful

affair. This, however, is a very illogical mode of reasoning ; and yet

it is one too frequently employed in medicine. It is by reasoning in

this way, that the fatal mistake has arisen of supposing that de-

viations of the uterus are the cause of the pain, the pain being

in reality due to the concomitant metritis. A woman complains to

a physician of pain in the uterus, and manifold discomforts : he

makes a digital examination, ascertains that there is a particular

deviation of the uterus ; and, ignoring the metritis, he concludes

that the deviation is the cause of the uterine symptoms. But investi-

gate by another mode. Follow the method of inquiry pursued by

M. Gosselin at the Hopital de Lourcine : he submitted indiscrimi-

nately all the women at that institution to digital examination of the

uterus, those who were and those who were not suffering from a

uterine affection, with the result of ascertaining, that every kind of

deviation of the uterus was of very frequent occurrence : he found,

moreover, that deviations of the uterus exist in women who do not

suffer the very slightest uterine discomfort. Consequently, when

women who suffer from the uterus have a deviation of the organ,

their sufferings must not be attributed to that deviation, but to some

other uterine affection, the deviation being initself a very harmless affair.

Were all physicians accustomed to scientific precision, they

would feel, that it was not logical to arrive at a conclusion until

they had examined all data, and instituted experiments as counter-

proofs. In the question now before us, the counter-proof consists

in the examination of the kidneys of a great many persons not

suffering pain. This, Dr. Walther has done : and he has obtained

26
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the curious result, that the kidneys are moveable in a considerable

number of persons who suffer in no degree whatever therefrom,

who give no thought to the peculiarity, and are even ignorant that

they have a moveable kidney.

Moveable kidneys generally become painful as a consequence of

great and unusual pressure, of a blow, or of prolonged fatigue:

and it is after such occurrences that the patients come to us with

their complaints.

My chef de clmique, Dr. Peter, was one day summoned to a client,

a robust man, usually in the enjoyment of good health. He was a

distinguished architect, a person of great intelligence, who gave a

very good account of his sensations. He stated, that from the

evening of the preceding day, he had been suffering acute pain in the

right side of the abdomen, particularly at one special place which he

indicated. Dr. Peter, placing his hand on that place—being well

instructed in the affection by a recent visit to Dresden—had no

difficulty in recognising, that at the special seat of pain there existed

a tumor, that the tumor was moveable, and that the moveable tumor

was the right kidney. But how was it, that this kidney, assuredly

moveable for a long period and not till then painful, should have

suddenly become the seat of pain ? Dr. Peter inquired whether

the patient had ever received a blow on the region, or had worn too

tight a garment. At once enlightened by the questions, the patient

stated that, on the previous evening, he had been on duty as a

national guard, which duty he had, he said, unfortunately to perform

about once in six months ; and still more unfortunately, since his

last time of service, he had become much fatter, so that he had had

great difficulty in putting on his military trowsers, now too tight for

him. He persisted however : the result was discomfort, which went

on increasing till the following day, when it had become positive

pain. Excuse the apparent triviality of these details : they teach

their own lesson.

The friends by whom the patient was surrounded were already

speaking of the application of leeches, because on a previous occa-

sion they had been employed for similar symptoms. Dr. Peter,

however, only prescribed the application of a poultice over the very

sensitive kidney, a protracted general bath, and rest in bed for

twenty-four hours. As he had foreseen, all the symptoms then

ceased. As the patient was robust and stout— as his abdominal

walls formed a thick cushion for the displaced kidney, and as gene-
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rally, he suffered neither discomfort nor pain, Dr. Peter did not order

a bandage to be worn, reserving that measure to be resorted to

should any unpleasant symptoms supervene.

A very distinguished physician, Dr. Becquet, has published opinions

which I believe to be correct on the pathogeny of moveable kidneys,

and on the causes which occasionally render painful those moveable

kidneys which are generally free from pain. He thinks that during

the catamenial fluxion, the kidneys participate in the congestion of

the genital organs, and become tumefied. This would explain the

pains in the renal regions so frequently felt at the menstrual periods,

particularly by women who are not regular in their courses. Being

thus swollen and heavy, the kidney, particularly the right kidney,

acquires a tendency to surmount the feeble obstacles by which it is

retained in its place. When the congestion ceases, the organ returns

to its original position; but similar congestion renewed again and

again, pushes it farther and farther each time from its place. The

kidney, at each congestion, becomes permanently heavier, and so

descends into a lower position. In this way, says Dr. Becquet, the

kidney, by slow degrees, but not without causing suffering, at last

appears free and floating in the abdomen.1

In support of this statement Dr. Becquet mentions the case of

a woman in whom, at each menstrual period, the kidney, swollen and

very painful on pressure, could be felt bulging under the ribs. As

soon as the periodical congestion ceased, the kidney regained its

usual volume, indolence, and place. The moveable character

became permanent at a later date ; and (as formerly) at each men-

strual period, the now moveable kidney became the seat of pain.

On one occasion, the renal fluxion being excessive, partial peritonitis

arose, followed by the formation of false membranes. This resulted

in the displaced kidney ceasing to be moveable, and becoming

definitively fixed in an abnormal position.

My accomplished friend and colleague, Dr. Gueneau de Mussy

in the excellent lectures which he gave on this subject at the Hotel

Dieu, quite adopted Dr. Becquet's opinion, and stated that he had

met with a case which supported it. Dr. Gueneau de Mussy, how-

ever, added, that while he quite recognised that congestion may
supervene, sometimes as a pathological condition, and sometimes as

an epiphenomenon in the malady we are now considering, it must be

1 Becquet:—Essai sur la Pathologie des Reins Flottants. [Arc/noes

Generates de Medecine. T. I, 1865.]
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admitted to be neither a constant cause nor a necessary complication,

because floating kidneys are not uncommon in men, in whom their

displacement cannot be attributed to any fluxionary process. 1 The

correct view of the question could not be better expressed.

Dr. Gueneau de Mussy almost believes that hysteria and arthritis,

though not causes of displacement of the kidneys, are causes of

pain in displaced kidneys. He states, that he has met with move-

able kidneys most frequently in hysterical and gouty persons.

My pupil, Dr. Peter, has just met with a case, similar to that

reported by Dr. Becquet :—A robust negress, nurse in a family

belonging to the Havanah, on returning fatigued, one day from the

Exposition Universelle, was seized with pains in the right side.

This occurred on the last day of her courses, which had been as

abundant as usual. The pain became very acute ; and the patient

when she walked, was doubled up in two. The family was alarmed

:

Dr. Peter was sent for. When he arrived, the pains had continued

for about twenty-four hours. He ascertained that there was an

oval tumor in the right renal region, directed obliquely towards the

hypogastrium, passing the umbilicus, and reaching within three

finger breadths of the pubes. This last mentioned condition ex-

cluded the idea of pelvic hsematocele, even though digital examina-

tion had not demonstrated the absolute integrity of the entire

circum-uterine region. The tumor was hard, painful on pressure,

almost immoveable : it was about twenty centimeters long and about

ten centimeters in breadth. Dr. Peter had no hesitation in con-

cluding that the tumor was a kidney out of place, bulky, congested

during menstruation, and become painful, probably in consequence

of fatigue from too much walking. The pain increased for three

days ; and there supervened, as in Dr. Becquet's case, slight circum-

scribed peritonitis. It was necessary to apply leeches twice, and to

employ often repeated baths for fifteen days. The pain then yielded.

The size of the tumor diminished a little : its limits could be made

out very exactly by palpation, without giving the patient any pain.

The examination post morbum confirmed the accuracy of the

diagnosis. It was unquestionably the right kidney which had been

painful and swollen. It remained in its abnormal position, out of

which it could not be moved up more than two centimeters, and

could not be restored to its proper anatomical position, which re-

1 Guenemj de Mussy :

—

Union Medicate, 1867.
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mained unoccupied. The pain had quite left the patient; and for

some days after ceasing to be confined to bed, she made no complaint

except of a feeling of weight. There was no return of pain at the

next monthly period. Subsequently, Dr. Peter made several ex-

aminations, and satisfied himself that the displacement of the kidney

continued. It is well to add, that there was nothing abnormal in

the state of the urine during the period of the pain : it may have

been a little less abundant than natural ; but it never contained

albumen, blood, nor pus.

I very recently saw, in consultation, a patient suffering from

•displacement of the right kidney. The nature of the affection had

been mistaken by his ordinary medical attendant, who was one of

my colleagues in the service of the hospitals, and an exceedingly well

informed man. He thought that there was an abdominal tumor,

which was true ; and he used every effort to dissolve it by iodide of

potassium without succeeding, which was fortunate. Notwith-

standing all the treatment, or rather in consequence of it, the tumor

became very painful, and gave great annoyance to the patient, who

suffered also from the conviction that he had an abdominal tumour

which could not be dissolved, and was destined to have an evil issue.

The poor man had in fact fallen into a most dismal state of

hypochondria. I had not much difficulty in satisfying the physician

as to the real nature of the tumour, nor in satisfying the patient

that his case was not one of much gravity. The only treatment

required was the use of a suitable bandage.

You observe, that six of the patients of whom I have spoken to

you were men. Dr. Rayner, however, has observed that displace-

ment of the kidney is much more frequent in women than in men : and

of thirty-five cases collected by Dr. Fritz, thirty occurred in women. 1

An attempt has been made to explain this greater frequency of

displacement of the kidney in women, by their use, or rather their

abuse, of the corset. That is the opinion of my accomplished

colleague Professor Cruveilhier. " Displacement of the kidney," he

says, " occurs when pressure by the corset is made on the liver : the

kidney is then driven out from the sort of recess which it occupies

in the anterior surface of the liver, very much as a nut is, by
pressure, squeezed out from between the fingers. " Professor Cru-

veilhier adds :
—" The left kidney is less frequently displaced than

1 Turn :—Des Reias Flottants. [Archives Generates de Me'decine.] 1859 •
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the right, because the left hypochondriuin, occupied by the spleen

and great curvature of the stomach, supports much better than the

left hypochondrium, the pressure of the corset/'

In the case of men, this explanation is not admissible. More-

over, I am far from believing that a change in the volume of the

liver can be a frequent determining cause of pressing down, and of

consequently producing mobility of, the right kidney.

Let me lay before you the account of another case of displacement

of the kidney in a woman, for which I am indebted to Dr. Peter.

A woman, about thirty years of age presented herself in the out-

patients' consulting-room at the Hotel Dieu. She was tall, well

made, and presented all the characteristics of the nervo-lymphatic

temperament. The face, however, had an almost waxy paleness

:

the sclerotics were bluish : and the general expression of the counte-

nance indicated long continued suffering.

The first thing of which this woman complained was a tumor of
the liver, a tumor the existence of which had been long previously

ascertained by many physicians, who all concurred in regarding it as

incurable. She had never had the paroxysm of pain which cha-

racterises hepatic colic, nor the jaundice which is its sequel. She

had never suffered from dyspeptic symptoms, invariably associated

with organic disease of the liver. She had never had epistaxis. Her

general state did not in any way indicate that radical alteration of

the organism always observable when a grave lesion of the liver has

existed for three years.

Dr. Peter, deferring for greater leisure his examination of the

liver, pursued his inquiry with a view to elicit, whether there existed

any other cause to explain the anaemic cachexia indicated by the

waxy paleness of the face. He soon discovered that the patient had

been confined three years previously, that after delivery, she had had

metritis, that that metritis became chronic, and caused profuse

menorrhagia at each menstrual epoch. Having ascertained these

facts, Dr. Peter placed the patient on a bed, and methodically ex-

amined the abdomen by palpation. He found that the liver extended

three finger breadths beyond the false ribs in the mammary region,

that its vertical diameter at that point was twelve centimeters, which

is nearly normal. A little lower down, there was felt a hard ovoid

tumor, the upper margin of which was in juxta-position with the

liver. This was the only relation which the tumor had with the

liver
: there was no point at which it adhered to the liver. The-
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tumor could be made to float in the abdomen, so as to be brought

to the umbilicus : it was very painful to the touch. Dr. Peter had

already formed his opinion ; but to have superabundance of proof,

he pressed his hand down into the region of the right kidney, and

found it empty. This settled the question beyond any possibility of

doubt. To make the matter more evident to pupils, he delineated

both the liver and the moveable tumor with his plessigraph : it could

then easily be seen that the liver had its normal form, that the

tumor had the ovoid form of the kidney, and that there was a space

of nearly two centimeters between the most accessible margin of the

tumor and the lower surface of the liver, from which a tympanitic

sound was elicited on percussion. It was, therefore, evident that

the tumor in question did not adhere to the liver, and was in fact

the displaced right kidney.

Consequent upon delivery, the abdomen of this woman had be-

come very flaccid ; and it was some time after her confinement that

she experienced, for the first time, pretty severe pains in the right

side. These pains were not accompanied by vomiting, nor by any

general disorder of the system. Some time previously, this woman

had become a servant in one of Duval's eating-houses. As you

know, the female servants in these establishments are constantly on

their legs, running from table to table, and quickly going up and

down stairs. Cannot you now understand how the right kidney,

already moveable perhaps, had become definitively displaced from not

being adequately supported by the relaxed abdominal parietes ?

—

how this displacement had increased by an occupation in which the

displaced organ was being constantly subjected to shocks in the move-

ments of the body ?—and how the pains should be more severe than

usual after a day of more than usual fatigue ? It is well to remark

that the patient simultaneously gave all these details—details which,

when rationally grouped, throw a flood of light on the etiology of

the affection.

The most curious circumstance in relation to the diagnosis of

this case, is that the woman—by her own account—had been ex-

amined by more than ten physicians, and that all, with one exception,

were of opinion, that she had a malignant tumor of the liver. The

physician who dissented in opinion from the others had a still more

strange view of the case. Without taking into account the seat of

the tumor, its form, and the circumstance that its distance from the

pubes was more than ten centimeters, he believed it to be a tumor
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of the uterus. True, this doctor was a homoeopath. He treated

the metritis, which really existed ; but he cured neither it nor the

tumor. The unfortunate woman had to pay him two hundred

francs.

Being a very intelligent person, she had observed, that when her

abdomen was sufficiently supported, she either suffered very little,

or not at all, in the tumor, from the fatigues of the day. Acting

on this observation, she had a belt made for herself, which was

rather ingeniously constructed, but too tight. Dr. Peter had no

difficulty in getting her to make another in place of it, of strong

drill, formed so as to embrace all the soft parietes of the abdomen,

and capable of being laced and unlaced at pleasure. This girdle, in

the situation corresponding to the tumor, was provided with a concave

elastic cushion, intended at once to support and fix the tumor.

When we think of the feeble means by which nature has fixed

the kidneys, it is rather matter of astonishment that they are gene-

rally retained in place, than that they are sometimes displaced.

They are appended to the vascular system by the renal artery and

vein—a feeble means of attachment, it must be admitted. The

circum-renal cellulo-adipose tissue cannot keep the kidney fixed in

its place. In reality, there is only the peritoneum to keep the

kidney in apposition with the quadratus lumborum and psoas mus-

cles j and this statement is proved to be correct by the facility with

which the organ is removed when the peritoneum is torn. But the

peritoneum is an agent very inadequate to fix the kidney. You
perceive, then, that a sufficient reason for displacement of the kidney

exists in the feebleness of the attachments which retain it in its position.

It is quite evident, that with such anatomical predispositions to

displacement, increased volume, necessarily involving increased

weight of the kidney, must almost inevitably lead to its position

being lowered, and its being rendered moveable. Hydro-nephrosis

is also a cause of displacement of the kidney : cases of this kind are

mentioned by authors. This affection did not exist in any of my
patients ; and the great relative frequency of moveable kidney ascer-

tained by Dr. Walther can only be explained by the feeble fixings of

the organ.

As to the symptoms of this ectopia, the truth is, that in the great

majority of cases, there are none : that is the conclusion derived

from Dr. Walther's researches. Sometimes, the individual affected

accidentally perceives a hard moveable tumor, which is painful on
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pressure. In such a case, when the physician is consulted, he will

be able to ascertain that the tumor is a smooth and ovoid body,

presenting the physical characters of the kidney. In most cases,

the entire outline of the organ cannot be traced out : generally, we

can only feel the upper part, from the organ lying in a direction

obliquely from behind forwards, and from without inwards. This

tumor is dull on percussion. By skilful palpation, it is discoverable

that the renal region, on the side of the tumor, does not contain a

kidney. The examination will be specially convincing, if we explore

in succession the two renal regions. Such an investigation serves

as a counter-proof confirmatory of the diagnosis.

Functional disturbance is absent in the majority of cases : when

present, it consists in general discomfort, a feeling of weight, drag-

ging, and pinching, but rarely amounting to actual pain. When
pain does exist, it is generally of a dull character : sometimes, it

causes depression of spirits. At times, patients speak of feeling as

if one of their organs was detached [decroche] , and floating free in

the abdomen.

Whatever painful sensations are experienced by the patients, it is

evident that they must be aggravated by great muscular exertion,

prolonged or rapid walking, dancing, riding, and jolting in an ill-

hung carriage. It sometimes happens, that the first uncomfortable

sensations are experienced under the influence of one or other of

these causes. At other times, as in the second case which I described

to you, pain was first set up by the pressure of a too tight garment.

As direct or indirect symptoms of moveable kidney, Dr. Gueneau

de Mussy likewise enumerates lumbar hyperesthesia, pleuralgia, and

dyspeptic symptoms. That eminent clinician remarks, that rest, and

the horizontal decubitus, subdue the symptoms which have been

augmented or renewed by walking, jolting in a carriage, or the dis-

turbance excited in the system by menstruation or the gouty fluxion.

At other times, the pains manifest themselves in remote parts—in

the thigh, epigastrium, or lower intercostal spaces, for example.

Dr. Gueneau de Mussy considers these pains as reflex phenomena,

the starting point being the kidney, and which, through the ganglia

of the sympathetic and spinal cord, are transmitted to the spinal

nerves.

Dr. Gueneau de Mussy believes that hypochondria, particularly in

gouty and hysterical persons, is a possible consequence of pains

depending on reflex action in cases of moveable kidney.
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Neither the secretion of urine nor micturition are in the slightest

degree influenced by the kidney being moveable.

As nothing frightens patients so much as the existence of an

abdominal tumor, particularly when the physician appears ignorant

of the true nature of the tumor, and when his endeavours to dis-

perse or diminish it are too clearly unavailing, ectropia in a cer-

tain proportion of cases, induces melancholia and hypochondriasis.

Such was the state of my patient, when I saw her in consultation.

Moveable kidneys may cause endless errors in diagnosis. Our

Hotel-Dieu out-patient, you have seen, was supposed to have had a

series of attacks of peritonitis. In the private patient whom I saw

with my colleague, it was supposed that there was a malignant

tumor.

Professor Cruveilhier says :
—" I have seen the tumor formed by

the displaced right kidney treated as an obstruction of the liver or

a morbid growth." Dr. Rayer says :
—" The pains which sometimes

accompany mobility of the kidney have been mistaken for nervous

colic, for the phenomena of hypochondriasis, and sometimes even for

lumbar and sciatic neuralgia" You will recollect that my private

patient had become hypochondriacal.

Let me now explain to you the manner of searching for a move-

able kidney. The physician placing himself at the side of the

ectropia—the right side let us suppose—will glide the left hand

along the margin of the lower false ribs, between them and the crest

of the ilium : with the right hand, he will then slowly depress the

wall of the abdomen, and so push aside the intestines and be thus

enabled to reach the displaced kidney, and get it between his hands.

In this way, he will be able to ascertain what the organ is, and also

its abnormal mobility. By following the mode of examination

which I have now described, Dr. Walther has ascertained that

mobility of the kidney is exceedingly frequent ; that it is a condition

which generally remains unknown to the individual affected by it

;

and that it is a source of innumerable mistakes.

The tumor constituted by the displaced kidney may be mistaken

for a tumor of the liver, gall-bladder, spleen, mesentery, intestine,

or for a fibrous tumor of the ovary. The intestinal tumors for

which it may be mistaken are invaginations, and collections of

faxes. Lumbar pains arising from displaced kidney have often been

supposed to depend on metritis in women who had leucorrhcea along

with the renal ectropia.
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It will, however, be sufficient to search the renal region on the

side on which the tumor is situated, to determine, whether or not it

be empty ; and to find out, whether (as in the Hotel-Dieu patient)

pressure on the tumour and on the kidney, which is in situ, does

not produce exactly similar sensations. A tumor of the liver is not

moveable. When the spleen is low down in the abdomen, it is more

voluminous than the displaced kidney. Intestinal tumors give rise

to symptoms which are special and characteristic. A fibrous tumor

of the ovary is indolent. Digital examination, if required, and the

use of the speculum, by revealing the state of the uterus, will enable

us to set down to their true cause the pains attributed to metritis.

In itself, displaced kidney does not present any gravity in the

prognosis. The prognosis only becomes serious through blunders in

diagnosis, and consequent improper treatment—treatment generally

the more active, the less sure the physician is as to the nature of

the affection. You have seen the abdomen of our Hotel-Dieu patient

covered by numerous cicatrices of leechings and cuppings, resorted

to for the treatment of imaginary peritonitis. Taking blood from that

man was useless : it weakened him, and did not cure him. It was

equally useless to employ blisters and resolving ointments in the

case of the private patient whom I saw in town. The too evident

want of success of these measures in that case was shown by the

confusion of the physician, and the hypochondriasis of the patient.

When the existence of renal ectropia has been discovered, its

treatment follows as a necessary deduction. A prior indication

must, however, be fulfilled—the kidney must be replaced. But to

do this is almost impossible. In the case of women, however, who

lace the corset too tightly, there is reason to hope that the kidney

will return to a certain extent to its normal situation, upon a system

of more moderate constriction being adopted. There are two secon-

dary indications which remain to be stated :—to support the kidney,

and to protect it. One apparatus will fulfil both intentions. The

patient may be recommended to wear either a broad belt formed of

woven elastic caoutchouc material, similar to that of which stock-

ings are made for persons having varicose veins ; or they may be

advised to wear a belt made on the plan of the hypogastric belt,

furnished with a slightly concave cushion adapted to the particular

case. I found an apparatus of this description succeed in the two

cases of which I have been speaking to you. I need not say that

the bandage must be provided with thigh straps, to prevent it rising
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up out of its place. It is unnecessary to say more on this means

of support. When you have made your diagnosis, you will easily

find the means of supporting and protecting the displaced kidney

when it is the cause of pain. I have said nothing of rest, baths,

or cataplasms : but quite understand, that they must be resorted to

when required. What I particularly wish you to bear in mind, is

the frequency of ectropia of the kidney ; and the frequency with which

it leads to mistakes not less injurious to the reputation of the

physician, than to the health of the patient. Finally, moveable

.kidney is an infirmity which is not serious, which we can always

hope to alleviate, but hardly can ever hope to cure.



LECTURE C.

LOOSENING OF THE PELVIC SYMPHYSES.

Condition which is generally mistaken.—Mistaken for Disease of

the Spinal Cord or Uterus.—Locomotion is Difficult or Impos-

sible.—Patients suffering from it have a Peculiar Walk.—Pain

in Pelvic Symphyses

.

— Constriction by a Bandage at oncefacili-

tates Walking.— Conditions to be fulfilled by the Bandage.—
Puerperal State may lead to Suppuration of the Pelvic Articu-

lations and Death.

Gentlemen :—I have pointed out to you the errors in diagnosis

and treatment which displacement of the kidney may occasion.

To-day, I propose to speak to you of an affection which is,

generally, not one of gravity ; but which, nevertheless, may embitter

a woman's life, by leading her to suppose that she has a disease of

the spinal cord or uterus, when there only exists a loosening of the

pelvic symphyses.

Before recalling to your recollection the two cases which you have

had an opportunity of observing in the clinical wards, I will describe

the cases of the two ladies in whom I first observed this affection,

which till then had escaped my notice.

Madame X. was married at the age of twenty-three. Her first

child was born a year after marriage ; a second was born two years

later; and a third, when she was more than thirty-six years of age.

Her husband had not always been a well-conducted man. Eour or

five years after his marriage, I treated him for constitutional syphi-

lis. Soon afterwards, his wife had exostoses and baldness, symptoms

which led me to recognise in her the same malady for which I was

treating her husband. These occurrences took place long before the

lady's last confinement. The child was born without any sign of

syphilis ; and still enjoys good health. Labour was natural, and all

went on favorably after delivery. There was nothing unusual in the

size of the child's head. From excess of precaution, I desired this
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lady to keep her bed for fifteen days, and to lie on the sofa for another

similar period. I then allowed her to get up. When she tried to

walk in her bed-room, she complained of pain in the kidneys and

throughout the pelvis : more than a month elapsed before she was

able to walk round her room. As she had a little leucorrhoea, I

thought slight metritis, a rather frequent sequel of delivery, might be

the cause of all her symptoms. I recommended injections, and waited.

But one day, when visiting her, I saw her rise from her seat to walk,

and was struck by her manner of proceeding : she waddled, dragging

one leg after the other with difficulty, leaning greatly to right or left

according to the foot she was advancing. She could not stand on

one foot ; and, on attempting to do so, became doubled up, com-

plaining of acute pain in the hips and loins. It appeared that what

she complained of was a feeling of extreme weakness. The possi-

bility of a spinal affection flashed through my mind ; but on care-

fully investigating her sensibility and movements, I ascertained that

the skin had lost none of its tactile aptitudes, and that the different

movements were well performed, provided the horizontal position

was maintained. It then occurred to me, that there might be

separation of the symphyses. As the patient was very plump, it was

impossible for me to make out the existence of this separation, as I

so easily did in the woman who lay in bed 13, Saint-Bernard's ward,

whom you all examined.

Pain, somewhat acute, was produced, however, on pressing the

mons veneris at the symphysis of the pubes, and on pressing the hips

in the situation of the two sacro-iliac symphyses. I forthwith

rolled a folded sheet round the hips and pelvis, drawing it as tightly

as possible. I then told the patient to walk, which she did at once

with the greatest ease, astonished, moreover, to find that her

strength, which she had considered as lost, was restored, and that

the pains were gone. I directed her to make a laced bandage of

drill, so constructed as to encircle tightly the whole of the pelvis

and upper part of the thighs. From the time that she began to wear

this apparatus, she was able to go about her household affairs, and

take some walking exercise. Six. weeks later, she was able to dis-

continue the bandage. Her recovery was complete.

Some time after the occurrence of the case I have now related, a

lady was brought to my consulting-room : she was twenty-five years

of age, the wife of an officer of one of our special schools. Her

husband had carried her to the top of my stair, yet it was with great
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difficulty that she walked to the sofa. She had not come to consult

me for this supposed weakness of the legs, which she considered as a

sequel of delivery prior to menstruating. She came to be cured of a

very painful temporo-facial neuralgia, for which she had already

tried a multiplicity of means of treatment. My prescription proved

very useful to her. A month later, she asked me to call on her.

It was on that occasion, after thanking me for having cured her

neuralgia, that she spoke to me of an affection which, on the first

occasion, had very little attracted her notice. She told me that she

had had two confinements, quickly following one another, unattended

by any untoward occurrences. Her last confinement had taken

place three months previously, leaving what she believed, was debility

of the legs preventing her from walking. She had no uterine lesion.

Leaning on two arms, she walked with great distress, dragging her

feet like a paralysed person : when she attempted to raise the leg,

as one does to step forward, the other leg, having then to sustain the

entire weight of the body, immediately bent under her, causing her

to fall, unless supported by some one. She was quite unable to walk

alone. I ascertained, just as I did in the case of the other lady, that

there was no paralysis : and it at once occurred to me, that I might

succeed in this, as I had in the former case. I tightly applied a

small table cloth \naperori\ round the pelvis, and upper part of the

thighs : as soon as this impromptu bandage was fixed, I asked the

lady to lean on my arm, and try to walk ; which she did, but, at first,

very timidly. Feeling no pain, by degrees, she gained confidence,

and leaned less and less on my arm. When she had reached the end

of the drawing-room, I asked her to walk back alone, which she did

with a good grace, and with great joy. I then had made for her

a doe-skin girdle, so formed as to encircle tightly the pelvis and both

trochanters. A fortnight or three weeks later, I had the satisfaction

of again seeing this lady in my consulting-room. She continued to

wear the bandage. She had ascended my stair without difficulty. She

told me, that she had been trying to walk out a little. Two months

later, her recovery was complete.

You recollect the big wench who occupied bed 20 in the nursery

ward. She was brought to the hospital some days after her second

confinement. There were neither uterine nor peritoneal symptoms

to make us uneasy. As she was in a perfectly satisfactory state

of health, I was not at all thinking about her, when the nurse

told me that this woman was quite unable to stand on her legs
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when she rose in the morning to make her bed. I examined her

with care. I ascertained that she had no lesion of the uterus, and

that when in bed, she could pretty easily perform all movements-

Sensibility was unimpaired. However, even when in bed this woman

felt pains in the sacro-iliac and pubic symphyses. It was rather

distressing debility than real pain [ttne faiblesse penible an'line

veritable doirteur~] that the patient experienced when she moved.

She had difficulty in standing, unless she steadied herself by her

hands ; walking taxed her utmost powers, obliging her to drag her

legs, to stop every three or four steps, and to lean on some one's

arm or on the back of a chair. She walked from bed to bed,

laying hold of the iron bars of the beds. Pressure on the pelvic

symphyses did not occasion pain : there was neither swelling nor

redness in that situation. There was only a little loosening of the

articulations, a relaxation of which the patient was conscious, and of

which the physician became aware when he tried to move separately

the iliac bones. I pointed out to those who followed my hospital

visit, that it was possible to restore the use of her legs to this woman

by constriction with a bandage. I at once made the experiment.

A bandage was applied very tightly round the pelvis, so as to render

the articular surfaces immoveable ; immediately, the patient was able

to walk. She only remained at the Hotel-Dieu till a suitable drill

bandage was made* for her use.

I have learned from persons who have seen this woman, that

she has quite recovered. She is able to go about her rather hard

work as a charwoman, without fatigue or discomfort.

On the i ^th July last, a tall, well-made, robust woman twenty-

four years of age, was admitted to Saint-Bernard's ward. She had

been confined, for the first time, on the 19th of June. The labour

was in all respects good, except that it was somewhat painful from

the great size of the child. On the ninth day after delivery, she

wished to get up ; but found it absolutely impossible. From the

time she made the attempt, she experienced great debility in the in-

ferior extremities, as well as an acute pain in the genital organs, a

pain which she compared to the sensation of an existing obstacle. 1

She likewise experienced a feeling of weight in the loins.

1 "douleur qu'elle comparait a la sensation d'nne " barre" The word
" barre" in obstetrics, signifies a projection or prolongation of the symphysis

pubis ; and a female who has this pelvic deformity—a cause of difficult labour

—

is termed " une barree."—Translator.
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From that time, she suffered the same distressing sensations when

she attempted to turn quickly in bed, as when she stood or tried to

walk.

Consequent upon this first unsuccessful attempt to get up, this

woman took to her bed for some days longer, hoping that more

prolonged rest might restore her strength and free her from pain.

This result was not obtained. When she renewed her attempt to

get up, she found it as impossible to walk as on the former occasion.

It was then—the twenty-third day after delivery—that she resolved

to come into the hospital.

On her admission, 1 ascertained, that standing gave her very

great pain, and that walking occasioned acute suffering. It was

observed, that she immediately edged herself backwards and turned

over on her bed, in which she begged to be at once replaced.

When interrogated as to the nature and seat of her sufferings, she

complained of the genital organs [des parties genitales], without

more precisely indicating the specially painful parts.

As the general state of the patient was very good, as she had a

satisfactory appetite, and was free from fever, it was improbable that

pains so acute could depend on inflammation of the uterus or its

annexes : my attention was, therefore, at once directed to the state

of the pelvic symphyses. In exploring the hypogastriuin, I was

able to demonstrate to you, that in place of suffering pain in the

"genital organs/'' as she stated, the woman was suffering in the

pubic arch, the sole seat of pain being a point corresponding to

the pubic symphysis. By palpation in that situation, a very con-

siderable separation of the articular surfaces was recognised : the ex-

tremity of the index finger could easily be introduced between the two

bones of the pubes : and it could, at the same time, be felt, that the

interarticular cartilage was softened. This exploration was very

painful. I avoided trying to move the one bone on the other : this

experiment, which would have caused great pain, would not have

given me any additional information : it was clearly a case of

loosening of the symphysis pubis. To make certainty more cer-

tain, I examined the internal genital organs, and found that they

were in a perfectly healthy state.

Whenin bed, this woman could move herlegs perfectly well; andshe

made no complaint of any symptom of paralysis. There could, there-

fore, no longer be any doubt as to the nature of the case : the symp-

toms were evidently dependent on disjunction of the symphysis pubis.

27
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Had there still remained the possibility of doubt in the diagnosis,

it would at once have been dispelled by the result of the treatment.

I girded an abdominal bandage on the hips, pressing tightly round

the pelvis, including trochanters and pubic arch. No sooner had

this improvised bandage been applied, than the woman, who a mi-

nute before could not stand, was able to walk easily, carrying her

infant in her arms at the same time.

I had all the trouble in the world to get her to remain some days

'

in the hospital. She wished at once to leave on foot. She only

remained till her bandage was made. I had it constructed with the

greatest possible simplicity—that is to say, it was a strong broad

girdle, wherewith to encircle the sacro-iliac symphyses, the tro-

chanters, and the pubes.

You will remark, Gentlemen, how easily a superficial observer

might have formed an erroneous diagnosis in this case. The

woman had been recently delivered : she vaguely complained of pain

in the genital organs : she said she could not walk without pain

:

in point of fact, she could not walk. Would it not have been very

natural, in the first instance, to conclude, that the patient was suffer-

ing from a lesion of the uterus ? But this error could not have

been committed, if, in interrogating the patient, she had been

pressed to indicate the precise point where she felt pain, the finger

being forthwith employed to make such an examination as you saw

me make : there would then have been ascertained—what you saw

me ascertain—separation of the bones, and softening of the carti-

lages.

Errors in diagnosis are apt to arise from the existence of lumbar

and hypogastric pains. There may be leucorrhcea : on digital

examination, we may discover lacerations or persistant granula-

tions of the cervix uteri: with such symptoms existing, and no

additional data except the vague statements of the patients to

guide us, the impossibility to walk or stand might quite naturally

be attributed to metritis. The mistake is the more excusable,

that metritis occurs very often, and loosening of the symphyses

very seldom.

I have no claim, Gentlemen, to having made a discovery.

Disjunction of the pelvic symphyses has been pointed out by ob-

stetricians. They have even tried to explain it by the great size of

the head of the foetus : they have suggested, that by acting like a

wedge, it separates the previously softened symphyses. This pro-
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bably occurred in the case I last related to you. The woman said

that her infant was very large.

In this lecture, I have been particularly anxious to call your

attention to an affection of rare occurrence, and consequently little

known. So little is it known, that some of your text-books

on midwifery, including Cazeaux's treatise, do not even mention

it as a possible sequel of labour. There is an indisposition to

admit the presence of a pathological state of rare occurrence

—

si tendency consequently, to attribute symptoms rather to an

anomalous metritis than to a loosening of the pelvic symphyses.

I wish you to be on your guard against committing a mistake of

this kind.

Loosening of the pelvic symphyses is so far a serious affection

that it absolutely prevents walking, the inability increasing, the

longer the patient makes no attempt to walk. You saw that the

patient whose case I first related to you could with difficulty walk a

few steps in her apartment, two months after delivery : that the

.second patient, three months after delivery, could not walk at all.

There is no physiological reason why such a condition should

not continue indefinitely. We have learned from experience, that

rest alone is not sufficient to cure the diastasis when it is con-

siderable. To promote consolidation, it seems necessary to bring

the articular surfaces into contact with one another by artificial

means.

Prom these considerations, you can at once deduce the proper

treatment. As you know, man, being a biped, requires a pelvis

sufficiently solid to be proof against all trials of strength in walking.

If the sacrum could move on the ischium, or if the bones of the

pubes were not solidly united, walking would be impossible ; for the

weight of the body would then inevitably cause disjunction of the

bones of the pelvis. When loosening of the pelvic symphyses is

an obstacle to locomotion, they must be artificially consolidated.

A girdle requires to be placed round a pelvis which has its staves

separated : it is necessary to supply the temporary deficiency of in-

trinsic contention by an extrinsic contention—that is to say, by

tight application of a bandage, in such a way as to bring into

contact the separated surfaces of the symphyses.

As you have seen, this bandage can be improvised. A strong

towel properly tightened answers quite well. But to secure a solid

durable apparatus, it is better to have a bandage made of strong
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drill or doe- skin, which can be laced more or less tightly at pleasure

;

and which is constructed in such a way as to embrace the trochanter,

as well as the bones of the pelvis. Should such an apparatus be

found insufficient, a steel spring may be added to it, arranged so as

to make simultaneous pressure on the sacrum, ilium, and pubes.

If the loosening be considerable, and the pain very acute, rest must

be enjoined: but let me repeat, that rest is not enough by itself:

to wait for consolidation would be losing time : it is absolutely

necessary for the patient to have recourse to an apparatus till she

can walk without its aid.

We have seen how a bandage of the simplest possible description

may relieve and rapidly cure loosening of the symphyses. I cannot

terminate this lecture without endeavouring to explain to you how

this pathological softening is merely the exaggeration of a physio-

logical state, having as its final cause the facilitating of the exit of

the foetus. During pregnancy, the pelvic articulations gradually

lose, to a certain extent, their intimate union : the ligaments become

relaxed, permitting during labour, a minute augmentation of the

diameters of the pelvis to allow the head of the fcetus to traverse

the outlet more easily. This physiological loosening may become

excessive, and render walking difficult during the later weeks of

pregnancy : and walking may even be rendered completely impossible

by the wide separation of the pelvic symphyses which has taken

place during labour.

I have said enough on this point. Let me now remark, that in

consequence of the existence of the puerperal state, inflammation

may complicate post partum loosening of the pelvic symphyses, and

lead to death.

A woman, forty years of age, occupying bed 3 of Saint-Bernard's

ward, was admitted to our wards some weeks after her confinement,

in consequence of a pain in the right iliac fossa, and the continuance

of fever from the date of her delivery. She had become very thin,

and was losing strength day by day. She had nearly altogether lost

her appetite : my chef de clinique observed that every evening she

became very hot, that condition being generally preceded by rigors.

The progress of the disease, and the absence of characteristic

symptoms, afforded no ground for concluding that the case was one

of purulent infection or continued fever. There was no pulmonary

affection to explain the paroxysms of fever. The uterus was not the

seat of pain : there was no discharge : there was no pelvic abscess

:
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and the right iliac fossa, the seat of pain, did not contain a tumor.

One day, the patient told me that the pain had extended to the

right hip. My first examination was without result : but at an
interval of some days, as the pain continued, I more carefully explored

the region of the nates, and found that there was
T
eedema in that

situation, that pressure there occasioned pain, particularly over the

right sacro-iliac symphyses. I made an exploratory puncture with

a capillary trocar, by which I withdrew several drops of greenish

foetid pus. The patient left the hospital ; so that the history of her

case is incomplete.

Some months later, in October 1862, a patient was admitted to

bed 30 Saint-Bernard's ward, four weeks after her confinement.

Five days after delivery, she had felt pain in the right hip of so

acute a character as to prevent her from getting up. Some days

later, she was seized with rigors and fever ; and for three weeks prior

to admission, she had nevep been without fever. The pain had
invaded the right hip, and the symphysis of the pubes. The right

hip was painful ; and although the patient presented none of the

symptoms of purulent infection, I had no hesitation in saying that in

all probability the sacro-iliac and pubic symphyses were the seat of

an inflammation which explained the constant fever. The frequent

rigors, I regarded as indicating suppuration of the weakened

joints. Both hips soon became cedematous, and gave clear evidence

of deep-seated fluctuation. I introduced a bistoury in the direction

of the right and left sacro-iliac symphyses. A great quantity of pus

flowed from the incision : the opening was prevented from closing by

the introduction of a dossil of charpie. I had formed an exceedingly

unfavourable prognosis. The fever continued : and the patient died

a few days after the opening of the abscess.

At the autopsy, it was found, that the sacro-iliac symphyses were

denuded of their cartilages ; and that the greater part of the articular

surface showed the appearances of ostalgitis. There was pus also in

the symphyses of the pubes, but it was in small quantity ; and in

some places, only the cartilage was frayed. No morbid appearances

were presented by the uterus or its annexes. No metastatic abscesses

were found in the lungs, liver, or any other organ. In the right

iliac fossa, under the muscle, there was an abscess communicating

with the corresponding articulation.

Bear in mind, Gentlemen, that this woman was delivered at her

own home, away from epidemic influence. Also, bear in mind, that
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fifteen clays prior to delivery, she had had pain in the right hip.

What information are we to deduce from these facts ? Are we to

infer, that in recently delivered women, loosening of the pelvie

symphyses may become so painful as to be accompanied by inflam-

mation, leading sometimes to the most serious consequences ? You
cannot pay too much attention to pains complained of in the pelvic

symphyses : you must place the patients in conditions the most

favorable for calming the pain, and arresting the progress of the

inflammation, of which pain is sometimes the origin.
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Influence of the Sensuallstic Philosophy on Contemporary Science and

on the Tendencies of the Parisian School.—Pinel, and the Na-

tural History of Diseases.—Pathological and Semeiotic Anatomy

inaugurated by Corvisart.—Discovery of Percussion by Aven-

brugger, and of Auscultation by Laennec.—Succession of Works

on Semeiology.—Lnmediate and Mediate Percussion.—The Ples-

simeter.—The Plessigraph : manner of using it.— Comparative

Value of the Modes of Percussion.—Medicine does not consist

solely in the study of Morbid Anatomy and Semiology.—Micro-

graphy and Nihilism in Therapeutics.—Necessity of associating

Modern Precision with the Medical Doctrines of Past Times.

Gentlemen :—Before I leave this clinical chair, I wish to speak

to you on the subject of percussion ; and keeping that object in

view, I desire to take with you a rapid glance at contemporary me-

dical doctrines. It may be said, that the dominant characteristic

of our medical age is the application of physical methods of in-

vestigation, and an ambition to attain in medicine that precision

and rigor which belongs to sciences called exact.

You know, Gentlemen, that medicine always takes its inspiration

from the reigning philosophy ; which means that every philosophical

doctrine has, in the history of medicine, a corresponding medical

doctrine. The actual medical tendencies are certainly those which

the grandsons of the eighteenth century ought to possess. They

are, moreover, the universal tendencies of contemporary science.

No one in Erance, to whatever philosophical religion he may

belong, will deny that sensualistic philosophy has exercised a great

influence on the scientific progress of our age.

Whether it be to blame or to laud them, it must be admitted, that
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the philosophers of the eighteenth century, who with one exception,

invoke the "sage Locke/' and derive their inspiration from the

sensualism of Condillac, have not uselessly explored French

philosophy to its lowest depths.

At the voice of these philosophers, who were by turns scientific,

ironical, and impassioned—but always accessible from the simplicity

of their language—the era of revolutions opened. On so deeply

disturbed a soil, new institutions alone were possible. Social and

scientific rights had alike undergone a change.

Medicine came under the same influences ; and also had its own

revolution. By one of these providential occurrences, of which

history presents examples, the needed man—Laennec—appeared

:

a great discovery was made—auscultation. From that time, the

spirit of medical inquiry, obedient to the impulse which it had re-

ceived, unresistingly surrendered itself to the pursuit of analytical

methods.

Laennec's discovery, however, was not an isolated fact : it was

the progeny, so to speak, of other discoveries, but its wide-spread

celebrity and admirable results gave it a dominant power over me-

dicine, and definitively stamped the movement with a character which

it still retains.

Medicine, as I remarked, aspired to precision and rigorous exact-

ness ; and wished to be one of the " exact sciences/' The study of

lesions—that is pathological anatomy—and the study of symptoms

—

that is semeiology—being the departments of medical science most

accessible, even to mediocre intellects, and being departments easily

admitting of culture by rigorously scientific means, were at once

impetuously taken up. On the other hand, therapeutics, the study

of which is infinitely more complex and difficult, became almost en-

tirely neglected. Medicine was thus cultivated for the sake of

science, and without a thought—so to speak—as to the means of

assuaging the sufferings or promoting the well-being of patients.

A disease became a subject of abstract study : it was studied as if

it were a plant, an animal, or a physical phenomenon. Pathology

became no more than the natural history of diseases.

It was under the influence of that bias that Pinel wrote his No-
sography. In systematising morbid conditions, in seeking to classify

them according to types representing general species and varieties j he

did what was of great use for the cause of study, because the

mind likes to repose on a distinctly defined type : but he did an
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injury to practical medicine, and in the end to science; because lie

believed, and led others to believe, in the abstract types which he had

created.

I say that Pinel did an injury to practical medicine : the young

practitioner imbued with his doctrines, when at the bedside of his

patient, sought in vain for the well depicted entity of disease which

he became acquainted with when a student on the benches of the

school. The doctrines to which I refer, led practitioners to believe

in the necessary and almost methodical progress of diseases, which

naturally produced the serious evil of abstinence from all treat-

ment—of " expectation" in therapeutics.

I say that, in the first place, Pinel inflicted a direct injury on

science, because he taught the untruth, that diseases are entities

admitting of classification like animals and plants; and, in the

second place, he did mischief indirectly to science, by inculcating

minute analysis, a searching after the slightest differences in

symptoms, which tends to introduce confusion, by infinitely multiply-

ing morbid species and varieties.

Nearly at the same epoch, Corvisart, a man clear in his concep-

tions, ready and reliable in judgment, lucid and incisive as a speaker,

inaugurated the new era of pathological anatomy in Prance, by

passionately espousing the science illustrated by Morgagni. Around

him were grouped Dupuytren, Bayle, and Laennec, men whose

names were destined to become renowned.

Then it was, that a series of discoveries were made, the filiation

of which I now wish to elucidate to you. In what I am going to

say, you will find additional proof of the correctness of the statement

I have often made to you, that nothing new is ever achieved in

science at one single bound. The appreciation of one fact leads to

the appreciation of another, as a consequence or corollary from the

first : and one discovery begets another discovery. Thus it was,

that by a chain of facts and ideas Avenbrugger was the precursor of

Laennec.

In 1761, Avenbrugger, a laborious physician of Vienna, published

a modest duodecimo entitled :

—

" Inventum Novum ex Percussione

Thoracis ?it signo abstrusos intemi pectoris morbos detegendi." This

title had the double draw-back of being too long, and of not being

very intelligible. Avenbrugger's discovery, the starting point as

you will see of all modern works on precise observation, made no

impression in Germany. The author had timidly and indirectly,
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but uselessly, placed his -work under the patronage of "the very

illustrious Baron Van Swieten :" the book had but little success:

the inventor of percussion lived in obscurity, and died unknown.

In 1773, Roziere de la Chassagne translated Avenbrugger's work

into French. 1 The translation had as little success as the original.

Corvisart, imbued with the positive doctrines of his time, and

searching for the means of discovering during life the lesions found

after death, having seen in Stoll, his favorite author, that informa-

tion such as he desired could be obtained by percussion of the chest

in cases of disease of the thoracic organs, resolved to read the entirely

forgotten work of the German physician. This resolution brought

good fortune to Avenbrugger's discovery, though not perhaps to his

book.2 Corvisart immediately made experiments in respect of per-

cussion ; and for twenty years, he practised it before his clinical

pupils at the Hopital de la Charite. Nor was that all : when palpa-

tion and percussion failed to furnish him with sufficient data, he

was in the habit of applying his ear to the chest of the patient to

enable him better to distinguish the sounds of the heart. Thus,

Corvisart supplemented insufficiency of touch by the aid of hearing.

You perceive, how one method of physical examination thus led to

the discovery of another physical method. But though Corvisart

was possessed of a talent for diffusing knowledge, he was not equally

endowed with a talent for invention. By a small intellectual effort,

he might have rendered his name immortal by the discovery of

auscultation. This effort he failed to make. Among his pupils,

however, there was a young physician, a man of grave and medita-

tive mind, full of ancient lore, and yet inspired with the spirit of

modern inquiry. Laennec, following his master's example, applied

his ear to the chest ; but he was more fortunate than his master in

knowing how to listen and understand. He discovered ausculta-

tion !
3

Laennec has himself related how he came to make the discovery

—

how he came to think of practising mediate auscultation. In 18 16,

half a century after the discovery had been made by Avenbrugger,

1 As an appendix to his "Manuel des Pulmoniques :" Paris, 1773.
2 "La Nouvelle Methode [d'Avenbrugger] pour connaitre les Maladies

Internes de la Poitrine par la Percussion de cette Cavite : traduite en franpais

par J.N. Corvisart:" 1808.
3 See Laennec's work entitled ;

" De l'auscultation Mediate : ou Traite du

Diagnostic des Maladies des Poumons et du Cceur."
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he was consulted by a young woman who had the general symptoms
of heart-disease, and in whom, from her plump condition, the appli-

cation of the hand, and percussion, afforded little insight into the
nature of the malady. Laennec, " on account of the age and sex of

the patient/' felt himself interdicted from applying his ear to the
chest

:
he recollected " a very well- known acoustic phenomenon, viz.

that if the ear be applied to one extremity of a post, the stroke of a

pin at its other extremity will be heard very distinctly." He then
applied to the precordial region one end of a very tightly compacted
roll of paper, and placed his ear at the other end of it. He " was
equally surprised and pleased, to hear the pulsations of the heart with

much more precision and distinctness than by the immediate appli-

cation of the ear." It was not by chance, therefore, but by reason-

ing, that Laennec discovered auscultation : in the true meaning of the

word, he invented auscultation, because he sought for it, the means of

search he employed being induction.

The physical examination of the chest, installed with so much
eclat by Laennec, suggested the examination of, if not all the organs^

at least the products of secretion : the urine was submitted to the

action of chemical reagents, as was likewise the blood, the great

nutrient secretion. Albuminuria was discovered : and glycosuria

became better known. To the anaemia of the old physicians, were

added uraemia, leucocythsemia, and melanoemia. Examination by the

speculum was brought to perfection and generalised—too much
generalised perhaps : the laryngoscope was used for examining the

larynx : the ophthalmoscope was used for examining the eye—the

interior of the eye—that expansion of the brain—by ascertaining

the state of which we can sometimes judge of the state of the ence-

phalon. The most inacessible organs can now be seen. These con-

quests of modern semeiology are due to the spirit of investigation

developed in the contemporary generation by the successive dis-

coveries of Avenbrugger and Laennec. 1

Let me now return to the subject of percussion. Avenbrugger

recommended percussion to be performed by striking the chest

slowly and gently with the extremities of the extended fingers placed

close to one another:

—

" Percuti, verms jpztlsari thorax debet,

adductis ad se mutuo et in rectum protensis digitorum apicibus, lente

et leniter."

1 See the Lecture on Aphonia and Cauteiusation of the Larynx r

Volume III., p. 105, and the Lecture on Cerebral Fever, Volume I., p. 45L
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To this method of employing percussion, Corvisart added per-

cussion with the open hand [percussion a main ouverte] , which, he

said, is " a method exceedingly useful for ascertaining the extent of

the part of the thorax which is not resonant, and appreciating more

correctly the amount of the obstacle."

Avenbrugger' s method is suited for ascertaining differences in

elasticity, that is to say, differences in the consistence of the parts

percussed : but, strange to say, he never mentioned this, and very

probably was not aware of it. He speaks only of the difference of

sound. However, one obtains a much better knowledge of

difference of consistence by striking with the pulp of the extended

fingers than with the open hand as Corvisart recommended.

It is also very remarkable, that Avenbrugger really practised

mediate percussion : he recommended percussion to be made over

the shirt rendered very tense, or with a gloved hand, provided the

glove was not made of smooth leather :

—

" T/ioraci supertensicm sit

indusium vel manus percutientis ckirothecd [modo ex polite corio

non sit) muniatur" Corvisart regards this precept as useless,

believing that it matters not which way is adopted. Avenbrugger

was careful to add a note, stating that in percussion of the naked

chest by the naked hand, the contact of the smooth surfaces pro-

duces a particular sound (strepitus) which modifies the quality of

the real sound which ought to be elicited :

—

" Si nudum pectus

nudd manu pulsatur, superjicierum politarum concursus strepitum

p>roducit, et soni evocandi constitutionem obscurat." It is very evi-

dent that Avenbrugger wished to get rid of the noise of the skin, or

at least to deaden it, so as to get the pure sound from the deep-

lying parts ; and that he practised a species of mediate percussion.

In place of employing a plate according to the modern plan, he

interposed a piece of stuff or leather between his fingers and the

chest ; and in place of striking with the open hand, he percussed

with the extremities of the fingers, exactly as has been recom-

mended, long after his day, by the advocates of mediate per-

cussion.

We have seen that Avenbrugger percussed with an intermediate

piece of stuff or rough leather ; and Corvisart regarded the use of

an intermediate substance as a matter of indifference. There is

some uncertainty as to who it was who first employed the finger

as the medium in percussion : but it was the mode of percus-

sion habitually adopted by Eecamier. Dr. Piorry proposed to
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substitute for the interposed finger, a plate, which he called a plessi-

meter. The innovation was a real advance. You are all acquainted

with Piorry's instrument, which is a plate with ears at the sides to

enable it to be firmly held in the left hand. It is sometimes made
of metal ; but the plessimeters most used are of ivory. One of

my pupils, M. Horteloup, son of my good friend and colleague of

the Hotel-Dieu, has had a plessimeter made of gutta percha,

which has not the disadvantage of giving the dry sound of the

ivory. Another of my pupils, M. Oldfield, has brought out a per-

cussion hammer, formed of a flexible whalebone stem terminating at

one of its extremities in a very hard sphere formed of plates of

leather very tightly compacted. Thus, we have a hammer and

plessimeter formed of two substances nearly identical, which do not

vibrate in the least degree, and yield with great purity the sound of

the percussed parts. These are the two instruments which you

generally see me use. I find them very serviceable ; and, contrary

to what may be supposed, I obtain by their aid a very precise

conception of the consistence of bodies.

In Germany, very much use is made of a plessimeter half the

size of that employed in Prance, and of a small steel hammer, or

metallic hammer covered with caoutchouc.

The plessimeter, so long as it is not childishly used as a toy in

cases where it is not required—so long as it is not employed to

percuss a bone or an artery, the limits of which can be quite well

determined by the eye and palpation—so long as it is not made a

pretext for plessimetric exercises under which patients' common

sense, and truth equally groan—the plessimeter is a good instrument,

an instrument which renders essential service.

Percussion on the finger or plessimeter has the very great draw-

back of not giving a simple, but a mixed sound. At the junction

of organs, the finger, and still more the plessimeter, are over two or

more organs, which percussion causes to vibrate simultaneously, so

that the sound elicited is a mixture of two or more orders of vibra-

tions. Por example, at the point where the liver and right lung in-

tersect, the finger or plessimeter is generally placed over the liver

and lung, in such a way as to give a mixed sound on percussion,

which is neither the sound of the liver nor of the lung. The sound

is much duller than that of the lung, but it has not the dulness

which would be obtained were the liver isolated when percussed.

To ascertain the exact point at which the liver commences, it is
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necessary to feel one's way, to percuss a little above and a little

below the place where the mixed sound begins, and after thus groping
the operator, if aided by great practice, discovers with considerable

precision the point at which the liver begins. Similar remarks
are applicable to percussion of the heart at the mediastinum. Again,
we generally lose trace of the heart at its left margin, where it

dips down into the chest, hiding itself, as it were, behind the

lung.

The ideal of percussion, then, is to percuss the smallest possible

surface, so as to disturb the smallest possible portion of an
organ—to percuss in such a way, that at the distance of a few
millimeters, the space not percussed should not be made to vi-

brate, and should not mingle its sounds with the sound of the

percussed space. It is then very evident, that immediately the

sound changes, we are within a few millimeters of the limits of ano-

ther organ. To attain this ideal, Dr. Michel Peter, my former

chef cle clinique, devised an instrument by which he reduced to a

minimum the percussed surface, by reducing to a minimum the

percussing surface. As a percussing surface so exceedingly reduced

could yield very little sound, the idea occurred to him of amplify-

ing the sound by a supporting stem. In other words, he devised

an instrument for percussion consisting of a cylindrical stem, the

percussing extremity of which terminates in a truncated cone, and
the percussed extremity in a disc larger than the cylindrical por-

tion, and on the flat surface of which the percussing finger easily

strikes. The circular plane which rests on the skin does not contain

more than five or six square millimeters : it necessarily does not

vibrate, nor cause to vibrate a greater extent of surface. In per-

cussing, the instrument is moved progressively in a line, every point

in which is tested, so that as soon as a change in the nature of the

sound is heard, we know within about one or two millimeters—and
without any groping [sans aucun tdtonnement]—that a new organ
has presented itself under the instrument of percussion.

Dr. Peter's instrument is provided with a crayon, or (which is

more simple) a slightly carbonised cylinder of cork, which moves
with gentle rubbing, so that by pushing it out, a black mark can be

made at every point where there is a change in the nature of the

sound. The instrument, therefore, is at once both an agent for

percussion and delineation. You can understand how greatly its

use will shorten an investigation, by rendering it both more conve-
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nient and more precise : it obviates the necessity of holding in the

hand which percusses, the pencil with which the limits of organs

are marked.

Nor is this all : this instrument of Dr. Peter—which he calls a

plessigraph—is exceedingly delicate. It is not necessary to percuss

—it is sufficient merely to touch. The touch ought moreover to be
as rapid as possible.

Let me now describe the manner of using this instrument :

—

Hold the instrument firmly between the thumb and index finger of

the left hand : the less you put the fingers on it, the less you deaden

the sound. Place the thumb on the little knob by which the crayon

is moved. Holding the plessigraph, as I have now described, in

the left hand, apply it firmly and perpendicularly to the surface of

the skin.

Touch the firmly held plessigraph with the palmar surface of the

extended index finger of the right hand. Do not percuss, as when
you use the plessimeter, with the ungual portion of the fingers flexed.

You thus avoid hard striking, which might be painful from the

smallness of the surface percussed : as the plessigraph is touched

by the whole palmar surface of the index finger, and not by the

ungual extremity, an incredible delicacy of sensation is obtained.

The consistence of tissues is perceived with very great precision,

which you can understand, as they are touched by the intermediary

of the plessigraph just as in performing palpation for the discovery

of the nature of bodies.

Dr. Peter's instrument is ten centimeters in length : it is divided

into ten equal parts, each of which is one centimeter : one of these

centimeters is divided into millimeters; so that the instrument,

besides serving for the percussion and delineation of organs, serves

also for their measurement.

To sum up :—The plessigraph appears to me fitted to measure

organs with extreme precision and with great rapidity. There is no

difficulty in using it : the most inexperienced pupil can easily

employ it, and obtain, on the first occasion of employing it, results

which are not attainable with the plessimeter till after long ex-

perience and protracted groping. It has the additional advantage

of leaving a series of black points wherever a difference of sound

has been detected: whenever the limits of an organ have been

ascertained, they become likewise delineated, so that the operator

sees that which he has heard : the image remains permanently under
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the eye, long after the sound has ceased. You remember the pre-

cept of Horace :

—

" Segnius irritant animos demissa per aurem :

Quam quse sunt oculis subjecta fidelibus."

Once more in conclusion :—When one percusses with the ex-

tended fingers closely approximated, following Avenbrugger's

method—when one percusses with the open hand in accordance with

Corvisart's teaching—when one percusses on the finger, on the

plessimeter, with or without plessigraph, one does well, provided

examination by percussion be indicated. Here, however, a distinc-

tion must be made. The immediate percussion of Avenbrugger and

Corvisart is preferable for an examination of the chest, with a view

to ascertaining at once the general state of the cavity as to sonorous-

ness. It is generally sufficient for the recognition of a pleuritic

effusion or a moderately extensive pneumonia. Percussion on the

plessimeter is not suited for the examination of the apices of the

lungs, particularly for their examination behind. You have seen me
sometimes percuss 'on the clavicle, with the extremity of the fingers

using it as a plessimeter ; and by this proceeding, I have obtained

very satisfactory results in cases of pulmonary tuberculisation. But

for investigations in which precision is necessary, when it is desired

to ascertain the exact limits of the liver, spleen, and other organs,

particularly of the heart, and the exact limits of tumors of the

mediastinum, such as a deep-lying aneurism of the aorta, the plessi-

graph seems to me to be preferable in many cases.

Gentlemen, if after mature reflection, we dispassionately sum up

the balance "sheet of our knowledge, if, free from the passions which

moved our predecessors, we endeavour to assign to every one his

just share, if we ask ourselves the value of those instruments of

analytical investigation in our hands, if we ask ourselves whether

they constitute the whole of medicine, we are forced to answer by

an emphatic negative. No : the knowledge they yield does not

constitute the whole of medicine.

It verily seems, I deliberately repeat, as if the medical intellect

had been upset by Laennec's discovery. Physicians rushed into

excesses in physical inquiry : one would give the medical wrorld his

petit bruit de souffle and another would point out some nuance

which had been neglected by the otherwise comprehensive genius of

Laenncc.
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There also arose the strange idea that, because henceforth lesions
and their limits were more ascertainable, the means of curing them
were better known. Medicine, it was supposed, was about to rival
surgery m precision. This, however, was an enormous mistake; for
although surgery sees clear as day the lesions confided to it for cure,
it certainly cannot on that account cure them any better.

Assuredly, Gentlemen, we owe much to our predecessors and
contemporaries

: they have advanced diagnosis to a marvellous degree
of precision; but in so doing, they have only advanced semeiology.
Medical science has progressed; but the art of healing has re-
inamed nearly stationary. In therapeutics, experiment is much more
difficult

:
the data of the therapeutic problem are so numerous, the

results so uncertain and deceptive, that it is impossible to arrive at
a conclusion rapidly; and the conclusion, when attained, is far from
being always susceptible of rigorous demonstration.

It is still an open question whether micrography in its most ad-
vanced development—the cellular pathology of Virchow—by re-

viving under a new scientific form more suited to our age, the Epi-
curean system of atoms, does not lead directly to the annihilation
of therapeutics. By regarding the living organism as a microcosm
iormed of heterogeneous and independent elements, it necessarily

rejects all general medication, which can produce no influence on
elements which are incongruous, and, to a certain extent, antago-
nistic. It forgets the man in thinking of the cell ; and loses itself

in an abyss of infinitesimals.

When medicine as it now exists compares what it knows with
what it does, it perceives that pathological anatomy does not always

necessarily lead to rational therapeutics ; and that the knowledge of

lesions does not always enable us to cure them. Here, the deception

begins. Too much being hoped for, disappointment comes too

quickly : the descent from disappointment to scepticism is very

rapid. Gird up yourselves, young men, to resist such tendencies !

Rich in the possessions bequeathed to you by the physicians of

the past, to you belongs the duty of uniting modern science with

ancient wisdom, and of rekindling the temporarily despised torch

of old medical traditions. Let this be your endeavour ! It is a

great and splendid aim ! "Fail not to pursue it

!

With this exhortation I conclude.

28
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A.
Abdomen:—puncture of, to liberate con-

fined gas, IV. 216: increased bulk
of in rickets, due to pusbing down
of viscera, V. 57 : enlargement of

superficial veins of, in cirrbosis, V.
135:

Abdominal Parietes (Retraction
of) :—not a pathognomonic sign of

cerebral fever, but distinguishes it

from typboid fever, I. 467 :

Ablutions :—with, simple water will

sometimes supersede tbe necessity

of any otber medication in fissure

of the anus, IV. 204 :

Abortion :—from syphilis, IV. 327

:

Abscesses •.—articular in typhus, II.

428 : perihysteric, perinephric, and
pulmonary, see Perihysteric
Abscess, Perinephric Abscess,

and Pulmonary Abscess :

Absorbent Powders :—in tbe diar-

rboea of dothienenteria, II. 378 :

Acclimatisation :—in relation to ty-

phoid fever, II. 375 :

Acidity :—of stomach in relation to

dyspepsia, IV. 19

:

Acids :—and alcalies hi dyspepsia, IV.

36 et seq.

:

Acne Rosacea :—the indelible stigma

of drunkards, III. 442 :

Aconite :—in spermatorrboea, III. 468 :

Acupuncture :—in neuralgia, I. 508 :

Addison's Disease :

—

lecture on, V.

149—163 : history of discovery,

V. 150: peculiar kind of anaemia

generally associated with an af-

fection of suprarenal capsules, V.

154: symptoms, V. 156: dingy

color of'skin, V. 157 : tbe symptoms

those of anaemia, V. 158: prognosis

unfavourable, V. 159 : difficulty of

diagnosis, V. 161: treatment, V.

161 : theory of patbology of, V.
162:

Adenia :

—

lecture on, V. 180—211
characterised by progressive hyper-

trophy of lympbatic glands, V. 181

:

may produce death by asphyxia,

V. 187 : never inflammation of

glands, V. 191 : death by exhaus-

tion, V. 193 : probably modifies

tymph-elements of blood, V. 200 :

pathological anatomy of, V. 202

:

hypergenesis of gland-cellules, V.
203 : apparent connection with

superficial lesions, V. 207 : relation

to leucocythsemia, V. 208 : treat-

ment, V. 209:
Adynamic Typhoid Fever :—formerly

considered a distinct disease, II.

354:
Ag-lobulie :—in dyspepsia, IV. 21 -.

Air :—change of, in bysterical cough,

I. 438 :

Aix (in Savoy) :—waters of in gout,

IV. 405:

Alalia :—See Aphasia.
Albuminuria :—its relation to eclamp-

sia, I. 89, 345 : considered as a
cause of puerperal convulsions, I.

365 : in confluent small-pox, II.

73 : scarlatinous, II. 185 : in diph-

theria, II. 536 : diphtheritic para-

lysis not dependent on it, II. 572 :

whenpresent in glycosuric patients,
it is in last stage, III. 499 : albu-

minous nepbritis in gout, IV. 381

:

nodular rheumatism, IV. 420 : per-

nicious intermittents, V. 25 : in

relation to uraemia, V. 136

:

Alcalies :—injurious in diphtheria,

II. 572 et seq. : beneficial in thrush,

II. 629 : in moderate doses adju-

vants in treatment of diabetes, III.

525 : use of, in stomachal vertigo,
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III. 556 : and acids in dyspepsia,

IV. 36 et seq. : in chronic diar-

rhoea, IV. 128 : in biliary calculi,

IV. 259 : in gout, IV. 402 :

Alcohol :—uses in health and disease,

III. 423 : alcoholic liquors to cut

short paroxysms of intermittent

fever, V. 46

:

Alcoholism :

—

lecture on, III. 421

—

443 : first symptoms referable to

nervous system, III. 422 : delirium

tremens, III. 425 : influence of

habitual use of alcoholic stimulants

on progress and treatment of dis-

eases, III. 429 : successive gra-

duated symptoms caused by alcohol

in its passage through the orga-

nism, III. 430 : lesions of stomach
and subsequent lesions of organs

in the cycle of venous system, III.

432 et seq. : steatosis and cirrhosis,

III. 433 : lesions of organs in the

cycle of arterial system, nervous

centres, kidneys, &c, III. 437 :

succinct description of acute and
chronic, III. 443 : a cause of cir-

rhosis, V. 124

:

Algid Fever :—V. 17 :

Aloes :—pills containing, are useful,

when taken immediately before

eating, in dyspepsia from sluggish-

ness of large intestine, IV. 52 : in

pill with colocynth, rhubarb and
gamboge in constipation, IV. 193 :

Alteratives : — in diphtheritic af-

fections, II. 570 : diarrhoea, III.

408:
Alternate Hemiplegia :—See Cross

Paralysis :

Alum:—insufflation of alternately with
tannin in scarlatinous sore throat,

II. 207 : local application of, in

diphtheria, II. 582

:

Amenorrhea : — in exophthalmic
goitre, I. 550 : not always an ac-

companiment of chlorosis, V. 107 :

Amenorrhcea and Menorrhagic
Fever :

—

lecture on, V. 212 —
222 : from change of residence,

chlorosis, anaemia, acute or chronic

disease, V. 213 : emmenagogues,
V. 216 : therapeutic indications

from state of general health, V.
217: general and local blood-letting,

V. 218: iodine, V. 219: iron, V.
220 : signs of time for action, V.
220 : hot-baths, V. 222 :

Ammonia :—how used for raising a
blister, I. 498 : more indicated
than narcotics in angina pectoris,

I. 609 : applied to pharynx in

asthma, I. 650 : inhaled in asthma,

1, 651 : and its preparations in scar-

latina, II. 206

:

Amnesia :—in aphasia, I. 218 et seq.

:

one of the causes of inability to

speak, I. 266 :

Anemia :—in exophthalmic goitre, I.

550 : may cause delirium, con-

vulsions and coma, II. 204 : in

diphtheria, 11.506: with dyspepsia,

treatment of, IV. 46, 52 : rapidly

induced by rheumatism, IV. 454

:

condition perhaps favorable to

tuberculous diathesis remaining
latent, V. 97 : syphilitic, V. 99 : in

relation f o blowing sounds in neck,

V. 100 : lymphatic, V. 200 :

Anesthesia :—in progressive loco-

motor ataxy, I. 155, 158, 209:
with neuralgia, I. 485 : in dyspep-

sia, IV. 20 :

Analgesia :—in relation to dyspepsia,

IV. 20

:

Anasarca :—in confluent small-pox, II.

73: in scarlatina, II. 184, 185:

treatment of, II. 207 : scarification

and blistering of lower extremities,

and brisk purgatives,may avert con-

vulsions in rapid extensive scarla-

tinous anasarca, II. 210 : New
Species of, prom Eetention op
Urine, lecture on, V. 388—397

:

history of observation of the dis-

ease,^ 389 : cases, V. 389 et seq.

:

anasarca from retention easy of

cure, V. 396 : explanation of its

production difficult, V. 396 :

Angina Pectoris:—in many cases a
form of partial epilepsy, I. 65, 602:

its pain frequently yields to fara-

dization of skin, I. 509, 615, 616

:

lecture on, I. 592—616 : said to be

symptomatic of an organic affec-

tion of heart or great vessels, I.

593 : not essentially due to organic

disease, but a neurosis or neuralgia,

I. 594 : periodicity of attacks does

not exclude idea of organic lesion,

I. 598: predisposing causes, I. 599:

due to rheumatic or gouty diathesis,

I. 600, IV. 379 : epilepsy, I. 602 et

seq. : hereditary, I. 603 : chiefly

attacks individuals above forty,

and mostly males, I. 603 : exciting

causes numerous and variable, I.

603 : prognosis, I. 607 : diagnosis,

I. 607 : treatment, I. 608 :

Anise (Oil) :—prevents griping when
added to purgative pills, IV. 193:
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Antimonials :—See Tartar Emetic
and Antimony : in pneumonia,
III. 346 et seq. : in large doses,
according to Rasori's method, in
pneumonia, III. 351

:

Antimony (Sulphuret) :—in pneu-
monia, III. 347:

•Antimony (White Oxide) :—in pneu-
monia, III. 348 :

Antiphlogistic Treatment:—in in-

fantile convulsions, I. 362 : in
puerperal eclampsia, I. 368: in

chorea, I. 420 : in asthma, I. 652 :

in hooping-cough, I. 674: inju-

rious in scarlatina, II. 195 : de-

manded in acute anasarca attended
by febrile reaction occurring after

scarlatina, II. 208: injurious in

diphtheria, II. 569 et seq.

:

Antispasmodics :—in hooping-cough,
I. 674: and obtunding remedies
peculiarly indicated in nervous
diarrhoea, IV. 114

:

Anus :—See Fissure of the Anus,
lecture on, IV 195 :

Anxiety :—a cause of dyspepsia,

IV. 6:
Aphasia:—lecture on, I. 218—276:

cases of, I. 218 etseq. : historical no-

tices of, I. 240 : anatomical lesions

in, I. 240 : when no other lesion than
loss of substance of the posterior

third of the second and third left

frontal convolutions, there may ex-

ist solely loss ofthe faculty of arti-

culate language, I. £46 : intellect

damaged in, I. 257 : amnesia, I.

266: inability to coordinate move-
ments of phonation, I. 268 : con-

sists in loss of the faculty of ex-

pressing one's thoughts by speech,

and also (in most cases) by writ-

ing and gestures, also impairment
of understanding, I. 273 : never

completely recovered from, I. 274

:

blood-letting good when no hemi-

plegia, I. 274

:

*Aphemia:—See Aphasia:
^Aphonia :

—

lecture on, III. 105—115 :

its causes numerous and various,

III. 105 : in relation to syphilitic

and tubercular laryngitis, III. 105 :

nervous, III. 106 : may occur with

or without serious lesion, III. 107 :

two species of, III. 107 : gradual

aphonia, its development and treat-

ment, III. 107: sudden aphonia

from nervous shock, laryngeal

nerves affected in, III. 108: local

.cauterisation useful in, III. 110,

112: syphilis and tuberculosis may
produce nervous aphonia, as well
as aphonia from material lesion,

III. 110: nervous aphonia in dis-

ordered menstruation, III. 112 :

conditions in which cauterisation
is useful, III. 113 et seq.

:

Apoplectic Cerebral Rheumatism:
—I. 521

:

Apoplectiform Cerebral Conges-
tion:—its relations to epilepsy and
eclampsia, I. 19, 34

:

Apoplexy :

—

lecture on Venesection
in Cerebral Hemorrhage and
Apoplexy, I. 1 : lecture on Apo-
plectiform Cerebral Conges-
tion and its Relations to Epi-
lepsy and Eclampsia, I. 19 : not
to be confounded -with haemorrhage,
1. 3 : may be the expression of vari-

ous grave lesions of the encephalon,
I. 4 : inutility of blood-letting,

purgatives, and emetics, and im-
portance of keeping up strength
in, I. 9— 13 : in cerebral hae-

morrhage, it is very rare for the
patient to be struck down suddenly
by apoplexy in the etymological

sense of the word, I. 7 : rheumatic,

I. 522 : pulmonary, an objection-

able term, III. 148

:

Arsenic :—in progressive muscular
atrophy, 1.301: in St.Vitus' s dance,

I, 414 : angina pectoris, I. 612

:

asthma, I. 653 : eaters of, I. 654

:

formula for arseuiate of soda, 1. 654

:

formula for arsenious acid pills, I.

655 : successful in neuralgia of

herpes zoster, II. 296 : in diabetes,

III. 527 : in catarrhal diarrhoea

depending on herpetic diathesis,

IV. 113 : in nodular rheumatism
and how to prescribe it in baths,

and internally, IV. 429, 430: rules

for administering in intermittent

fevers, V. 44 : relapses said to be
less frequent after cure by arsenic

than by sulphate of quinine, V.
46 : useful in tuberculous chlorosis,

V. 97:
Arsenical Cigarettes :—in asthma,

I. 649: in aphonia, III. 108: in

bronchial dilatation, III. 137 :

Arteries :—division of, in neuralgia,

I. 509 : how affected in alcoholism,

III. 437 :

Arthritis (Cervical) :—1. 451

:

Artificial Anus :—formation of, in

intestinal obstruction, IV. 225 :

Asphyxia :—a cause of death in infan-
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tile convulsions, I. 357 : from em-
bolism, IV. 298:

Asthenia :—of urinary bladder from
over-distension, IV. 9 : of stomach

from over-distension in excessive

eaters, IV. 7

:

Asthma :

—

lecture on, I. 617— 658 :

idiopathic, I. 617 : paroxysm de-

scribed, I. 617 : relation to coryza,

I. 619: catarrhal I. 620: caused

by inhaling dust of Indian corn,

flax, oats, rice, feathers, ipecacuanha

powder, linseed, scanimony, scents,

&c, I. 625 : exciting causes, I.

625 : influence of atmospheric con-

ditions, climate, season, and tempe-

rature, I. 628 et seq. : hay fever, I.

631 : when due to disease of heart or

great vessels, I. 632 : true asthma
may complicate diseases of heart

and lungs, I. 633 : in relation to

pulmonary emphysema, I. 635 :

nervous nature of, I. 639 : very

often a transformation of rheu-

matic, gouty, or hseinorrhoidal af-

fections, I. 641 et seq. : asthmatic

persons have often been subject to

herpetic, and eczematous eruptions

in youth, I. 641 : relation to tuber-

cular diathesis, I. 645 : hereditary,

like all diathesic diseases, I. 645 :

treatment, I. 648 : in gout, IV.

379, 380

:

Asthma (Thtmic) :—relation to infan-

tile convulsions, I. 354

:

Ataxia :—in pneumonia defined, III.

355:
Ataxy (Peogeessive Locomotoe) :

—

lecture on, I. 143—217 : not a
new disease I. 143 :

" asynergia,"

a better term, I. 143 : meaning
of term, I. 145 : formerly con-

sidered as paraplegia, I. 145: ac-

cession marked by pain, nocturnal
incontinence of urine, spermator-
rhoea, venereal aptitude, paralysis

of the third and sixth cranial pairs,

diplopia and amaurosis, I. 147 et

seq. : symptoms, defect of coordi-

nation of movement with retention

of muscular power, transient and
persistent pain, disorders of progres-

sion, impotence, deafness, spasms,

anaesthesia, I. 147 et seq. : gait

of an ataxic patient, I. 151 : he-
reditary influence, I. 150 : pro-
gnosis extremely grave, 1. 157: dif-

ferential diagnosis between it and
various forms of paralysis and ce-

rebellar ataxy, 1. 167 : pathological

anatomy of, I. 16S : relation of

lesions to symptoms, I. 168 : na-
ture of, I. 177 : treatment, I. 180

:

cases of, I. 182

:

Atmidiateia (Pulmonaey) :—in gan-
grene of the lung, III. 177 :

Ateopht (Peogeessive MUSCULAE):
—See Peogeessive Muscular
Ateopht, lecture on, I. 277—309

:

Ateopia :—in epilepsy, I. 96 : in neur-

algia, I. 496 : hypodermic method
of using in neuralgia explained, I.

501 : hypodermic use in angina
pectoris, 1.609: in hooping-cough,
I. 674, 676 : in neuralgia of herpes

zoster, II. 295

:

Auea Epileptica :—definition of, I.

61 : said to be arrested by com-
pression, I. 97

:

Auteneleth's (Taetae Emetic Oint-
ment :— reprobated in hooping-
cough, I. 677

:

B.
Baesams :—use of, in blennorrhagia,

III. 133 : in pulmonary catarrh,

III. 135 : inhalation of vapours of,

III. 136:
Bands (Pseudo - membeanous) :— a

cause of intestinal obstruction, IV.
210:

Basedow's Disease :—I. 542

:

Baths :—various, in chorea, I. 412

:

cold, injurious in the convulsions

of measles, II. 219 : in spermator-
rhoea, III. 468 : in infantile cholera,

IV. 139

:

Baths (Absenical) :—in nodular rheu-

matism, IV. 429

:

Baths (oe Waem Sand) :—combined
with sea-bathing very useful in

flatulent dyspepsia, IV. 40 :

Baths (Sublimate) :—in nodular rheu-

matism, IV. 428 :

Belladonna:—in epilepsy, 1.94: pro-

gressive locomotor ataxy, I. 181

:

puerperal convulsions, I. 367 :

tetany, I. 384 : in neuralgia, 1. 496,
497 : extract to be mixed with gly-

cerine and starch rather than with
axunge or cerate, I. 497 : with bi-

carbonate of soda in angina pectoris,

1.611 : in asthma, 1.648, 652: mode
ofadministration in hoopin g- cough,

I. 675 : in the convulsions of

scarlatina, II. 210: externally in

neuralgia of herpes zoster, II. 295 :

produces eruptions, II. 304: in

spermatorrhoea, III. 467 : nocturnal

incontinence of urine, III. 476,
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4S5: in boulimic dyspepsia accom-
panied by diarrbo3a,'lV. 33 : dyspep-
sia from sluggish intestine, IV. 50,
51 : in nervous diarrhoea, IV. 114

:

inunction with in dysentery simul-
taneously with internal adminis-
tration of calomel, IV. 179 : with
or without castor-oil in constipa-
tion, IV. 192: with podophyllin
in constipation, IV. 193 : externally
and internally in bepatic colic, IV.
262 : in perihysteric abscess, V.
385:

Bell's Paealysis :—See Facial PA-
EALYSIS :

Bigoeee :—waters of, in flatulent dys-
pepsia, and dyspepsia from visceral

congestion, IV. 49

:

Bile :—injections of in hydatid cysts
of liver, IV. 296 :

Biliaet Calculus :—See Hepatic
Colic and Biliaey Calculus,
lecture on, IV. 226 :

Biliaey Fistula:—external and in-

ternal, IV. 243 et seq. :

Bilious Foem : — of dothienenteria,

II. 355 : of dysentery, IV. 171

:

Bismuth :—in thrush when connected
with disordered digestion, II. 629 :

subnitrate of, inspired by nose, in

ozsena, III, 67 : with precipitated

chalk in dyspepsia of chronic gas-

tritis, IV. 31 : mode of administer-
ing in simple ulcer of stomach, IV.
92 : obstinate catarrhal diarrhoea,

IV. 112 : infantile cholera, when
vomiting has ceased, IV. 139, 145 :

a porridgy mixture of with glyce-

rine, useful as a topical application

in fissure of the anus, IV. 203 :

Bladdee (Ueinaey) :—irritability of,

a cause of incontinence of urine,

III. 481 : greater capacity of in

women, III. 489, 490 :

Blennoeehagia :—different kinds of,

III. 130 : pulmonary, III. 133 : in

gout, IV. 361

:

Blistees :—how produced in neuralgia

for application of morphia, 1. 496 :

of doubtful utilility in neuralgia,

I. 507 : to legs in scarlatinous

anasarca, II. 210: must not be

applied in diphtheritic affections,

II. 524, 579: in pneumonia, III.

352:
Blood : — coagulates rapidly when

effused into pleura, III. 296 : alter-

ation of, in prolonged dyspepsia,

IV. 21 : primary alteration of, in

malignant jaundice, IV. 309 : in

leucocythajinia, V. 165 et seq. : in
adenia, V. 207

:

Blood-letting :—inutility of, in apo-
plexy and cerebral haemorrhage,
!• 10— 13 : useful in aphasia when
no hemiplegia, 1.274: in tetany,
I. 384 : in cerebral rheumatism,
I. 539: in exophthalmic goitre, I.

588: in scarlatinous anasarca, II.
208

: in inflammatory sore throat,
II. 462: in pneumonia, discussed,
III. 338 et seq.

:

Blue Spots:—in dothienente. ia, II.
348:

Boils : — outbreak of, in confluent
small-pox, II. 70

:

Bobax-honey :—local application of,

in thrush, II. 627

:

Bouillaud's Disease :—V. 149.
Boulimia :—in diabetes, III. 500 : in

relation to dyspepsia, IV. 17, 33,
&c. :

Beain:—softening of, its differential

diagnosis from cerebral hsernor-

rhage, 1. 14 : fourth ventricle in
glucosuria, III. 519 : membranes
of, may be primary seat of rheu-
matism, IV. 453

:

Bean-beead :—in constipation, IV.
191:

Beight's Disease :—in gout, IV. 381

:

Beomide oe Potassium :—in epilepsy,

I. 97, 98 : diphtheria, II. 574:
Beonchi, Dilatation op* and Beon-

CHOEEH03A :

—

lecture on, III. 116—137 : difficulty of diagnosis from
phthisis, III. 117 : and from pleural

effusion with pulmonary perfora-

tion, III. 119 : diagnostic value of

abundant and fetid expectoration,

III. 123: pathogenesis of bronchial

dilatation, III. 126 : slight dilata-

tion not dangerous, III. 129 : treat-

ment of, III. 130 et seq.

:

Beonchial H^mobbhage : — de-
scribed, III. 146 :

Beonchial Respibation:—in pneu-
monia, HI. 341

:

Beonchitis :—in typhus, II. 428

:

Beonchophony :—in pneumonia, III.

341:
BEONCHOEEnffiA, OE PULMONAEY

Blennoeehagia :—treatment of,

III. 130 et seq. :

Beonzed Disease :—See Addison's
Disease :

Beoussais:—pretended to have re-esta-

blished medicine on new founda-
tions, but after 1823 his theo-

retical and disastrous system was
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opposed by Beetonneau, IV.

176 : also passim, throughout the

lectures :

Buboes :—scarlatinous, II. 183 :

Buttee :—substitute for cod liver oil,

V. 92 : formula for, containing

some of the constituents of cod
liver oil, V. 93 :

Cachexia :—in relation to neuralgia, I.

4 S : in syphilitic infants, IV. 339 :

p.ludal, V. 3:
Calomel :

—

-fractd dosi in syphilitic

neuralgia, I. 511 : in minute doses

in scarlatinous anasarca, II. 208

:

in the constipation of dothien-

enteria, II. 379 : Law's method
of giving, in fractional doses de-

scribed, II. 571 : useful as a topical

application in diphtheritic affec-

tions, II. 571 : on the principle of

substitution in catarrhal diarrhoea,

IV. Ill : dysentery, IV. 178 :

Camphoe :—ethereal solution of tan-

nin, and in erysipelas of children,

II. 274:
Cancee:— neuralgia in, I. 488: of

pleura, may be accompanied by
effusion necessitating paracentesis,

III. 259: of stomach, characteristic

signs of, IV. 89 : intestinal, a
cause of intestinal obstruction, IV.
211 : often attended with painful

cedenia of extremities, V. 287 :

Cannabis Indica:—in St. Vitus's

dance, I. 420

:

Caelsbad:—waters of, in gout, IV.
403 et seq. :

Castoe-Oil:—in the constipation of
dothienenteria, II. 379 : in con-
junction with belladonna, useful in

the dyspepsia arising from slug-

gishness of large intestine, IV. 50,
192:

Cataeact :—developed, generally in

both eyes, in diabetic persons,

III. 505 :

Cataeeh:—acute dry, I. 636: forms of
complicating measles, II. 222, 228:
catarrhal affections of lungs, intes-

tines, and uterus, from exanthema-
tous affections, II. 311 : intestinal,

in dothienenteria, II. 348 et seq. :

chronic peripneumonic in children,

III. 164: pulmonary, in gout, IV.
331:

Cataerhal Diaerhcea :—IV. 95 :

•Catheteeism :—of the larynx in diph-
theria, II. 590 :

Caustics :—in diphtheria, II. 585 : in

aphonia, 111. 114 : in perinephric

abscess, V. 363 :

Cauteeets :—waters of, in gout, IV.

405:
Cauteeisation :—of the urethra in

spermatorrhoea, III. 467 :

Cauteey (Actual) :—in diphtheria,

II. 588 :

Ceeebellum :—tumours of, produce
ataxy, I. 167 :

Ceeebeal Congestion :—its relations

to epilepsy and eclampsia, I. 19,

128, 359 : the opinion that it is a

common complaint is an error, I.

19 : vertigo and syncope mistaken
for, I. 30 : supposed connection

with cerebral haemorrhage, I. 30 :

in whooping-cough, I. 35 : in rela-

tion to sleep, stupor, and delirium,

1.37:
Ceeebeal Fevee :

—

lecture on, 1. 451

—

478 : cerebral or meningeal macula,

I. 459 : three stages, generally

pretty distinct, 1. 461—471 : symp-
toms of premonitory stage, change
of manner, emaciation, vomiting,

constipation, headache, I. 461 :

symptoms of second stage, pulse,

somnolence, hydrocephalic cry, re-

traction of abdomen, irregular re-

spiration, I. 465 : third stage, I.

469: convulsions, 1. 469: paralysis,

I. 470 : retraction of abdominal

parietes not a pathognomonic sign,

but distinguishes it from typhoid

fever, I. 467 : treatment,. I. 472

:

anatomical lesions, I. 472 : differs

from chronic hydrocephalus, I.

473:
Ceeebeal H^mobehage :

—

lecture on

Venesection in Ceeebeal Km-
moeehage and apoplexy, i. 1

—

18 : apoplexy not to be confounded
with, I. 3 : rarely sets in with

apoplectiform phenomena properly

so called, I. 4 : proper use of the

terms "apoplexy" and "cerebral

haemorrhage," I. 4 : facial hemi-

plegia of great value in diagnosis

of, I. 3 : the symptoms, stupor, un-

consciousness, and paralysis, come
on gradually and not suddenly,

I. 7 : inutility of blood-letting,

purgatives, and emetics, and im-

portance of keeping up strength

in, I. 9—13 : differential dia-

gnosis from softening, I. 14 : pro-

gnostic value of certain signs in,

I. 15:
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Cerebral or Meningeal Macula:—
described, I. 460 : in exophthalmic
goitre, I. 558

:

Cerebral Rheumatism :

—

lecture on,

I. 513—541 : in a drunken man
and in a woman who had been in-

sane, I. 513—517 : delirium of only

a quarter of an hour's duration

followed by sudden death in ease

in which existed old cardiac lesions

and in which large doses of quinine

had been given, I. 513—515

:

the cerebral symptoms generally

due to individual predisposition,

I. 518 : prognostic value of deli-

rium, I, 518 : relation between ner-

vous symptoms and rheumatism,
I. 519 : six forms of cerebral rheu-

matism, viz. apoplectic, delirious,

meningitic, hydrocephalic, convul-

vulsive, aud choreic, I. 521 : the

apoplectic form, I. 521 : delirious

form, I. 525 : meningitic form, I.

527 : choreic form, I. 527 : rela-

tions of rheumatism and chorea, I.

528 : nature of cerebral rheuma-
tism, I. 529 : mode of occurrence, I.

534 : cerebral phenomena are not
the consequence of metastasis, but
generally of predisposition, drunken
habits, or some former neurosis, I.

535 : cerebral rheumatism a neu-

rosis and not a rheumatic inflam-

mation, I. 535 : causes, I. 537 :

cerebral phenomena not brought
On by bleeding or administration

of sulphate of quinine, I. 538:
best treatment is to encourage the

articular manifestations of the

disease, I. 540 :

Cerebral Surprise :—I. 31

:

Cerebrospinal Meningitis :—1. 473:

Chalk :—with bismuth in chronic gas-

tritis, IV. 31 : in infantile diar-

rhoea, IV. 145

:

Chalk Mixture :—in catarrhal di-

arrhoea, IV. 112 :

Chemistry :—in relation to medical

science, II. 5

:

Chest :— altered conformation of, in

rickets, V. 53

:

Chicken- Pox :—a distinct disease from
small-pox, II. 79 : lecture on, II.

155—160 : differences from small-

pox, II. 155: symptoms, II. 157:

never fatal, II. 159 : not inoculable,

II. 160

:

Chimiatria:—leads to deplorable mis-

takes in therapeutics, IV. 48 :

Chloroform :—inhalations of, in in-

fantile convulsions, I. 363 : in

puerperal convulsions, I. 368 : in

neuralgia, I. 496, 504 : in asthma,

I. 657 : hydrophobia, I. 709

:

hepatic colic, IV. 262 :

Chloroform :— local application and
internal administration of in te-

tany, I. 384

:

Chlorosis (True and False) :

—

lec-

ture on, V. 95—117 : not identical

with anaemia,V. 95 : false chlorosis

or tubercular anaemia, V. 96 : fer-

ruginous remedies hurtful in false

chlorosis, for iron arouses the
tubercular diathesis, V. 97 : tuber-

culous diathesis ought to be treated

by bitters and arsenic, V. 97

:

fistula in ano and leucorrhoea

ought not to be cured in persons

of tubercular diathesis, V. 98 :

syphilitic anaemia, V. 99 : blowing
sound of anaemia is arterial and
simple, in true chlorosis it is

double, i. e. arterial and venous, V.
100 : examination of value of vas-

cular blowing sounds in anaemia

and chlorosis, V. 101 : true chlo-

rosis is a neurosis, alteration of the

blood being secondary, V. 106

:

relation to amenorrhcea, V. 108 :

hygienical conditions, V. 109 :

treatment by iron and cinchona,

V. 113 :

Cholera Morbus :—tetany a sequel of,

I. 374 : quite as specifically distinct

from infantile cholera as sporadic

colitis from epidemic colitis (dys-

entery), IV. 131 et seq. :

Cholesterine :—Flint's opinion as to

source of, V. 138 :

Chorda Tympani Nerve:—relations

to facial paralysis, I. 320 :

Chorea :

—

lecture on, I. 386— 439 :

the term includes not only St.

Vitus's dance, but various choreic

affections, I. 388 : chorea Sancti

Viti of Sydenham, or St. Vitus's

dance, I. 389—424: first truly

scientific description of the affec-

tion was given by Sydenham, I.

390 : See St. Vitus's Dance :

other forms of chorea, I. 425 : cho-

rea saltatoria differs from St.

Vitus's dance, I. 425 : methodical

or rhythmic chorea, 1. 426 : chorea

festinans or procursiva, I. 426

:

turpentine in chorea festinans, I.

427 : chorea festinans confounded
with general paralysis mwdparalysis
agitans, I. 427 : chorea rotatoria,
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1. 427 : chorea oscillatoria, I. 427 :

tic non-douloureux, I. 428 : here-

ditary influence in, I. 428 : writer's

cramp or chorea scriptorum, called

functional spasm by Dr. Duchenne,

I. 429 : hysterical chorea, I. 432

:

hysterical cough, 1. 435 : hysterical

cough cured by change of air, I.

439 : senile chorea, I. 440 : in re-

lation to rheumatism, IV. 443 :

Choreic Form :—of cerebral rheuma-
tism, I. 527:

Cigarettes, Medicated :—in asthma,

I. 649 : in aphonia, III. 108 : in

broncborrhoea, III. 137 :

CINCHONA: — administration of, in

adynamic dothienenteria, II. 357 :

administration of, according to

the Roman, English, and French
systems in intermittent fevers, V.

32 : powder of, more economical

than sulphate of quinine in marsh
fevers, V. 34 : powder of, in chlo-

rotic menorrhagia, V. 109 : no
effect on engorgement of spleen

in leucocythsemia, V. 174 :

Cinchonine :—in intermittent fever,

V. 43:
Cirrhosis :—caused by drinking alco-

holic stimulants in excess, III.

433: lecture on, V. 118—148 ; his-

tory, V. 120 ; originates in chronic

inflammation often consecutive on
cardiac affection, V. 122 : in alco-

holism, syphilis, and marsh-fevers,

Y. 124 : summary of causes, V.
126 : pathological changes in liver,

V. 128 : dilatation of superficial

veins, V. 130 : consequences of, V.

131 : progress, V. 134 : summary
of pathological mechanism, V. 140

:

treatment, V. 147

:

Clavelisation :—defined, II. 89 et

seq. : described, II. 91 :

Climate :—influence of, in the develop-

ment of rickets, V. 79

:

Clinical Instruction :—What is it ?

II. 1—15 : great opportunities for

receiving, at Paris, II. 22 : in-

creased means of investigation of

the present day does not fit the

mind for producing more practical

and reliable manifestations of art,

II. 42 :

Cod Liver Oil :—in progressive mus-
cular atrophy, I. 301 : ozama, III.

70 : rickets, V. 90 : butter, a sub-

stitute for, V. 92 : formula for

butter containing some of the con-

stituents of fish oil, V. 93 :

Colalgia :—often mistaken for gas-

tralgia, IV. 12 : how to be distin-

guished from hepatic colic, IV.
236:

COLCHICUM:—in gout, IV. 399: pills

of, with quinine and digitalis

in gouty megrim, IV. 400 : mis-

chievous in nodular rheumatism,
IV. 429

:

Cold :—a cause of facial paralysis, II.

312: of tetany, I. 372: local

application of, useful in tetany,

I. 377 : curious difference in inju-

rious influence of, in small-pox,

measles, and scarlatina, II. 209

:

baths, injurious inmeaslesvII. 219:

baths, in spermatorrhoea, III. 468

:

baths to subdue nervous symptoms
in infantile cholera, IV. 139 : lave-

ments, in constipation, IV. 190:
cold to abdomen, a minor method
of astonishing success in consti-

pation, IV. 194

:

Cold Afeusion :—mode of employing,

and great utility of, in scarlatina

when the nervous symptoms are

very formidable, II. 196—202 : in

measles, II. 219 : in typhoid fever,

II. 361 :

Colitis:—in measles, not dysentery,

II. 272

:

Colliquative Fluses :—IV. 99

:

Compression oe Carotids :—in in-

fantile convulsions, I. 363 : con-

vulsions of anasarca after scar-

latina, II. 210: how to effect it,

II. 210 :

Conjugal Intercourse :—in relation

to nurse and nursling, IV. 149

:

Consanguinity :—marriages of, influ-

ence on epilepsy, 1. 83 : in progres-

sive muscnlar atrophy, I. 299 :

Constipation : — in dothienenteria,

how treated, II. 379 : lecture on,

IV, 184—194: not necessarily a

state of impaired health, IV. 184

:

causes, IV. 186 : treatment, IV.

189 : influence of will and habit,

IV. 189 : cold lavements, IV. 189

:

suppositories of cacao-nut butter,

soap, and hardened honey,VI. 190

:

mucilaginous lavements, IV. 190

:

diet, IV. 191: bran-bread, IV.

191 : belladonna, with or without

small doses of castor-oil, IV. 191

:

saline purgatives in general should

not be used, IV. 192 : drastic pur-

gatives to be used in obstinate,

IV. 193 : presence in a case of
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tetany, I. 373 : in relation to dys-
pepsia, IV. 11 :

Contagion :

—

lecture on, III. 24—58 :

definition, III. 24 : the term con-
tagion sometimes popularly misap-
plied to imitation, III. 26 : in-

fection defined, III. 26 : can
diseases arise spontaneously ? III.

28 : quality is paramount over
quantity of morbific germ in in-

fection and contagion, III. 47 :

resisted by old men better than by
adults, other conditions being equal,

III. 50 : immunity conferred by
anterior contamination, acclimation
and habitual exposure, III. 50 et

seq. : transmission of, by simple
contact, inoculation, and inhala-

tion, III. 55—58 : ofdysentery, IV.

168:
Contrexeville :—waters of, in gout,

IV. 405 :

Convalescence :—in scarlatina re-

quires careful protection from sud-

den changes of temperature, II,

209:
Convulsions :—infantile, see Infan-

tile Convulsions, lecture on, I.

339—363 : of pregnant and puer-

peral women, see Eclampsia of
Pregnant and Parturient Wo-
men, lecture on, I. 364—369 : in

anasarcous scarlatinous patients,

II. 185, 210 : from anaanaia, II.

204 : from presence of intestinal

worms, II. 205 : one of the prin-

cipal complications of measles, II.

218 : brutality of scalding appli-

cations in, II, 220 : in pericarditis,

III. 367 et seq.: teething, IV.

159 : pernicious intermittents,

V. 19:
Convulsive Epileptiform Neural-

gia :—I. 105 :

Copaiva :—eruptions produced by, II,

305 : use of, in blennorrhagia, III.

133 : in gangrene of lung, III.

178:
Copper (Sulphate) :—in epilepsy, I.

96 : hooping cough as emetic, I.

674 : solution of, as an injection in

ozsena, III. 69 : local application

of, in aphonia, III. 110 : inhalation

of vapour of solution of, in gangrene

of lung, III. 178 : lavement, in

dysentery, IV. 181 : as a substi-

tute for, or alternately with rha-

tany in treatment of fissure of the

anus, IV. 202 :

Cornea -.—softening of, in dothienen-

teria, II. 394: perforation of, in

diphtheria, II. 508 :

Corrigan's Disease :—V. 149

:

Corrosive Sublimate (Solution) :

—

as an injection in ozama, III. 69

:

inhalation of vapour of solution ot,

in gangrene of lung, III. 178 : as-

a lotion in fissure of anus, IV. 203

:

Van Swieten's, the best mercurial

for internal use in infantile syphi-

lis, IV. 350 : baths of, in nodular
rheumatism, IV. 428 :

Cortza :—a serious symptom in diph-

theria, II. 501 : in infantile syphi-

lis, IV. 332

:

Cough :—hysterical, described, I. 435 :

cured by change of air, I. 438

:

acute dry catarrh, I. 636 : croupy,

semeiological value of, III. 80 :

spasmodic, in daily paroxysms from
marsh influence, V. 29 :

Cow-pox :

—

lecture on, II. 98—154:
historical note as to protective

power of, II. 98—105: effect of

humanisation, II. 105 : character-

istics of, in the cow, II. 106 : rela-

tion to grease of horses, II. 107

:

alleged production of in cow by
inoculation with human small-pox

matter, II. 115—120: regenera-

tion of cow-pox, II. 120 : trans-

mission of cow-pox from man to

man, II. 121 : circumstances favour-

able to successful vaccination, II.

122 : lymph to be taken between
the fifth and seventh days, II. 123:

choice of source of lymph, II. 124

:

transmission of syphilis by vac-

cination, II. 124: health of per-

sons to be vaccinated, II. 127 : vac-

cinal eruptions, II, 129 : method
of vaccinating, II. 133 : vac-

cination of naovi, II. 135 : false

cow-pox, II. 137 : regeneration of

lymph, II. 138 : evidence in sup-

port ofrevaccination, II. 140 : vac-

cination should be repeated every

five years, II. 145 : reply to the

opponents of vaccination, II. 146

et seq. :

Cramps in Stomach :—in relation to

hepatic colic and biliarv calculi,

IV. 227, 235

:

Cross-Paralysis, or Alternate He-
miplegia :

—

lecture on, I. 333

—

338 : generally owing to lesion of

pons Varolii, but not an absolute

sign of such lesion, I. 336 : must
not be confounded wdth glosso-

laryngeal paralysis, I. 333 :
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Ckottp :—See Diphtheria :

Croup (False) :—one of the principal

complications of measles, II. 218,

221 : leeching useless and often

dangerous, II. 222

:

Cubebs :—in diphtheria, II. 575 : va-

pour of essential oil in gangrene
of lung, III. 178 :

Cupping-Glasses : — application of,

said to relieve intestinal obstruc-

tion, IV. 215

:

Curara :—in hydrophobia, I. 709 :

Cutaneous Diphtheria :—II. 515 :

Cyanide op Potassium :—in neuralgia,

I. 496, 503

:

Cynanche:—See Sore Throat, In-

flammatory, lecture on, II. 460
—467:

D.
Datura Stramonium :—its extract for

external use ought to be mixed
with glycerine and starch, rather

than with axunge or cerate, I. 497

:

liniment in angina pectoris, I. 609 :

smoking dried leaves of, in asthma,

I. 648, et seq.

:

Deap-mutism :—relation to intermar-

riages, I. 85 :

Deapness :—prognostic value in clothi-

enenteria, II. 363

:

Depecation : — mechanism of, IV.
185:

Deformities :—their relation to con-

vulsions, I. 356 : consequences of

chronic gout, IV. 370 :

Delirious Cerebral Kheumatism:
—1.525:

Delirium :—predisposition to, I. 517

:

prognostic value, 1. 518 : its re-

lation to diseases of skin and erup-

tive diseases, 1. 519 : in confluent

sniall-pox, II, 68, 81 : sine materia,

cerebral disturbance without ap-

preciable lesion of brain, II. 203 :

difference in character of, caused
by different drugs, II. 205 : violent,

caused by tickling soles of feet, II.

205 : by presence of intestinal

worms, II. 205 : of apparently
serious character need not generally
•occasion alarm in medical erysipe-

las, II. 258 : during convalescence
from dothienenteria, II. 386

:

complicating pneumonia, treated
by musk, III. 355 : frequent in

pneumonia of the summit, III.

363: extent to which the hish deli-

num or patients on whom amputa-
tions have been performed is a mani-

festation of latent alcoholism, III.

429 : in malignant jaundice, IV.

306: in pernicious intermittents,

V. 19:
Delirium Tremens :—described, III.

425 : trembling not a pathogno-
monic sign, III. 426 :

Dentition : — See Lactation, First
Dentition, and Weaning, lecture

on, IV. 146—164: influence of

rickets on, V. 53 :

Diabetes, Saccharine :—See Gluco-
SURIA, lecture on, III. 491—527 :

Diagnosis :—specific character applied

to, III. 1 :

DlARRHffiA :—a cause of tetany, I.

373 : frequent in confluent small-

pox, II. 63 : prognosis derivable

from, in small-pox, II. 69 : must
be kept in check, II. 77 : intract-

able, a bad symptom at onset of

scarlatina, II. 196 : rarely serious

in measles, II. 226 : in dothienen-

teria, how to be treated II. 378:

during convalescence from dothien-

enteria, II. 385 : sometimes in

heart-disease must not be inter-

fered with, III. 408, 409 ; hydrar-

gyrum cum creta as an alterative

in, III. 407 : induced, in heart-

disease, sometimes becomes a cause

of serious symptoms, III. 408 : of

chronic gastritis, treated by very

small doses of opium, nitrate of

silver, hydrotherapy, sea-bathing,

lime water, &c. IV. 61, 62 : lecture

ora,lV.94—130 : catarrhal diarrhoea

(which may be specific), IV. 95 :

sudoral, IV. 98 : nervous, IV. 100

:

from excessive and vitiated secre-

tion, IV. 102 : from increased

tonicity, IV. 104: from indiges-

tion, IV. 107 : as a rule, supervenes

in infants when fed too early with

farinaceous food in place of milk,

their natural aliment, IV. 108

:

from organic disease, IV. 109 : the

different kinds are blended with

one another, IV. 109 : treatment of

catarrhal diarrhoea, IV. 109 : of

sudoral diarrhoea, IV. 114: of

nervous diarrhoea, IV. 114 : of

diarrhoea from abnormal secre-

tion, IV. 116 : of diarrhoea from

excess of tonicity, IV. 117 :

chronic, complicated with fever

and nocturnal sweats, is almost

always associated with tubercle,

IV. 119 : chronic syphilitic diar-

rhoea, IV. 123: chronic, depending



INDEX. 445

on simple chronic catarrh of intes-

tine, and on insufficiency of food,

IV, 124 : treatment of chronic
diarrhoea varies according to its

cause, IV. 124: efficacy of raw
meat, IV. 125 : how to prepare it,

IV. 126 : diarrhoea of children,

see Infantile Cholera, lecture

on, IV. 131—145 : in teething,

IV. 160 et seq. : intractable, a
sequel of dysentery, IV. 183 :

Diathesis :—transformations of, 1. 641:

influence of, in measles, II. 230

:

resemblance between contagious

and diathesic diseases, II. 149

:

diathesic cause for nearly all heart-

diseases, III. 403 : the term de-

fined, IV. 357 et seq. : gouty, IV.

395 : influence of, in acute arti-

cular rheumatism, IV. 433 : palu-

dal,V. 1, et seq. : lymphatic, V. 206

:

of pregnant and puerperal women,
V. 246

:

Diet :—management of, in treatment

of dothienenteria, II. 377, 379 : in

diphtheria, II. 593 : defective, a

cause of thrush, II. 622 : in glu-

cosuria, III. 523 : difficulty of selec-

tion of, in dyspepsia, IV. 25 : im-
portance of variety in, IV. 93

:

certain aliments and drinks

which agree with some are not

tolerated by others, IV. 108 : ought
to be rigidly low in infantile cho-

lera, IV. 136 : supplementary of

infants, IV. 152 : alimentation of

extreme importance in dysentery,

IV. 182 : food, drink, and manner
of life in relation to constipation,

IV. 189: vegetables in consti-

pation, IV. 191: milk-food and
drinks in constipation, IV. 191 :

bran-bread in constipation, IV.

191 : in relation to biliary calculi,

IV. 231 : judicious combination of

animal and vegetable in hepatic

affections, IV. 262 : first place in

treatment of infantile syphilis, IV.

352 : in gout, IV. 406 : insufficient,

a cause of rickets, V. 79 : variety of

dishes enables a larger amount of

alimentary matter to be taken with

impunity, V. Ill :

Digestive Organs :—disorders of, in

gout, IV. 360 : in rickets, V. 75

:

Digitalis :—in epilepsy, I. 97 : exoph-

thalmic goitre, I. 588 : in hanno-

ptysis connected with disease of

heart, III. 153 : with antimony

in pneumonia, III. 352 : in sper-

matorrhoea, III. 468 : with col-

chicum in gout, IV. 400 :

Dilatation :—sudden and forcible, in

fissure of the anus, IV. 203 :

Dipsomania :—more frequently the
sequence than the antecedent of a
first attack of delirium tremens,
III. 427

:

Disease :—to know natural progress of
diseases is to know more than the
half of medicine, II. 14

:

Diuretics :—in cardiac dropsy, III.

406 et seq. :

Diphtheria: a disease known in re-

mote antiquity, II. 151 : in relation

to scarlatina, II. 178 et seq., 207 :

lecture on, II. 468—617 : con-
tagious : pre-eminently a specific

disease, II. 469 : Pharyngeal and
Laryngeal Diphtheria, II. 470—493 : occurs in all climates and
seasons : spares no age, but chiefly

attacks children between three

and six, II. 471 : manner in which
pharyngeal diphtheria appears and
is propagated, II. 472 : glandular

swellings, II. 472 : false membranes
—their colour—their smell simu-

lating gangrene, II. 472, 473 : pro-

pagation to larynx, II. 475 : sym-
ptoms of croup, II. 477 : inter-

mittence of symptoms, II. 479:
diphtheria sometimes begins in the

trachea or bronchial tubes, II. 483

:

bronchial diphtheria, II. 485 : sud-

den croup, II. 486 : danger greater

in adults than in children, II. 488

:

pharyngeal diphtheria generally

fatal when not stopped, but mostly

curable by treatment, II. 491 :

complications of diphtheria, II.

491 : Malignant Diphtheria,
II. 493—507 : much more terrible

form : local affection as nothing

compared to constitutional sym-
ptoms, II. 496 : kills not like croup

by suffocative paroxysms, but by
general poisoning, II. 498 : slow

form, II. 499 : glandular engorge-

ment considerable : erysipelatous

redness : membranous coryza and
nasal diphtheria : diphtheritic

ophthalmia : epistaxis : haemor-

rhages of every kind : anaemia, II.

500—507 : Diversity oe Locali-
sation : palpebral, cutaneous, vul-

var, vaginal, anal, and preputial

diphtheria, II. 507—521 : never
apply blisters, II. 524 : cauterise

solutions of continuity, II. 524:
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Diphtheria of Mouth, II. 525
—529 : characters, II. 526 : occurs

at all ages, but rarely in children,

II. 527 : of all manifestations of
diphtheria has greatest tendency to

remain confined to its original

locality, but may be propagated to

pharynx and larynx and produce
croup, II. 527 : may lead to gan-
grene, II. 528 : identity of diph-

theria of mouth with other diph-

theritic affections, II. 528: Nature
of Diphtheria, II. 530— 538 :

a specific disease, but the local af-

fection important, II. 530 : the
same disease, whatever the local

manifestations and general form,

II. 531 : contagion, II. 534 : al-

teration of blood, II. 536 : albu-

minuria, II. 536 : Paralysis in
Diphtheria, 539-^568 : not a

new disease, II. 543 : records of,

II. 544 : mild form, paralysis of

veil of palate, of the senses, limbs,

and muscles of organic life, II. 551:

danger of suffocation from entrance
of food into air-passages, II. 559 :

aggravated form, ataxo-adynamic
symptoms, II. 559 : gravity of

paralysis bears no relation to the
intensity or duration of pseudo-
membranous affection, nor to the
albuminuria, and is result of poi-

soning, II. 562 : treatment, II. 568:
Treatment op Diphtheria and
Croup, II. 569—593: antiphlo-

gistic, ought to be absolutely re-

jected, II. 569 : alterative treat-

ment, II. 570: mercurials useful as

topical agents, their inconveni-

encies, II. 471 : alcalies of very
doubtful benefit, II. 572 : chlorate

of potash useful in cases of average
severity, II. 573 : bromide of potas-

sium and bromine, II. 574; sul-

phuret of potass, senega, and cu-

bebs, II. 575 : emetic treatment,
its inconveniencies greater than
advantages, II. 576 : serious conse-

quences produced by blisters, II.

579 : best method is treatment by
topical use of astringents and
caustics, II. 581 : tannin, II. 583 :

hydrochloric acid, II. 585 : nitrate

of silver, II. 586 : sulphate of cop-
per, II, 586: actual cautery, II.

586 : catheterism of larynx, II.

590: perchloride of iron, 11.592:
necessity of sustaining vital powers
by food and tonics, II. 593 :

Tracheotomy in Diphtheria,
II. 594—617 : mode of operating
and mode of management : ali-

mentation of the patients, II. 594
•—617 : operated in more than 200
cases, and in one fourth was suc-

cessful, II. 595 :

Diuretic Wine :—III. 406

:

Diuretics :—hurtful in the renal con-
gestion of scarlatina, II 208 :

Dothienenteria :—retraction of abdo-
minal parietes not a pathognomo-
nic sign of cerebral fever, but dis-

tinguishes it from dothienenteria,

I. 467 : lecture on, II. 312—419 :

its various names, II. 313 : the
specific eruption on the skin (pink
lenticular spots) not constant, II.

314 : intestinal lesion (turgid ag-
gregate and solitary glands) cha-

racteristic of the disease, II. 315 :

severity of general symptoms bears
no relation to intensity of eruption,

II. 319: intestinal perforation, II.

320: peritonitis without perfo-

ration, II. 320 et seq. : possibly

cases of alleged recovery from per-

foration are only cases of perito-

nitis, II. 321 : intestinal hae-

morrhage : hsemorrhagic putrid
fever, II. 325—334 : treatment of

intestinal haemorrhage, II. 334:
granular and waxy degeneration
of the striated muscles, II. 334— 338 : clinical indications fur-

nished by the thermometer, II.

338—343 : thermal condition and
intestinal lesions follow an almost

parallel course, II. 342 : the pink
lenticular spots appear in suc-

cessive eruptions, II. 344—347 :

miliary eruption and blue spots,

II. 347 : abdominal and thoracic

forms, II. 348—352 : mucous,
bilious, inflammatory, adynamic,
ataxic, spinal, cerebro-spinal, and
malignant forms, II. 352—363 :

stimulants, tonics and cinchona
required in adynamic form, II.

357 : ataxic form kills as if by a
thunder-bolt, II. 358 : parotitis and
deafnes^ as prognostic signs, II.

363 : may simulate intermittent

fever in beginning, and intermit-

tent may also simulate dothienen-
teria, II. 364—370 : contagion, II.

370—374 : conditions under which
dothienenteria occurs, II. 374 : ac-

tive treatment more frequently re-

quired in dothienenteria than in
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other eruptive fevers, but dietetic

management the most important
feature in the treatment, II. 377 :

treatment of ordinary cases, II.

377 : nutriment to be given from
the commencement, II. 379 : affec-

tions during convalescence, II. 385
—393 : gastric disturbance, vomit-

ing, diarrhoea, vertigo, delirium,

impaired mental power, II. 386

:

paralysis, II. 388 : dropsical effu-

sions, II. 392 : local complications

during course of disease, and at

decline, II. 394 : softening of cor-

nea, II. 394—398 : affections of the

larynx, II. 398—404: necrosis of

cartilages of nose, II. 404 : oedema

of glottis necessitating tracheo-

tomy, II. 406—408 : sloughs, ery-

sipelas, colliquative suppurations,

paraplegia from infiltration of pus

into spinal canal, II. 408—412

:

spontaneous gangrene of limbs, II.

412—419:
Deainage :—in perinephric abscess, V.

364:
Deopsy :—dropsical effusions during

convalescence from dothienenteria,

II. 392 : cardiac, treated by purga-

tives, III. 405, and by diuretics,

III. 406 : sequel of dysentery,

IV. 182 : of gall-bladder, IV. 241 :

Dboteekness :—described, III, 424:
anatomical characters of, III. 432 :

Dueande's Potion :—formula for ad-

ministering ether and turpentine

in biliary calculi, IV. 261

:

Dysenteby:— lecture on, IV. 165—183

:

most formidable of all epidemic

diseases, IV. 167 : causes unknown,
IV. 167 : eating fruit blamed with-

out reason, IV. 167 : different

forms of the disease, IV. 169 : cha-

racter of stools, IV. 169 : tenesmus,

IV. 169 : bilious, inflammatory,

rheumatic, and intermittent, IV.

171: putrid and malignant, IV.172

:

parotiditis a complication, IV. 173 :

anatomical lesions, IV. 173 : eva-

cuant treatment, the most useful,

IV. 176 : saline purgatives, IV. 177

:

calomel, IV. 178 : emetics, IV. 179

:

topical remedies and caustic injec-

tions, IV. 181 : dangers of opium,

IV. 181 : sequela?, viz. dropsy, para-

lysis, and abscess of liver : intract-

able diarrhoea : intestinal perfora-

tion or intestinal obstruction, IV.

182 : intermittent pernicious,V. 28

:

Dyspepsia :

—

lecture on, IV. 1—56

:

not so much a disease as a pheno-

menon common to many diseases,

IV. 1 : the consequence of increased

excitation of gastric secretions and
muscular movements of stomach,
IV. 5 : exhaustion of excitability,

IV. 7 : asthenia from prolonged
excitation, IV. 7 : dyspepsia the
result of sympathy with diseases of

liver, stomach, intestines, and other

organs, IV. 11 : form associated

with chronic gastritis, IV. 16

:

boulimic, flatulent, and acid forms,

IV. 17 : general disturbance of the
system, such as anaesthesia, partial

analgesia,neuralgia and disturbance
of the intellectual faculties, dis-

turbance ofthe circulation, anaemia,

IV. 20—24: treatment, IV. 24:
most important part of treatment
is the regimen, and best regimen is

that which the patient's experi-

ence has taught him to be that

which agrees best with him, IV.
25 : specific character must be
taken into account, IV. 27 : con-

nection with herpetic diathesis, IV.
27 : emetics as substitutive agents

in the dyspepsia of chronic gas-

tritis, IV. 29 : subnitrate of bis-

muth and chalk, IV. 31 : acids and
alcalies, IV. 31 : in boulimic dys-

pepsia are given opium and bella-

donna in small doses, zinc, and
antispasmodics, IV. 32—34 : in

acid dyspepsia, both acids and
alcalies, tonics, and mineral waters,

IV. 35—39 : in flatulent dyspepsia,

use of alcalies, bitters, tonics, cin-

chona, liqueurs, mineral waters

containing chloride of sodium, IV.

38 : hydrotherapy, IV. 40 : sea-

bathing, IV. 40: connected with
disease of liver, use of alcalies,

alcalme mineral waters, and some-

times acids, IV. 41: acids indicated

when a chronic morbid diathesis

exists, particularly in declared

phthisis, IV. 44 : when connected

with marsh cachexia, great benefit

from use of alcaline mineral waters,

and other weak mineral waters, IV.

46 : connected with uterine affec-

tions, beneficially treated by the

local treatment suitable to such
affections, and general treatment,

suitable to such affections, and
general treatment, particularly by
sea-bathing and hydrotherapy, IV.

49 : resulting from habitual con-
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stipation, advantage derived from
belladonna, injections of cold water,

certain purgatives, and mineral

waters containing sulphates, IV.

50 : iron and inhalation of oxygen
resorted to in anaemic cases, IV.

52 : in gout, IV. 360 :

Dyspncea :—from adenia, V. 187 et

seq. :

E.

Ear (Disease oe):— sometimes pro-

duces facial paralysis, I. 315 :

Eae-Ache :— in relation to vertigo,

III. 554 :

Eatj Albumineuse :—what is it ; and
its use in infantile cholera, IV. 136

:

Eatj de Rabel :—in haemoptysis, III.

142 : composition and uses of, III.

142:
Eatj Phagedenique :—to erythema-

tous buttocks and ulcerated skins

in thrush, II. 629 : composition of

and mode of preparing, II. 629 :

as an injection in ozaana, III. 69 :

in fissure of anus, IV. 203 :

Ecchymoses :—after epileptic fits, I.

48 : in hooping-cough, I. 671 :

Eclampsia: relations to epilepsy, I.

19 : diagnosis from epilepsy, I. 87 :

oe Pregnant and Parturient
Women, lecture on, I. 364—369

:

relation of albuminuria to, I. 365 :

convulsions sometimes partial, I.

366 : mania and paralysis from, I,

368 : treatment of, I. 368 : indica-

tion of premature labour, I. 369 :

Eczema :—eczematous eruptions, &c,
. and asthma are often expressions

of the same diathesis, I. 641 : after

scarlatina, II. 189 : alternating

with diarrhoea, II. 310 : painful

eczematous eruptions in and around
vulva of elderly women is often a

manifestation of diabetes, III. 503

:

Electrisation :—in facial paralysis, I.

326 : in St. Vitus's dance, I. 419 :

angina pectoris, I. 612 : intestinal

occlusion, IV. 215 :

Electro-puncture :—in neuralgia, I.

508:
Embolism :—may produce apoplexy I.

4 : may produce gangrene of the

lung, III. 173 : described, III. 414

:

consequence of, III. 414 et seq. :

capillary, may have its starting

point in ulcerous endocarditis, III.

419 : acute articular rheumatism in

relation to, IV. 450 : pigmentary

embolia in relation to pernicious

fevers, V. 22 : fully explained and
discussed, V. 295 et seq. :

Emetics :—inutility of, in apoplexy and
cerebral haemorrhage, I. 10— 13:
in infantile convulsions, I. 362

:

angina pectoris, I. 609 : hooping-
cough, I. 673 : suffocative catarrh

of measles, II. 224: why useful

in croup, II. 576 : act as sub-

stitutive agencies in dyspepsia, IV.
30 : on principle of substitution

in certain cases of catarrhal diar-

rhoea, IV. 110: in cold stage of
infantile cholera, IV. 139 : dysen-

tery, IV. 179

:

Emmenagogues :—very few medicines

deserving the appellation, V. 216

:

exact time for prescribing, V. 220

:

Empyema :— in relation to pleuritic

effusion, III. 229 : see Pleurisy :

Endocarditis :—in scarlatina, II. 188

:

see Rheumatism (Acute Articu-
lar), lecture on, IV. 432—470 :

Enteritis :—produced in infants by
unsuitable regimen, IV. 162 :

Epidemic Constitution:—action of

remedies influenced by, III. 348 :

in relation to dysentery, IV. 168

:

Epilepsy:—in relation to apoplectiform

cerebral congestion, I. 19 : in a

medico-legal point of view, I. 22 :

idiopathic and symptomatic, I. 33

:

lecture on, 1. 39—104 : cases of, 1. 39
et seq. : description of a fit, I. 39

—

47 : feigned and real, 1.42 : transfor-

mation of petit mal intogrand mal,

I. 39, 61 : existence may be un-

suspected, I. 47 : phenomena in-

dicating, I. 48 : causes, I. 50

:

status epilepticus, I. 53 : vertigo a

manifestation of, I. 55 : aura epi-

leptica, I. 61 : partial, I. 64 : its

relations to insanity, I. 66 : heredi-

tary taint predisposing to, I. 79

:

influence of marriages of con-

sanguinity on, I. 83 : diagnosis

from eclampsia, I. 87 : transforma-

tion of eclampsia into, I. 87 : dia-

gnosis from hysteria, I. 90 : symp-

tomatic, I. 91 : treatment, I. 94

:

relation to angina pectoris, I. 602:

relation to nocturnal incontinence

of urine, I. 48, III. 480 : sugar in

urine, III. 494

:

Epileptic Vertigo :—I. 22, 55

:

Epileptiform Neuralgia :

—

lecture

on, I. 105—116 : simple and con-

vulsive forms, I. 105 : not to be

confounded with all cases of tri-
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facial neuralgia, 1. 106 : incurable,

I. 106: analogy to epileptic aura
or vertigo, I. 106, 109 : cases, I.

106 et seq. : relieved by section of
the nerve and large doses of opium,
I. 109 et seq. :

Epistaxis :—in hooping-cougb, I. 670

:

bow to arrest, I. 679 : in measles,

II. 224 : often precedes formation
of false membrane in malignant
dipbtberia, II. 504

:

Epuisement de l'Incitabilite :
—

quite different from paralysis, IV.

10:
Eruptions :—anomalous in small-pox,

II. 81: vaccinal, II. 124: pink
lenticular spots of dotbienenteria

appear in successive eruptions, II.

344—347: miliary eruptions and
blue spots in dotbienenteria, II.

347: during dentition, IV. 160:
on mucous membrane and skin in

sypbilitic infants, IV. 332—336 :

Eruptive Fevers :—premonitory con-

vulsions at outset of, I. 360 : rela-

tions of delirium to, I. 519 :

Erysipelas :

—

lecture on, II. 251—274:

line of march, II. 252 : medical

and traumatic erysipelas, II. 253 :

even in medical or non-traumatic

erysipelas, there will generally be

found a small lesion on the face or

of the hairy scalp, II. 255 : trau-

matic often and non-traumatic
seldom fatal, II. 256 : error of

placing erysipelas in the same
category with eruptive fevers, II.

256 : relation of glandular en-

gorgement to, II. 257 : prodromic

fever, II. 258 : delirium, II. 258

:

uncomplicated medical erysipelas

is not dangerous, II. 259 : erratic,

II. 259 : sometimes contagious, II.

260 et seq. : spontaneous, is some-

times fatal, malignant and conta-

gious, but is generally mild, II.

261 : traumatic erysipelas infec-

tious and contagious, II. 261 : a

dangerous complication of other

observations, II. 263 : treatment

of erysipelas of face is "expectant,"

II. 264: in relation to puerperal

fever, II. 265 : of new-born in-

fants, II. 266—274: a puerperal

affection, II. 267 : arises from the

influences as produce puerperal

diseases in mothers, II. 267 : oc-

curring during the first twenty

days of life is inevitably fatal, II.

271 : characters of the disease, II.

271 : pi*ognosis, II. 272 : abscesses

and gangrene results of, II. 273 :

after the first month of life it is

not puerperal, and resembles the

disease in adults, II. 273 : in chil-

dren it is often of use to apply by
a hair pencil an ethereal solution

of camphor and tannin, II. 274

:

in dothienenteria, II. 408 : of

pharynx, may cause cedema of the
larynx, III. 90 : in relation to

rheumatism, IV. 442 : relation to

purulent infection, V. 271 :

Erysipelato-phlegmonous Pneumo-
nia i—III. 353 :

Erythema Nodosum :

—

lecture on, II.

239—243 : a specific and separate

disease, II. 239 : local manifesta-

tions, II. 239 : favourite seat, legs

and arms, 11.240: eruption appears

in successive crops, II. 241 : general

symptoms, II. 242 : articular pains,

II. 243 : relation to rheumatism,
II. 243 :

Erythema Papulatum:—lecture on,

II. 244—250 : differs from ery-

thema nodosum in form and seat

of eruption and in severity of.

symptoms, II. 244 : depends on
rheumatic diathesis, II. 245—249 :

general symptoms, II. 249 : cha-

racters of eruption, II. 249 : dura-

tion fifteen or sixteen days, II. 250

:

treatment ought to be restricted

to precautionary and hygienical

measures, II. 250

:

Ether :—in neuralgia, I. 496, 504 :

angina pectoris, I. 609 : syrup of,

in infantile cholera, IV. 137 ; with

turpentine (in Durande's potion)

in biliary calculi, IV, 259, 261

:

Excitability (Muscular) :—loss of,

a curious neurosis, I. 443 :

Exercise :—cannot be too strongly re-

commended to diabetic patients,

III. 527 : regular, important in

hepatic colic, IV. 262 : gout, IV.

406, 407 :

Exophthalmic Goitre (or Graves's
Disease):—lectureon, 1. 542—591:

chief symptoms are hypertrophy of

thyroid gland, exophthalmos, and
palpitation, I. 542 : prominence of

eyeballs, I. 543 : hypertrophy of

thyroid gland, I. 545 : palpitation,

I. 546 : different opinions as to

cardiac lesions, I. 546 : the affec-

tion not necessarily attended with
heart-disease, I. 548: blood-vessels

of neck are enlarged, 1. 549 : dis-

29
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orders of digestive system, I. 549:

amenorrhcea and anaemia in, I. 550

:

change of temper in, I. 550 : more
common in women than in men,

I. 552 : order in which symptoms
develope themselves, I. 559 : pro-

gress of disease, I. 565 : patho-

logical anatomy of, I. 570 : dif-

ferential diagnosis, I. 573 : treat-

ment, I. 584 : transient character

of cervical blowing sounds in, V.

105:
Exophthalmos:—See Exophthalmic

Goitre :

Expectant System-.—in pneumonia,

III. 342 :

Experiments : — when allowable in

treatment of disease, 1. 710, II, 16 :

Eye :—effect of facial paralysis on, I.

317 : affections of, in dothien-

enteria, II. 394 : diphtheria of,

II. 508

:

F.

Face :—peculiar hue of, in syphilitic

children, IV. 337

:

Facial Hemiplegia :—its diagnostic

value in cerebral haemorrhage, I.

3 :

Facial Paralysis or Bell's Para-
lysis :

—

lecture on, I. 310 : cases, I.

310 : causes, cold, mental emotion,

traumatic lesions of nerve, com-

pression by forceps in newly born

infants, fracture, organic altera-

tions in neighbouring parts, I. 312

:

relation to cerebral hemorrhage, I.

313 : following disease of ear, I.

315 : symptoms, I. 316 : effect on
eye, I. 317 : on movements of

mouth and tongue, I. 318 : dia-

gnosis, I. 322 : contraction of mus-
cles after, I. 323: contraction of the

muscles consecutive to paralysis of

one side of face may be mistaken

for paralysis of the opposite side,

I. 322 : treatment, I. 326 : double

facial paralysis, I. 327: diagnosis

from glosso-laryngeal paralysis,

I. 137, 330 : test for ascertaining

whether cause of paralysis is seated

in brain or course of nerves, I. 330 :

Facts (Medical) :—two principal me-
thods employed for interpreting,

viz. the new or numerical and the

old or inductive, II. 32 :

Faradisation :—in progressive loco-

motor ataxy, I. 181 : facial para-

lysis, I. 326 : in St. Vitus's dance,

I. 420: of skin in neuralgia, I.

509 : in angina pectoris, I. 509,

612, 616 : intestinal occlusion, IV.
215:

Feigned Epilepsy:— recognition of,

1.42:
Fermented Liquors :—their use in

health and disease, III. 423 :

Ferments :—Pasteur's theory of, V.
272:

Fingers :—Hippocratic deformity of,

in phthisis, III. 305 :

Fish Oil :— use of, in rickets, V. 90

:

Fissure op the Anus :

—

lecture on
IV. 195—204 : very common in

recently delivered women, IV. 195

:

rhatany modifies ulcerated surfaces

and tonifles the parts, IV. 196 :

action of rhatany ought to be pro-

moted by belladonna, IV. 196 :

mechanism of production of fissure,

IV. 198: topical treatment, IV.
200 : method of using rhatany, IV.
201 : substitution of sulphate of

copper, IV. 202 : mixture of bis-

muth and glycerine, IV. 203 : when
rhatany and sulphate of copper fail,

it is best to have recourse to for-

cible dilatation, IV. 203 : careful

ablutions with simple water will

sometimes supersede the necessity

of any other medication, IV. 204

:

Fistula in Ano :—not to be cured in

persons of tuberculous diathesis,

V. 98:
Fistula (Biliary):— formation of,

IV. 243

:

Flagellation :—in progressive loco-

motor ataxy, I. 181

:

Flatulence :—in relation to dyspepsia,

IV. 18 : treatment of, IV. 38 :

Friction-Sound : — at beginning of

pleuritic attack is a modification

of bronchial blowing, III. 182

:

at decline, is the " crepitant rale of

pleurisy," III. 183

:

Fright :—a cause of epilepsy, I. 52:

of St. Vitus's dance, I. 397

:

Fruit :—curative in, and not a cause

of, dysentery, IV. 167

:

Functional Spasm : — Duchenne's
name for writer's cramp, I. 429:

Functions :—normal physiology of, IV.

2 :

G.
Galvanic Current (Interrupted):

—in facial paralysis, I, 331

:

Gall-Bladder : — enormously aug-
mented volume, IV. 240 : "dropsy"
of, IV. 241 : atrophy of, IV, 241

:

inflammation of, propagated to pe-
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ritoneum, IV. 241 : rupture of,

occasioning fatal peritonitis, IV.
242:

- Gangrene : —of mouth and vulva, after

measles, II. 233 : a common ter-

mination of erysipelas in new-born
children, II. 273 : of the limbs in

dotbienenteria, II. 412 : OE the
Lung, lecture on, III. 171—178 :

rarely the result of pure pneumonia,
III. 172 : may be caused by embol-
ism, III. 173 : inadequacy of signs

of presence of, III. 174 : inhalations

of turpentine and other remedial

agents in gangrene of the lung,III.

177 : gangrene resulting from ar-

terial obliteration caused by em-
bolia, III. 414

:

Gangrenous Sore-Throat -. — lecture

on, II. 448—459 :

Gastralgia :—how to be distinguished

from hepatic colic, IV. 236

:

Gastritis :—in relation to alcoholism,

III. 432 : chrouic, dyspepsia asso-

ciated with, IV. 16 : Chronic, lec-

ture on, IV. 57—63 : idiopathic gas-

tritis a real disease, IV. 57 : most
essential character is alteration and
hypertrophy of the coats of the

stomach, IV. 58 : pituitous vomit-

ing attributable to it, IV. 62 :

Gastrotomy :—case (with account of

autopsy) in which patient died

after operation to form artificial

anus in right iliac region, with re-

marks on the proceeding, IV. 205
et seq. : discussion regarding modes
of performing and value of the

operation, IV. 217 et seq. :

Genital Organs :—may be affected

with diphtheria, II. 513 :

Germs (Morbid) : — analogies with

animal and vegetable germs, III.

34 : transmission of, III. 55 :

Gin-drinker's Liver :—III. 433:

Gin:—with jalap, in cardiac dropsy,

III. 405 :

Glosso-Laryngeal Paralysis :

—

lec-

ture on, I. 117—142 : cases of, I.

117 : symptoms, I. 128 : post-

mortem appearances, I. 130 : pa-

thology, I. 131 : mode of death, I.

134 : diagnosis, I. 136 : prognosis

and treatment, I. 138 : double

facial paralysis mistaken for it, I.

330:
Glottis ((Edema of) :—in scarlatina,

II. 186 : in dotbienenteria, neces-

sitating tracheotomy, II. 406

:

Glucosuria:—lecture on, III. 491

—

527: presence of sugar in the urine
not in itself sufficient to constitute

diabetes, III. 493 : transient glu-

cosuria, III. 494 : glucosuria symp-
tomatic of cerebral affections, III.

494 : alternating in gouty persons,

III. 497 : persistent saccharine
diabetes may in the first instance
be intermittent, III. 497 : two
leading symptoms are thirst and
excessive urinary secretion, III

498 : characters of urine, III
498 : unnatural appetite, III. 500
wasting and phthisis, III. 500
occasional increase of fat, III. 503
dryness of skin, III, 503 : eczema
tous eruption on pudenda, III. 503
enfeebled vision, III. 505 : nervous
derangements,III.506 spontaneous
gangrene, III. 506 : intercurrent

diseases and a febrile condition sus-

pend glucosuria, III. 510 : patho-
logical physiology of glucosuria,

III. 510 : diet the'most important
part of treatment, III. 523 :

Glycerine :—and starch better than
axunge or cerate, to mix with ex-

tracts of belladonna and datura
stramonium as external applica-

tions in neuralgia, I. 497

:

Gnashing Teeth: — a premonitory
symptom of gout, IV. 362

:

Gonorrhoea :—when it localises itself

in a joint, sometimes calls forth

and generalises nodular rheuma-
tism, IV. 425, 428 :

Gout :—uric acid and sugar alternating

in the urine of gouty persons, III.

497: lecture on, IV. 354—407:
difficulties of the subject, IV. 354

:

specificity, IV. 356 : diathesis, IV.

357 : gout the best name, IV. 359 :

acute and regular, IV. 360 : pre-

monitory phenomena : disturbance

of digestion, nervous system, and
urinary organs, IV. 360, 361 :

gnashing teeth, IV. 362 : descrip-

tion of attack, IV. 363 : aspect of

parts, IV. 365 : analogy of gout
and rheumatism, IV. 366 : first

attack usually occurs in winter,

IV. 367 : short paroxysms of acute

gout succeeding to or running into

one another, IV. 368 : circum-

stances under which paroxysms
may supervene, IV. 363 : regular

chronic gout, IV. 369 : visceral

disturbances, IV. 370 : consecutive

deformities of joints, IV. 370: to-

phus a manifestation only met with



452 INDEX.

in gout, IV. 372 : regular gout

niay supervene suddenly and be

chronic, IV. 376 : larvaceous gout,

and its comparison with palustral

larvaceous fevers, IV. 376 : me-
grim, IV. 377 : transient cere-

bral symptoms, IV. 379 : vertigo,

sensorial disturbance, epilepsy, an-

gina pectoris, cardialgia and vomit-

ing, asthma, neuralgia in various

forms, gravel, haemorrhoids, cuta-

neous affections, IV. 379 : ano-

malous or visceral?gout, IV. 380 :

Bright's disease, IV. 381 : pul-

monary catarrh, IV, 381 : disease

of blood-vessels, IV. 381 : chronic

hepatitis, IV. 381 : relation to

typhus, IV. 382 : gouty metas-
tasis, IV. 385 : suppressed gout,

IV. 386 : parallel between gout
and rheumatism, IV. 386 : articu-

lar rheumatism, IV, 386— 390:
chronic rheumatism, IV. 390 : no-

dular rheumatism, IV. 392 : nature
of gout, IV. 393 : treatment, IV.
396—407

:

Granulations :—phthisical, their re-

lation to tubercle, III, 157 :

Gravel :—a form of masked gout, IV.

380:
Graves's Disease :—See Exophthal-

mic Goitre :

Grease in Hoeses :—relation to cow-
pox, II. 107

:

Griping-:—prevented by adding ex-

tract of henbane and oil of anise

to drastic ingredients of purgative

pills, IV. 193 :

GtTAIACTJM :—in gout, IV. 405 :

Gymnastic Exercises :—in St.Vitus's

dance, I. 413 :

H.
Hjematemesis :— differential diagno-

sis from haemoptysis, III. 151

:

generally less profuse in cancer

than in simple ulcer of stomach,

IV. 83

:

Hematuria :—in scarlatina, II. 177,

184 : treatment of, II, 208 :

Hjemopttsis :

—

lecture on, III. 138

—

154 : in the majority of cases, the

bleeding does not depend on tuber-

culosis, III. 139: in a class of

cases not often met with in hos-

pitals, the haemoptysis is the result

of hsemorrhagic deviation, III. 139:

as a supplement of the menstrual

flux, III. l4l : differential dia-

gnosis of haemoptysis in pulmonary

phthisis and cardiac disease, III.

1 44—147 : incorrect to use the
term pulmonary apoplexy as syn-
onymous with pulmonary hae-

morrhage, III. 147 : sanguine-
ous infiltration a more correct
term than pulmonary apoplexy,
III. 148 : differential diagnosis of
haeinoptysis and haematemesis, III.

151 : digitalis in full doses when
the bleeding is connected with
disease of heart, III. 153 : great
value of ipecacuanha in haemopty-
sis, III, 153—154 : in pulmonary
hydatids, III. 308

:

Hemorrhages :—produced by parox-
ysm of hooping-cough, 1. 670 : in
scarlatina, II. 177: intestinal in

dothienenteria, II. 325—334 : nu-
merous, in malignant diphtheria,

II. 504 : in hydatids of liver, IV.
276 : numerous, one of principal

symptoms of malignant jaundice,
IV. 298 et seq. : stimulants in

uterine, V, 110 : common in acute
atrophy of liver, V. 138 : tendency
to, in leucocythaemia, V. 177

:

Hemorrhoids :—a form of masked
gout, IV. 380

:

Hat Fever :—I. 631

:

Heart:—rheumatism of, a complication
in chorea, I. 406 : state of, in
exophthalmic goitre, I. 546 : hae-

moptysis in disease of, less violent

than tubercular haemoptysis, III.

145, IV. 443 : Organic Affec-
tions OF, lecture on, III. 396— i

420 : difficulty of prognosis, III.

396 : local phenomena recognised

by patients, III. 397 : by inspec-

tion and physical examination,

III. 397 : insufficiency of aortic

valves the most serious lesion of ori-

fices, III. 399 : general symptoms
of disease of, III. 399 : diathesic

cause for nearly all heart-diseases,

III. 403 : dropsy treated by pur-

gatives, III. 405 : and by diuretics,

III. 406 : diarrhoea must some-
times be arrested and at other

times not interfered with, III.

407 : diagnosis often difficult, III.

409 : embolism and its conse-

quences, III. 414—420 : how af-

fected in drunkards, IJI. 437

:

disease of, causes dyspepsia, IV.
14 : tissue of, affected in gout, IV.
381 : affections of, in gout and
rheumatism contrasted, IV. 388

:

valvular lesions of, frequently ori-
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ginate in acute articular rheu-
matism, IV. 436 et seq.

:

Heat :—extraordinary beneficial ef-

fects of its local application in

chronic painful engorgement of
joints, and in superficial neuralgia,

I. 509 : applied to perinseum by-

hags of hot lard in spermator-
rhoea, III. 468 :

Hemeealopia : — often epidemic in
large barracks' and on board ships

independent of change in hygienic
conditions, and without abnormal
appearances in eyes, I. 533:

Hemichorea :—I. 399

:

Hemiplegia :—alternate, I. 333

:

Hepatic Colic and Biliary Calcu-
lus -.—lecture on, IV. 226—262:
diagnosis difficult, IV. 262 : more
common in women than men, IV.
228 : rarely occurs in children,

IV. 228 : composition, form, and
volume of biliary calculi, IV. 229

:

cause not known, IV. 230 : some-
times hereditary, IV. 231 : may
be coincident with urinary gravel

and a manifestation of gouty dia-

thesis, IV. 231 : cause of hepatic

colic, IV. 232—235 : character of

the pain, IV. 233 : may be. mis-

taken for gastralgia, colalgia, and
heptalgia, IV. 235 : pain and jaun-

dice are not essentially pathogno-
monic signs, and may be absent,

IV. 236 : they may be symptoms
of other affections as of hepatitis,

of heptalgia, or of the hepatic colic

caused by ascarides, or hydatids,

IV. 237 : calculi in stools only

positive diagnostic sign, IV. 238 :

symptomatic affections caused by
the calculi, IV. 238 : acute hepa-

titis, IV. 239 : retention of bile in

the liver and in the gall-bladder

and its excretory ducts, IV. 240

:

dropsv and atrophy of the gall-

bladder, IV. 241 : peritonitis, IV.

241 : biliary fistulse, IV. 242; pa-

raplegia—reflex and consecutive,

IV. 252 : recovery may occur other-

wise than by evacuation of cal-

culi, IV. 258 : treatment, IV. 259
—262 : biliary calculi once formed

cannot be dissolved, IV. 259

:

mineral waters useful bymodifying
the constitution, IV. 260 : plan of

alkaline treatment, IV. 261 : diet

and exercise, IV. 262 : in paroxysm

of hepatic colic, palliatives only

can be used, IV. 262 :

Hepatitis :—acute, how to be distin-

guished from hepatic colic, IV.
238 : a result of biliary calculus,

IV. 239: chronic gouty, IV.
381:

Heptalgia :—how to be distinguished
from hepatic colic, IV. 236

:

Heredicity :—in epilepsy, I. 79 : pro-

gressive locomotor ataxy, I. 150 :

progressive muscular atrophy, I.

299 : infantile convulsions, 1. 342 :

St. Vitus's dance, I. 393 : in spas-

modic tic, I. 428 : nocturnal incon-

tinence of urine, III. 479 : biliary

calculi sometimes hereditary, IV.
231 : in syphilis, IV. 343 et seq. :

gout, and rheumatism, IV. 389

:

rickets and osteomalacia, V. 81:

Hernia:—produced by paroxysm of

hooping-cough, I. 669 : internal,

IV 210

:

Herpes op Pharynx :— See Sore
Throat (Membranous), lecture

on, II. 436—447

:

Herpes Zoster :

—

lecture on, II, 288
—296 : generally follows course of

superficial nerves, but not always,

II. 290 : accompanying local pains,

II. 293 : neuralgic pains continuing

long after the eruption, II. 294

:

treatment, II. 295, 296 :

Herpetic Diathesis :—its manifesta-

tions, II. 309 : in relation to ozama,

III. 60, et seq. : in relation to dys-

pepsia, IV. 15, 27 :

Hooping-Cough:—lecture on, I. 659

—

679 : a specific pulmonary catarrh,

which may be epidemic and is al-

ways highly contagious, I. 659

:

commonly attacks the same indi-

vidual but once in his life, I. 660

;

chiefly met with in children, I.

660 : incubation stage, I. 660 : be-

gins like a common catarrh which
presents occasionally special cha-

racters, I. 661 : fever of invasion

stage lasts from seven to fifteen

days, I. 662 : second stage is that of

spasm or convulsive cough, I. 662 :

etymology of term " coqueluche,"

1. 662, II. 25 : description and num-
ber of paroxysms, I. 663— 665 :

third period, I. 665 : duration of

hooping-cough, I. 665 : complica-

tions, I. 667 : treatment, I. 673

:

treatment of complications, I. 678 :

opiates in small doses combined
with belladonna, to enable the

patient to keep down his food, I.
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678 : treatment of haemorrhages,

I. 679 : ,
Horse-pox : — analogous to, but not

identical with cow-pox, II. 112 :

Hospitals :—morbific dust in wards
of, V. 972

:

Hunger :—in relation to spermator-

rhoea, III. 452 : excessive appetite

usual in diabetes, III. 500 :- in

dyspepsia, IV. 17

:

Hydatid Cysts op Liver :—may burst

into chest, III. 310 : entangled

in biliary passages, may cause he-

patic colic, IV. 237 : lecture on, IV.
263—296 : case in a child six years

old, IV. 263 : rare in children and
old age, IV. 264 : two cases in

which they opened into thoracic

cavity, IV. 265 : mode in which
hydatids are developed, IV. 271

:

symptoms of hydatids of liver,

IV. 274 : general disorders pro-

duced by hydatids, dyspepsia, hse-

morrhage, jaundice, IV. 276 : dis-

placement of organs, IV. 276 : he-

patitis and suppuration, IV. 277 :

spontaneous opening of cysts into

different passages, through abdomi-
nal, into blood-vessels, into biliary

ducts, into digestive canal, into

pleural cavity, and into bronchial

tubes, IV. 280—290: treatment,
IV. 291 : simple puncture, IV.
222 : puncture with permanent
canula, IV. 294 : Begin's method
of successive incisions, IV. 294

:

Eecamier's method of opening by
caustics, IV. 294 : opening the cyst

by the trocar after establishing ad-
hesions by acupuncture, IV. 295 :

iodised injections, IV. 296 : injec-

tions of bile, IV. 296

:

Hydatids op the Lung :

—

lecture on,

III. 303—319: a rare affection,

III. 303 : difficulties of diagnosis,

III. 305, 307: more frequent in

parenchyma of lung than in pleural

cavity, III. 307: haemoptysis in,

III. 308 : effect of tumours on
breathing, III. 308 : rupture into

pleura, III. 308 : distribution of,

III. 309 : passage of hydatids from
liver into chest, III. 310: arching
of thorax produced by, III. 314 :

clinical history of pulmonary hy-
datids incomplete, III. 314 : dia-

gnosis of, III. 315: reserve as to

prognosis, III. 318 : may be dis-

charged through bronchial tubes,

III. 31S : caution as to treatment,

.

III. 318 :

Hydrargyria :—II. 305 :

Hydrargyrum c. Creta :—as an alter-

ative useful in checking certain

kinds of diarrhoea, III. 407 : on
principle of substitution in certain

cases of catarrhal diarrhoea, IV.
Ill : best purgative in cold stage

of infantile cholera, IV. 138 :

Hydrocephalic Cry :— in cerebral

fever, I. 466

:

Hydrocephalus :—chronic, I. 473

:

treatment, I. 477 : tapping brain

in, I. 478 :

Hydrochloric acid:— an energetic

topical remedy for pseudo-mem-
branoiis sore-throat, II. 585 : in-

halation of vapour of, not easy, II.

590 : in dyspepsia, connected with
chronic disease of liver and other

chronic diseases, IV. 43—46 : tonic

in infantile cholera, IV. 145

:

Hydrophobia:—lecture on, I. 680

—

712 : cases and characteristic phe-

nomena described, I. 680, et seq. :

general hypersestbesia, I. 685 : pri-

apism, I. 686 : nymphomania, I.

687 : a mental hydrophobia which
is not hydrophobia proper, I. 091

:

rabies in dogs, I. 693 : stages of

hydrophobia in man, I. 695 : lyssi,

pustules or vesicles alleged to be

specific, seen on under surface of

tongue during incubation of rabies,

I. 700 : alleged premonitory signs,

I. 703 : prognosis, 1. 703 : etiology,

I. 703 : in man always result of

inoculation : cases in which disease

is said to be communicated by
dogs not mad, or to have been

generated de novo are instances of

traumatic tetanus, or nervous hy-

drophobia, I. 705 : dissection gives

no clue to nature of disease, I. 706 :

cauterization, immediately after in-

oculation, the only measure from

which success can be anticipated,

I. 707 : various modes of treat-

ment, medical and surgical, I. 707
—712:

Hydrotherapy :—in progressive mus-

cular atrophy, 1. 181 : in St. Vitus'

s

dance, I. 412: in exophthalmic

goitre, I. 589 : in paralysis of diph-

theria, II. 568 : spermatorrhoea,.

III. 468,469: diabetes, III. 527:

very useful in flatulent, but not so

beneficial in other kinds of dys-

pepsia, IV. 40: in chronic gastritis,.
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IV. 62: very useful (especially mari-
time) to persons liable to catarrhal
diarrhoea on exposure to slight

chills, IV. 113 : remedial and pre-
ventive in nervous diarrhoea, IV.
116 : in obstinate chronic diar-

rhoea, IV. 129: gout, IV. 406:
useful in tuberculous chlorosis, V.
97:

HYOSCYAMUS :—in asthma, I, 648 : its

use as an ingredient of purgative
pills, IV. 193, 194 :

Hypeejesthesia (Cutaneous) :— at

point of exit of nerve-trunks in

neuralgia, I. 483

:

Hypodermic Method :—of employing
atropia, morphia, &c, in neuralgia,

explained, I. 501 :

Htsteeia :—diagnosis from epilepsy,

I. 90 : hysterical chorea and cough,

I. 432: sugar in urine of, III.

494 : symptoms analogous to those

of, exist in nearly all dyspeptic

persons, IV. 20 : flatulent dys-

pepsia of, relieved by alcalies for a

few days followed by bitters, IV. 38,

39:
I.

Ice :—external use of, in intestinal oc-

clusion, IV. 215:
Idiocy :—often supervenes on infantile

convulsions, I. 357

:

Impotence :—in relation to spermator-

rhoea, III. 450, 466; its relation

to incontinence of urine in child-

hood, and to incontinence of semen
in puberty, III. 466

:

Incubation oe Disease:—defined, III.

43:
Indigestion:—one of the most fre-

quent causes of infantile convul-

sions, I. 344 : see Dyspepsia :

Inductive Method : one of the two

principal methods employed for

interpreting medical facts, II. 32 :

Infant :—alimentation of, immediately

after birth, IV. 151 : jaundice of,

IV. 316 : syphilis in, see Syphilis

in Infants, lecture on, IV. 324

—

355:
Infantile Cholera :

—

lecture on, IV.

131—145 : conditions under which

it is developed, IV. 131 : influence

of season, IV. 131 : different from

Asiatic cholera morbus, IV. 132 :

occurs particularly at weaning, IV.

133: symptoms, IV. 134: pro-

gnosis, IV.135 : treatment, IV.136:

diarrhoea of weaning infants treated

by raw meat, IV. 140 et seq. :

Infantile Convulsions :

—

lecture on,

I. 339—363 : organic alterations

are an effect, not their cause, 1. 340

:

importance of secondary anatomical

lesions, I. 340 : causes—predispos-

ing, hereditary, acquired, exciting,

I. 342 : indigestion one of the

most frequent causes, I. 344

:

paroxysm comprises a stage of

tonic contraction and another of

clonic movements, followed by a

stage of collapse, I. 346 : descrip-

tion of paroxysms, I. 347 : inter-

mittent and continuous, I. 349

:

general and partial, I. 350 : partial

convulsions of trunk, I. 351 : of

face, I. 351 : of muscle of the eye,

I. 351 : inward convulsions (of dia-

phragm and respiratory muscles),

I. 352 : thymic asthma, I. 354

:

distinction between thymic asthma
and acute asthma of Millar, I.

355 : sequela?, I. 356 : deformities,

squinting, and stammering, I. 356 :

paralysis a sequel, I. 356 : idiocy a

sequel, I. 357 : when death occurs,

it is by asphyxia or nervous syn-

cope, I. 357, 359 : prognosis, I.

360 : treatment, I. 362 : revulsives

to skin generally do more harm
than good, I. 362 : purgatives,

emetics, compression of carotids,

chloroform inhalations, I. 362

—

363:
Infecundity :—in relation to sperma-

torrhoea, III. 450

:

Infection :— See Contagion : defined,

III. 26

:

Inflammatory Soee-theoat :— lec-

ture on, II. 460—467

:

Inhalation:—of medicinal substances

in bronchorrhcea, III. 136 :

Injections :—nasal, III. 69 : caustic

intestinal, in dysentery, IV. 181 --

of bile in hydatid cysts of liver,

IV. 296 : of iodine in hydatid

cysts of liver, IV. 296

:

Inoculation (Variolous) -.—See Va-
eiolous Inoculation, lecture on,

II. 89—97

:

Insanity :—in relation to epilepsy, 1. 23,

66 : not inconsistent with forming

the varied combinations required

in playing draughts, chess, back-

gammon, and cards, I. 261 : in

relation to spermatorrhoea, III.

454 : in relation to masturbation,

III. 466

:

Insufflation :—of alum to prevent
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formation of diphtheritic mem-
branes, II. 589 :

Intellect :—disturbance of, relation

to chorea, I. 398, 402

:

Inteemittence :—its cause, an un-

solved problem, V. 8

:

Intermittent Character :—ofdysen-

tery in marshy countries, IV. 172 :

see lecture on Marsh Fevers, for

illustration of paludal periodicity

in many diseases, V. 1

:

Intermittent Fever :—may simulate,

or be simulated by, dothienenteria,

II. 364 : a cause of cirrhosis, V.
126 : see Marsh Fevers, lecture

on, V. 1—32

:

Intestine :—special lesion of, in do-

thienenteria, II. 315 : perforation

of, in dothienenteria, II. 320 : per-

foration of, in dysentery, IV. 183 :

obstruction of, from contraction ot

cicatricial tissue, a sequel of dysen-

tery, IV. 183 : large, becomes tor-

pid in old age, also from habitual

over-distension, IV. 186 :

Intestinal Occlusion :—from con-

traction of cicatricial tissue follow-

ing dysenteric ulceration, IV. 183 :

lecture on, IV. 205—225 : causes,

IV. 209 : causes external to the

intestine, IV. 209 : causes origi-

nating in the intestine, IV. 211

:

invagination and volvulus, IV. 212 :

symptoms of occlusion those of

strangulated hernia, IV. 213 : prog-

nosis, IV. 214: treatment, IV. 215

:

purgatives the chief means, IV.

215 : puncture of the abdomen, IV.

216 : gastrotomy, IV. 217 : opera-

tion described, IV. 221 : mechanism
of cure of occlusion, IV. 223 :

Invagination oe Intestine :—IV.

212:
Inward Convulsions :—in infants de-

scribed, I. 352 : may be treated by
applying revulsives to the chest,

I. 363 :

Iodide oe Potassium :—in St. Vitus's

dance, I, 415 : in chronic hydro-

cephalus, 1. 478 : neuralgia, syphi-

litic and non-syphilitic, I. 506, 512:

asthma, I. 655, 666 : scarlatinous

anasarca, II. 208 : eruptions pro-

duced by, II. 304: in syphilitic

ozsena, III. 71

:

Iodine :—in St. Vitus's dance, I. 415 :

injurious in exophthalmic goitre,

I. 584, 587: local application of

tincture in bronchitis of dothienen-

teria, II. 377 : in ozaena, III. 71

:

French tincture of, III. 71 : iodin-

ous injections after tapping the

chest, III. 286 : in hydatid cysts ot

liver, IV. 296 : tincture of, in

nodular rheumatism, IV. 430 :

Iodism :—resembles symptoms of ex-

ophthalmic goitre, I. 585

:

Ipecacuanha:—seldom fails in recur-

rent hasmoptysis, III. 153 : in in-

fantile cholera, IV. 137 : in dysen-
tery, IV. 180

:

IRON :—in St. Vitus's dance, I. 414 :

in exophthalmic goitre, I. 587

:

perchloride of, not a specific in

diphtheria, although useful, II. 592

:

preparations of, in general treat-

ment of diphtheria, II. 593 : in-

fluence respectively on a healthy
and a chlorotic woman, IV. 37 : in

anaemic dyspepsia, IV. 53 : ferru-

ginous baths, in apyretic chronic
diarrhoea when iron cannot be
borne internally, IV. 129 : useful

in true and hurtful in false (tuber-

culous) chlorosis V. 96 : occupies

as important a place in treatment
of chlorosis as cinchona in treat-

ment of intermittent fever, V. 113 :

doses and modes of administering

various preparations of, V. 114 et

seq. : why emmenagogue in the
amenorrhcea of chlorotic subjects

and haemostatic in their menor-
rhagia, V. 220

:

Irritant Applications : '— useful in

neuralgia, I. 507 :

Jaundice :—a result of alcoholic de-

bauch, III. 434: icteric tint may
be absent in hepatic colic, IV. 234

:

sometimes present with hydatid

cysts of liver, IV. 276 : Malignant
Jaundice : lecture on, IV. 297

—

323 : is a disease totius substantia,

IV. 297: retention of bile in the

biliary ducts does not constitute

malignant jaundice, IV. 298 : icte-

ric colour of skin an expression of

various states, IV. 304: descrip-

tion of malignant jaundice, IV.

305 : leading symptoms are hae-

morrhage and yellow colour, IV.

307 : decrease in size of liver not

constant, IV. 307 : pain and he-
morrhage, IV. 308 : malignant
jaundice compared with pyrexia?,

IV. 308 : secondary nervous symp-
toms, IV. 309 : death the most
common termination : anatomical
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lesions, IV. 310 : change in struc-

ture of liver of secondary import-
ance only, IV. 312 : primary alter-

ation of blood, IV. 312 : mostly
occurs in adults, IV. 316, 317

:

fatal jaundice of infants, IV. 317 :

nature of malignant jaundice, IV.
318 : probably the result of a mor-
bific poison, IV. 319 : with dis-

turbance of hepatic hajinatosis, IV.
320: malignant jaundice not yellow
fever, IV. 321 : diagnosis from
real jaundice, &c, IV. 322 : treat-

ment, IV. 323 :

Jenner :—in relation to cowpox, II.

98—154 : .

Jesty :—probably first to inoculate

with cow-pox, II. 99:

Joints :—deformities of, consequent on
attacks of gout, IV. 370 et seq. :

ncdular rheumatism, IV. 415 :

K.
Kidney :—how affected in drunkards,

III. 441 : disease of, causes dys-

pepsia, IV. 13 : disease of, a symp-
tom of anomalous gout, IV. 381

:

Movable Kidney : lecture on, V.
398—412: mechanism of movable
kidney explained, V. 399 : not
always painful, V. 401 : how they
become painful, V. 402 : influence

of the catamenial fluxion, V. 403

:

of hysteria and gout, V. 404 : why
frequency greater in women than
in men, V. 405 : right kidney gene-

rally affected, V. 406 : feebleness

of attachments of kidney, V. 408 :

symptoms of movable kidney, V.
408 : diagnosis, V. 410 : treatment,

V. 411

:

Kissingen:—waters of, in gout, IV.

405:
Kreuznach :—waters of, in gout, IV.

405:
Kystein :—a scum on the surface of

the urine of pregnant women, and
rickety subjects, V. 83 :

Lactation :—a cause of tetany, 1. 371

:

Lactation, First Dentition and
Weaning :

—

lecture on, IV. 146

—

164 : natural, artificial, and mixed

lactation, IV. 146: conditions es-

sential in a good nurse, IV. 147 :

influence on the lacteal secretion

of menstruation, conjugal relations,

pregnancy and intercurrent dis-

eases, IV. 149: erosions and fis-

sures of the nipple, IV. 150 : lac-

tation in relation to the nursling,

IV. 151 : weighing infant only

means of ascertaining whether it

is sufficiently suckled, IV. 151

:

artificial feeding, IV. 152: aged
for weaning. IV. 153 : first denti-

tion—evolution of teeth in groups,

IV. 152 : order more regular than
epoch, IV. 154: times at which
groups of teeth appear, V. 156

:

irregularities in order of time and
appearance, V. 157 : casualties of

dentition: febrile discomfort: con-

vulsions, IV. 159 : cutaneous affec-

tions. IV. 163 : diarrhoea, IV. 160

:

weaning, IV. 162 :

Larvaceous Gout :—IV. 376

:

Laryngeal Phthisis :—III. 92

:

Laryngeal Ulceeations :—III. 93 :

Laeyngoscope :—use of, III. 98

:

Larynx :— affection of, in confluent

small-pox, II. 66 : affections of, in

dothienenteria, II. 398 : propaga-

tion of diphtheria to, II. 475

:

oedema of : see (Edema of La-
rynx, lecture on, IV. 84—104 : re-

lation of disease of, to aphonia, see

Aphonia, lecture on, III. 105

—

115:
Lavements :—introduced immediately

after a meal will produce indiges-

tion, IV. II : topical medication of

intestine by, in diarrhoea, IV. 116 :

in constipation, IV. 189 :

Lead (Acetate) :—in lavement* in dy-

sentery, IV. 181

:

Lead-Palsy :—diagnosis from progres-

sive muscular atrophy, I. 298 :

Leprosy (Dry) : — causes muscular

atrophy, I. 299

:

Leeches :—place of application, and
utility of as an excitant ernmena-

gogue, V. 219

:

Leucocytes : — relations to pus-glo-

bules, V. 276

:

Leucocythemia:—lecture on, V. 164
—179 : disease characterised by
great and progressive augmenta-

tion in white globules of blood,

V. 165 : mode of examining the

blood, V. 166 : theories of produc-

tion of leucocythaBmia, V. 168 : no
satisfactory data for determining

essential nature, V. 169 : no satis-

factory data for determining essen-

tial nature, V. 159 ; state of blood

in dead body, V. 169 : enlargement

of spleen, lymphatic glands, and
liver, V. 170 : injection of capil-
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laries with white globules, V. 171

:

proliferation of glandular tissue,

V. 172 : leucocythsemia in children,

V. 172: etiology unknown,V. 174:
only essential symptom is hyper-

trophy of the spleen with excessive

number of leucocytes and globu-

lines, V. 175 : anaemia and cachexia

are consequences, V. 176 : dys-

pnoea, V. 176 : haemorrhages, V.
177 : concomitant affections, V.
178 : treatment, V. 178 :

Leucorkhcea :—not to be cured in

persons of tuberculous diathesis,

V. 98:
Lime-Water :—in thrush, when con-

nected with disordered digestion,

II. 629 : diarrhoea of chronic gas-

tritis, IV. 61 : infantile cholera,

when vomiting has ceased, IV.
139:

Liqueurs :—certain, such as anisette

fine de Hollande, useful in flatu-

lent dyspepsia, if administered
after meals, IV. 39 :

Liver :—how affected in drunkards,
III. 433 : performs the special of-

fice of secreting sugar, III. 512:
disease of, causes dyspepsia, IV.
13 : alkalies and acids in dyspep-
sia connected with disease of, IV,

51, 42 : abscess of, a sequel of
dysentery, IV, 183 : hydatids of,

may cause hepatic colic, IV. 237 :

hydatid cysts of, see Hydatid
Cysts of Liver, lecture on., IV.
263—296 : lesions of, in malig-
nant jaundice, IV. 310: lesions

of, in anomalous gout, IV. 381

:

cirrhosis of, see Cirrhosis, lecture

on, V. 118

:

Locality : — influence of change of,

on asthma, I. 658

:

Luchon :—waters of, in gont, IV. 405 :

Lumbricoid Ascarides:—in intestine,

may produce occlusion, IV. 212

:

Lumbricus Teres :—nucleus of a bili-

ary calculus, IV. 230 : lumbrici
in the biliary passages produce
symptoms similar to those of hepa-
tic colic, IV. 237 :

Lung, Gangrene oe :—See Gangrene
oe the Lung, lecture on, III. 171
—178:

Lung, Hydatids oe :—see Hydatids
oe the Lunq, lecture on, III.

303—319

:

Lungs :—hypostatic engorgement of,

in typhus, II. 428: gangrene of

in typhus, II. 428 : effects of alco-

hol on, III 435 : suppuration of,

in syphilitic foetus, IV. 330 : lesion

of, in gout, IV. 381

:

Luxeuil :—waters of, in gout, IV.
407:

Lymphatic Anemia :—V. 200

:

Lymphatic Diathesis :—V. 206

:

Lymphatic Glands : — engorgement
of, sometimes occurs in scarlatina,

II. 182: general hypertrophy of,

see Adenia, V. 181

:

M.
Malaxation:—must very cautiously

be used in treatment of internal in-

testinal strangulation, IV. 215 :

Mal Egyptiaque :—See Diphtheria,
lecture on, II. 468 :

Malignity :—definition of, and dis-

tinction fron ataxia, II. 361

:

MAMM.& :—metastasis of mumps to, IL
277: treatment of erosions and
fissures of, incident to lactation,

IV. 150

:

Mania :—a result of puerperal eclamp-
sia, I. 368 : a sequel of typhus and
typhoid fevers, II. 429 :

Marriage :—supposed curative influ-

ence in nocturnal incontinence in

women, III. 484 : in relation to

chlorosis, V. 112

:

Marriages oe Consanguinity :
—

fatal influence of, I. 83 :

Marsh Fevers; Intermittent Fe-
vers :—may be transformed into

dothienenteria and vice versa, II.

368 : lecture on, V. 1—46 : ana-

logy to diathetic diseases, V. 2

:

the paludal diathesis, V. 4 : effects

of miasma, V. 4 : marsh cachexia,

V. 6 : engorgements of spleen and
liver, V. 7 : cause of intermittence

not yet explained, V. 8 : regular

intermittents have three stages,

V. 9 : different types, V. 12 : dia-

gnosis,V. 14: continued fevers may
commence as intermittents, V. 14 :

intermittent febrile symptoms may
occur at commencement of phleg-

masia?, V. 15 : intermittent fevers

may^ommence with the symptoms
of continued, V. 15 : pernicious in-

termittents, V. 16 : characters and
forms of, V. 17: types, V. 21:

symptoms, 21 ; colouring of or-

gans, particularly of liver and
brain, by pigmentary embolia, V.
22 : source of the pigment, V. 23 :

insufficiency of the theory of the
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production of pernicious intermit-
tents by pigmentary embolism, V.
24 : masked fevers, V. 28 : certain

neuroses constitute masked inter-

mittents, V. 29 : intermittent fever
in all forms of neurosis, V. 30 : in-

termittent neuralgia not neces-
sarily a masked fever, V. 31 : ne-
sity of inquiring into patient's an-
tecedents, V. 31 : treatment by
cincbona, V. 32 : Torti's and
Sydenham's method, V. 32 : Bre-
tonneau's method, V. 33 : Trous-
seau's method, V. 37: accidents

attending administration of cin-

chona, V. 38 : sulphate of quinine

does not suddenly reduce volume
of spleen, V. 39 : administration of
cinchona by mouth not always pos-

sible, V. 40 : injection into rectum,

V. 40 : endermic method, V. 40 :

combination of cinchona with eme-
tics or purgatives, V. 41 : treat-

ment of pernicious intermittents,

V. 41 : of simple masked fevers,

V. 43 : action of various cinchona-

products, V. 43 : crude quinine, V.
43 : arsenic in intermittent fevers,

V. 44 : alcoholic liquors as suc-

cedanea of cinchona, V. 46 :

Masked Gout :—compared with mask-
ed fevers, IV, 376

:

Mastication :—imperfect, a cause of

dyspepsia, IV. 27

:

Masturbation :—in relation to men-
tal aberration, III. 466 :

Maxillary Sinus :—ozasna caused by
disease of, III. 65 :

Measles :

—

lecture on, II. 212—235 :

normal measles, II, 212 : period of

invasion longer than in any other

eruptive fever, II. 213 : appear-

ance of eruption, II. 214 : pur-

puric spots, II. 216 : morbillous

catarrh with characteristic sputa,

II. 216: desquamation, II. 217:

range of temperature in, II. 217 :

defervescence not lagging as in

scarlatina, II. 217 : principal com-

plications are convulsions and false

croup in children, catarrh and epis-

taxis in children and adults, II .218

:

brutal practice of applying scald-

ing applications in coma and con-

vulsions, II. 220 : false croup, II.

222 : suffocative catarrb, II. 223 :

epistaxis, II, 224: otitis, II. 225,

231; diarrhoea, II. 226: colitis,

227 : peripneumonic catarrh, lo-

bular pneumonia, and pseudo-

lobular pneumonia (the extreme
consequences of capillary catarrh)

are the most formidable compli-

cations, II. 228 : inflammations of

eyes and nose, II. 229 : morbillous

inflammation may be the starting

point of the evolution of the scro-

fulous diathesis, II. 230 : gangrene
of mouth and vulvae as sequella?,

II. 233: diphtheritis. II. 233:
purpura, II. 233 : an epidemic,
said to be characterised by profuse
perspiration and vesicular erup-

• tion and other unusual symptoms,
II. 234: convulsion not alarming
in first stage, but of most serious

prognosis in last stage, II. 235 :

Meat (Raw) : — minced, in chronio
diarrhoea without organic lesion,

IV. 125 : in infantile diarrhoea,

IV. 140

:

Megrim :—the sister of gout, IV. 377,

378, 380 : pills of colchicum, qui-

nine and digitalis in, IV. 400

:

periodic, in relation to nodular

rheumatism, IV. 415 : periodic

paludal, V. 30

:

Membrana Ttmpani : —rent during
paroxysm of hooping-cough. 1.

671:
Membranous Sore-Throat :

—

lecture

on, II. 436—447

:

Memory :—impaired in aphasia, I. 266
et seq. : curious varieties of good,

I. 270

:

Meningeal or Cerebral Macula :

—

described, I. 460

:

Meningitic form of cerebral rheuma-
tism, I. 527 :

Meningitis (Hemorrhagic) :—case

of, III. 438

:

Menorrhagic Chlorosis :—V. 107 :

Menorrhagic Fever :—V. 212 :

Menstruation :—in relation to ozsena,

III. 70 : haemoptysis as a supple-

ment to, III. 141 : sudoral di-

arrhoea, and other phenomena con-

nected with its final suppression,

IV. 100 : influence on lacteal se-

cretion, IV. 149 : establishment or

cessation of, is usual period for

beginning of nodular rheumatism,

IV. 424 : change of residence may
produce suppression of, V. 213 : in

relation to acute diseases, V. 214 :

phenomena of, V. 215 : in relation

to pregnancy and delivery, V. 221 :

in relation to etiology of pelvic

ha?matocele, V. 227 et seq. : in-
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temal, in case of absence of vagina,

V. 233

:

Mercurials:—in hydrophobia, I. 710:

useful, when topically applied, in

diphtheria, II. 571 : mercurial pow-
ders inspired by nose in ozsena, III.

67: in diarrhoea, IV. Ill: dysen-

tery, IV. 178 : biliary calculi, IV.
259: ought to form basis of treat-

ment in infantile syphilis, IV. 350 :

Metastasis :—definition of, I. 535 : of

mumps, II. 277 et seq. : of gout,

IV. 385, -386

:

Miliary Fever :—a sudoral exanthem,
II. 307 :

Mind :—impaired by epilepsy, I. 66 :

in aphasia, I. 266—273 : impaired
during convalescence from dothien-

enteria, II. 385 : debility and dis-

order of, induced by spermator-

rhoea, III. 454: aberration of, in

relation to masturbation, III. 466

:

great emotion of, and anxiety, cause

dyspepsia, IV. 6 : influence of emo-
tions of, on the secretions in man,
and the lower animals, IV. 100,

101 : disorder of, in rickets, V.
72:

Mineral waters :—beneficial action

not chemical, but vital, and last-

ing long after their use has been
discontinued, IV. 37 : in flatulent

and other forms of dyspepsia, 37 et

seq. : alcaline, useful in dyspepsia

connected with disease of liver,

IV. 41 : in hepatic colic, IV. 260 :

in gout, IV. 403 et seq.

:

Morphia :—in St. Vitus's dance, I.

421 : to raw surface, in neur-

algia, I. 497 : explanation of hypo-
dermic method of using, in neur-

algia, I. 501 : by endermic or

hypodermic methods in hydro-
phobia, I. 709 : externally and by
subcutaneous injection in herpes

zoster, II. 295 :

Mouth :—diphtheria of the, II. 524 :

Mucous Membranes :—syphilitic affec-

tions of, in new-born infants, IV.
332:

Mumps :

—

lecture on, II. 275—281

:

specific and contagious, II. 276

:

does not attack same individual

more than once, II. 276 : some-
times terminates by metastasis to

parotid glands, testicles, epididy-

mis, tunica vaginalis, mammae, and
labia, II. 277 : no cases of metas-
tasis to ovaries has been recorded,
II. 279

:

Muscular Activity, Gerdy's sense of

:

—I. 159 :

Muscular Atrophy :—See- Progres-
sive Muscular Atrophy, lec-

ture on, I. 277—309 : following

prolonged neuralgia of a limb,

I. 297 : following injury of nerves,

I. 298 : following dry leprosy, I.

299:
Muscular Degeneration:—in dothi-

enenteria, II. 334—338

:

Muscular Excitability :—loss of, a

curious neurosis, I. 443 :

Muscular Sense of Charles Bell:

—

I. 159, 211

:

Muse :—in puerperal convulsions, I.

364 : cerebral rheumatism, I. 540

:

hooping-cough, I. 674 : hydropho-
bia, I, 710: scarlatina, II. 206:
with belladonna in the convulsions

of anasarca following scarlatina,

II. 210 : with and without opium
in delirium of pneumonia, III. 358
et seq. : specially useful iu the deli-

rium accompanying pneumonia of

summit, III. 363 :

Mustard Bath :—in dothienenteria,

II. 357 : in infantile cholera, IV.

136:

N.
Narcotics :—in chorea, I. 420 : in

neuralgia, I. 496 : in angina pec-

toris, I. 609 : in hooping-cough, I.

674:
Natural Progress op Diseases :—to

know it is to know more than the

half of medicine, II. 14

:

Nephritic Colic:—in relation to gout,

IV. 372

:

Neris Baths :—in chorea festinans, I.

427:
Neris :—waters of, in gout, IV. 406 :

Nerve :—excision of portion of, in

epileptiform neuralgia, I. 298 : ex-

cision or division of nerve in bitten

part in hydrophobia, I. 711—712 :

Nervous System:—disorders of, in

scarlatina, II. 175 : disorders of, in

dyspepsia, IV. 20 : influence on

secretions, IV. 100 : disorders of,

in gout, IV. 361

:

Neuralgia : — epileptiform, I. 105,

480 : of a limb leading to muscu-

lar atrophy of, I. 297 : lecture on,

I. 479—512: all neuralgias are

only symptomatic, I. 480 : tender-

ness of spinal processes at point of

exit of diseased nerves, I. 480:
diagnosis from local pain, I. 481

:

cutaneous hyperesthesia at exit
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of nerves and in their course, I.

483 : Valleix's superficial tender

spots, I. 485 : when neuralgia

depends on cachexia, its seat is

affected hy the character of the,

latter, I. 488 : periodicity and in-

terniittence are frequent charac-

ters whatever the origin, I. 489

:

neuralgias of rheumatic origin

frequently alternate with articular

pains, and have multiple manifes-

tations, I. 491—493: syphilitic,

should not he mistaken for pains

due to exostosis, I. 493 : no tender-

ness on pressure of the spinous

processes in cases of pain due to

exostoses, nor in pleuritic stitch,

I. 494: treatment, I. 495—512:
general indications to relieve pain,

I. 495 : summary of remedies, I.

, I. 496 : helladonna or atropia,

I. 496: datura stramonium, I.

497 : endermic application of

morphia, I. 497 : hypodermic in-

jection of atropine, I. 501 : sub-

cutaneous apx^lication of bella-

donna and opium boluses, I. 502 :

introduction of narcotics by a vac-

cination process, I. 503 : local

application of cyanide ofpotassium,

I. 503 : of chloroform, I. 504 : in-

ternal use of narcotics, I. 504:

chloroform and ether inhalations,

I. 505 : quinine often of great ser-

vice, I. 505 : iodide of potassium

cures neuralgia which has nothing

to do with syphilis, I. 506 : tur-

pentine, I. 506—507 : irritant ap-

plications, 1. 507 : application of the

" awakener," I. 508 : electro-punc-

ture, I. 508 : faradization of the

skin, I. 509 : application of heat,

I. 509 : division of temporal and

occipital arteries for obstinate neu-

ralgia of head, I. 509 : Van Swie-

ten's liquor corrosivi suhliinati and

calomel fractd dosi in syphilitic

neuralgia, I. 511: intermittent

neuralgias cured by preparations of

bark in large doses, I. 512 : the ob-

stinate, consecutive to herpes zos-

ter, treated successfully by arsenical

preparations, II. 296: in relation

to dyspepsia, IV. 21: assuming

types of intermittent fever, V. 29

et seq. :

NeueoseS :—transformation of, 1. 150

:

cerebral rheumatism is a neurosis,

I. 534 : certain, caused by sperma-

torrhoea, but also, in many cases,

the expression of a nervous dis-

order which first shows itself a3

spermatorrhoea, III. 449, 455 :

New-boen Infants :—facial paralysis

in, from compression, by forceps,

of facial nerve, I. 312 : purulent

infection of, see Pueepeeal PEErr*

lent Infection, lecture on,V. 255

:

Nitee Cigaeettes : — in asthma, I.

649:
Nocturnal Incontinence of Ueine :—lecture on, III. 475—490: dif-

ferent kinds, III. 475 : not a mor-
bid state in lazy timid children,

III. 478 : relation to heredicity,

III. 479 : relation to epilepsy, III.

480 : an affection of nervous system
manifesting itself in excess of ex-

citability and tonicity of mucous
coat of bladder, III. 481 : noc-

turnal and diurnal incontinence

coexisting depend on atony of

sphincter, III. 483 : effect of pu-

berty and marriage, III. 484 : ef-

fect of intercurrent diseases, III.

485 : belladonna in nocturnal in-

incontinence, III. 485 : strychnia

in coexisting nocturnal and diurnal

incontinence, III. 488 : prostatic

compressor, III. 488 : importance

of resisting desire to urinate, III.

489:
Nomenclattjee : — defects and bar-

barisms of, II. 25

:

Nose :—necrosis of the cartilages of, in

dothienenteria, II. 404 : often de-

formed and flattened at root in

ozaena, III. 63

:

Nosocomial Atmospheee :—V. 273 :

Numeeicae Method :—one of the two
methods employed for interpreting

medical facts, II. 32 :

Nux Vomica :—in spermatorrhoea, III.

469 : in stomachic vertigo, III,

557 : diarrhoea, IV. 128, 145 :

Nymphomania :— in hydrophobia, I.

687:

O.

(Edema :—in dothienenteria, II. 393 :

of Laeynx, lecture on, IV. 84

—

104 : the term oedema of glottis

incorrect, III. 86 : non-inflam-

matory oedema, III. 87 : circum-

stances in which it occurs, III. 88 :

may arise from any inflammatory

affection of the mouth or pharynx,

III. 90 : or from inflammation of

the larynx itself, III. 91 : most
frequent causes are deeply seated
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diseases of the larynx, III. 91

:

from drinking boiling water, III.

95 : symptoms of oedema of larynx,

III. 96 : examination of state of

parts, III. 97 : progress of disease,

III. 99 : treatment, III. 101

:

topical treatment useful, III. 102 :

Old Age :—biliary calculi more common
in, than in youth, IV. 228 :

Ophthalmia : — of measles, may be

very obstinate, II. 229 : in gout,

IV. 361

:

Opium :—in epileptiform neuralgia, I.

112: tetany, I. 384: St. Vitus'

s

dance, I. 420 et seq. : neuralgia, I.

497 : cerebral rheumatism, I. 540 :

angina pectoris, I. 609 : to enable

patient to keep down his food in

hooping-cough, I. 678 : how to b6

administered to children, II. 226 :

eruption produced by, II. 303: care-

fully administered in small doses

is a wonderful remedy in boulimic

dyspepsia accompanied by diar-

rhoea, IV. 32, 33 : in very small

doses in diarrhoea of chronic gas-

tritis, IV. 61 : in nervous diar-

rhoea, IV. 114 : in diarrhoea from
excess of tonicity of intestine,

IV. 117, 118: infantile cholera,

and caution as to dose, IV. 138,

145 : dangers of, in dysentery, IV.

181:
Orchitis :—variolous, II. 59

:

Osteomalacia :—in relation to rickets,

V. 81:
Osteophytes:—formation of, in preg-

nant women, V. 83 :

Otitis :— in measles, II. 225 :

Ovarian Hematocele :—V. 225 :

Ovaries :—no case recorded of meta-

stasis of mumps to, II. 277

:

Ovaritis :—variolous, II. 59 :

Overcrowding :—an auxiliary in pro-

ducing dothienenteria, II. 375 :

Oxygen :—respiration of pure, curative

in dyspepsia from extreme anajmia,

IV. 55 : each respiration of, causes

a sensation of coolness, IV. 56 :

Ozena :

—

lecture on, III. 59—71 : a
disgusting affection arising from
different causes, and unfortunately

common, III. 59 : the specific bad
smell is chiefly met with in consti-

tutional ozajna, which is allied to

herpetic diathesis, III. 60 : consti-

tutional, syphilitic, herpetic, and
scrofulous ozama, III. 62—64 : de-

formity of nose, III. 63 : ulceration
of mucous membrane, III, 64 : ne-

crosis, III. 64 : disease of maxillary
sinus, III. 65 : topical and consti-

tutional treatment, III. 65—71

:

P.

Pain :•—cause of, in nephritic and he-
patic colic, IV. 234

:

Palpitation :—a chief sign of exoph-
thalmic goitre, I. 546 : in relation

to spermatorrhoea, III. 452 :

Paludal Miasmata:— their effects,

V. 4:
Panchymagogues :—III. 406

:

Pancreas :—how affected in drunkards,
III. 434 :

Paracentesis op Chest :—See Pleu-
risy and Paracentesis op the
Chest, lecture on, III. 179—292;
and Pleura, Traumatic Effu-
sion op Blood into, lecture on,

III. 293—302

:

Paracentesis op Pericardium :
—

See Pericardium, Paracentesis
op, lecture on, III. 364—395:

Paracentesis :—of pleura or pericar-

dium in effusions after scarlatina,

II. 211

:

Paralysis :—glosso-laryngeal, I. 117

:

a result of infantile convulsions, I.

356 : a result of puerperal eclamp-
sia, I. 368 : in St. Vitus's dance,

401 : during convalescence from
dothienenteria, II. 388 : paraplegia

from infiltration of pus into spinal

canal, II. 411 : in typhus, II. 429 :

in diphtheria, II. 539 : see Diph-
theria : caused by embolism, III.

415 : sequel of dysentery, IV. 182 :

reflex, occurring as a sequel of cal-

culous affections of liver, IV.

258:
Paralysis Agitans :

—

lecture on, I.

440—450 : not to be confounded
with senile trembling, I. 441

:

usually occurs in declining years,

I. 441 : singular form of, I. 441 :

analysis of muscular conditions in,

I. 443 : no paralysis at commence-
ment, I. 444 : weakness of genito-

urinary organs, I. 444 : progress of

the disease, I. 445 : always termi-

nates fatally, I. 445 : anatomical

lesions, 1. 448 : treatment, I. 449 :

Paris:—intermittent fevers were caused
in, by disturbance of soil during

improvements, V. 17 : young girls

coming to, frequently have sup-

pression of catamenia, V. 213 :

Parotiditis :—different from mumps,
11.275: diagnostic value in dothi-
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enenteria, II. 363: a complication
of typhus, II. 429 : a complication
of dysentery, IV. 173 :

Pelvic Hematocele :

—

lecture on, V.
223—244 : two principal kinds,

viz. ovarian, and tubal or cata-

menial, V. 225 : etiology, V. 226 :

catamenial hematocele, V. 226 :

from ovarian haemorrhage and varix
of ovary: from blood passing by
Fallopian tube into peritoneum,

"V. 226 : cachectic, from altera-

tion of blood, V. 226 : determina-

tion of blood to genital organs

during menstruation, V. 227 : two
principal causes of hematocele,

one (ovarian) with organic disease

of the ovary, the other (catamenial)

without organic alteration of the

tube, V. 230 : haemorrhage not

always a reflux from the uterus,

but sometimes produced in the

tube, V. 231 : hematocele from
rnpture of varicose veins, V. 233 :

Laugier's conclusions, V. 236 : ef-

fusion of blood into peritoneum
may take place without cachexia

V. 237 : etiology of hematocele
V. 237 : mode of detecting hema
tocele, V. 238 : symptoms, V. 338
differential diagnosis, V. 239 : pel

vie peritonitis and periuterine eel

lulitis, V. 239 : extra-uterine preg

nancy, V. 240 : ovarian cysts, V
240 : treatment of hemorrhage
V. 243 : surgical intervention to

be avoided, V. 243 :

Pelvic Symphyses (Loosening- of) :—lecture on, V. 413—422: a con-

dition generally mistaken for dis-

ease of spinal cord or uterus, V.

413 : pains in pelvic symphyses,

V. 418 : errors in diagnosis may
arise from lumbar or hypogastric

pains, V. 418 : locomotion difficult

or impossible, V. 419: constric-

tion by a bandage at once facili-

tates walking, V. 419 : puerperal

state may lead to suppuration of

the pelvic articulations and death,

V. 420

:

Pemphigus :—of syphilitic fetus and

infant, IV. 328 :

: Percussion-. — lecture on, V. 423

—

443 : discovery of percussion by

Avenbrugger, V, 425 : and of aus-

cultation by Laennec, V. 426 : im-

mediate and mediate percussion,

V. 427 : the plessimeter, V. 429

:

Peter's plessigraph, V. 430 :

Perforation:—of intestine in dothien-
enteria, II. 320 : of stomach, IV.
78:

Pericarditis :—in scarlatina, II. 187

:

convulsions in, III. 367 :

Pericardium, Paracentesis op:—lec-

ture on, III. 364—395 : cases, III.

364 : better to make the opening
with bistoury than trocar, III. 370,
393 : historical summary, III. 374:
harmlessness of tapping pericar-
dium and using injections, III.

392 : the operation described, III.

392 : dropsy of pericardium gene-
rally almost always associated with
tuberculous diathesis, III. 395

:

paracentesis gives relief and pro-
longs life, III. 395 :

Perihysteric Abscess:— lecture on,

V. 366—387 : explanation of the
term, V. 366 : topography of fe-

male pelvis, V. 367 : etiology, V.
369 : usual course of abscess, [V.

370 : pathological physiology; V.
374 : value of lesion of crural nerve
in explaining symptoms of psoitis,

V. 375 : abscesses of broad liga-

ments are less frequent than they
have been said to be, V. 376 :

analogy between orchitis and pelvi-

peritonitis, V. 377 : symptoms and
duration of pelvi-peritonitis, V.
378 : spontaneous opening of the
abscesses into intestine, bladder,

and vagina, 378 : diagnosis of dif-

ferent forms of iliac phlegmon, V.
381 : prognosis, V. 383 : multiple

pelvic lesions may originate in in-

flammation of the uterus, V. 384

:

medicine nearly powerless in the
treatment, V. 385 : preventive

treatment, V. 386 : caution as to

interference with uterus, V. 386 :

active intervention only proper in

the iliac abscesses, V. 387 :

Perinephric Abscess : — lecture on,

V. 333—365 : insidious beginning
and slow progress of perinephric

inflammation, V. 333 : difficulty of

diagnosis, V. 334 : anatomy of the

perinephric region,V. 337 : etiology

of perinephritis, V. 338 : wounds
and contusions, V. 338 : violent

exercise, V. 332 : cold, V. 339 :

strains, V. 340 : renal calculus, V.
342 : typhoid, purulent, and puer-
peral fevers, V. 343 : pain may
explain formation of perinephric

abscess, V. 344 : cause sometimes
cannot be ascertained, V. 350

:
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perinephric abscess consecutive to

hepatic colic, V. 352 : general and
local symptoms, V. 353 : intra-

abdominal tumor in the side, V.
354 : abscess must be opened early,

V. 355 : opening of abscess into

pleura . or lung, V. 355 : . abscess

often invades iliac fossa, and pre-

sents in the thigh, V. 355 : peri-

nephric abscess may be discharged
through the kidney, V. 355 : open-
ing of abscess into bladder, vagina,

and peritoneum, V. 356 : lumbar
fistula?, V. 358 : diagnosis, V. 359 :

from nephritis and pyelo-nephri-

tis, V. 359 : hydronephrosis and
renal cancer, V. 361 : tumours of

liver, spleen, and intestines, V.
361 : caution as to diagnosis be-

tween lumbar abscess and hernia,

V. 362 : prognosis, V. 362 : treat-

ment, V. 362: application of

caustics, V. 363 : opening by bis-

toury in iliac and lumbar regions,

V. 364

:

Peripneumonio Catarrh : —a com-
plication of measles, II. 228 : in

children, III. 164

:

Peripneumonio Pernicious Fever :

—V. 20

:

Peritoneum :—how affected in drunk-
ards, III. 434 :

Peritonitis : — in dothienenteria, II.

320 et seq. : in syphilitic foetus,

IV. 330

:

Pernicious Intermittent Fevers :

—V. 16 et seq. : see Marsh
Fevers :

Pessary :—spermatorrhoea cured by
wearing wooden, in rectum, in a

case described, III. 470

:

Pharyngitis, Catarrhal : — may
cause oedema of the larynx, III.

90:
Pharynx : — turgescence of in scar-

latina, II. 186: herpes of, II. 438 :

gangrene of, II. 448, see Sore
Throat(Gangrenous) : diphtheria

of, II. 470 : see Diphtheria :

Phlebitis :—in relation to acute arti-

cular rheumatism and embolism,
IV. 446 et seq. : in relation to puru-

lent infection, V. 260 : see Phleg-
masia Alba Dolens, lecture on,

V. 281

:

Phlegmasia Alba Dolens :—in dothi-

enenteria, II. 393 : in typhus, II.

428 : lecture on, V. 281— 332 :

case, V. 282 : circumstances lead-

ing to spontaneous coagulation of

blood, V. 286 : frequency of co-

agulation in cachectic and cancer-
ous subjects, V. 286 : semeiotic
value of phlegmasia in cancerous
diseases, V. 287 : in chlorosis, V.
289 : in recently delivered women,
from spontaneous coagulation, and
consecutive on uterine phlebitis,

V. 290 : pain and oedema, V.
292 : venous cords, V. 293 : tem-
perature of affected limbs, V. 293:
absence of lymphangitis and adeni-
tis, V. 293 : duration of disease, V.
294 ; issue favorable when there is

no phlebitis, V. 294: pulmonary
embolism, V. 295 : sudden death
from obstruction of pulmonary
artery, V. 297 : embolism may
produce oedema of lungs, pneu-
monia, gangrene of lungs, and
hydro-pneumothorax, V. 297 : ex-

planation of asphyxia from em-
bolism, V. 298 : dyspneeal symp-
toms inay be formed by clots

formed in or arrested in heart, V.
299 : phlegmasia consequent on
phlebitis, V. 300 : embolism (pul-

monary or cardiac) originating in

uterine or peripheral phlebitis, V.
301 : method of diagnosis, V. 301

:

difficulty of diagnosis between
spontaneous and phlebitic coagu-

lation, V. 302 : syncope from car-

diac embolism, V. 303 : patholo-

gical anatomy, V. 315 : oedema of

affected limbs, V. 316 : coagulation

ofblood in veins, V. 316 : fibrinous

and cruoric clots, V. 317 : tendency
in clots to become organised, V.
317 : changes which clots may
undergo, V. 317 : pseudo-purulent

softening of the clots, V. 318

:

clots at valves of veins, V. 319 :

serpent-head appearance of cardiac

extremity of intravenous coagu-

lum, V. 325: softening of the head
of the clot, and its rupture, V. 325

:

pulmonary embolism of various

dimensions and forms, V. 327 : em-
boli sometimes bear stamp of origin,

V. 327 : capillary and numerous
emboli, V. 328 : changes which
clots undergo in the pulmonary
artery, V. 329 : embolism of prin-

cipal divisions of the pulmonary *

artery, causing pneumonia, extra-

vasated clots, or gangrene, V. 330:
summary of remarks on pathology
of phlegmasia alba dolens, V.
331:



INDEX. 465

Phthisis (Pulmonary) : — character

of haemoptysis in, III. 145 : lecture

on, III. 155—170 : rapid phthisis,

III. 155 : is ordinary phthisis. III.

157 : acute or galloping phthisis

not the same disease as ordinary
phthisis, III. 157 : nature of granu-
lations of acute phthisis, III. 157

:

symptoms, III. 161 : typhoid form,

III. 162 : galloping phthisis dif-

fers from tuberculisation and is

a manifestation of granular dis-

ease, III. 163 : prognosis always
fatal, III. 163 : pulmonary tuber-

culisation in children, III. 164

—

170 : in relation to nodular rheu-
matism, IV. 421

:

Phthisis (Dyspeptic) :—IV. 23

:

Phthisis (Laryngeal) :—III. 92 :

Phthistjria:—III. 492':

Pigmentary Embolism :—in relation

to pernicious intermittent fevers,

V. 22:
Plessigraph :—Dr. Peter's, V. 430 :

Plessimeter :—its use in percussion,

V. 429

:

Pleura (Cancer op) :—may require

paracentesis on account of effusion,

III. 259 :

Pleura (Traumatic Effusion op
Blood into), Paracentesis op
the Chest in :

—

lecture on, III.

293—302 : different proceedings

recommended, III. 293 : the effu-

sion into the pleura mechanically

arrests traumatic haemorrhage, III.

294 : emptying the pleura prevents

flattening of the lung and forma-
tion of plugging clot, III. 295 : ex-

periments on horse, III. 295 : co-

agulation of blood in pleura, III.

298 : serum resembles fluid blood,

III. 298 : the lesion producing the

haemorrhage may lead to inflam-

mation and further effusion of

serum, III. 298 : opening the chest

useless and dangerous in traumatic

extravasation of blood, III. 299 :

the effused blood produces little

irritation, III. 300 : is rapidly ab-

sorbed, III. 301 : when blood and

air are present simultaneously,

iodine should be injected, III.

302:

Pleurisy : — in scarlatina, II. 187 :

typhus, 11.428:

Pleurisy and Paracentesis op

the Chest :— lectures on, III.

179— 292: ordinary signs, III.

179 : Skoda's resonance, III. 181

:

real friction-sound of pleurisy

very rare, III. 182 : interpre-

tation of rubbing sound, III. 182 :

crepitant rale of pleurisy, III. 183 :

persistence of blowing sound in

cases ofexcessive effusion, III. 183

:

6tethoscopic signs of third 6tage of

phthisis often present, III. 184

:

explanation of amphoric sounds,

III. 185 : effect of withdrawal of

fluid on physical signs, III. 188 :

tubercular phthisis and chronic

phlegmasia of pleura may coexist,

III. 189 : intercostal fluctuation,

III. 192 : paracentesis, III. 193 :

indication for operating to be de-

rived from rapidity of effusion and
not from dyspnoea, III. 195 : his-

torical sketch of operation for

effusion in cavity of pleura, III.

197 et seq. : modes in which pleu-

risy may be fatal, III. 216: pro-

fuse effusion may cause death, III.

216 : stages of inflammation and
effusion, III. 219 : acute hydro-

thorax generally associated with

serous diathesis, III. 220 : latent

pleurisy, IIS. 220 : sudden death

from syncope, III. 221 : death from
asphyxia, III. 221 : puncture of

chest the only way of preventing

death, III. 222 : paracentesis may
accomplish an immediate cure, the

temperature of the body at once

becoming normal, III. 227 : neces-

sity of paracentesis in continued

effusion, III. 228 : effusion may
become purulent and occasion hec-

tic fever, III. 229 : tendency to

suppurative pleurisy in puerperal

women, III. 230 : and in scarla-

tina, III. 231 : paracentesis useful

even in empyema, III. 233 : espe-

cially in children, III. 234: trau-

matic pleurisy, III. 241 : chronic

pleurisy may occasion development

of tubercular diathesis, III. 244 :

latent pleurisy a frequent mani-
festation of tubercular diathesis,

III. 245 : paracentesis useful in

cases of pulmonary tuberculosis

accompanied by large effusion,

III. 247 : in hydro-pneumothorax,

III. 248 : in cancerous pleu-

risy with effusion, III. 259 : indi-

cations for paracentesis, III. 263 :

method of operating, III. 269 : ac-

cidents attending operation, 111.

30
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273 : flow of blood in paracentesis,

III. 276 : change in physical signs

produced by evacuation of fluid,

III. 278 : advantage of rapid eva-

cuation, III. 279 : alleged objec-

tions againstparacentesis, III. 279:

syncope very rare, III. 279 : san-

guineous expectoration, III. 281

:

risk of wounding intercostal artery

may be avoided, III. 281 : repro-

duction of fluid not a valid objec-

tion, III. 281 : traumatic lesion of

tapping said to be a cause of inflam-

mation of the pleura, III. 283

:

persistent entrance of air the most
serious accident, III. 284 : conse-

cutive treatment, III. 284 : para-

centesis in purulent effusion, III.

285 : injection of iodine, III. 286 :

deformity of chest not a reason for

alarm, III. 287

:

Pleuritic Pernicious Fever:— V.

20:^
Plombieres :—waters of, in flatulent

dyspepsia, IV. 40 : dyspepsia from
visceral engorgement, IV. 49 :

in gout, IV. 405 :

Pneumogastric Nerves :—section of,

causes immediate suspension of

movements of the stomach, and
diminution of the secretion of gas-

tric juice, IV. 6

:

Pneumonia :— complicating measles,

II. 228 :

Pneumonia (Treatment of) :

—

lecture

on, III. 338—363 : different forms
of pneumonia, III. 339 : principal

features of simple pneumonia, III,

339 : peripneumonic sputa, III.

340 : physical signs, III. 340 : ex-

pectant medicine, III. 342 : rise of

temperature, III. 343 :'
p local and

general bleeding, III. 344: anti-

monials, particularly kerrues in

large doses according to Rasori's

method, III. 346: blisters, III.

352 : erysipelato - phlegmonous
pneumonia, III. 353, 354: use of

musk in pneumonia complicated

with delirium, III. 355 : ataxia in

pneumonia defined, III. 355 : in-

dications for giving musk, III.

359 : mode of administration, III.

360 : pneumonia of the summit,
III. 361 : not necessarily accom-
paniedby delirium, normore serious

than of centre or base, except in

tuberculous patients, III. 363 : in

alcoholism, III. 436

:

Podophyllin :—with belladonna, in

constipation, IV. 193

:

Poisons :—action of, attributed to cere-

bral congestion, I. 38 : examina-
tion of action of, III. 11 :

Pollutions (Nocturnal) :—rare in

healthy chaste persons, III. 445 :

are the beginning of sperma-
torrhoea properly so called, III. 445

:

Pons Varolii : — cross paralysis or
alternate hemiplegia depends on
lesion of, I. 333 :

Polydipsia :—more excessive secretion

of urine than in glycosuria, III.

498: lecture on, III. 528—536:
cases, III. 528 : character of urine,
III. 532 : ralationship between
glucosuria, polydipsia, and albu-

minuria, III. 533 : non-saccharine
diabetes may supervene in the off-

spring of glucosuric and albumi-
nuric parents, III. 533 : intercur-

rent cerebral affections may cause
the cessation of glucosuria as well

as of albuminuria, III. 533 : mor-
bid phenomena of polydipsia at

first only excessive thirst and ex-

cretion of urine, III. 535 : subse-

quent constitutional disturbance

and tubercular phthisis, III. 535 :

valerian treatment the best, III.

336:
Polygala Senega':—in diphtheria,

II. 575 .-

Polyuria :—III. 532

:

Portal Vein :—altered in alcoholism,

III. 535 : constriction of terminal

capillaries of, in relation to cir-

rhosis, V, 129 et seq. :

Potash (Chlorate) :—in diphtheria,

II. 573 : injection of in ozsena,

III. 69 : combined with mercurials

to prevent salivation in syphilis not

recommended, IV. 351 :

Potash (Sulphuret) :—in diphtheria,

II. 575 :

Pott's Disease :—V. 149

:

PRBGNANCY :— aphonia during, III.

113: influence on lacteal secretion,

IV. 149 : predisposes to fissure of

anus, IV. 198 : in relation to nodu-

lar rheumatism, IV. 424 : in rela-

tion to rickets, V. 82 : menstruation

in relation to, and delivery,V. 221

:

extra-uterine diagnosis from haerna-

tocele, V. 240 :

Pregnant Women : — symptoms of

eclampsia in, I, 87 : eclampsia of,

see Eclampsia op Pregnant and
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Parturient Women, lecture on,

I. 364—369

:

Presbyopia :—an ordinary symptom in

diabetes, III. 505

:

Priapism :—in hydrophobia, I. 686

:

Prognosis .— specific character applied

to, III. 17

:

Progressive Locomotor Ataxy :

—

see Ataxy, Progressive Loco-
motor, lecture on, I. 143—217 :

Progressive Muscular Atrophy:—
lecture on, I. 277—309: patholo-

gical anatomy of, I. 277 : is lesion

of the nervous system constant ?

I. 278 : symptoms of, I. 279 : cause

of the muscular weakness, I. 281

:

at onset, upper extremities a favor-

ite seat of, I. 282 : modifications in

shape of parts, I. 285 : the atrophy

hidden by fat, I. 286 : attitude of

limbs and trunk, I. 288: pheno-

mena of constitutional disturbance

wanting, I. 289 : prognosis always

serious, 1. 295: diagnosis from rheu-

matism, I. 296 : diagnosis difficult

in some cases, I. 296 :
" marasme

essentiel" may be mistaken for,

I. 297 : diagnosis from lead-palsy,

I. 298 : from atrophic paralysis of

infants, I. 298 : from wasting due

to injury of nerve, I. 298 : from
muscular atrophy caused by " dry

leprosy" of hot climates, I. 299

:

influence of hereditary predisposi-

tion, I, 299 : treatment of, I. 300

:

whether an idiopathic affection of

the muscles or dependent on struc-

tural alteration of the spinal cord,

I. 301 : examination of spinal cord,

I. 304

:

Prostate Gland : compression of, a

means of cure in spermatorrhoea

and nocturnal incontinence of

urine, III. 488 :

Psoriasis (False) :—in syphilitic in-

fants, IV. 337

:

Puberty-.—not curative of nocturnal

incontinence of urine, III. 480:

in relation to rickets, V. 82 :

Puerperal Convulsions:—See

Eclampsia :

Puerperal Erysipelas :—II. 271

:

Puerperal Purulent Infection :

—

lecture on, V. 245—280 : puerperal

fever not a simple morbid state, V.

245 : various opinions as to nature

of puerperal fever, V. 245, 249

:

physiological state called " puer-

peral" predisposes lying-in women

and new-born infants to peritonitis,

phlebitis, and lymphangitis with
great tendency to suppuration, V.

246 et seq. : secondary purulent dia-

thesis may exist, the consequence

of phlebitis, inflammation of lym-
phatics, or direct absorption of pus
from placental wound,V,249—251

:

secondary purulent infection of
lying-in women and new-born in-

fants is identical with the purulent

infection consequent upon surgical

operations, V. 251 : the purulent

diathesis, V. 254 : theories of puru-

lent infection, V. 256 : absorption

of unaltered pus by the absorbent

vessels, V. 256 : purulent fever of

De Haen and Tessier, V. 257 : pyo-
genic fever of lying-in women of

Voillemier, V. 258 : suppurative

phlebitis causing purulent infection

of Dance, Velpeau, Blandin, and
Marechal, V. 259 : conditions pro-

ducing suppurative plebitis,V. 263

:

effects of injecting putrid pus into

veins, V. 264 : premonitory symp-
toms of purulent infection in puer-

peral women, V. 266 : parallel be-

tween experimental purulent infec-

tion and clinical purulent infection

in symptoms and lesions, V. 267

:

possibility of recovery,V. 269: com-
plex etiology of purulent infection

from inflammation of veins, from

absorption of pus, absorption of

purulent serum, assimilated or poi-

sonous serum, V. 270 : nosocomial

atmosphere, V. 273 : state of blood

in purulent infection, V. 274 : pu-

rulent infection the result of poi-

soning of the blood 'with pus, V.

277 : treatment consists in avoid-

ing causes ofphlebitis, endeavouring

to excite crises, and supporting

strength, V. 278 : summary of con-

clusions, V. 279

:

Puerperal State:—a cause of tetany,

I. 372: a very serious complica-

tion of scarlatina, II. 202 : produc-

tion of fissure of anus in, IV. 198 :

predisposes to formation of pus,

V. 343

:

Pulmonary Abscesses andPeripneu-
monic Vomica :

—

lecture on, III.

320—337: different from tubercu-

lar vomicae and metastatic abscesses,

III. 321 : most frequent in chil-

dren, in whom they are the result

of lobular pneumonia, III, 321 :

diagnosis difficult, III. 331 : peri-
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pneumonic vomicae may be con-

founded with pleural or interlobar

abscesses, III. 332 :

Pulmonary Artery. :—inflammation

of, from abuse of alcoholic drinks,

III. 435 :

Pulmonary Blennorrhagia :—III.

130:

Pulmonary Catarrh:—III. 130: a

form of visceral gout, IV. 381

:

Pulmonary Phthisis:—See Phthi-
sis :

Pulmonary Tuberculisation : — in

children, III. 164—170

:

Puncture : — of abdomen to relieve

tympanitis, IV. 216; of hydatid

cysts of liver, IV. 291 : of hema-
tocele, V. 243

:

Purgatives :—inutility of, in apoplexy

and cerebral haemorrhage, I. 10

—

13 : in infantile convulsions, I.

362 : in small-pox, II. 77 : mild,

useful in scarlatina, II. 196: saline,

in dothienenteria, II. 378 : in car-

diac dropsy, III. 405 : on principle

of substitution in diarrhoea from

catarrh localised at termination of

ileum or beginning of large intes-

tine, IV. 110 : persistent use of

saline in chronic diarrhoea, IV,

129 : indicated in cold stage of

infantile cholera, IV. 137: treat-

ment by (particularly saline) fre-

quently the best' in dysentery, IV.

177 : drastic, generally required in

obstinate constipation, IV. 193

:

formula for purgative pill, IV. 193

:

in intestinal occlusion, IV. 215

:

saline and other, in malignant

jaundice, IV. 323 : in perinephric

abscess, V. 363

:

Purpura :—a complication of measles,

II. 233

:

Purring Fremitus :—III. 397

:

Purulent Infection-.—in dothienen-

teria, II. 410 : and articular ab-

scesses in typhus, II. 428 : see

Puerperal Purulent Infection,
lecture on, V. 245—280 :

Pyelo-NEPHRITIS :—diagnosis from pe-

rinepric abscess, V. 359

:

Pyrmont :—ferruginous waters of, in

gout, IV. 405

:

Q.

Quassia:—in flatulent dyspepsia, IV.
39 : in gout, IV. 405 :

Quinine :—in tetany, I. 384 : iu neur-

algia even when neither inter-

mittent nor periodic, I. 505, 512 :

in cerebral rheumatism, I. 538 : in

malignant scarlatinous sore throat,

II. 207 : in gout, IV. 400 : sulphate

of, in intermittent fevers, V. 36 et

seq. : endermic applications of, V.

40 : in pernicious fevers, V. 42

:

crude, how to administer, and its

superiority (from absence of bit-

terness) over sulphate of quinine in

treatment of intermittents in chil-

dren, V. 43

:

QuiNIUM :—V. 43 :

Quinsey :—See Sore Throat, Inflam-
matory, lecture on, II, 460—467 :

K.

Rabies :—See Hydrophobia :

Ratafia of Caraibes :—in gout, IV.

405:
Raw Meat :—in chronic diarrhoea ; and

how to prepare and administer it,

IV. 125 : in diarrhoea of weaning
infants, IV. 142 et seq. :

Regimen:—most important part of

treatment of dyspepsia, IV. 26

:

See Diet :

Remedies :—their action influenced by
prevailing medical constitution,

III. 348 :

Reproductive Function :—determi-

nation of blood connected with, V.

227:
Respiration :—irregularity of, in cere-

bral fever, I. 467

:

Retention of Urine : — anasarca a

sequel of, V. 388

:

Retro-uterine Hematocele : — V.

225:
Revaccination :—II. 140 : influence

on course and severity of small-

pox, II. 141 et seq.

:

Reveilleur (awakener) :—description

of, and its use in rheumatism and

neuralgia, I. 508

:

Revulsives :—to skin generally do

harm in infantile convulsions, I.

362 : efficacy of, in neuralgia, I.

507 : in hooping-cough, I. 677

:

useless in croup, II. 579 : useful in

preventing heart-disease in acute

rheumatism, IV. 450

:

Rhatany :—by inhalation, in gangrene
of lung, III. 178 : in fissure of

anus acts beneficially, chiefly by
modifying ulcerated surfaces, and
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tonifying the parts, IV. 196 et

seq. : plan of employing, in fissure

of anus, IV. 201 :

Rheumatic Apoplexy :—I. 525 :

Kheumatic Atrophy :—diagnosis from
progressive muscular atrophy, I.

296:
Rheumatic Sore Throat :—II. 466 :

Rheumatism :—its relation to chorea,

I. 394, 406 : relation to neuralgia,

I. 491 : acute articular, different

from gout and rheumatism, I. 492 :

its relation to nervous symptoms, I.

519—535 : cerebral, a neurosis, I.

535 : a complication of scarlatina,

II. 181—188 : relation to erythema
nodosum, II. 243 : relation to ery-

thema papulatum, II. 249 : parallel

between, and gout, IV. 386 : ar-

ticular, chronic, and nodular, IV
387 — 392 : heredicity in, IV.

389:

Rheumatism (Acute Articular) and
Ulcerating Endocarditis :

—
lecture on, IV. 432—470: fre-

quency of rheumatic arthritis, IV.

432 : caused by action of cold, IV.

432 : symptoms, IV. 433 : generally

attacks large joints, IV. 434 : pe-

culiarly an affection of the fibro-

serous tissue, IV. 435 : heart-affec-

tions, IV. 435 : how rheumatism
acts on the heart, IV. 437: the

heart-lesions irremediable, IV. 438:

rheumatism sometimes affects the

heart before the joints, IV. 439 :

relation between rheumatism and
erysipelas, IV. 442: rheumatism
and chorea, IV. 443: rheumatic
arteritis and phlebitis are very
rare, IV. 444 : case of rheu-

matic phlebitis, IV. 444 : disease

of heart best prevented by revul-

sives, IV. 450 : no specific treat-

ment, IV. 451 : rheumatic meta-

stases, IV. 452 : viscera sometimes
primarily invaded, IV. 452

:

rheumatic pneumonia, IV. 452 :

rheumatism of brain and mem-
branes, IV. 453 : acute rheumatism
seldom becomes chronic unless

limited to one joint, IV. 453 : re-

lapses frequent, IV. 454: anaemia

from rheumatism, IV. 454 : treat-

ment of acute rheumatism, IV.455

of cardiac complications, IV. 455
ulcerative endocarditis, IV. 456
historical notes, IV. 456: charac

ters of the disease, IV. 458 : symp

toms, IV. 459: typhoid symptoms
from purulent infection, IV. 461 :

capillary embolism and visceral in-

farctus, IV. 461 : typhoid symp-
toms attributed by some to

primary morbid condition, IV.
469:

Rheumatism (Cerebral) :—See Ce-
rebral Rheumatism, lecture on,

I. 513—541:

Rheumatism (Nodular) :

—

lecture on,

IV. 408—431 : most common in

women, IV. 410 : a rare disease,

IV. 413 : general characters, IV.
415 : joints symmetrically attacked,
IV. 419 : heart seldom affected,

but nodular rheumatism may pro-

duce pericarditis, IV. 419 : or

pulmonary disease, IV. 420; or

albuminuria, IV. 420 : cerebral

complication rare, IV. 420 : nodu-
lar rheumatism not immediately
dangerous when there is no compli-

cation, IV. 421 : death may occur

from phthisis, IV. 421 : anatomi-
cal articular lesions, IV. 421 : vis-

ceral lesions, IV. 423 : etiology, IV.

423 : nature of nodular rheuma-
tism, IV. 425 : distinction from
gout, IV. 427: successful treat-

ment by different medicines, par-

ticularly by tincture of iodine, IV.

428 et seq.

:

Rhubarb :—as a tonic in diabetes, III.

527 : in dyspepsia from sluggish-

ness of intestine, IV. 52 : in very

small doses in morning before food
very useful in chronic diarrhoea, IV.

129 : six to nine grains before din-

ner (in powder) for habitual con-

stipation, IV. 194

:

Rickets :—common consequence in

infants of artificial alimentation,

IV. 152: retards dentition, IV.

157 : lecture on, V. 47—94 : his-

tory of disease, and derivation of

name, V. 47 etseq. : appearance of

patient, V. 49 : significance of per-

sistent fontanelles, V. 51 : blowing
sound over cranial sutures, V. 52 :

condition of head must not be con-

founded with hydrocephalus, V.

52 ; influence on dentition, V. 53 :

flattening of chest, V. 53 : abdo-

minal organs pushed down and ren-

dered prominent by contracted

chest, V. 56 : deformities of limbs,

V. 57 : order in which deformities

occur, and mechanism of produc-
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tion, V. 59 : fractures, V. 62 : ana-

tomy and physiological pathology

of osseous lesions, V. 63 : three

periods, viz. fluxion and effusion,

softening and transformation, re-

constitution and consolidation, V.

65 : a fourth period (consumption)

may replace third period, V. 71

:

general symptoms of rickets, V.
72 : modifications of mental con-

dition, V. 72 : pains, V. 74 : em-
barrassed respiration, V. 74 : loss

of flesh and muscular atrophy, V.

75 : profuse sweats, V. 75 : pro-

gress of rickets, V. 76: death gene-

rally result of thoracic complica-

tions, V. 76: etiology, V. 77 : must
not be confounded with scrofula,

V. 77 : influence of climate, V. 79 :

insufficient aliment, V. 79 : heredi-

tary predisposition, V. 81 : osteo-

malacia and its relation to rickets,

V. 81 : its development in pregnant
women, V. 83, treatment of rickets

und osteomalacia, V. 90 : cod-liver

oil and fish-oils, V. 90 : butter a

substitute for fish-oil, V. 92 : hy-

gienical conditions, V. 93

:

HlGOR : — is really convulsion, II.

218:
Rubeola :

—

lecture on, II. 236—238 :

a different disease from measles, II,

236 : symptoms, II. 236 : does not

produce catarrh, II. 237 : has no
serious sequela?, II. 237 : is con-

tagious, II. 237 : does not confer

exemption from measles, and may
attack the same person more than
once, II. 237 : rubeola syphilitica

is not a variety of the exanthema-
tous fevers, II. 238

:

S.

Saccharine Diabetes :—See Gltjco-
SERIA, lecture on, III. 491—527 :

Saint-Vitus's Dance:—See Chorea:
history of the term, I. 389 : a com-
plaint of childhood and puberty,

I. 390 : case occurring in a lady of

83, 1. 390 : cases after puberty have
been almost all women, I. 392:
hereditary predispositidn and dia-

thesis, I. 393: chlorosis often a
concomitant condition, I. 393 : in-

direct influence of pregnancy in

producing, I. 394 : rheumatism in

relation to, I. 394 : fright a deter-

mining cause, I. 397 : generally
prodromata, such as impairment of

the intellectual faculties, change
of temper, pains in the limbs and
precordial anxiety, I. 398 : symp-
toms described, I. 398 et seq. :

sometimes confined to one side, I.

399 : paralysis, I. 401 : disorders of

sensibility, 1.402: impairment of in-

tellectual faculties, 1. 402 : disorders

of organic functions, I. 403 : con-
vulsions generally cease during
sleep, 1. 403: usually curable, 1.404 :

may cause death or leave excessive

nervous irritability, partial para-
lysis, and impaired intellect, I. 404

:

the movements sometimes cause

horrible wounds, which may lead

to erysipelas, suppuration, and
ulceration, I. 404 : death some-
times the result of cardiac rheu-

matic complications, I. 406 : patho-

logical anatomy throws no light

on this disease, I. 408 : influence

of intercurrent febrile diseases, I.

409 : relapses and recurrences

generally of shorter duration than
first attacks, I. 411 : treatment, I.

411 : water- cure, river and sea-

bathing, wave bathing, cold and
warm baths, I. 412 : sulphur

baths, I. 412 : regulated gym-
nastic exercise, I. 413 : tonics and
preparations of iron, I. 414 : ar-

senic, I. 414 : iodine and iodide of

potassium, I. 415 : tartar emetic,

I. 415 : strychnia the most bene-

ficial medicine, 1. 417 : electricity,

I. 419 : narcotics and antispasmo-

dics, I. 420 : opium and morphia,

I. 420 : hygienic measures and
wadding, I. 424 : a sequel of scar-

latina, II. 189

:

Salivary Glands :—how affected in

drunkards, III. 434

:

Salivation :—in confluent small-pox,

II. 65

:

Sand :—See Baths of Warm Sand :

Savon Medicinal :—III. 352 :

Scarlatina:— lecture on, II. 161

—

211 : variety of character of

epidemics, II. 161 : duration of

period of incubation undetermined,

II. 163 : period of invasion has

no exact limits, II. 166 : compli-

cated cases in which period of in-

cubation is unusually prolonged,

II. 167 : symptoms of invasion, II.

167 : invasion of malignant form,

II. 168 : diagnosis should be
guarded when cerebral symptoms
are present, II. 169 : temperature
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higher than in other eruptive

fevers, II. 170, 177 : differential

diagnosis, II. 170 : eruption de-

scribed, II. 171 : aspect of throat

and tongue, II. 172 : relation of

severity of disease to intensity of

eruption, II. 173 : desquamation,
II. 173 : elevation of temperature
during desquamation, II. 174 : ce-

rebral and nervous disturbance as

indicated by delirium, carphologia,

jactitation, coma, coma vigil and
dyspnoea, II. 175 : disturbances of

the ganglionic system, II. 177

:

early hseniorrhagic tendency very
unfavourable, but hematuria a

much less evil omen, II. 177 : the

sore throat, II. 177 : diphtheria in

relation to scarlatina, II. 179 et

seq .: rheumatism, II. 181 : cervical

buboes, and gangrenous phleg-

mons, II. 182 : complications oc-

curring during the decline of attack

are immediate and mediate, II

183 : nervous complications, II.

183 ; anasarca, II. 184 : haemat-

uria, II. 184: albuminuria, II. 185:

convulsions in anasarcous scarlatin-

ous patients, and means of preven-

tion, II. 185 : oedema of glottis

and turgescence of pharynx, II.

185 : pleurisy, II. 187 : pericar-

ditis, II. 187: articular rheumatism
and endocarditis, II. 188 : Saint-

Vitus's dance the most important

mediate sequel, II. 189 : colliqua-

tive suppurations, II. 189 : chronic

eczema, II. 189: defaced [fruste~\

scarlatina, II. 190 : treatment, II.

194 : variations of type must be
remembered, II. 195 : active anti-

phlogistic measures are] injurious,

II. 195 : mild purgatives useful,

II. 196 : treatment of vomiting
and diarrhoea, II. 196 : cold affu-

sions, II. 196—202 : the puerperal

state a serious complication, II.

202 : delirium sine materia, II.

203 : treatment of ataxic symp-
toms, II. 206 : of sore throat, II.

206 : of anasarca, II. 207 : differ-

ences of small-pox, measles, and
scarlatina, as to influence of cold,

II. 209 : treatment of convulsions,

210 : compression of carotid ar-

teries, II. 210 : treatment of

pleural and pericardial effusions,

II. 211

:

Scaelatinifoem Eruption:—in small-

pox, II. 82 : sudoral, II. 299 :

Sciatica:—treated by subcutaneous
narcotic boluses, 1. 502 : by blisters,

I. 507 : by enveloping the whole
of the lower extremity in pitch

plasters, I. 508

:

SCHiirzNACH(Switzerland) :—waters of,

in gout, IV. 405

:

Scorbutus :—an occasional complica-
tion of typhus, II. 429 :

Scurvy (Land) :—II. 525 :

Scrofulous Diathesis:—in relation

to ozsena, III. 60: rickets not a
manifestation of, V. 77 :

Sea-bathing :—in St. Vitns's dance, I.

412 : in paralysis of diphtheria, II.

568 : very useful in flatulent dys-

pepsia, IV. 40 : a la lame, in ute-

rine dyspepsia, IV. 50 : in chronic

gastritis, IV. 62: utility of, ob-

tained by remaining only a short

time in the water, IV. 116 : use-

ful in tuberculous chlorosis, V.
97:

Seltzer-Watee :—in flatulent dyspep-

sia, IV. 40 : the artificial very dif-

ferent from the natural, IV. 40

:

Semen :—by what organ secreted, III.

461:
Seminal Emissions :—in beginning of

locomotor ataxy, I. 148 : in hydro-

phobia, I. 686

:

Senile Trembling- and Paralysis
Agitans :— lecture on, I, 440

—

450 : senile trembling an incurable

form of chorea, I. 440 : not to be
confounded with paralysis agitans.

I. 411 : see Paralysis Agitans,
lecture on :

Senses, Special: — disorders of, in

spermatorrhoea, III. 453

:

Sensibility : — disorders of, in St.

Vitus's dance, I. 402 :

Serpiginous Ulceration of Se:in :

—

in syphilitic infants, IV. 336

:

Sheep : — small-pox of, II. 89 et

seq.:

Silver (Nitrate) :—in epilepsy, I. 96

:

progressive locomotor ataxy, 1. 181,

216 : angina pectoris, I. 611 : local

application of, in diphtheria, II.

586 : in thrush, II. 628 : injection

of, in ozsena, III. 69 : internal use

of, in spermatorrhoea, III. 468 : in

diarrhcea of chronic gastritis, IV.

61 : as a substitutive remedy in

rebellious catarrhal diarrhcea, IV.
112: chronic tuberculous diarrhcea,

IV. 112: nervous diarrhoea, IV.
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115 : persistent diarrhoea of in-

fantile cholera, in potion or lave-

ment, IV. 139 : in lavement in

dysentery, IV. 181 : in fissure of

the anus, IV. 204 :

Skin : — blanching of, in malignant
diphtheria, II. 506 : how affected

in alcoholism, II. 442 : dry, in

diabetes, III. 503 : of infants, re-

sembles mucous membrane in

some parts, IV. 334 : serpiginous

ulcerations of, in syphilitic infants,

IV. 336: gouty diseases of, IV.

380 : bronzed, V. 157 :

Sleep :—sometimes ascribed to cere-

bral congestion, I. 37

:

Sloughing : — in dothienenteria, II.

408:
Small-Pox :— lecture on, II. 47—88:

modified by antecedent small-pox

or cow-pox, II. 48 : term " vario-

loid" ought not to be applied to

modified small-pox, II. 49 : period

of incubation, II. 49 : period of

invasion, II. 49 : vomiting and
diarrhoea, II. 50 : pain and para
lysis, II. 51 : duration of period of

invasion, II. 52 : temperature, II.

53, 58 : eruption, II. 53 : fever of

maturation, II. 58 : period of de-

siccation, II. 61 : unusual termina-

tions of distinct small-pox, II. 61 :

two principal forms, "distinct" and
" confluent," II. 49 : distinct small-

pox, II. 49—62 : five periods, viz.

incubation, invasion, eruption, ma-
turation (or suppuration), and de-

siccation, II. 49 : orchitis and ova-

ritis sometimes concurrent with
appearance of eruption, II. 59

:

confluent small-pox, II. 62—77:
characteristics, II. 62 : character

of eruption, II. 64 : salivation, II.

65 : inflammation of mouth and
pharynx, II. 66 : swelling of hands
and feet, II. 67 : nervous symp-
toms, II. 68: diarrhoea, II. 69:
fcetor, II. 69 : boils and abscesses,

II. 70 : oedema of glottis, II, 71 :

tendency to purulence in small-

pox, II. 72 : fatality of confluent

small-pox, II. 72 : anasarca, II. 73 :

albuminuria, II. 73 : peculiarities

of small-pox in children, II. 74:
treatment of small-pox, distinct

and confluent, II, 76 : diet must
not be too low, II. 77 : modified
small-pox, II. 78—88: modified
small-pox not different in its es-

sence from true small-pox, but

different from varicella, II. 78 et

seq. : modified and ordinary small-

pox compared, II. 80: hemorrhagic
scarlatiniform and measly erup-

tions, II. 81 et seq. : characteristic

eruption of modified small-pox, II.

84 : protection against second at-

tack, II. 85 : abortive small-pox,

II. 86 : modified small-pox not

always mild, II. 87 : second at-

tacks sometimes occur, II. 87

:

variolous inoculation, see Vaeio-
lotts Inoculation, lecture on, II.

89—97 : cow-pox, see Cow-pox,
lecture on, II. 98—154: sudoral

eruptions during desiccation, II.

307:
Smell, Sense of :—loss of, in ozaena,

III, 61

:

Soda (Aeseniate) :—inhalation of va-

pour of a solution of, in gangrene
of the lung, 111,178 : solution of, in

catarrhal diarrhoea depending on
herpetic diathesis, IV. 113 : baths,

and internal administration of, in

nodular rheumatism, IV. 429 : .

Soda (Bioaebonate) : — with bella-

donna in angina pectoris, I. 610 :

of very doubtful benefit in diph-

theritic croup, II. 573

:

Softening of Beain :—differential

diagnosis from cerebral haemor-

rhage, 1. 14

:

Solanace^e :—in asthma, I. 648 : in

constipation, IV. 33

:

Soee-Theoat : —See Diphtheeia :

—

scarlatinous, described, II. 177:
treatment of simple and malignant

scarlatinous, II. 206 et seq.

:

Membeanous Soee-Theoat, and
in paeticulae Heepes of the
Phaeyni, lecture on, II. 436

—

447 : membranous sore-throat a

nosological genus including many
species, II. 437: difficulty of dia-

gnosis between common membran-
ous and diphtheritic sore-throat, II.

437, 445 : application of nitrate of

silver, ammonia, hydrochloric acid,

or cantharides produces pseudo-

membranous deposits, II. 437

:

mercurial, syphilitic, and scarla-

tinous membranous sore-throat, II.

437 : pultaceous sore-throat of

dothienenteria sometimes mistaken

for diphtheritic sore-throat, II.

438 : common membranous sore-

throat described, II. 438 : forma-

tion of herpetic vesicles, II. 440 :
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aphthous sore-throat, II. 441 : dif-

ference between true aphtha; and
the eieoriations of pharyngeal
herpes, II, 441 : value of herpes on
lips as a diagnostic sign, II. 442 :

herpes of the conjunctiva, vulva,
and cervix uteri, II. 444 : dif-

ferential diagnosis of common
membranous sore-throat and diph-
theria, II. 445 : common or her-
petic sore-throat will get well
spontaneously, only necessary to
use astringent gargles and mouth-
washes of borax and alum, II. 446 :

common membranous sore-throat
may become starting point of malig-
nant, II. 446 : Gangrenous Sore-
Throat, lecture on, II. 448—459:
from excess of inflammation, II.

448: supervening as a complica-
tion in diphtheria, &c, II. 449

—

456
: primary gangrenous sore-

throat, II. 456 : Inflammatory
Sore-Throat, lecture on, 460—467:
terminates spontaneously, II. 460

:

course not arrested by medicines,
II. 462: death may result from
propagation of inflammation, and
asphyxia, II. 463 : symptoms ap-
parently more serious than in
diphtheria, II. 463 : rheumatic, II.

466:
Spa:—ferruginous waters of, in anae-

mic gout, IV. 405 :

Specific Element in Disease :
—

lecture on, III. 1—23 : the question
dominant through the whole of me-
dicine, III. 1 : doctrine of Brown
and Broussais, III. 1 : incitability

and irritability, III. 2 et seq. : Bre-
tonneau raised doctrine of specific

element, III. 5 : analogies between
natural history of disease and that
of plants and animals, III. 5 : illus-

trations of disease presenting spe-
cific characters, III. 6 : specificity

not to be confounded with variety,

III. 9 : specific disease derive
their character from the quality of
the morbid cause, III. 10 : action
of irritants, III. 10 : of chemical
agents, III, 11 •. of poisons, III.

11 : morbific cause in most diseases
cannot be seen or laid hold of, but
its existence is known, III. 13

:

nosological element implanted on
physiological, III. 15 : knowledge
of specific element is the key of
medicine, III. 16 : illustrations of

advantage of this knowledge in

diagnosing eruptive fevers, dothi-
enenteria and dysentery, respira-
tory affections, &c, III. 16: in
prognosis and treatment, III. 17

:

specific properties of medicines,
III. 21 :

Specificity :—in relation to gout, IV.
256:

Speculum Vagina : — not a modern
instrument, II. 151

:

Speech :—localisation of function of, I.

241 et seq. : function of, localised
by Broca, III. 418 :

Spermatorrhea : — lecture on, III.
444—474 : local phenomena and
general symptoms, III. 445 : con-
sequent upon chronic irritation of
urinary passages and rectum, III.

446 : characters of urine, III. 447 :

complications, III, 448 : results of
involuntary emissions, III. 449

:

impotence and infecundity, III.

450 : disturbance of inorganic
functions, III. 452 : conditions
producing spermatorrhoea, III. 461:
excessive contractility of vesiculate

seminales, III. 464 : atony of eja-

culatory ducts, III. 465 : treat-

ment, III. 466 : Lallemand's plan,

III. 467 : compression, topical

application of heat and cold, hy-
dropathy, forcible dilatation of the
anus, and other measures, III. 468,
et seq. :

Sphygmograph :—III. 399 :

Spinal Cord :—lesions of, in progres-

sive locomotor ataxy, I. 169 : in

progressive muscular atrophy, I.

301 : affection of, in dothienenteria,

II. 359 : inflammation of, com-
plicating dothienenteria, II. 411

:

Spray Apparatus :—of Sales Girons,

III. 177 :

Status Convulsivus :—I. 359

:

Status Epilepticus :—defined, I. 53

:

Spleen:—enlargement of, in dothienen-

teria, II. 367 : in malignant jaun-
dice, IV. 312 : lesions of, in inter-

mittent fevers, V. 23 : enlargement
of, in leucocythsemia, V. 170,

175:
Steatosis :— from drinking alcoholic

stimulants, III. 433

:

Stimulants : — diffusible, indicated

rather than narcotics during attack

of angina pectoris, I. 609 : in in-

fantile cholera, IV. 137 : adminis-

tration of, in enormous quan-
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tities in uterine haemorrhage, V.
110:

Stomach :—how affected in drunkards,

III. 432 : vertigo from disorder of,

seeVertigoaStomacho ljeso, lec-

ture on, III. 537 : secretions of, mo-
dified by excess or deficiency of

stimulus, IV. 5—8 : muscular ac-

tions of, how affected, IV. 9—11 :

cough in dyspepsia, IV. 23 : Simple
Chronic Ulcer, of, lecture on, IV,
64—93 : first described by Cru-
veilhier, IV. 69 : symptoms, IV.
69 : pain not an absolute diagnos-

tic symptom, IV. 70 : haemor-

rhage, IV. 71 : is sometimes ab-

sent, IV. 72 : difficulty of diagnosis

between ulcer and cancer, IV. 76 :

perforation of the stomach, IV.
78 : black vomit and melaena may
occur without appreciable lesion of

stomach,IV.79 : and are to a certain

extentmore characteristic of simple
ulcer than of cancer, IV. 83 : some-
times are the first indications of

cancer, IV. 83 : vomiting of glairy

matter sometimes very profuse,

IV. 86 : progress of disease most
important element in diagnosis be-

tween simple ulcer and cancer, IV.
87 : local indications of cancer, IV.
89 : diffused cancer, IV. 89 : in-

flammation of vein in arm or leg a
positive indication of cancer, IV.
91:

Stools :—character of, in dysentery,

IV. 170 : individual " physiologi-

cally constipated" has relatively

diarrhoea when he has daily a

moulded motion, IV. 185 :

Stramonium :—See Datura Stramo-
nium:

Stridulous Laryngitis, or False
Croup :

—

lecture on, III. 72—83 :

long confounded withpseudo-mem-
branous laryngitis, III. 72 : a com-
mon affection, III. 73 : character-

istic symptoms, III. 74 : they occur
in connection with other diseases,

III. 75: differential diagnosis of

true and false croup, III. 78:
croupy cough is not an indication

of croup, III. 81 : diagnosis from
spasm of the glottis, III, 82 : treat-

ment, III. 82 :

Strychnia :—in facial paralysis, I.

326 : in St. Vitus's dance, I. 417 :

syrup of sulphate, I. 417 : of real
service in paralysis of diphtheria,

II. 568 : in spermatorrhaea, III.

469 : in incontinence of urine, III.

477—488 : see Nux Vomica :

Styptics : — nasal injections of, fail

in diphtheritic complication of

scarlatina, II. 207 :

Substitution :—the great therapeutic

principle which at present rules

supreme in medical practice, II. 19 :

in dysentery, IV. 177

:

Sudoral Diarrhoea :—IV. 98

:

Sudoral Pernicious Feuer : — V.
18:

Sudoral Exanthemata :

—

lecture on,

II. 297—311 : multiplicity of their

forms, II. 297 et seq. : excessive

perspiration is in itself a cause, II.

299 : eruptions produced by medi-

cinal agents, opium, belladonna,

turpentine, iodide of potassium,

copaiba, &c, II. 303 et seq. : some-
times in cases of protracted sup-

puration, II. 305 : miliary fever

of lying-in women, II. 306 : vac-

cinal eruptions are sudoral exan-

themata, II. 307 : sudoral exan-

thems and manifestations of erup-

tive fevers compared, II, 308 : in

relation to diathesis, II. 308 et seq.

:

certain bronchial, intestinal, and
uterine catarrhs are, and must be,

treated as herpetic affections, II.

311:
Sugar :—presence in urine not suffi-

cient to constitute disease called

saccharine diabetes, III. 493 :

appears transiently in urine in epi-

lepsy, hysteria and in concussion

or injury of brain or spinal cord,

III. 494—497 : alternating with

uric acid in gouty persons, III.

497 : formation of, in the animal

body, IV. 511 et seq. : presence in

urine results from excess in blood,

III. 517:

Sulphur :—in asthma, I. 652 : in catar-

rhal diarrhoea depending on her-

petic diathesis, IV. 113 :

Sulphur Baths :—in progressive loco-

motor ataxy, 1. 181 : in progressive

muscular atrophy, I. 301 : in

St. Vitus's dance, I. 412 :

Sulphuric Acid :—in scarlatinous ana-

sarca, II. 209

:

Summer Disease .-—American name
for Infantile Cholera, q. v., IV
131:

Superfluous Bedclothes:—the de-
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plorable prejudice in favour of,

must be fought against, II. 311 :

Suppositories : — introduced imme-
diately after a meal will produce
iudigestion ,in one not accustomed
to the proceeding, IV. 11: of cocoa-

nut oil, of soap, and of honey har-

dened by heat in constipation, IV.
190:

Suppuration :—tendency to, in con-

fluent small-pox, II. 70 : colliqua-

tive, in scarlatina, II. 189 : colli-

quative, in dothienenteria, II. 408 :

tendency to, in pregnant women,
V. 248

:

Suprarenal Capsules :— See Addi-
son's Disease, lecture on, V.
149:

Sympathetic (Great) :—irritation of

its ganglia causes energetic con-

tractions of stomach, and in-

creased secretion of gastric juice,

IV. 6:

Syncope:—in pleurisy, III. 221: in

pernicious fevers, V. 19

:

Syphilis :—neuralgia of, to be distin-

guished from pains due to exos-

toses, I. 493 : treated by Van
Swieten's liquor, and by calomel

fractd dosi, I. 511 : transmitted in

vaccination, II. 124 : in relation

to ozsena, III. 59 : laryngitis from,

description of lesions in, III. 105

;

aphasia from, III. Ill : a cause

of thickening of intestinal pa-

rietes and stricture of large in-

testine, IV. 211 : in Infants, lec-

ture on, IV. 324—355 : in foetus,

IV. 326 : abortion from syphilis,

IV. 326 : no known characteristic

sign of syphilis in still-born child,

IV. 328: pemphigus, IV. 328:

suppuration of thymus gland and
lungs, IV. 330 : in infants, seldom

shows itself before the second week,

or after the eighth month,IV. 331

:

stage of incubation, IV. 331 : af-

fections of mucous membranes, IV.

332 : coryza, IV. 332 : fissures, ul-

cerations, and mucous crusts of

mouth, IV. 333 : mucous plates on

pharynx, IV. 333: infection by
nurse, IV. 334: lesions of anus and
folds of skin,'' IV. 334 : cutaneous

eruptions, IV. 335 : mucous patches,

IV. 335 : serpiginous ulcerations,

IV. 336 : false psoriasis, IV. 337 :

peculiar tint of face, IV. 338 : cha-

racteristic physiognomy of syphi-

litic infant, IV. 339 : cachexia, IV.
339 : pathogenesis of infantile sy-

philis, IV. 340: hereditary, IV. 343 :

acquired, transmitted by nurse, IV.
345 : may be transmitted to nurse,

IV. 366 : transmitted by vaccina-

tion, IV. 347 : by foetus to mother,
IV. 348 : treatment of congenital,

IV. 349 : ansemia in, V. 99 : cir-

rhosis of liver from, V. 125,
126:

T.

Tabes Dorsalis :—not a good synonym
of progressive locomotor ataxy, I.

144:

T.ENIA : — from raw-meat treatment,

IV. 145

:

Tag-sore :—small-pox of sheep, II. 89
et seq. :

Tannin :—ethereal solution of, and
camphor, an useful application in

the erysipelas of children, II. 274 :

in pseudo-membranous sore-throat,

II. 583 : in oedema of the larynx,

III. 102: by inhalation, in gan-

grene of the lung, III. 178 :

Tapping the Brain :—in chronic hy-

drocephalus, I. 478

:

Tartar] Emetic : — in St. Vitus's

dance, I. 415 : used internally in

hooping-cough, 1. 673 : Autenrieth's

(tartar emetic) ointment in hoop-

ing-cough reprobated, I. 677 : in

pneumonia, III. 347: in large doses

doses according to Easori's method,
in pneumonia, III. 351 : and other

emetics in dyspepsia, IV. 30

:

Temper :—alteration of, in exophthal-

mic goitre, I. 550:

Temperature :—variations of, in dis-

tinct small-pox, II, 53 : in conflu-

ent small-pox, II. 63 : rises more
in scarlatina than in any other

eruptive fever, II. 170, 177 : rises

during desquamation in scarlatina,

II. 174 : range of, in measles, II.

217 : course of rise and fall, as in-

dicated by thermometer, in dothi-

enenteria, II. 338—343: thermal
condition and intestinal lesions fol-

low an almost parallel course in

dothienenteria, II. 342 : clinical

value of thermometer in distin-

guishing typhus from other fevers,

II. 430—433 : in pneumonia, III.

343:
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Tender Spots :—superficial, in neural-

gia, I. 485

:

Tenesmus :—very painful, an essen-

tial character of dysentery, IV.

169:

Testicles :—metastasis of mumps to,

II. 277 :

Tetanus :—differential diagnosis from
tetany, I. 383

:

Tetany :

—

lecture on, I. 370—385 :

most frequent causes are nursing
and puerperal state, I. 371 : diar-

rhoea an exciting cause, I. 373

:

case of coexistence with constipa-

tion, I. 373 : a sequel of cholera,

typhoid fever, and other grave
fevers, I. 374 : ^emotion and cold

as causes, I. 374 : description of

the disease^ and of its mild, inter-

mediate, and grave forms, I. 375—381 : prognosis not grave, 1. 382

:

pathology, I. 382 : differential dia-

gnosis hetween tetany and other

forms of contraction, I. 383

:

treatment, I, 384:

Therapeutic Opportunity:—V. 216:

Thrush :—an epiphenomenon of fevers

and other diseases, II. 438 : lecture

on, II. 618— 630: eruption de-

scribed, II. 619 : only developed on
mucous membranes, II. 619 : has

not the least resemblance to aphthae,

II. 619 : why called " muguet,"
II. 619 : characteristic element is

a cryptogamic plant, II. 620 : con-

ditions in which thrush appears, II,

621 : in children from defective

diet, II. 622 : prognosis, II. 623 :

local thrush, II. 623: mixed thrush,

II. 624 : characters of three kinds,

II. 625 : value of erythema of but-

tocks as a sign, II. 626 : treatment,

II. 627 : local thrush easily cured

by the application of borax-honey,

II. 627: in infants when dependent
on malnutrition a good wet-nurse
must at once be provided, II, 628 :

treatment of erythema of the but-

tocks or ulceration of the shins or

heels, II. 629 : treatment when
dependent on disordered digestion

. in an infant suitably fed, II.

629:

Thymic Asthma :—I. 354

:

Thymus Gland :—enlargement of, in
relation to convulsions in infants
I. 354: suppuration of, in syphi-
litic foetus, IV. 330

:

Thyroid Gland :—See Exophthal-
mic Goitre :

Tic Douloureux :—is convulsive epi-

leptiform neuralgia, I. 105 :

Tic Non - Douloureux (Spasmodic
Tic) :—I. 428

:

Tobacco :—in asthma, I, 626, 648 :

smoking of in excess causes dys-

pepsia, IV. 34 : fumigations of, in

gout, IV. 402 :

Tongue :—appearance of, in scarlatina,

II. 172

:

Tonic Convulsions :—1. 45, 346

:

TONICS :—iu adynamic dothienenteria,

II. 357: in diphtheria, II. 593 r

in flatulent dyspepsia, IV. 39 :

Tophus :—a manifestation met with
only in gout, IV. 372 :

Tracheotomy :—in exophthalmic goi-

tre, I. 590 : hydrophobia, I. 711

:

in oedema of glottis in dothienen-

teria, II. 406 : in diphtheria, II.

594—617, see Diphtheria: in

certain cases of adenia, V. 189 :

Traumatic Influences:— in relation

to erysipelas, II. 253 et seq.

:

Treatment :—specific character ap-

plied to, III. 17

:

Trousseau :—a bad player at draughts

and chess, and easily beaten by
some insane persons who could not

put two ideas together, I. 261 .-

was first to describe the cerebral

or meningeal macula, I. 460 : sub-

ject to fits of asthma at three in

the morning, I. 618 : his worst fit

of asthma induced by inhalation of

dust when in a state of mental

emotion, I. 625 : not an habitual

smoker, I. 626 : sent to Sologne in

1828 by Minister of Interior to

study its epidemic and epizootic dis-

eases, II. 202 : performed trache-

otomy in more than 200 cases of

diphtheria, one fourth being suc-

cessful, II. 595 : by no one was
bleeding so cautiously employed,

III. 338 :

Tubal Hematocele :—V. 225 :

Tubercle, Miliary :—four species of

morbid products included under,

III. 158

:

Tubercular Laryngitis :—parts af-

fected in, III. 106

:

Tuberculisation : — pulmonary, in

children, III. 164: diarrhoea with

fever and night sweats is a sign of,
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IV. 119: does not (like rickets)

retard dentition, IV. 158 :

Tumours op Cerebellum :—give rise

to ataxy, I. 167 : of abdomen cause

intestinal occlusion, III. 209 :

Turpentine :—in progressive locomo-
tor ataxy, I. 181 : in chorea festi-

nans, I. 427 : in neuralgia, I. 506-7 :

sudoral eruptions after use of, II.

304 : capsules of, in pulmonary ca-

tarrh, III. 135 : inhalation of its

vapour in gangrene of the lung,

III. 177 : administered internally

(in gelatine capsules) very useful

in diarrhoea depending on neural-

gia of abdominal viscera, IV. 115 :

and ether (Durande's potion), in

biliary calculi, IV. 259, 261

:

Typhisation a Petites Doses:—II.

430:
Typhoid Fever:—see Dothienente-

ria : alleged increase of, after vac-

cination, II. 152

:

TYPHUS :

—

lecture on, II. 420—435 :

general resemblance to dothienen-

teria, II. 420 : less frequent in

France than in otber countries, II.

421 : contagious, II. 421 : invasion

of typhus described, II. 422 : erup-

tion described, II. 423, 424 : bron-
chitis the most common complica-

tion, II. 428 : hypostatic engorge-
ment of lungs, II. 428 : pleurisy a

rare complication, II. 428 : phleg-

masia alba dolens and purulent
infection, II. 428: imbecility,

mania, and transient paralysis as

sequels, II. 429 : erysipelas, oedema,

&c, as complications, II. 429 : in-

flammatory and other forms of ty-

phus, II, 429: typhisation a petites

closes in persons constantly exposed

to the contagion, II. 430 : dia-

gnosis of typhus not difficult when
the cutaneous eruption is present,

II. 430: temperature, and clinical

value of thermometer in distin-

guishing typhus from other fevers,

II. 430—432 : circumstances af-

fecting prognosis, II. 433 : identity

or non-identity oftypbus and dothi-

enenteria, II. 433 : the disease cures

itself : the leading indication of

treatment is to sustain the vital

powers, II. 435 :

U.
Ulcer op Stomach:—See Stomach,

Simple Chronic Ulcer op, lec-

ture on, IV. 64—93 :

Ulcerating Endocarditis • IV
456:

Ulcerations :—of larynx, III. 93 :

Ulcerations (Serpiginous) : -of skin,
in syphilitic infants, IV. 336 :

Ulcerous Gastritis :—from alcohol-
ism, III. 432 :

Ungual Furrow:—sign of disturb-
ance of nutritive functions, IV.
22:

Urine(Nocturnal Incontinence op) :—See Nocturnal Incontinence
of Urine, lecture on, III. 475-~
490:

Urine :—in spermatorrhoea, III. 447

:

sugarin, see Sugar: limpid in
hepatic colic, during paroxysm,
IV. 227 : reddish brown mahogany
colour after paroxysm of hepatic
colic, when the icteric tint has
appeared, IV. 234 : in gout, IV.
361:

Urinary Organs :—disorders of, a fre-
quent cause of dyspepsia, IV. 14 :

disorders of, in gout, IV. 361 :

Urticaire Maritime :—IV. 50 :

Urticaria :

—

lecture on, II. 282—287 :

a distinct nosological species, II.

283 : sudoral nettlerash is not urti-

caria, II. 283 : precursory symp-
toms, II. 283: eruption, II. 284;
causes, II. 285 : sometimes obsti-
nate, II. 285 : occasional influence
on nervous system, II, 285 : treat-

ment, II. 286 :

Urtication :—in suffocative catarrh of
measles, II. 224

:

Uterine Hemorrhage:—administra-
tion of enormous quantities of sti-

mulants in, V. 100

:

Uterus :—disease of, a cause of dys-
pepsia, IV. 14 : the dyspepsia aris-

ing from diseases of, cured by cur-
ing them, and by sea-bathing a la
lame, IV. 50 : catarrh of, occasions
ulcerations of cervix, which gene-
rally undergo spontaneous cure, IV.
103 : how diseases ofuterus and its

annexes cause constipation, IV.
188 : abscess near, see Perihys-
teric Abscess, lecture on, V.
366:

Uric Acid :—alternating with sugar
in urine of gouty persons, III.

497:
Uvula and Sopt Palate:—in facial

paralysis, I. 318

:
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Vaccination :— See Cow-pox : as a

cure for neevi inaterni, II. 135 :

eruptions of, are sudoral exan-

themata, II. 307 : transmission of

syphilis by, IV. 347 :

Vaginal Diphtheria :—II. 509

:

Valerian :—in hooping-cough, I. 674 :

the best remedy in polydipsia, III.

536:
Vals :—waters of, in gout, IV. 403

et seq. :

Vapours : — sometimes explained by
gout, IV. 379 :

Varicella :—distinguished from modi-

fied small-pox.II. 79 : see Chicken-
pox, lecture on, II. 155—160

:

Variolous Inoculation :

—

lecture on,

II. 89—97: history, II. 97: ex-

periments on successive inocula-

tions, II. 92 : inconveniences, II.

93; inoculation during an epi-

demic is a preservative, II. 94

:

mode of operating, II. 95 : results,

II. 96 :

Venereal Aptitude : — excessive, a

precursor and attendant of pro-

gressive locomotor ataxy, I. 148

:

Venous Pulse :—III. 400

:

Veratria :—in facial paralysis, I. 326 :

in gout, IV. 401 :

Verdigris :—mixture of, and honey,

useful topical agent in diphtheria,

II. 581

:

Vertigo :—epileptic, produces symp-
toms attributed to cerebral con-

gestion, I. 22 : a manifestation of

epilepsy, I. 55 : during convales-

cence from dothienenteria, II. 386 :

in gout, IV. 379

:

Vertigo a Stomacho Ljeso :

—

lecture

on, III. 537—557: often attri-

buted to cerebral congestion, and
in consequence aggravated by
treatment, III. 540 : symptoms,
III. 540 : causes, III, 541 : gastric

symptoms, III. 541 : vertigo de-

pending on lesion of labyrinth re-

sembles stomachic vertigo, III.

544 : stomachic vertigo during

convalescence from long illnesses,

III, 544: vertigo ab aura Icesd,

III. 548 : treatment is that of dys-

pepsia, III. 556

:

VlCHY : — alcaline waters of, in dys-

pepsia connected with anaemia,

and originating in paludal poison-

ing, IV, 46, 47 : in gout, IV. 403
et seq.

:

VlN Diuretique : — its composition,

preparation, and uses, III. 406 et

seq. :

Vis Medicatrix Nature :—in cere-

bral rheumatism, I. 540 : import-
ance of, II. 13 :

Vision :—loss of, from presence of in-

testinal worms, II. 205 : disturb-

ance of, in diphtheria, II. 559 : in

gout, IV. 379

:

Volvulus :—IV. 212

:

Vomicae :—description of, III. 321

:

Vomiting :—intractable, a bad symp-
tom in onset of scarlatina, II. 196

:

during convalescence from dothi-

enenteria, II. 385 : mucous morn-
ing vomiting of drunkards, III.

432 : pituitous or glairy vomiting
of chronic gastritis, IV. 62 :

W.

Warm Bath (General) : — the most
efficacious excitant emmenagogue,
V. 218 :

Water-Cure :—See Hydrotherapy :

Wave-Bathing : — described," I. 412 :

in St. Vitus's dance, I, 412: in

uterine dyspepsia, IV, 50 :

Weaning :—See Lactation, lecture on,

IV. 146 : at period of, injudicious

feeding leads to diarrhoea, which
may become starting point of in-

fantile cholera, IV. 134 : lactation

usefully resumed in infantile cho-

lera, IV. 139 : postpone, irrespec-

tive of a ere, till infant has sixteen

teeth, IV. 163

:

White Decoction oe Sydenham :

—

its use in infantile cholera, IV.

137:

Whooping-Cough : — See Hooping-
cough :

Wiesbaden:—waters of, in gout, IV.

405:

Wilbad :—waters of, in gout, IV.

405:

Women :—more subject than men to

fissure of anus : most common in

recently delivered; and why, IV.

198 : more subject to biliary cal-

culi, IV. 228, 232: seldom have
gout, IV. 232 : more subject to

movable kidney, V. 405 :
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"Wormwood:—extract of, good exci-

pient for iron in amenorrhea coin-

biued with dyspepsia, V. 114

:

Wounds : — horrible, occasioned by
movements in St. Vitus's dance,

I. 404 : the existence of a wound
the essential condition of purulent
infection, puerperal or surgical, V.
279:

Weiter's Cramp :—I. 429 :

Y.

Yellow Fever : — not same disease

as malignant jaundice, IV. 321,

322:

Youth :—biliary calculi rare in, IV.
228:

Z.

Zinc (Lactate) :—in epilepsy, I. 96

:

Zinc (Oxide) :—in hooping-cough, I.

674:

Zinc (Sulphate):—as an emetic in
hooping-cough, I. 674: injection
of, in ozsena, III. 69: and other
emetics in dyspepsia, IV. 30:
injection of, in dysentery, IV.
181:

Zona :—See Herpes Zoster.
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