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University College Hospital; Assistant Physician and Pathologist to

the East London Hospital for Children; 28,Welbeck-street, Cavendish-

square, W.

1856 Ceoft, John, Surgeon to St. Thomas's Hospital; 48, Brook-street,

Grosvenor- square, W. (C. 1870-2. V.-P. 1882-4)

1879 Ceooke, Geoege Feedeeick, M.D., General Hospital, Birmingham.

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

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

1885 CuLLiNGWOETH, Chaeles James, M.D., 260, Oxford-road, Manchester.

1871 Cumbeebatch, Elkin, Aural Surgeon at St. Bartholomew's Hospital

;

17, Queen Anne-street, W.

1858 Cumbeebatch, Laueence T., M.D., 25, Cadogan-place, Sloane-street,

S„W.

1873 CuENOW, John, M.D., Professor of Anatomy at King's College,

Physician to King's College Hospital, and Senior Visiting Physician

to the Seamen's Hospital; 3, George-street, Hanover-square, W.
(C. 1882-4.)

J1865 CuEEAN, William, M.D., 33, Amiol-road, West Kensington, W.

1884 Dakin, W. Radfoed, M.D., B.S., 57, Welbeck-street, Cavendish-square,W.

1884 Dallaway, Dennis, Whitgift House, Croydon.



XV

Elected

1883 Dalton, Nobman, M.D., Assistant Physician to King's College Hospital.

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

Lecturer on Pathology at the Liverpool Medical School j 2, Gambier-

terrace, Liverpool.

1885 Davies, Aethue, M.B., 23, Finsbury-square, E.G.

1869 Davies-Colley, J. Neville C, M.B. Surgeon to Guy's Hospital;

36, Harley-street, Cavendish-square, W. (C. 1880-82.)

1883 Davis, Edwin Haeey, West Hartlepool.

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

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

place, Trafalgar-square, W.C.]

1879 Davy, Heney, M.D., Physician to the Devon and Exeter Hospital j 34,

Southernhay, Exeter.

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

for Women and Children ; 10, Manchester-square, W.

1872 Decasteo, James C, M.B. [Pau, France.]

1880 Dent, Clinton T., Assistant Surgeon to St. George's Hospital; 61,

Brook-street, Grosvenor-square W.

1863 Deveeetjx, Daniel, Tewkesbury, Gloucestershire.

1856 Dick, H., M.D.

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

Northern Hospital, and Lecturer on Comparative Anatomy at the

Liverpool School of Medicine ; 162, Bedford-street, Liverpool.

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

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

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

v.. P. 1872-4.)

1872 DiVEE, Ebenezee, M.D., Kenley, Caterham-valley, Surrey.

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

Hospital ; 9, Granville-place, W. (C. 1882-84.)

^1866 Down, John Langdon H., M.D., Physician to, and Lecturer on Clinical

Medicine at, the London Hospital; 81, Harley-street, Cavendish-

square, W. (C. 1872-4.)

1872 Dowse, Thomas Steetch, M.D., 14, Welbeck-street, Cavendish-

square, W.

1877 Deake-Beockman, E. F., Madras Medical Service [care of Mr. Lewis,

Gower-street, W.C]

1880 Deeschpeld, Julius, M.D., Physician to the Manchester Infirmary ; 325,

Oxford-road, Manchester,

1879 Deewitt, F. G. Dawteey, M.D., 52, Brook-street, Grosvenor-square, W.

1865 Duckwoeth, Sir Dyce, M.D., Physician to St. Bartholomew's Hos-

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



XVI

Elected

1863 DuDPiELD, Thomas Oeme.. M.D., 8, Upper Phillimore-place, Kensington,W.

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

1852 DuFP, Geoege, M.D., High-street, Elgin.

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

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

1875 DuzA, Theodore, M.D., Surgeon-Major, H.M.'s Bengal Army.

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

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

side, Rugby.

1877 Dunbar, J. J. MacWhirter, M.D., Assistant House-Physician to St.

George's Hospital; Hedingham House, Clapham-common, S.W.

1877 Duncan, Andrew, M.D., 8, Henrietta-street, Covent-garden, W.C.

1880 Duncan, Jas. Matthews, M.D., LL.D., F.R.S., Obstetric Physician to

St. Bartholomew's Hospital ; 71, Brook-street, Grosvenor-square, W.

1884 Dunn, Louis Albert, M.B., B.S., Demonstrator of Anatomy, Guy's

Hospital; 44, Trinity-square, S.E.

1861 Dunn, Robert William, 13, Surrey-street, Strand, W.C, and 29, Moor-

gate-street, E.C.

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

street, Grosvenor-square, W. (C. 1869-71. V.P. 1883-5.)

1879 Durham, Frederic, M.B., 82, Brook-street, Grosvenor-square, W.

tl880 Edmunds, Walter, M.D., 79, Lambeth Palace-road, S.E.

1882 Edwardes, Edward Joshua, M.D., 16, Acacia-road, St. John's

Wood, N.W.

1882 Edwards, F. Swinford, Surgeon to the West London Hospital; 93,

Wimpole-street, Cavendish- square, W.

1883 Elder, George, M.D., Surgeon to the Hospital for Women; 17, Regent-

street, Nottingham.

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

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

Miss., U.S.

1846 Erichsen, John Eric, LL.D., F.R.S., Surgeon Extraordinary to Her
Majesty the Queen, Emeritus Professor of Surgery at University

College, and Consulting Surgeon to University College Hospital ; 6,

Cavendish-place, Cavendish-square, W. (C. 1849-51. V.-P. 1863-4.)

1853 Evans, Conway, M.D., The Garden House, Clement's-inn, W.C.

(C. 1867-8.)

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

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



XVII

Elected

1879 Eve, Feedeeic S. (C), Pathological Curator of tlie Mu>eum, Royal

College of Surgeons of England, and Assistant Surgeon to the

London Hospital ; 15, Finsbury-circus, E.G. (C. 1885-6.)

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

1881 EwAET, Joseph, M.D., late Professor of Medicine at Calcutta Medical

College
J Montpellier Terrace, Brighton.

1877 EwAET, William, M.B., Assistant Physician to, and Lecturer on

Physiology at, St. George's Hospital j 33, Curzon-street, Mayfair, W.

]:1859 Ewens, John, Cotham Brow, Bristol.

1872 Fateee, Sir Joseph, K.C.S.I., M.D. F.R.S. Hon. Physician to the

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

to the Secretary of State for India in Council; 53, Wimpole-street,

Cavendish-square, W. (C. 1880-2.)

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

1880 Fenwick, Bedfoed, M.D., Assistant Physician to the City of London

Hospital for Diseases of the Chest ; 6, West-street, Finsbury-circus,

E.C.

1883 Fenwick, E. Hueey, Assistant Surgeon to the London Hospital, Sur-

geon and Pathologist to St. Peter's Hospital for Stone; 10, George-

street, Hanover-square, W.

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

25, North-road, Durham.

1863 Fenwick, Samuel, M.D., Physician to the London Hospital; 29, Harley-

street, W.

1885 Feee, Chaeles, M.D., La Salpetriere, Paris.

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

Hospital; 13, Belgrave-road, S.W. (C. 1855.)

1876 Finlat, David W., M.D. (C), Physician to the Middlesex Hospital ; 9,

Lower Berkeley-street, Portman- square, W. (C. 1886.)

1870 Fish, John Ceockett, M.D., 92, Wimpole-street, W.

1859 Fishee, Alexandee, M.D., Assistant Surgeon R.N., Her Majesty's Ship

" Endymion."

1882 Fleming, Geoege, LL.D., F.R.C.V.S., Principal Veterinary Surgeon to

the Army, Cathcart Lodge, Tyrwhitt-road, St. John's, S.E.

1872 Foebes, Daniel Mackay, 204, Hoxton-street, N.

tl866 Fostee, Sir Balthazae Waltee, M.D., Physician to the General Hos-

pital, Birmingham ; 16, Temple-row, Birmingham.

1872 FoTHEEBY, Heney J., M.D., Physician to the Metropolitan Free

Hospital ; 3, Finsbury-square, E.C.

1880 Fowlee, James Kingston, M.A., M.D., Assistant Physician to, and Lec-

turer on Pathological Anatomy at, the Middlesex Hospital, and Assis-

tant Physician to the Hospital for Consumption, Hroinpton ; ;J5,

Clarges-street, Piccadilly, W.

h



XVIII

mected

1878 Fox, Thomas Colcott, M.B.,B.A., Physician to the Skin Department of

the Westminster Hospital, and to the Paddington Green Hospital ;

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

1862 Fox, Wilson, M.D., F.R.S., Holme Professor of Clinical Medicine in

University College, and Physician to University College Hospital ; 67,

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

1858 FEAKCI8, Chables RiCHAED, M.B., Bengal Medical Establishment,Indian

Army.

O.M. Feeee, J. C.

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

1880 Gabbett, Heney Singee, M.B., 20, Burlington-place, Eastbourne.

^1858 Gaiednee, William Tenkant, M.D., LL.D., Professor of Medicine

in the University of Glasgow ; 225, St. Vincent- street, Glasgow.

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

1870 Galton, John H., M.D., 39, Anerley-road, Upper Norwood, S.E.

1855 Gamgee, J.

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

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

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

V.-P. 1863-5.)

1879 Gaestang, Thomas Waltee Haeeopp, The Heath, Knutsford, Cheshire.

1872 Gabton, William, M.D., Hardshaw-street, St. Helen's, Lancashire.

1880 GiBBES, Heneage, M.B., Lecturer on Physiology at the Westminster

Hospital, 44, Charleville Road, West Kensington, W.

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

1878 Gibbons, R. A., M.D., Physician to the Grosvenor Hospital for Women
and Children ; 32, Cadogan-place, S.W.

1876 Gill, John, M.D., 31, Apsley-road, Clifton, Bristol.

1881 Clynn, Thomas Robinson,' M.D., Physician to the Liverpool Royal

Infirmary ; 62, Rodney-street, Liverpool.

1873 GoDLEE, Rickman John, M.B., B.S., Assistant Surgeon to University

College Hospital; Demonstrator of Anatomy in University College;

81, Wimpole-street, Cavendish-square, W. (C. 1877-80.

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

tholomew's Hospital ; Consulting Physician to the City of London

Lying-in Hospital ; 9, Grosvenor-street, W.

1879 Godwin, Chaeles Heney Young, Surgeon Major, Army ; Victoria

Hospital, Netley.

1878 Golding-Bibd, Cuthbebt H., M.B. (C), Assistant Surgeon to, and

Lecturer on Physiology at, Guy's Hospital; 13, St. Thomas's-street,

S.E. (C. 1885-6.)



XIX

Elected

1871 GooDHABT, James Peedeeic, M.D. (C), Senior Assistant Physician to,

and Lecturer on Pathology at, Guy's Hospital j Physician to the

Evelina Hospital for Sick Children; 25, Weymouth-street^ Portland-

place, W. (C. 1876-8, 1886. S. 1883-5.)

1875 Gould, Alpeed Peaece, M.S., Assistant Surgeon to the Middlesex

Hospital, ; 16, Queen Anne-street, W. (C. 1883-5.)

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

College Hospital ; 50, Queen Anne-street, Cavendish-square, W. (C.

1878-9.)

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

square, E.C.

1867 Gesen, T. Heney, M.D. (V.-P.), Physician to Charing Cross Hospital,

Assistant Physician to the Hospital for Consumption, Brompton;

74, Wimpole-street, W. (C. 1871-3, 1878-9. S. 1875-6. V.-P.

1886.)

1873 Geeeneield, William Smith, M.D., B.S., Professor of General Patho-

logy in the University of Edinburgh ; 7, Heriot-row, Edinburgh.

(C. 1877-80.)

3:1855 Geeenhill, William Alexandee, M.D., 5, The Croft, Hastings.

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

the Middlesex Hospital ; Castle Lodge, Reigate. (C. 1867-9. V.-P.

1877-8.)

1885 Geifeith, Waltee Spencee Andeeson, M.B., Physician to the

Samaritan Free Hospital for Women and Children ; 114, Harley-

street. Cavendish-square, W.
1876 Geieeiths, Thomas D., M.D., Hearne Lodge, Swansea.

1882 Geoss, Chaeles, M.B., St. Saviour's Infirmary ; Walworth, S.E.

1861 GrENEAiJ DE MussT, Henei, M.D., 15, Rue du Cirque, Paris.

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

Physician to Guy's Hospital ; 74, Brook-street, Grosvenor-square, W.
1881 GuLLiVEE, Geoege, M.B., Assistant Physician to, and Lecturer on Com-

parative Anatomy at, St. Thomas's Hospital; 16, Welbeck-street,

Cavendish-square, W.
1880 GUNN, R. Maecus, M.B.,C.M., 54, Queen Anne-street, Cavendish-square,W.
1876 GwYTHEE, James, M.B., St. Mary Church, Torquay.

1849-59 Habeeshon, Samuel Osboene, M.D., 70, Brook-street, Grosvenor-

square, W. (Ee-elected 1874.) (C. 1855-6.)

1851 Hacon, E. Dennis, 269, Mare-street, Hackney, N.E. (C. 1872.)

1879 Hadden, Waltee Baug-h, M.D, (C), Demonstrator of Morbid Anatomy

at St. Thomas's Hospital ; 21, Welbeck-street, W. (C. 1886.)

1882 Haig, a., M.B., 30, Welbeck-street, Cavendish-square, W.
1877 Hallowes, Feedeeick Blackwood, Redhill, Surrey.

1886 Hamilton, David James, M.B., 1, Albyn-place, Aberdeen.

1886 Handeoed, Heney, M.D., 8, Regent-street, Nottingham.

1882 Haebinson, Alexandee, M.D., County Lunatic Asylum, Lancaster.



XX

Elected .

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

Berkeley House. 15, Manchester Square, W. (C. 1852-4. V..P.1874-7.)

tl856 Haeley. Geoege, M.D., F.R.S., 25, Harley-street, Cavendish-square,

\V. (C. 1862-5. V.-P. 1878-80.)

1872 Haeeis, Heney, M.D., Trengweath-place, Redruth, Cornwall.

1879 Haeeis, Vi>xent Doemee, M.D., Demonstrator of Physiology, St.

Bartholomew's Hospital, Senior Assistant Physician, Victoria Park

Hospital ; 31, Wimpole-street, Cavendish-square, W.

tl858 Haet, Eenest, 38, Wimpole-street, Cavendish-square, W. (C. 1867-8.)

1870 Hawaed, John Waeeington, Surgeon to St. George's Hospital; 16,

Savile-row, W. (C. 1879-81.)

1886 Hawkins, Feancis Heney, M.B., Physician to St. George's and St.

James's Dispensary ; 22, Henrietta-street, Cavendish-square, W.

1856 Heath, Cheistophek, Holme Professor of Clinical Surgery in Uni-

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

Cavendish-square, W. (C. 1866-7. V.-P. 1879-81.)

1881 Hebb, Richaed G., M.D., Westminster Hospital, S.W.

1884 Hebbeet, Chaeles Aleeed, Medical Registrar, Westminster Hospital.

1S78 Helliee, John B., M.B., Headingley, Leeds.

1879 Henderson, Geoe&e Couetenay, M.D., Kingston, Jamaiga, West Indies.

1869 Hensley, Philip J., M.D., Assistant Physician and Lecturer on Forensic

Medicine, St. Bartholom.ew's Hospital; 4, Henrietta-street, Caven-

dish-square, W.

1884 Heeeingham, Wilmot Paekeb, M.B., Casualty Physician, St. Bartho-

lomew's Hospital, and Physician to the West London Hospital ; 22,

Bedford-square, W.C.

O.M. Hewett, Sie Peescott G., Bart., F.R.S., Consulting Surgeon to St.

George's Hospital ; Chesnut Lodge, Horsham, Sussex. (C. 1846-52.

V.-P. 1854-7. Pres. 1863-4. V.-P. 1865-8.)

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

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

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

1, Dorset-square, N.W.
1860 Hill, M. Beekeley, M.B., Surgeon to University College Hospital, and

Surgeon for Out-Patients to the Lock Hospital ; 66, Wimpole-street,

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

1875 Hitchcock, Haeet Knight, M.D., Christowell, Branksome-park, Bourne-

mouth, Hants.

1880 HoDSON, John Moeeison, M.D., 65, Lower Addiscombe-road, Croydon.

1854 Holmes, Timothy, Surgeon to St. George's Hospital; 18, Great Cumber-

land-place, Hyde-park, W. (C. 1862-3. S. 1864-7. C. 1868. V.-P.

1809-71.)

1850 Holt, Baenard Wight, Consulting Surgeon to the Westminster Hos.

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

O.M. HoLTHOUSB, Caesten. (C. 1852-4, V.-P. l,s74-5.)



XXI

Elected

1878 Hood, Donald William Charles, M.D,, Physician to the North-West

London Hospital, Physician to the West London Hospital; 43,

Green-street, Park Lane, W.
1864 Hood, Whaeton P., M.D., 11, Seymour-street, Portman-square, W.
1870 Hope, William, M.D., 56, Curzon-street, Mayfair, W.
1882 Hopkins, John, Medical Superintendent, Central LondoH Sick Asylum.

Cleveland-street, W.
1879 HOREOCKS, Petee, M.D., Assistant Obstetric Physician to Guy's Hospital,

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

1883 Horsley, Victoe, M.B., B.S., F.R.S., Assistant Surgeon to University

College Hospital, Professor of Pathological Anatomy, University

College, London, Superintendent of the Brown Institution, Wands-

worth-road; 80, Park-street, Grosvenor-square, W,
1877 Houghton, Waltee B., M.D., late Assistant Physician to Charing Cross

Hospital; Church Villa, Warrior-square, St. Leonards-on-Sea.

1880 Hovell, T. Mare, Aural Surgeon to the London Hospital ; 3, Mansfield-

street, Portland-place, W.

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

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

(C. 1878-81.)

1884 Hudson, Charles Leopold, Resident Assistant Physician, Middlesex

Hospital.

tl856 Hudson, John, M.D., 11, Cork-street, Bond-street, W.
1854 HuLKE, John Whitaker, F.R.S. (V.-P.), Surgeon to the Middlesex

Hospital and Surgeon to the Royal London Ophthalmic Hospital;

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

1885-6. T. 1877-9. P. 1883-4.)

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

1874 Humphreys, Henry, M.D., late Physician to the Children's Hospital at

Pendlebury ; 9, St. Margaret's-terrace, St. Leonards-on-Sea.

1883 Humphry, George Mureay, M.D., F.R.S., Surgeon to Addenbrooke's

Hospital ; Professor of Surgery in the University of Cambridge.

1852 Hutchinson, Jonathan, F.R.S., Consulting Surgeon to the London

Hospital and to the Royal London Ophthalmic Hospital, Moorfields

;

15, Cavendish-square, W. (C. 1856-9. V.-P. 1872-3, 1881-3. P.

1879-80.)

1882 Hutchinson, Jonathan, junr., 15, Cavendish-square, W.
1884 HuTTON, Henry Richmond, M.B,, 8a, St. John-street, Manchester.

1880 Ingeam, Eenest Fortescue, Newcastle, Natal, S. Africa.

1865 Jace;son, J. Hughlings, M.D., F.R.S., Physician to the London Hospital,

Physician to the National Hospital for the Paralysed and Epileptic

;

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

1886 Jackson, Philip J., 6, Groat Dover-street, S.E.

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



XXII

Elected

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

1817 Jay, Edward, 112, Park-street, Grosvenor-square, W.

O.M. Jennee, Sir William, Bart., M.D., D.C.L., K.C.B., F.R.S., Consulting

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

venor-square, W. (C. 1850-3. V.-P. 1862-4 1875-6. Pres. 1873-4.)

1881 Jennings, William Oscar, M.D., 8, Rue Roy, Paris.

1875 Jessett, Frederic Bowreman, 16, Upper Wimpole- street, W.

1879 Jessop, Charles Moore, Army and Navy Club, Pall Mall, S.W.

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

1878 Johnson, Arthur Jukes, Yorkville, Ontario, Canada.

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

Repton, Burton-on-Trent.

O.M. Johnson, George, M.D., F.R.S. (V.-P,), Consulting Physician to King's

College Hospital; 11, Savile-row, W. (C. 1846-50. V.-P. 1863-4,

1884-6. T. 1880-83.)

1881 Johnston, Joseph, M.D., Brigade Surgeon, Army Medical Department;

24, St. John's Wood-park.

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

1853 Jones, Sydney, M.B. (V.-P.), Surgeon to St. Thomas's Hospital; 16,

George- street, Hanover-square, W. (C. 1864-6. V.-P. 1886.)

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

Children ; 4, Chesham-place, S.W. (C. 1882-4.)

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

1886 JuLER, Henry Edward, Assistant Surgeon Royal Westminster Ophthal-

mic Hospital, Junior Ophthalmic Surgeon to St. Mary's Hospital

;

77, Wimpole-street, Cavendish-square, W.

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

;

Broadwater-road, Worthing, Sussex. (C. 1874.)

1846 Kent, Thomas J., 89, Piccadilly, W.
1852 Kershaw, W. Wayland, M.D., Kingston-on-Thames.

1870 Kesteven, William Henry, 401, Holloway-road, N.

1859 Kiallmark, Henry Walter, 5, Pembridge-g-ardeus, Bayswater, W.
(C. 1875-6.)

1882 KiDD, Percy, M.D., Assistant Physician to the Hospital for Consump-
tion, Bromptou ; 60, Brook-street, Grosvenor-square, W.

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

1871 Kino, Robert, M.B., Bargaly, Newton Stewart, N.B.
1852 Kingdon, J. Abernetht, Surgeon to the City Dispensary, and to the City

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

tl856 KiNGSLEY, Henry, M.D., Pliysician to the Stratford Infirmary; Stratford-

on-Avon, Warwickshire.

1878 Klein, Edward Emanuel, M.D., F.R.S., Joint Lecturer on Physiology
at St. narthoh)uiew's Hospital; 94, Philbeach-gardcus, Warwick-
roud. Earl's Court, S.W.



XXIII

Elected

1875 Lacy, C. S. De Lacy, M.B., 31, Grosveiior- street, W.

1878 Lanceeeaux, Etienne, M.D., 14, Rue de la Bienfaisance, Paris.

1882 Lane, William Arbuthnot, M.B., M.S., Demonstrator of Anatomy at

Guy's Hospital; Assistant Surgeon to the Hospital for Sick Children,

Great Ormond-street; 14, St. Thomas's-street, S.E.

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

mew's Hospital, and Surgeon to the City of London Truss Society ;

2, Harley-street, Cavendish-square, W. (C. 1882-4.)

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

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

Kliensieck, Libraire, Rue de Lille, 11, Paris, per Messrs. Longmans.]

1884 Laedee, Heebeet, St. Marylebone Infirmary, Notting Hill, W.

1873 Latham, Petee Wallwoek, M.D., Physician to Addenhrooke's Hospital,

and Downing Professor of Medicine, Cambridge University j 17,

Trumpington-street, Cambridge.

1876 Law, William Thomas, M.D., 6, Brechin-place, South Kensington, S.W.

1883 Laweoed, John Boweing, M.D., CM., Assistant Ophthalmic Surgeon

to St. Thomas's Hospital; 75, Lambeth Palace-road, S.E.

1853 Lawrence, Heney John HuaHES, The Club, Tenby. (C. 1873-5.)

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

the Royal London Ophthalmic Hospital, Moorfields; 12, Harley-

street, Cavendish-square, W. (C. 1870-1. V.-P. 1884-5.)

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

square, W.

1875 Lediaed, Heney Ambeose, M.D., Surgeon to the Cumberland Infirmary

;

41, Lowther-street, Carlisle.

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

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

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

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

and to the Hospital for Sick Children ; 22, Weymouth-street,

Portland-place, W.

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

1877 Leeson, John Rudd, M.D., CM., 6, Clifden-road, Twickenham.

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

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

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

1884 Leonard, Henry James, M.B., 279, Camden-road, N.

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

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

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

1861 LiCHTENBERG, Geoege, M.D., 47, Finsbury-squaro, E.C

1875 Lingaed, Alfeed, 49, Palace-road, Albert Embankment, S.K.



XXIV

mected

1877 LiSTEE, Sir Joseph, Bart., D.C.L., LLD., F.R.S., Professor of Clinical

Surgery at King's College, and Surgeon to King's College Hospital;

12, Park -crescent, Regent's-park, W. (C 1880-2.)

1878 LiTTLEJOHN, Salter G., M.B., CM., Central London District Schools,

Hanwell.

*1862 Little, Louis S., China. [18, Park-street.]

1874 LiVEiNG, Edwaed, M.D., 52, Queen Anne-street, Cavendish-square, W.

1863 LiVEiNG, ROBEET, M.D., Physician to the Skin Department and Lecturer

on Dermatology at the Middlesex Hospital; 11, Manchester-square, W.

(C. 1876.)

1882 LOCKWOOD, C. B., Demonstrator of Anatomy at St. Bartholomew's Hos-

pital ; 19, Upper Berkeley-street,^W.

1876 LoNGHUEST, Aethue Edwin Temple, M.D. (C), 22, Wilton-street,

Grosvenor-place, S.W. (C 1885-6.)

1881 Lubbock, Montagu, M.D., Assistant Physician to Charing Cross Hospi-

tal, and to the Hospital for Sick Children, Great Ormond-street

;

19, Grosvenor-street, W.

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

Hospital, and Surgeon to the Evelina Hospital for Sick Children; 18,

Finsbury-square, E.C. (C. 1883-5.)

1880 Lund, Edwaed, Consulting Surgeon to the Royal Infirmary ; 22, St.

John-street, Manchester.

1879 LuNN, John Reuben, Resident Medical OflScer, New Marylebone Infir-

niaiy; Rackham-street, Ladbroke-grove-road, Notting-hill, W.

1871 McCaetht, Jeeemiah, M.A., Surgeon to the London Hospital,; 15,

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

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

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

1871 Mac Coemac, Sir William, Surgeon to St. Thomas's Hospital.; 13,

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

1873 Mackellae, Petee H., M.B., Medical Officer, Fever Hospital, Landor-
road, Stockwell, S.W.

1870 Mackenzie, Geoege Welland, 13,William.street, Lowndes-square, S.W.
1870 Mackenzie, John T., Bombay, India. [East India United Service Club,

1-i, St. James's-square.]

1882 Mackenzie, Feedebic Moeell, 29, Hans-place, S.W.
1885 Mackenzie, Hectoe Gatin, St. Thomas's Hospital, S.E.

1864 Mackenzie, Moeell, M.D., Physician to the Hospital for Diseases of the
Throat, and Lecturer on Diseases of the Throat at the Loudon Hos-
l)ital; 19, Harley-street, Cavendish-square, W.

1878 Mackenzie. Stephen, M.D., Physician to, and Lecturer on Medicine at,

the London Hospital; 26, Finsbury-square, E.C.

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



XXV

Elected

1865 MacLatjein, H. N., M.D.

1879 MacMahon, James Thomas, 25, West-hill, Dartford, Kent.

1876 Macnamara, Chaeles, Surgeon to the Westminster Hospital, and to the

Royal Westminster Ophthalmic Hospital ; 13, Grosvenor-street, W.
1879 Maceeady, Jonathan Foestee, 51, Queen Anne-street.

1885 Magijieb, Robeet, M.D., Warden of St. Mary's Hospital Residential

College; 33, Westbourne-terrace, W.
1877 Makins, Geoege Heney, Assistant Surgeon to the Evelina Hospital for

Children ; 2, Queen-street, May Fair, W.
1876 Mallam, Benjamin, Rose Bank, Blackall-road, Exeter.

1876 Maples, Reginald, King's Clere, near Newbury.

1857 Maecet, William, M.D., F.R.S., 39, Grosvenor-street, W. (C. 1869-71.)

1868 Maesh, F. Howaed, Assistant Surgeon to St. Bartholomew's Hospital,

Surgeon to the Hospital for Sick Children ; 36, Bruton-street,

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

1846 Maeshall, John, F.R.S., Consulting Surgeon to University College

Hospital, 10, Savile-row, W. (C. 1861.)

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

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

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

1884 Maudsley, Heney, M.D., University College Hospital, Gower-street,

W.C.

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

1881 Maylaed, Alfeed Ernest, M.B., Lecturer on Anatomy, Western

Medical School, Glasgow ; 46, Claremont-street, Glasgow.

1874 Meeedith, William Appleton, M.B., Surgeon to the Samaritan Hospi-

tal ; 6, Queen Anne-street, Cavendish-square, W.
1859 Messee, John Cockbuen, M.D., Assistant Surgeon R.N.

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

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

street, Portland-place, W.
1882 Money, Angel, M.D., Assistant Physician to the City of London Hospital

for Disease of the Chest, Victoria-park ; 24, Harley-street, Cavendish-

square, W.

1879 Mooee, Noeman, M.D. (C), Assistant Physician to St. Bartholomew's

Hospital, and Demonstrator of Morbid Anatomy and Warden of the

College; The College, St. Bartholomew's Hospital. (C. 1885-6.)

1881 Mooee, Thomas, 6, Lee-terrace, Blackheath, S.E.

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

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

and to the Hospital for Sick Children, Great Ormond-street ; 68,

Grosvenor-street, W. (C. 1886.)

1874 MOEISON, Alexandee, M.D., CM., Dunnottar, 115, Green-lanes, High-

bury, N.

1880 MoEisoN, Basil Goedon, M.B., CM., 70, Marquess- road, Canoubury, N.



XXVI

mected

1869 MoEEis, Heney, M.A., M.B.(C.), Surgeon to, and Lecturer on Surgery at,

the Middlesex Hospital; 2, Mansfield-street, Portland-place, W.

(C. 1877-9, 1884-6. S. 1881-3.)

1879 MoEEis, Malcolm Alexaxdee, Surgeon to the Skin Department at St.

Mary's Hospital; 63, Montagu-square, W.

1875 MoETON, John, M.B., Guildford.

1884 MoTT, Feedeeick Walkee, M.B., Lecturer on Physiology, Charing

Cross Hospital; Meadowlead, Gayton-road, Harrow.

1879 MouLLiN, Chaeles W. Mansell, M.D., Assistant Surgeon to the London

Hospital ; 69, Wimpoie-street, Cavendish-square, W.

1878 Mumfoed, William Lugae, M.D., 1, Bartlett's-passage, Holborn-circus,

E.C.

1876 MuNEO, William, M.D., CM., 102, Carl-street, Lower Eroughton-road,

Manchester.

1885 MuEEAY, Heebeet Montague, M.D., 27, Savile-row, W,

1864 Myees, Aethue B. R., Siirgeon to 1st Battalion Coldstream Guards

;

3, Park-terrace, Windsor. (C. 1872.3.)

1882 Myees, A. T., M.D., Medical Registrar, St. George's Hospital ; 9, Lower

Berkeley-street, Portman-square, W,

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

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

and Assistant Surgeon to the Royal London Ophthalmic Hospital

;

5, Wimpoie-street, Cavendish-square, W. (C. 1882-4.)

1875 Newby, Chaeles Heney, West Hartlepool, Durham.

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

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

1876 Nicholson, John Feancis, M.D., Physician to the Hull General Infir-

mary ; 29, Albion-street, Hull.

1878 NooTT, W. M., 8, Kensington-park-road, W.

1864 NOETON, Aethue T., Surgeon to St. Mary's Hospital; 101, Harley-

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

1883 NoEViLL, Feedeeic Haevey, M.B., Summerland, Yeovil, Somersetshire.

1856 NuNN, Thomas William, Consulting Surgeon to the Middlesex Hos-

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

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

1880 O'CoNNOE, Beenaed, M.D., Physician to the North London Consumption
Hospital, and Physician to the Westminster General Dispensary ; 17,

St. James's-place, S.W.

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

1880 Ooilvie, Geoege, M.B., Lecturer on Experimental Physics at the West-

minster Hospital; 13, Welbeck-street, Cavendish-square, W.
1880 OoiLviE, Leslie, M.B., Lecturer on Comparative Anatomy at the West-

minster HospitJil, 46, Wolbeck-street, Cavendish-square, W.
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Elected

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

;

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

V.-P. 1865-8.)

1876 Olivee, John Feeens, M.D., 12, Old Elvet, Durham.

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

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

at, St. Thomas's Hospital ; 37, Upper Brook-street, Grosvenor-square,

W. (C. 1880-2.)

1879 Oemeeod, J. A., M.D., Assistant Physician to the National Hospital

for the Paralysed and Epileptic, Queen-square, and to the City

of London Hospital for Diseases of the Chest, Victoria-park ; 25,

Upper Wimpole-street, W.
1881 Owen, Isambaed, M.D., Assistant Physician to St. George's Hospital;

5, Hertford-street, Mayfair, W.
1865 Owles, James Allden, M.D., 106, Philbeach-gardens, South Kensington.

1883 Paddison, Edmund Howaed, M.B., Assistant Medical OflBcer, London

Asylum, Stone, Dartford.

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

Lecturer on Surgery at, St. Mary's Hospital; 146, Harley-street

Cavendish- square, W.

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

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

1884 Paget, Stephen, 57, Wimpole-street, Cavendish-square, W.
1872 Paeeer, Robeet William, Surgeon to the East London Children's

Hospital ; 8, Old Cavendish-street, W. (C. 1881-3.)

1874 Paekee, Rtjshton, M.B., B.S., Professor of Surgery in University College,

Liverpool, and Assistant Surgeon to the Royal Infirmary ; 59, Rodney-

street, Liverpool.

1853 Paekinson, Geoege, 50, Brook-street, Grosvenor-square, W.
1882 Pasteue, William, MD.., 19, Queen-street, Mayfair, W.

1885 Paul, Feane Thomas, 44, Rodney-street, Liverpool.

1865 Pavy, Feedeeice William, M.D., F.R.S., Senior Physician to Guy's

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

1868 Payne, Joseph Feane, M.D., Assistant Physician to, and Lecturer on

Pathological Anatomy at, St. Thomas's Hospital; 78, Wimpole-

street, Cavendish-square, W. (C. 1873-5, 1883-5. S. 1880-2.)

1872 Peaece, Joseph Chaning, M.D., CM., Montague House, St. Lawrence-

on-Sea, Kent.

1878 Peaese, Thomas Feedeeice, M.D., London.

1863 Peaeson, David R., M.D., 23, Upper Phillimore-place, Kensington, W.
1884 Pedley, F. Newland, 49, Finsbury-square, E.C.

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

1884 Peppee, Augustus Joseph, M.B., CM., Surgeon to St. Mary's Hospital

;

122, Gower-street, W.
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Elected

1878 Philipps, SuTHEELA^^) Rees, M.D., St. Ann's-heath, Virginia-water,

Chertsey.

1871 Phillips, Chaeles Douglas F., M.D., 10, Henrietta-street, Cavendish-

square, W.

1878 Phillips, John Walter, Physician to the Benevolent Asylum of Mel-

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

1875 Philpot, Haevey John, 14, Finsbury-circus, E.G., and 74, Sutherland-

avenue, Maida-vale, W.

1863 Pick, Thomas Pickeking (V.-P.), Surgeon to, and Lecturer on Anatomy

at, St. George's Hospital; 18, Portman-street, Portman-square, W.

(C. 1870-1. V.-P. 1885-6.)

1867 Pitt, Edwaed G., M.D.

1884 Pitt, Geoege Newton, M.D., Medical Registrar and Tutor at Guy's

Hospital J
34, Ashburn-place, South Kensington, S.W.

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

;

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

1883 Poland, John, Demonstrator of Anatomy at Guy's Hospital; 16, St.

Thomas's-street, Southwark, S.E.

1882 PoLLAED, BiLTON, Surgical Registrar, University College Hospital ; 50,

Torrington- square, W.

1846 Pollock, Geoege D. (Teustee), Consulting Surgeon to St. George's

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

1863-5. P. 1875-6.)

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

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

W. (C. 1862-4. V.-P. 1879-81.)

1870 PooEE, Geoege Vivian, M.D., Assistant Physician to University College

Hospital ; 30, Wimpole-street, W. (C. 1883-5.)

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

1879 PoTTEE, Heney Peecy, St. Mary Abbotts' Infirmary, Marloes-road,

Kensington, W.

1881 Powell, Heney Albeet, M.A., Elm Cottage, Beckenham.

1866 Powell, Kichaed Douglas, M.D., Physician to, and Lecturer on Practi-

cal Medicine at, the Middlesex Hospital, Physician to the Hospital

for Consumption and Diseases of the Chest, Brompton; 62, Wimpole-

street, Cavendish-square, VV. (C. 1873-5, 1881-3. S. 1877-9.)

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

;

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

1884 PowEE, D'Aecy, M.B., Curator of St. Bartholomew's Hospital; 26,

Bloonisbury -square, W.C.

1884 Peice, J. A. P., M.D., 43, Castle- street, Reading.

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

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

llortford-strcot, Ma^lair, W.
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Electea

1882 Peingle, J. J., M.B., Assistant Physician to the Middlesex Hospital and

Physician to the Royal Hospital for Diseases of the Chest; 35,

Bruton-street, Mayfair, W.

tl848 Ptjenell, John James, Surgeon to the Royal General Dispensary ; Wood-

lands, Streatham-hill, S.W. (C. 1858-61.)

1865 Pye-Smith, Philip Henet, M.D., F.R.S., Physician to, and Lecturer

on Medicine at, Guy's Hospital ; 54, Harley-street, Cavendish-square,

W. (C. 1874-7.)

O.M. Qfain, Richaed, M.D,, F.R.S. (Tettstee), Consulting Physician to the

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

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

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

1859 Radcliffe, Chaeles Bland, M.D., Consulting Physician to the West-

minster Hospital ; 25, Cavendish-square, W.
1884 Rake, Beaven Neave, M.D., Government Medical Officer, and Medical

Superintendent of the Leper Asylum, Trinidad.

1872 Ralfe, Chaeles Heney, M.D., M.A., Assistant Physician to the London

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

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

Physician to the National Hospital for the Paralysed and Epileptic

;

5, St. Helen's-place, Bishopsgate-street, E.G.

1848 Randall, John, M.D., Medical Officer, St. Marylebone Infirmary ; 204,

Adelaide-road, N.W. (C. 1864-6.)

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

1857 Ranke, Heney, M.D., Munich.

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

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

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

1871 Raynee, Heney, M.D., Lecturer on Mental Diseases at St. Thomas' Hos-

pital, Medical Superintendent, Middlesex County Lunatic Asylum,

Han well, W.

1858 Reed, Feedeeick Geoege, M.D., 46, Hertford-street, Mayfair, W.
1866 Reeves, Heney Albeet, Assistant Surgeon to the London Hospital

;

78, Grosvenor-street, W.
1875 Reid, Robeet William, M.D., CM., Lecturer on Anatomy at St.

Thomas's Hospital ; 75, Lambeth Palace-road, S.E.

1881 Rennee, William, M.R.C.S., Wilberforce-street, Free Town, Sierra

Leone.

1854 Reynolds, J. Russell, M.D., F.R.S., Consulting Physician to Univer-

sity College Hospital ; 38, Grosvenor-street, W. (C. 1868-9.

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

Asylum, Hanwell, W.
1866 RiviNGTON, Waltee, M.S. Lond., Surgeon to the London Hospital ; 22,

Finsbury-square, E.C.



XXX

Elected

^1865 ROBEKTS, David Lloyd, M.D., Physician to St. Mary's Hospital, Man-

chester; 11, St. John's-street, Manchester.

1871 Roberts, Feedeeick Thomas, M.D., Professor of Materia Medica at

University College, and Physician to University College Hospital,

and to the Hospital for Consumption, &c., Brompton; 102, Harley-

street, Cavendish-square, W. (C. 1883-5.)

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

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

1885 Rop.iNSoy, Aethue Heney, M.D., Mile End Infirmary, Bancroft-road, E.

1882 Robinson, Tom, M.D., 9, Princes- street, Cavendish-Square, W.

1882 RoECKEL, Waldemae Joseph, 7, Grosvenor-street, W.

1858 Rose, Heney Coopee, M.D., Surgeon to the Hampstead Dispensary,

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

1876 Rose, William, M.B., B.S., Surgeon to King's College; 50, Harley-

street, Cavendish-square, W.

1879 Ross, James, M.D., CM., 335, Oxford-street, Manchester.

1875 Rossitee, Geoege Feedeeick, Cairo Lodge, Weston-super-Mare.

1877 Roth, Beenaed, 48, Wimpole Street, Cavendish-square, W., and Ross-

more, Preston-road, Brighton.

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

Grosvenor-place, S.W.

1881 RouTH, Amand Jules McConnel, M.D., B.S., Assistant Physician Accou-

cheur to the Charing Cross Hospital, and Physician to the Samaritan

Free Hospital ; 6, Upper Montagu-street, W.
1869 RuTHEEFOED, WiLLiAM, M.D., F.R.S., Professor of Physiology in the

University of Edinburgh ; 14, Douglas-crescent, Edinburgh.

1882 Sainsbuey, Haeeington, M.D., Assistant Physician and Pathologist to

the Royal Free Hospital, 63, Welbeck-street, W.
1853 Saltee, S. James A., M.B., F.R.S. Late Dental Surgeon to Guy's Hospital

;

Basingfield, near Basingstoke, Hants. (C. 1861-3. V.-P. 1880-2.)

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

square, W.
1854 Sandeeson, John Buedon, M.D., F.R.S., Waynflete Professor of Physio-

logy at the University of Oxford; 50, Banbury-road, Oxford. (C.

1864-7. V.-P. 1873-4.)

1877 Sanostee, Alfeed, M.B., B.A., 6, Savile-row, W.
1875 Sanostee, Chaeles, 158, Lambeth-road, S.E.

1877 Sankey, H. R. 0., County Asylum, Prestwich, Manchester.

J 1847 Sankey, W. H. Octavius, M.D., Boreatton-park, Shrewsbury. (C. 1855.)

1871 Saunders, Chaeles Edwaed, M.D., 21, Lower Seymour-street, Portman-
square, W.

1873 Savage, Geoege Heney, M.D., Bethlem Royal Hospital, St. George's-
road, S.E. (C. 1881-3.)

1882 Savill, Thomas Dixon, M.D., Paddington Infirmary, Harrow-road, W.
1877 Semon, Felix, M.D. (C), Assistant Physician for Diseases of the Throat

to St. Thomas's Hospital ; 39, Wimpole-street, Cavendish-square, W.
(C. 1885-6.)
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Elected

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

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

1872 Sergeant, Edward, Medical Officer of Health, Town Hall, Bolton,

Lancashire.

1876 Sharkey, Seymour J., M.B. (C), Assistant Physician and Demonstrator

of Morbid Anatomy to St. Thomas's Hospital ; 2, Portland-place, W.
(C. 1884-6.)

1880 Shattock, S. G. (C), Demonstrator of Surgical Pathology, and Curator

of Museum, St. Thomas's Hospital; 92, Leathwaite-road, Clapham-

common, S.W. (C. 1885-6.)

1885 Shaw Laureston Elgie, M.D., 3, Newton-grove, Bedford -park.

1884 Sheild, Arthur Marmaduke, M.B., B.S., Assistant Surgeon to the

Westminster Hospital, 23, Somerset-street, Portman-square, W.

1886 Sherrington, C. S., M.B., Gonville and Caius College, Cambridge.

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

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

1855 Sibley, Septimus W., 7, Harley-street, Cavendish-square, W. (C. 1863-5.

V.-P. 1879-81.)

1875 SiDDALL, Joseph Bower, M.D., CM. [care of G. Siddall, Esq., Matlock,

Derbyshire].

1880 SiLCOCK, A. Quarry, M.D., B.S., Surgeon in charge of Out-patients, St.

Mary's Hospital, and Assistant Surgeon, Royal London Ophthalmic

Hospital, Moorfields; 101, Harley-street, Cavendish-square, W.

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

Hospital ; 40, Kensington-square, AV. (C. 1846-8. V..P. 1855-9.

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

1866 Sims, Francis Manley Boldero, 12, Hertford-street, Mayfair, W.

1877 Skinner, William A., 45, Upper Belgrave-street, S.W.

1875 Smee, Alfred Hutchinson, The Grange, Hackbridge, Carshalton,

Surrey.

1879 Smith, E. Noble, Senior Surgeon, and Surgeon to the Orthopaedic

Department of the Farringdon Dispensary, and Orthopoedic Surgeon

to the British Home for Incurables ; 24, Queen Anne-street, Caven-

dish-square.

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

1872 Smith, Gilbart, M.D., Assistant Physician to the London Hospital, Phy-

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

Visiting Physician to the Margaret-street Infirmary for Consumption ;

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

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

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

1878 Smith, Herbert Urmson, M.B,, Cape Colony.

1866 Smith, Heywood, M.D., 18, Harley-street, Cavendish-square, W.

Smith (P. H. Pye), see Pye-Smith,
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1846 Smith, Peotheeoe, M.D., Physician to the Hospital for Women ; 42,

Park-street, Grosvenor-square, W.

1873 Smith, Richard T., M.D., Physician to the St. Pancras Dispensary; 58,

Haverstock-hill, N.W.

1883 Smith, Robert Peect, M.D., Bethlem Royal Hospital, St. George's

Road, S.E.

1869 Smith, Robert Shinqletox, M.D., Lecturer on Physiology, Bristo

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

1881 Smith, William Robert, M.D., 74, Great Russell-street, Bloomsbury.

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

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

1866 Smith, William, Melbourne, Australia.

1870 Smith, William Johnson, Surgeon, Seamen's Hospital, Greenwich,

S.E. (C. 1879-81.)

1869 Smith, William Wilbeefoece, M.D., 14, Stratford- place, W.

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

1868 SouTHET, Reginald, M.D., Commissioner in Lunacy; 32, Grosvenor-

road, Pimlico. (C. 1882-4.)

1868 Spet, G. Frederick Hume, M.D., Surgeon-Major 2nd Life Guards, Army
and Navy Club, Pall-mall, and Cavalry Barracks, Windsor.

1861 Squire, Alexander Balmanno, M.B., 24, Weymouth-street, Portland-

place, W.
1885 Squire, John Edward, M.D., 23, Seymour-street, Portman-square, W.
1854 Stewart, William Edward, 16, Harley-street, Cavendish-square, W.
1879 Stirling, Edward Charles, Adelaide, South Australia [care of T.

Gemmell, Esq., II, Essex-street, Strand, W.C.].

1883 Stoker, George, Surgeon for Out-patients, Hospital for Diseases of the

Throat and Chest, Golden-square ; 25, Old Burlington-street.

1881 Stokes, Heney Feasee, 2, Highbury-crescent, N.

1884 Stonham, Chaeles, Curator of the Anatomical Museum, University

College, London; 109, Gower-street, W.C.

1875 Stuege, W. a., M.D., 9, Rue Longchamp, Nice, Alpes Maritimes, France.

tl871 Sutheeland, Heney, M.D., 6, Richmond-terrace, Whitehall, S.W.

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

London Hospital ; 9, Finsbury-square, E.C. (C. 1875-6.)

1882 Sutton, John Bland, Lecturer on Comparative Anatomy at the Middlesex

Hospital ; 22, Gordon-street, Gordon-square, W.C.

X1867 Swain, William Paul, 20, Ker-sireet, Devonport.

1881 Symonds, Charters James, M.S. (C), Assistant Surgeon to Guy's

Hospital, and to the Evelina Hospital for Sick Children ; 26,

Weymouth-street, Portland-place, W. (C. 1886.)

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

pital for Women; 7, The Crescent, Birmingham.

1886 Taegett, James Henry, M.B., 28, Trinity-square, S.E.

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

Diseases of the Chest, Brompton ; 12, George-street, Hanover-

square, W.
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1870 Tay, Waeen (C), Surgeon to, and Demonstrator of Practical Anatomy
at, the London Hospital ; 4, Finsbury-square, E.G. (C. 1881-2.)

1885 Tayloe, Heney H., Hospital for Consumption, Brompton, S.W.

1871 Tayioe, Feedeeick, M.D., Physician to, and Lecturer on Materia

Medica at, Guy's Hospital, and Physician to the Evelina Hospital

for Sick Children; 11, St Thoraas's-street, S.E. (C. 1879-81.)

1880 Tayloe, Seymotje, M.D., M.C., Physician to the North London Hospital

for Consumption; 22, Taviton-street, Gordon-square, W.C.
1861 Teevan, William Feedeeic, Mostyn-villa, Brockman-road, Folkestone.

1879 Thin, Geoege, M.D., 22, Queen Anne-street, Cavendish-square, W.
1870 Thomas, John Davies, M.B., Adelaide, South Australia [care of Mr. H.

K. Lewis, Gower-street].

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

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

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

1884 Thomson, John, M.B., CM.", 18, Walker-street, Edinburgh.

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

Hospital for Women and Children ; 22, Portman-street, Portman-

square, W.
1872 Thoenton, William Pugin, Canterbury.

1865 Thoeowgood, J. C, M.D., Lecturer on Materia Medica at the Mid-

dlesex Hospital, Physician to the City of London Hospital for

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

1877 TiBBiTS, Heebeet, M.D., 68, Wimpole-street, W.

1880 TiEAED, Nestoe Isidoee, M.D., Professor of Materia Medica at King's

College, London ; Assistant Physician, King's College Hospital, and

to the Evelina Hospital for Sick Children ; 28, Weymouth-street,

Portland-place.

1884 TiVY, William James, 8, Lansdowne-place, Clifton, Bristol.

1856 Tomes, Sir John, F.R.S., Consulting Dental Surgeon to the Middlesex

Hospital ; Upwood Gorse, Caterham, Surrey. (C. 1867-9.)

1864 ToNGE, MoEEis, M.D., Harrow-on-the-hill, Middlesex.

1882 Tooth, H. H., M.D., Assistant Demonstrator of Practical Physiology,

St. Bartholomew's Hospital ; 34, Harley-street, Cavendish-square, W.
1872 TowNSEND, Thomas Sutton, 68, Queen's Gate, South Kensington, S.W.

1881 Teeves, Feedeeick, Surgeon to, and Lecturer on Anatomy at, th«

London Hospital ; 6, Wimpole-street, Cavendish-square, W.
1851 Teottee, John W., Surgeon-Major, Coldstream Guards; Bossall

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

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

Household ; 23, Old Burlington-street, W.

1867 TucKWELL, Heney Matthews, M.D., late Physician to the Kadcliffe In-

firmary ; 64, High-street, Oxford.

1858 TuDOE, John, Dorchester, Dorset.

tl875 TuENEE, Feancis Chaelewood, M.D. (C), Physician to the London

Hosjpital; 15, Finsbury-square, E.C. (C. 1884-6.)

C
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1882 Tdenee, Geoege Robeptson, Visiting Surgeon, Seamen's Hospital,

Greenwich, and Joint Lecturer on Practical Surgery at St. George's

Hospital ; 49, Green-street, Park-lane.

1863 TuENEE, James Smith, Consulting Dental Surgeon to the Middlesex

Hospital ; 12, George-street, Hanover-square, W.

1858 TuETLE, Feedeeick, Clifton Lodge, Woodford, Essex.

1878 Tyeeell, Waltee.

1880 Tyson, William Joseph, M.D., Medical Officer of the Folkestone In-

finnary ; 10, Langhorne-gardens, Folkestone.

1854 Vasey, Chaeles, 112, Cambridge-gardens, Notting-hill. W.

1867 Venning, Edgcombe, 30, Cadogan-place, S.W.

tl867 Wagstaffe, William Waewick, B.A., Purleigh, St. John's-hill, Seven-

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

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

Dispensary ; 3, Old Burlington-street, W.

1885 Wakley, Thomas, jun., 96, Redcliflfe-gardens, S.W.

1884 Waldo, Feedeeick Joseph, M.D., 6, Gloucester-road, South Kensing-

ton, S.W.

1881 Wallee, Beyan Chaeles, M.D., Masongill House, Cowan-bridge,

Kirkby-Lonsdale.

1873 Walsham, William Johnson, M.B., CM., Assistant Surgeon to, and

Demonstrator of Practical and Orthopaedic Surgery at, St. Bartholo-

mew's Hospital, Surgeon to the Metropolitan Free Hospital j 27,

Weymouth-street, Portland-place. (C. 1881-3.)

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

1847 Waed, T. Ogiee, M.D. (C. 1851-3.)

1877 Waenee, Feancis, M.D., Assistant Physician to the London Hospital

and Lecturer on Botany at the London Hospital ; 24, Harley-street,

W.

1877 Wateehouse, Chaeles, M.B., M.C. [Abroad.]

1879 Watees, John Heney, M.D., 101, Jermyn-street, St. James's, S.W.

1880 Watteville, Aemand de, M.A., M.B., Medical Electrician to St. Mary's

Hospital ; 30, Welbeck-street, Cavendish-square, W.
1860 Way, John, M.D., 4, Eaton-square, S.W. (C. 1873-4.)

11858 Webee, Heemann, M.D., Physician to the German Hospital ; 10,

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

1876 Weie, Aechibald, M.D., St. Mungho's, Great Malvern.

1864 Welch, Thomas Davies, M.D.

1853 Wells, Sir Thomas Spencee, Bart., Consulting Surgeon to the Samaritan

Free Hospital for Women and Children ; 3, Upper Grosvenor-street,

W. (C. 1865-8. V.-P. 1876-7.)

tl851 West, Cuablks, MD., 55, Harley-street, Cavendish-square, W. (C.

1856-7.)
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1877 West, Samuel, M.D. (C), Physician to the City of London Hospital for

Diseases of the Chest, Victoria-park, Physician to the Royal Free

Hospital, Medical Registrar and Medical Tutor to St. Bartholomew's

Hospital ; 15, Wimpole-street, Cavendish-square, W. (C. 1884-6.)

1867 Whipham, Thomas Tillyee, M.B., Physician to, and Lecturer on

Clinical Medicine at, St. George's Hospital; 11, Grosvenor-street,

Grosvenor-square, W. (C. 1880-2.)

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

Guards Hospital.

1877 White, Chaeles Haydon, 20, Shakespeare-street, Nottingham.

1881 White, William Hale, M.D., Assistant Physician to Guy's Hospital

;

65, Harley-street, Cavendish-square, W.
1886 White, William Heney, M.D., 43, Weymouth-street, W.

J1868 Whitehead, Waltee, 24, St. Ann's-square, Manchester.

1877 Whitmoee, William Tice:le, 7, Arlington-street, S.W.

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

1879 Wilcox, Heney, M.B., Dorchester House, Herbert-road, Woolwich.

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

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

1871 Wilkinson, J. Sebastian, Late Surgeon to the Central London Oph-

thalmic Hospital; New Zealand.

1855 WiLKS, Samuel, M.D., F.R.S. (Teustee), Consulting Physician to, and

Lecturer on Clinical Medicine at, Guy's Hospital ; 72, Grosvenor-

street, W. (C. 1857-60. V.-P. 1869-72, 1883-5. P. 1881-2.)

1879 Willcocks, Feedeeick, M.D., Assistant Physician to Charing Cross

Hospital, Physician for Out-patients to the Evelina Hospital for Sick

Children; 14, Mandeville-place, Manchester-square, W.
1869 Williams, Albeet, M.D., 60, Kirkdale, Sydenham, S.E.

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

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

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

tl858 Williams, Chaeles, Surgeon to the Norfolk and Norwich Hospital

;

9, Prince of Wales-road, Norwich.

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

Consumption and Diseases of the Chest, Brompton ; 47, Upper

Brook-street, Grosvenor-square, W. (C. 1875-8.)

1881 Williams, Dawson, M.D., B.S., 4, Oxford and Cambridge Mansions,

Marylebone-road, N.W.

1S\J2 Williams, John, M.D,, Obstetric Physician to University College Hos-

pital ; 11, Queen Anne-street, Cavendish-square, W. (C. 1878-80.)

1881 Williams, W. Rogee, Surgical Registrar to the Middlesex Hospital.

1864 Williams, W.Rhys, M.D., Commissioner in Lunacy; 13, Gloucester-

street, Warwick-square, S.W.

1876 Williamson, James Mann, M.D., Ventnor, Isle of Wight.
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1863 Willis, Feancis, M.D., Braceborough, Stamford.

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

1859 Wilson, Robeet James, 7, Warrior-square, St. Leonards-on-Sea.

1863 WiLTBHiEE, Alfeed, M.D., Joint Lecturer on Midwifery at St. Mary's

Hospital; Torridon, Somers-road, Reigate.

J1861 WiNDSOE, Thomas, Consulting Surgeon to the Salford Royal Hospital

;

Woodcroft, Dudley-road, Manchester, S.W.

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

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

1850 Wood, John, F.R.S. (Teeastjeee), Surgeon to, and Professor of Clinical

Surgery at. King's College Hospital; 61, Wimpole-street, W. (C.

1857-9. V.-P. 1872-4. T. 1884-6.)

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

street, W.

1876 Wood, William Edwaed Ramsden, M.A., M.D., Rockhampton, Queens-

land.

1883 Woodcock, John Rosteon, 263, Hagley-road, Birmingham.

1883 Woodhead, Geeman Sims, M.D., 6, Marchhall-crescent, Edinburgh.

1879 WooDWAED, G. P. M., M.D., Deputy Surgeon-General ; Sydney, New
South Wales.

1884 WoETS, Edwin, 6, Trinity Street, Colchester.

1869 Wyman, W. S., M.D., Westlands, 280, Upper Richmond-road, Putney,

S.W.

1884 Wtntee, Waltee Essex, Templecombe, Twickenham.

1869 Yeo, I. BuENET, M.D., Physician with Charge of Out-Patients to Kings'

College Hospital, and Assistant Physician to the Brompton Hospital

for Consumption ; 44, Hertford-street, Mayfair, W.
1872 Young, Heney, M.B., Monte Video, South America.



ANNUAL EEPOET OF COUNCIL,

1885-86.

PRESENTED AT THE ANNUAL MEETING, JANUARY 5th, 18 86.

The Council tias still to present to the Society a record of a con-

tinuance of prosperity, not merely in the large number of members

and the healthy condition of the finances, but in the large attend-

ance at the meetings and the excellent character of the material

exhibited.

During the year the meetings have been attended by 948 mem-

bers and 116 visitors.

The total number of members last year was 684. Since then

twenty-four new members have been elected, but eleven deaths and

fifteen resignations (of which five were called for on account of

non-payment of subscriptions) have reduced the total number of

members for the present year to 682. Three resident members

have become non-resident, and two non-resident members have

become resident.

The death-list comprises the following names : Messrs. Herbert

Davies, M.D., and Joseph Hullett Browne, M.D., two original

members of the Society, one of whom (Dr. Davies) had filled the

ofiice of Vice-President; Messrs. H. Martin Holman, M.D., H. T.

Lanchester, M.D., John Eichard Wardell, M.D., Evan Buchanan

Baxter, M.D., and Alfred Longmore Bowen. Death has been com-

paratively far more active among the honorary members, of whom

the Society has lost Messrs. James Moncrieff Arnott, F.R.S.,

Charles Eobin, J. Henle, and Professor Panum.

No changes of importance have been made in the management
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of the aft'airs of the Society or in the composition of the various

committees.

Towards the close of the last session the Council decided to

invite an exhibition of specimens of intracranial tumours (including

cysts and gummata), with especial relation to their nature, their

situation in the brain, their size and probable duration, the age at

which they occur, the number of tumours present in the brain, the

presence and situation of secondary tumours, which should be held

at one or more meetings in the early part of 1886. It is hoped that

this exhibition and the discussion arising out of it may be of service

in increasing our present knowledge of the pathology of tumours

of the brain, especially with regard to the possibility and probable

advantages of surgical interference.

The income of the Society during the past year was d£633 9s. 9d.

The expenditure was <£555 2s. Aid., which included the sum of

^£339 6s. 6d. for 750 copies of the * Transactions.'

The balance at the bank is =£165 Is. Ad., while the sum in-

vested remains the same as last year.

(Signed) J. S. Beistowe, M.D.
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LIST OF SPECIMENS AND EEPOETS

BROUGHT BEFORE THE SOCIETY DURING THE SESSION 1885-86.

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

PAGE

1. The pathological histology of hydrophobia

By W. Hale White, M.D. 1

2. Eevolver bullet-wound of cranium By C. B. Lockwood 3

3. Case of meningeal haemorrhage due to rupture of an

aneurysm on the left middle cerebral artery

By Seymour J. Sharkey, M.B. 3

4. Haemorrhage into the sheath of the optic nerves (Card

specimen) By W. Hale White, M.D. 5

5. Thrombosis of the left posterior cerebral artery
;
partial

closure of left carotid by endarteritis (Card specimen)

By H. Handford, M.D. 5

6. Intracranial cystic tumour overlying and compressing

left cerebral hemisphere By Sidney Cofpland, M.D.,

for P. W. Macdonald, M.D. 6

7. Fibroma growing in sella turcica (Card specimen)

By H. A. Lediard, M.D. 11

8. Fibro-sarcoma of the dura mater (Card specimen)

By D'Arcy Power, M.B. 12

9. Diffuse sclerosis of brain [With Plate I]

By Henry Ashby, M.D. 12

10. Cases of cerebral tumour

By James F. Goodhart, M.D. 14

11. Cases of tumour of the brain

By Frederick Taylor, M.D. 25

12. Two cases of gliomatous tumour of the brain

By F. Charlewood Turner, M.D. 29

13. Two cases of cerebral tumour

By Eobert Saundby, M.D. 35
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PAGE

14. Grumma in and beneath upper part of ascending parietal

convolution and parietal lobe on right side, with adhe-

sion of thickened dura mater By W. M. Oed, M.D. 42

15. Tubercular disease involving ascending parietal and

frontal convolutions of left side, at the level of the

first and second transverse frontal, involving also the

adjoining parts of first and second transverse frontal,

and extending into the white matter beneath

By W. M. Oed, M.D. 46

16. Tumour of brain, involving the first left frontal convolu-

tion (Card specimen) By Seymotje Tayloe, M.D. 47

17. Tumour (sarcoma with myxomatous degeneration), in-

volving the whole of the central parts of the left

temporo-sphenoidal lobe, but not reaching the surface

;

absence of characteristic symptoms till shortly before

death By Samuel West, M.D. 48

18. Tumour in the third ventricle of the brain (Card spe-

cimen) [With Plate II, fig. 1]

By J. Peeke Eichaeds 50

19. G-lioma of optic thalamus By Geoege Ogilvie, M.B. 53

20. Multiple sarcomata in the cerebral hemispheres and pons

Varolii, with entire absence of cerebral symptoms

(Card specimen) By D'Aecy Powee, M.B. 54

21. Psammoma involving the superior frontal gyrus of the

right side (Card specimen)

By D'Aecy Powee, M.B. 55

22. Angio-sarcoma of left choroid plexus (Card specimen)

By Heney Ashby, M.D. 56

23. Simple cyst occurring in the right lateral ventricle (Card

specimen) By D'Aecy Powee, M.B. 57

24. Tumour of the base of the brain showing the structure of

skin and subcutaneous tissue

By Haeeington Sainsbuey, M.D. 57

25. Cysticerci of brain By G. Gullivee, M.B. 60

26. ** Jacksonian epilepsy " (Living specimen)

By Eenest Claeke, M.D. 61

27. Sarcoma involving the left fifth nei've near its origin

;

multiple sarcomata of the body (Card specimen)

By D'Aecy Powee, M.B. 62
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PAGE

28. A deposit of caseous tubercle in the floor of the fourth

ventricle of the brain (Card specimen)

By W. C. Chaffey, M.B. 63

29. Primary carcinoma of the cerebellum ; left lateral hemi-

sphere (Card specimen) By D'Arcy Power, M.B. 66

30. Primary round-celled sarcoma involving the inferior ver-

miform process of the cerebellum (Card specimen)

By D'Arcy Power, M.B., 66

31. Primary round-celled sarcoma, involving the inferior

vermiform process of the cerebellum (Card specimen)

By D'Arcy Power, M.B. 67

32. Tables drawn up by a Special Committee from the

specimens of intracranial tumours exhibited at the

meetings of the Society on February 2nd and 16th,

1886 68

33. Meningo-myelocele in the lumbo-sacral region, cured by

the injection of Morton's solution (Card specimen)

By Samuel Gr. Shattock 89

34. A case of haemorrhage into the grey matter of the spinal
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SESSION 1885-86

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

1. The pathological histology of hydrophohia.

By W. Hale White, M.D.

THE specimens shown this evening were taken from two cases of

hydrophobia that have recently died in Guy's Hospital, one

under the care of Dr. Pye-Smith, to whom I am indebted for per-

mission to show them, and the other under my own care. Speci-

mens are also exhibited which were taken from a dog dead of

hydrophobia ; for this animal I am indebted to Mr. Sewell. The
following are the changes found :

Medulla oblongata.—This was in a condition of acute inflammation

for the most part limited to the floor of the fourth ventricle and
the subjacent nerve-tissue for a depth of about one third of the

thickness of the medulla. It was most marked in some speci-

mens in the middle line, seeming to proceed from the posterior

median fissure. The result of this inflammation was a general

blurring of the nerve-tissue so that the normal arrangement of

fibres and cells could not be made out. Patches here and there

stained very darkly ; there were many small inflammatory cells in

the tissue, and under the high power they could be seen in large

numbers crowding through the walls of the vessels. The inflam-

matory exudation had a tendency to run in lines, the direction of

which was determined by the direction of the nerve-fibres. The

nerve-cells were implicated and in many places blurred, indistinct,

and diminished in size, the muclei most affected being the hypo-

1
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glossal and vagal. The dilatation of the minute vessels was very-

extreme and had in many cases led to their rupture, and there were

therefore numerous microscopic haemorrhages, not only filling the

perivascular sheath, but also destroying the surrounding brain-

substance. As the inflammation was chiefly near the floor of the

ventricle sometimes these haemorrhages ruptured on to its surface,

leading to extravasation of blood in the surrounding meshes of

the pia mater. In no case could it be made out that the vessels of

the pia mater itself were at all inflamed.

Othei' imrts of the hrain.—The same condition was observable in

the pons and various parts of the cerebrum, but there was only a

very slight degree of it, limited chiefly to the vascular dilatation

and haemorrhage.

Spinal cord.—Here there were slight inflammatory changes most

marked in the cervical region and in the grey commissure.

Salivary glands.—There was some blurring of the secretory

epithelium, and a few leucocytes could be seen exuded among
the gland constituents.

Thyroid gland.—In one case this gland deviated much from the

normal ; the epithelium was indistinct, the secretion brownish,

granular, and small in quantity, the rest of the acini being

filled with nuclei which were apparently derived from a mul-

tiplication of the epithelium which had afterwards undergone

degeneration. From other specimens of thyroid glands that I have

examined, I do not think that this change is peculiar to hydro-

phobia.

It will thus be seen that my cases fully confirm the work of other

observers, to whose papers full references will be found in Ross's

* Diseases of the Nervous System.' It would appear that hydro-

phobia is an acute specific disease the essential lesion of which is

an inflammation of the nervous system, in the majority of cases

affecting the medulla oblongata very severely, and other parts of

the nervous system to a less degree. The inflammation of the

medulla is in fact the essential feature of hydrophobia, just as

ulceration of Peyer's patches is the essential feature of typhoid

fever.

I examined about 140 sections from various parts of the body in

the two human cases, amongst other parts the scar, vagus, and

sympathetic nerves, but excepting for the changes above described

the whole body appeared healthy. May 4-th, 1886.
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2. Revolver hullet-wound of cranium.

By C. B. LocKWOOD.

THE specimen consisted of a skull which had been perforated by

a large bullet shot from a revolver. One shot was fired into the

mouth and passing up through the hard palate and nose entered

the skull through the cribriform plate of the ethmoid and impinged

against the vault of the cranium, which it fractured. In its course

the missile perforated the right lobe of the cerebrum just in front

of the anterior horn of the lateral ventricle, but did not injure any

main artery or vein. Except causing profound shock no particular

mental symptoms or paralysis resulted from the injury, and the

patient, a man aged 38, lived a month after the occurrence. Death

seemed to be due to septic fever, but before it took place an abscess

formed over the coronal suture, and the bullet, together with

several portions of bone, came away.

The specimen shows that the track of the bullet was almost

healed, but that the surrounding brain-substance and the ependyma

of the right lateral ventricle were extensively inflamed. The layers

of the arachnoid were adherent for about an inch all round both

the aperture of inlet and the aperture of exit. The ascending

frontal convolutions were separated some distance from the inner

table of the skull apparently to compensate for the cicatrisation of

the brain. The aperture of exit of the bullet was large and ragged

and the outer table had suffered more than the inner. Mr.

Lockwood was indebted to the kindness of his friend Dr. Chalmers

for the opportunity of obtaining the specimen.

March 2nd, 1886.

3. Case of meningeal hcemorrhage due to rupture of an a7ieurysm

on the left middle cerebral artery.

By Seymour J. Sharkey, M.B.

AM—, aged 51, a married woman, was admitted into St.

• Thomas's Hospital under my care on September 12th, 1885,

and died on September 17th.
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Six months ago she had an attack of ** gout in her feet," and

attended at St. Thomas's Hospital as an ont-patient.

On September 10th, while doing some washing at home, she

felt suddenly ill and vomited. She lay down upon her bed for a

short time, and then tried to get up, but fell in her attempt to do

so. She was then found to have lost the use of her right arm and

leg. She became unconscious, and remained so up to the time of

her admission into the hospital.

She then had right hemiplegia and hemiansesthesia, together with

aphasia. She did not talk, and appeared not to understand what

was said. The pupils were small and equal.

Both superficial and deep reflexes were less on the affected side

than on the other. The urine contained a trace of albumen. The

patient remained drowsy, with a dry, brown tongue, and a certain

amount of loss of control over the evacuations, and died gradually

on the 17th, a week from the time when she fell ill.

The temperature was about a degree above the normal as a rule,

but rose during the last few hours of life to 106° F.

Post-mortem examination.—Some extravasated blood was found,

but small in quantity, on the anterior half of the left hemisphere

of the brain and at the base, and it was clear that there was more

in the Sylvian fissure. On opening the latter blood oozed freely

out. There was, in fact, a very large haemorrhage, which pro-

ceeded from a small aneurysm of the main tiTink of the middle

cerebral artery. This haemorrhage had been shut in by the sub-

stance of the brain which forms the boundaries of the Sylvian

fissure, and also by the membranes, the result being that it had hol-

lowed out a cavity for itself by its pressure. The largest portion

of the cavity was in the temporo-sphenoidal lobe, but it had pressed

in all other directions as well, and had separated widely the con-

volutions of the operculum from those of the island of Eeil. So

great was the pressure exerted in the direction of the third ventricle

that the distance between the convolutions of the island of Reil

and the third ventricle was much less thali on the right side, while

the lenticular nucleus was flattened, and the anterior and posterior

divisions of the internal capsule were brought into a straight line.

The lenticular nucleus was somewhat softened, but the hsemon-hage

had not burst through the surface of the island of Reil into the

substance of the hemisphere. The kidneys were granular and the

heart somewhat hypertrophied.
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Remarks.—This case is an interesting example of the effects of

pressure in interrupting the functions of the nervous system. The

loss of sensation may perhaps be put down to the disorganisation

of the hippocampal convolution, but the motor paralysis and

aphasia seem to have no other explanation than the pressure of the

effused blood upon the island of Eeil and neighbouring convolu-

tions, and upon the central ganglia and internal capsule.

It would have been impossible to distinguish the case clinically

from one of haemorrhage into the substange of the brain in the

region of the internal capsule. April 20th, 1886.

4. Hcemorrhage into the sheath of the optic nerves. {Card

specimeii.)

By W. Hale White, M.D.

THESE optic nerves were removed from a man who died in Guy's

Hospital from meningeal haemorrhage; there being a very

large blood-clot covering nearly the whole brain between the dura

mater and pia mater, it had flowed forwards along the sheath of

the optic nerves so that they were surrounded by recent clot, which,

being stopped at the sclerotic, formed a considerable bulging there

around the optic nerve and inside its sheath. The patient was

under Dr. Frederick Taylor's care. January 6th, 1886.

5. Thrombosis of the left posterior cerebral artery ; partial

closure of left carotid by endarteritis. {Card specimen.)

By H. Handford, M.D.

MAN, aged 72, had three or four strokes before admission into

Nottingham Borough Asylum. In the last (one and a half

years before death) he lost sight and hearing, both of which returned

at the end of a few days, when he got up again, and was found to

have no motor paralysis. On admission, some weakness of left arm
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and leg, and left side face ; considerable loss of memory ;
finally

imbecility. Eight hemiplegia three days before death.

Necropsy.—A layer of blood one sixteenth inch thick,beneath dura

mater, covered surface of left cerebral hemisphere. This was

probably the cause of the right hemiplegia. The vessels at base

of brain were extremely atheromatous. Lumen of left carotid

nearly occluded by thickening of inner coat. The left posterior

cerebral artery was firmly plugged by an adherent thrombus,

evidently of old date, and which extended also into the left pos-

terior communicating artery. The whole of the left occipital lobe

was softened, except a thin layer on the surface, which was evi-

dently nourished by the vessels of the pia mater. In places the

interior of the occipital lobe had broken down into a pultaceous

puriform fluid. The posterior two thirds of the left optic thalamus

were also softened. Doubtful trace of old haemorrhage in pons.

Contiguous parts of cortical centres for sight and hearing softened,

though to a less degree than occipital lobe.

March I6th, 1886.

6. Intracranial cystic tumour overling and compressing left

cerebral hemisphere.

By Sidney Coupland, M.D., for P. W. Macdonald, M.D.

CB—, aged 52, male, admitted into the County Asylum, Dor-

• Chester, 12th July, 1880, and died 26th January, 1885. For

two years previous to his admission he had been an inmate of the

workhouse. At the time of his admission he was a tall, well-

developed man, suffering from maniacal excitement, with idiotic inco^

herency, and symptoms of approaching dementia. It was stated by

his relatives that he was congenitally of weak intellect. The mental

symptoms steadily advanced towards dementia, and for two years

before his death he was devoid of all intelligence ; he had partial

understanding, but no reasoning or volitional power. In July, 1884

(six months before his death), motor paralysis appeared in the right

upper extremity and both lower extremities, being more pronounced
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in the riglit leg than the left. Partial sensation in the paralysed

parts till the last. The sphincters were powerless for over twelve

months before death. Eyes not examined.

The motor paralysis ran a rapid course and the paralysed parts

soon became contracted and rigid. He was perfectly speechless

for at least six months before he died and his grimaces were hideous

and painful. His miserable existence was finally cut short by an

attack of passive pneumonia.

Post-mortem.—The skull-cap being removed the dura mater was

found adherent by strong adhesions along the sagittal suture.

The dura mater was thickened, more especially over the left hemi-

WOODCUT 1.

Lateral surface (left).

sphere. The venous sinuses contained clots. After removal of the

dura mater the left hemisphere was observed to be covered by a

large greyish mass, which on closer examination was found to be a

cystic tumour.

The dotted line on the accompanying diagram indicates the

extent of the cyst, the three smaller areas mark the sites of de-

pressions in the brain, the deepest of which is that in the anterior

part of the superior temporo-sphenoidal convolution. No adhesions

between the tumour and the dura mater.

The tumour lay on the pia-arachnoid and apparently unconnected
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ynth the meninges ; it was easily removed. One small arterial twig

entered the tumour over the apex of the third frontal gyrus and

there were a few gelatinous adhesions along the fissure of Eolando.

The cyst had a separate and well-formed fibrous capsule ; the

upper surface was of a mottled greyish colour. The edge of the

capsule was lying imperceptibly on the pia-arachnoid, but nowhere

any adhesion beyond that already mentioned. In thickness it was

over an inch in the middle and gradually thinned out towards the

edges. Many of the underlying gyri were flattened. There was a

large depression in the occipital lobe and a sinaller one at the pos-

terior end of the third frontal gyrus.

The bases of the central gyri and third frontal were flattened,

also the first temporo-sphenoidal gyrus. The greatest depression

was in the region of the inferior parietal lobule (gyrus supra-

marginalis). In this latter depression you could comfortably place

half a pigeon's egg.

The cyst was opened on the cerebral surface and over half an

ounce of reddish-coloured serum escaped. The remaining contents

of the cyst were viscid and thickened, and though adhering to the

walls were easily torn off. Several small blood-clots were found

among the contents of the cyst. The pia mater was easily removed

from both hemispheres ; it was thickened on the left side, and the

vessels were abnormally large. No similar change on the right side.

The cerebinim was fairly well developed and the gyri were

regular; the right hemisphere presented no naked-eye changes.

In the left hemisphere the grey cortex was atrophied and pale

where the convolutions had been subject to compression. Cerebel-

lum nonnal. No atheroma of the cerebral vessels.

Microscopically the contents of the cyst were made up of mucin,

leucocytes, cells of the nature of connective tissue, fatty matters, &c.

The grey cortex showed atrophy and degeneration of the larger

cells with an increase of nuclei.

The notes of the history of the case are cinide and brief, but I

have not thought it necessary to be lengthy since the main interest

of the case centres in the specimen. It is not my intention to make
any comments, but I would wish to point out what seem to me the

interesting points in connection with the specimen. They are

three :

1. (a) Is the tumour congenital ? and (h) is its proj^er position

among cystic tumours ?
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2. If congenital, wliat explanation can be given of the late

appearance of any paralysis ?

3. What was the relation between the cystic tumour and the

progressive imbecility ?

The history of the case favours the congenital theory, and the

general formation and contents of the cyst place it in the category

of cystic tumours. So j^erfect a cyst could not be the result of a

metamorphosed blood-clot, and I am firmly of the opinion that it

existed in embryo in intra-uterine life. Another fact worthy of

mention is that his medical adviser, previous to the case coming

under my care, gave it as his opinion that C. B— might have an apo-

plectic attack any hour. This proves conclusively that symptoms of

cerebral compression were observed at an early stage of the man's

life, but the diagnosed cause of imminent apoplexy was, as was

afterwards proved, a fallacy. I therefore give it as my opinion

that the cyst is congenital and that its pathological position is among

cystic tumours, but if I am misled and all at fault, I shall hail

with delight the true explanation.

As regards the second point, the absence of paralysis does not

negative the congenital theory. As development progressed, so

also the cyst, and from long-continued pressure on certain motor

areas we have atrophic degeneration of the grey cortex, and re-

sulting paralysis. This case is of wide interest in the field of cere-

bral localisation, and I hope with time at my command to make
what use I can of such excellent material. I regret that the

ophthalmoscope was not used.

The left hemisphere of the cerebrum weighed 22 oz., the right

26 oz. There was slight mental defect apart from the presence of

the tumour, and since many of the paralytic symptoms can be

lucidly explained it is more than likely the tumour intensified the

progressive imbecility. February 2nd, 1886.

Report of Morbid GrrowtJis Committee on Dr. MacdonaUVs intra-

cranial cystic tumour,—The specimen submitted to us measures

15 cm. X 10 cm. and consists, at the lateral periphery, of a well-

formed delicate membrane of a light reddish-brown colour, but in

chief part, of a cyst the walls of which are formed of similar tissue,

continuous with it. The external (subdural) surface of the cyst is

smooth, and in places of a light reddish-brown colour. The

inferior (cerebral) surface presents similar characters, but its
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colouration is more marked. The cyst-cavity ceases at varying

distances from tlie margin ; tlie contents remaining within it,

consist of finnly coagulated blood, in some situations of bright-red

colour. The membrane fonning the cyst wall, though fiinn, admits

of being torn into thin layers. Beyond the margin of the cyst-

cavity the membrane is for the most pai*t devoid of colour.

Histology.—Suhdural wall.—Its superficial part consists of slightly

wavy parallel lamellae of connective tissue, containing a consider-

able number of small round corpuscles together with widely

extended collections of granules of blood-pigment, which lie free

between the lamellae mentioned; some of the granules are con-

tained in the cells. More deeply the number of cells decreases,

and the tissue consists of coarse intercommunicating strands of

considerable thickness, faintly fibrillated. The lines of blood-

pigment are very numerous. Cerebral wall.—This consists of well-

developed wavy fibrous tissue, the connective-tissue corpuscles

being in normal proportion ; the blood-vessels are numerous, many
being of considerable size. Approaching the cyst-cavity this tissue

merges into a lamelliform fibrous structure resembling that on

the opposite aspect of the cyst, except that the blood-pigment is

less abundant in its clefts. The lines of pigment granules in the

clefts of the fibrous tissue of the sac-wall are probably in relation

with lymph channels. We have seen similar appearances in the

wall of an old-standing aneurysmal sac. Contents.—For the most

part, these are sharply demarcated from the cyst wall ; they consist

in places of homogeneous material, irregularly vacuolated and con-

taining groups of pigment granules ; in other places this material

is mingled with a colourless finely fibrillated substance. Eecent

haemorrhages may be seen variously distributed throughout the

sections.

BemarJcs.—We therefore regard the cyst as a subdural haema-

toma. The perfectly fonned wavy connective tissue on the

cerebral aspect of the cyst we consider to be (the so-called •s'isceral

layer of) the arachnoid incorporated with the rest of the cyst wall.

As regards the contents of the sac, although mostly of old date>

in places there are signs of much more recent haemorrhage, showing

that the haemorrhage has been recurrent.

We do not think that the cyst wall has been formed since the

date of the paralysis, i. e. six months before death ; but it is possible

that an accession of haemorrhage into the c^'St occurring at that
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date may have led to the paralysis. The matured structure of the

sac-wall and its slight adhesion to the surrounding parts show that

the cyst is of old standing. The actual date of its origin must

remain a matter of conjecture ; it is, as Dr. Macdonald suggests,

possibly congenital, by which we would understand (in the present

instance) produced during birth.

A description of cysts very similar to the one under considera-

tion will be found in Holmes's * System of Surgery,' by Sir Prescott

Hewett, vol. i, pp. 578 et seq.

Egbert William Parker.

Ajoril 6th, 1886. Samuel Gr. Shattock.

7. Fibroma growing in sella turcica. {Card specimen.)

By H. A. Lediard, M.D.

WILLIAM J—, aged 58, admitted into the Central London Sick

Asylum, Cleveland Street, Fitzroy Square, W., on August

12th, 1876, being sent from the Westminster Workhouse, Poland

Street.

Patient was feeble, unable to stand, and complained of no pain.

He was intelligent, able to move arms and legs, but complained of

languor. He was quite blind, was quite unable to say what was the

matter with him, and his memory was very uncertain, as he made
several statements as to the length of time he had been ill. He
had been a tailor. He was liable to fits, but I never saw him in

one and cannot say how they commenced or passed off.

He did not always know his wife. The j)Osture was always

dorsal. The body was thin, the cheeks generally had a delicate

flush. He had no idea of time, took but little food, was very quiet

and uncomplaining, and did not show any decided paralytic state.

He was a little deaf and the sense of taste was impaired. Speech

was slow but very distinct. There was no vomiting noted. Ex-

pression placid. As he grew worse the sphincters were relaxed

and he became drowsy. Bedsores formed at many points. The

pupils were from the first widely dilated, but equal.

No ophthalmoscopic examination was ever made. The respira-

tion was faint, shallow, and slow, and finally he died comatose on

September 23rd, 1876.
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The tumour was centrally placed, tlie surrounding brain being

soft, and no displacement of bone was found. Meningitis was not

present. The body was fairly nourished. The legs were drawn up

and muscles stiffened. This contraction had existed, it was stated,

for some years. February 2nd, 1886.

8. Fibrosarcoma of the dura mater, [Card specimen.)

By D'Arcy Power.

THE tumour, weighing with the attached portion of dura mater,

three ounces, was found lying over the left fissure of Rolando.

The tumour lay in a bed of thick purulent-looking material in a

cavity which it had excavated in the ascending parietal and

ascending frontal convolutions. The parietal bone was eroded on

its inner surface.

A female, aged 25, had right hemiplegia thirteen years before

her death. For eleven years she suffered from *' fits," which are

described as being of an hysterical character ; she only once com-

pletely lost consciousness. Immediately after her first laboui' she

suffered from headache ; her temperature rose to 105° F. ; she had

a series of *'fits;" her pupils dilated, coma set in, and she died

five days after delivery.

At the post-mortem examination, made by L. Drage, Esq., to whom
I am indebted for the tumour and notes, the uterus was found to

be healthy, the lungs solid. A small mass of new growth was

discovered at the left pulmonary apex.

Microscopically the tumour is a fibro-sarcoma.

February 2nd, 1886.

9. Disuse sclerosis of brain.

By Henry Ashby, M.D.

[With Plate I.]

THIS specimen was taken from a boy, John R. R— , who was 20

months of age at the time of his death. From the history

given by the mother, it appeared that she had never suffered from
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syphilis, and had had no miscarriages. Three days after birth the

boy had fits, the right arm and leg being mostly involved, the fits

continuing off and on till his admission into the hospital. He has

never taken any notice of anybody, has apparently never seen or

heard, and only makes inarticulate mumbling sounds. He had
" snuffles " when a few weeks old, but has never had any other

manifestation of syphilis. He was seen at 8 months old ; at this

time he was apparently an idiot, he could not sit up, was evidently

blind and deaf ; the right pupil was larger than the left and there

was marked nystagmus ; the head was retracted, the right arm and

leg flexed, and more or less stiff, the left leg was also in part drawn

up. He continued under observation as an out-patient till April 4th,

1885, when he was admitted into hospital. At this time it was noted

that " he is poorly nourished, head not enlarged, the shape is

normal, the fontanelles are closed ; the pupils are of medium size,

they act normally to light, there is nystagmus, the expression

vacant ; the respiration is noisy, as if from paresis of the soft palate.

He lies in bed with head retracted, face turned to the left side, the

right arm rigid, flexed, and cannot be straightened ; there is no

rigidity of the fingers or wrists, but the fingers are kept closed. The
left elbow is rigid, but it is straightened at times. A prick on the

fingers makes him start as if in pain. The thighs are flexed, knees

bent, the feet are inverted and crossed. There is slight voluntary

movement at times ; he apparently feels a prick on his toes. There

is a blankness and idiotic expression of face ; there is no optic

neuritis or atrophy." He remained in much the same condition till

death on June 25th, 1885.

On examining the body, it was noted on removing the skull-

cap, that much fluid escaped from the subdural space, as if the

brain had shrunk away from the skull ; the arachnoid was thick-

ened and opaque, the pia mater consisted of many tortuous vessels,

but it could be readily separated from the brain without lacera-

tion, but leaving minute holes in the brain-substance which had

been occupied by vessels. The brain-substance was remarkably

hard and firm, apparently shrunken ; on the convex surface there

is no trace whatever of convolutions or fissures except the fissure

of Sylvius, the surface being smooth except where there are fur-

rows which have contained the vessels (see fig. 1) ; on the frontal

lobes there were granulations like those on the surface of a hob-

nail liver ; at the base and also on the inner or medial surfaces the
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convolutions were more or loss marked. On making vertical sec-

tions througli the brain, as in fig. 2, there are no traces of the

convolutions to be seen and the grey matter of the cortex is repre-

sented by a band about one eighth in. deep on the surface, of

slightly lighter colour than the subjacent brain-substance. The

brain-substance between the grey matter of the cortex and the

basal ganglia is firm and dark in colour, being evidently sclerosed

;

there is a band of white coloured substance, immediately adjacent

to the caudate and lenticular nuclei (see fig. 2). The lateral

ventricles are much dilated. A microscopical examination of the

brain shows that the neuroglia is everywhere exceedingly coarse and

granular, the vessels large and distended with blood, the perivas-

cular spaces dilated, and in places there is an increased amount of

fibre tissue accompanying the vessels in their course. Traces of

the caudate cells are present near the surface, but most of them

are atrophic and many are wanting ; there are numerous round cells.

The descending changes in the medulla and cord are well marked
;

in the former there is almost complete wasting of the anterior

pyramids, and in the latter degeneration of the antero-lateral

pyramidal tracts.

The most plausible explanation of this condition of sclerosis is

that it is due to a meningo-encephalitis of the convexity, which

took place during foetal life, and which was followed by atrophy of

the convolutions and descending sclerosis.

January \^th, 1886.

10. Cases of cerebral tumour.

By James F. Gocdhart, M.D.

CASE 1. GUomatous enlargement of pons andhulh.—The cerebellum,

pons Varolii, and bulb of a boy aged 9, who was admitted into

the Evelina Hospital under my care. His symptoms while in the

hospital may be shortly stated as follows :—They were of a month's

duration only before admission ; he then began to fall about, com-

plained of difliculty in swallowing, and once or twice almost choked.

He had often complained of headache, and disliked noise or any

movement of his head. Inability to close the right eye had existed





DESCRIPTION OF PLATE I.

To illustrate Dr. Ashby's case of Diffuse Sclerosis of the Brain.

(Page 12.)

From photographs.

Fig. 1.—Lateral view of brain. The pia mater has been removed, displaying

the smooth surface beneath, and foramina entering the grey matter. The

grooves joining the Sylvian fissure were occupied by vessels.

Fig. 2.—Parietal section of brain. Shows the dilated lateral ventricle,

absence of convolutions, and the cortical grey matter hardly distinguishable

from the indurated and shrunken medullary substance.
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fourteen days. He was a well-nourished boy, with complete facial

paralysis on the right side and protrusion of the tongue to the

right. The soft palate was not obviously paralysed. His grasp

was good, and equal on the two sides, his gait staggering. Patellar

reflexes natural ; abdominal absent.

He was neither blind nor deaf. The optic discs were both

natural. He was noticed to eat very slowly, although he managed

to get plenty of food down. He complained much of occipital

headache, and gradually lost power in his left arm.

Towards the end of his life he became more generally paralysed,

with some rigidity of the left arm and leg and talipes varus of left

foot. Food nearly always regurgitated through the nose on

attempting to swallow, and it became necessary to feed him by

enemata.

There is no specific mention of sensation, except that just

before death ** he flinches slightly on pinching the left arm." But
I have no doubt that it was normal by the absence of a definite

statement to the contrary. He remained conscious, although some-

what drowsy to the end, the pupils remaining equal and active to

light, the fundus oculi remaining healthy, and he put out his tongue

when told to do so, from which it may be inferred that his hearing

remained good.

At the autopsy the surface of the brain appeared natural. There

was slight effusion into the ventricles, and bulging downwards of

the floor of the third ventricle in consequence. On removal of the

brain from the skull a tumour was found occupying the position of

the pons and medulla. It was whitish and semi-translucent in

appearance, divided into two parts by the median sulcus of the pons,

the left half being much larger, and extending further out than the

right. The tumour had a peculiarly lobulated exterior, and the

nerves, as they emerged, looked somewhat wasted. This was par-

ticularly the case with the left fifth and the left seventh, both as

regards the portio dura, which was pushed out somewhat, and the

portio mollis, which passed through and appeared to be compressed

by a diverticulum of the tumour. The left crus was larger and softer

than its fellow for some distance from the anterior margin of the

pons.

There were no adhesions to the skull. The cranial sinuses were

normal. A little basal meningitis was present. The spinal cord

was healthy. All the viscera were healthy.
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The tumour is of sarcomatous structure, the nuclear elements

being mostly small ovals, some small and round. These are set in a

ground substance of granular or obscurely fibrillated material, such

as is commonly met with in brain tumours denominated glioma ; and,

as the naked eye would infer, the growth is a general inj&ltration.

There is no line of demarcation between healthy and diseased

parts.

I have feeen another case of similar nature in an older subject.

It came from the Colchester Infirmary, and was sent up to me by

Mr. Wells, an old student of Guy's, who was then house surgeon

there ; but the specimen has unfortunately been lost.

There is also another specimen on the shelves of our museum
which has a precisely similar appearance. It came from a little

girl of ten, under the care of Dr. Wilks, many years ago, and has

been already recorded in our ' Transactions,' in the year 1856, in

vol. vii, p. 26, and the description there given by Dr. Wilks seems

to me to accord, in all respects, "svith this specimen. Others of

similar nature have been recorded by Dr. Lee and Dr. Percy Kidd
;

and Dr. Angel Money has made the latest contribution to the sub-

ject by recording two additional cases, with a very typical illus-

tration of one, in the * Medico-Chirurgical Transactions,' vol. Ixvi,

1883.

Case 2. A large jpsammo-sarcoma (2 inches hy li), groiving from

the angle formed hy the tentorium and falx cerebri.—It lay in a bed

hollowed out for itself between the two hemispheres and upon the

corpus callosum, which it had flattened and stretched out so that

its transverse fibres showed unusually well by being elongated and

somewhat separated.

On removing the brain the gro^vth remained firmly attached to

the falx, of which it really formed a part. One would have thought

that it must have exercised considerable pressure upon the vena

Galeni and straight sinus, but there was not the least distension

of the ventricles, and the choroid plexuses looked quite natural.

This was explained by subsequent examination, sho^\ang that there

was no pressure upon the straight sinus, and no apparent hindrance,

therefore, to the return of blood from the vena Galeni.

The growth was yellowish and of very finii texture. The section

was also firm and greyish in parts. Under the microscope a large

quantity of greyish fibrous tissue was seen, with a quantity of
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very delicate connective tissue, of a flickering myxomatous consist-

ence. Some parts were very vascular; its substance that of a

spindle-cell sarcoma. But, in addition, there were to be seen

throughout the tumour, in some places thickly, in others sparsely,

bodies of globular shape, having a thick cortex of concentric fibrous-

looking rings, and a nuclear nest of small nuclei. They were all

circular, and none of them, so far as was seen, had any calcareous

substance in them. Nevertheless, they were bodies such as have

been described by Cornil and Eanvier as characteristic of the " sar-

come angio-lithique." I could not, however, make out that these

bourgeons were formed in vessels, as they are said to do by the

authors in question.

The patient in whom this growth was found was a man aged

29, under the care of Dr. Wilks and Mr. Bryant, and was the un-

fortunate subject of more than one disease. The cerebral tumour
caused no symptoms of any kind. He was under treatment for

malignant endocarditis and ruptured aneurysm of the femoral

artery, from the results of which he died. As the case has served

the Society before on this account (see "Aneurysm from Em-
bolism," by Mr. Bryant, vol. xxviii, p. 98), so now, on account of

this added disease, it may separately be recorded as a case of

cerebral tumour.

Case 3. Fihro-sarcomatous tumours situated one on each seventh

nerve.—From a woman aged 26, under the care of Dr. Wilks in

Guy's in 1873. Her history, abstracted from a most able report by

my colleague Mr. Jacobson, who was at that time one of the

clinical clerks, is very briefly this : Three months before her

admission she began to lose her hearing and to be unsteady in

her gait ; when admitted she was so deaf that all questions had

to be written on a slate. She had great pain over the right eyebrow

and across the forehead ; both pupils were dilated, the right more so

than the left ; neither acted to light. She could not close the right

eye firmly, and vision in right eye was almost gone. The face was

drawn to the left side with dribbling of saliva from the left comer

of the mouth. She was hardly able to walk and yet there was no

definite paralysis. Her grasp was fair, but her limbs were weak,

more particularly the right. Her walk was peculiar ; she was

quite unable to take more than two or three steps without assist-

ance, and even if assisted, when the pace was in any degree

o
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quickened, she at once lost her balance and staggered against the

surroundings. She did not keep her eyes fixed on her feet, but

appeared rather to be anxiously engaged in preventing her balance

being lost from the feet and ankles giving way under her. She

had some difficulty in passing solids into the pharynx, and there

was marked inability to cough. There was no anaesthesia of limbs,

no vomiting and no convulsions. She subsequently lost all power

of sensation on the right side of the face, but her muscular power

remained. There was double optic neuritis ; she was almost com-

pletely blind and deaf. She subsequently had some difficulty in

swallowing, and her knowledge of when food was in her mouth

became impaired so that she would open her mouth for more

when it was already full. She sank gradually.

On removing the brain a tumour was found at its base situated

on the left side of the pons, apparently in the membranes. It was

one and a half to two inches in diameter, had a puckered surface and

was of rather gelatinous consistence. The pons was much altered

in shape, being in part stretched over, and in part compressed

by the tumour at its side. The fifth nerve was stretched over

the surface of the tumour at its anterior part, but its fibres

were still quite distinct ; the sixth nerve lay to its inner side un-

touched ; the seventh nerve on this side could not be found, while

the eighth and ninth were present and appeared healthy. The

whole mass lay in a deep pit formed by its pressure on the under

surface of the cerebellum and posterior part of the cerebrum, but

there was no softening or disease of the cerebral substance. On
the right side also a tumour was present on the seventh nerve, but

here it was small (about a third to half an inch in diameter) . It was

plainly connected with the portio mollis, as the portio dura ran by

its side although over it ; it had the same gelatinous appearance as

the larger tumour on the left. On examining the base of the skull

after the removal of the brain the internal auditory meatus on each

side was much enlarged, the right being expanded within as if

the tumour had commenced within the canal ; the left had an

orifice wider than its cavity and being eroded had more the appear-

ance of having been caused by pressure, but there can, I think, be

little doubt that the tumour began on each side in connection with

the seventh pair.

As regards the other nerves, the fourth and sixth were healthy; the

fifth was very large on both sides, lying in a deep pit at the apex
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of the petrous portion of the temporal bone. That on the left

side had a considerable tumour extending along it to the exit

of its branches from the skull. On the right side the cords

of the nerve, just at the point of enlarging into the Gasserian

ganglion, had several small but tough tumours upon them about

the size of pins' heads. The pneumogastric on both sides had

a fleshy appearance and on the right side had a distinct tumour

upon it.

The section of the spinal cord was healthy.

There was a tumour of similar appearance growing from the

periosteum of the fifth rib on the left side. The patient died of a

low form of pneumonia, the other viscera being healthy. The

tumours were of fibro-sarcomatous structure.

. Case 4.—The next case is one of very similar nature ; a large

tumour of fibrous-looking structure and rather lobulated surface,

situated on the seventh nerve on the right side.

This patient was sent up to me by Mr. Pinching, of Grravesend,

and with this rather remarkable and misleading history which I

condense from the clinical report by Mr. Dubuisson.

She had been quite well till five years before, and then, like the

last patient, she had become deaf in the right ear. She soon

became completely deaf, and about the same time she lost her

voice and was only able to speak in a whisper for twelve months.

At the end of this time paralysis of the face came on and has

remained ever since.

She was a married woman, aged 34, the mother of five living and

healthy children. She had had one miscarriage. There was no

history of syphilis. Except the before-mentioned ailments she had

been quite well till five months before her admission, when her left

arm and leg began to fail her. No impairment of sensation and no

rigidity had been noticed. She had had a good deal of occasional

pain in the back of the neck. Three weeks before her admission the

right hand had begun to lose power, the weakness being associated

with numbness in the tips of the fingers and loss of voice again.

When admitted her visage was much marred by complete

paralysis of the right facial muscles. The eye was open and the

lids still. The eye was turned upwards and rather inwards. She

was quite aphonic or at most could talk in a hoarse reedy whisj^er.

The tongue was protruded straight, but the right side was decidedly
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wasted. The right sterno-mastoid was much wasted and the eft

arm and leg hemiplegic.

Sensation was not impaired either on face, trunk, or extremities.

The pupils acted equally ; there was no strabismus or nystagmus.

The palate appeared to be partially paralysed on the right side.

The right ear stone deaf. The right ami and leg were paralysed.

Biceps, radial and ulnar reflexes slightly increased. Patellar reflex

was increased on the left side and ankle-clonus was also present.

On laryngoscopic examination neither cord moved much. The

right cord held a straight position, the left a cadaveric one. She

had much trouble with her cough, being unable to make any strong

expiratory effort, but this not so much apparently from paralysis of

her chest, although the right side was moved better than the left,

as from the impaired action of the larynx.

She gradually got worse, becoming eventually unable to protrude

the tongue, and deglutition being so imperfect that it was necessary

to feed her with the nasal tube. There was some internal stra-

bismus of the right eye and inability to turn it outwards beyond

the median line, and nystagmus of both eyes for lateral vision.

There was considerable vaso-motor disturbance indicated by an

easily provoked tache cerebrale. She died of pneumonia.

As regards the localisation of the disease then there could be no

doubt. It was quite apparent that there was a lump of some sort

in the region of the seventh pair on the right side, and that

this had destroyed both portio mollis and portio dura, and had

latterly involved or pressed upon the pons and medulla so as to

cause paralysis of the left arm and leg, and a right-sided affection of

eighth and ninth nerves, and subsequently had even hampered the

opposite side. But the nature of the tumour was much more open

to doubt, and the initial deafness, followed by a long period of

quiescence and then a subsequent march of symptoms, made me on

the whole incline to think that a gummatous mass had formed at

this part originally, and that subsequently fresh mischief had come

on at the old spot, or that some slow sclerosis had been in progress,

and only of late sufficient to exhibit definite symptoms. However,

we could get no history of syphilis, and no benefit whatever was

derived from the Liq. Hydrarg. Perchlor. or heroic doses of iodide

of potassium.

The autopsy was made by Dr. Pitt. The body was much emaci-

ated, but except for some pneumonia no disease was found save a
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firm flattened tumour about one and a half inches by three quarter

which lay in a bed it had pressed out for itself in the right side of

the pons, the bulb, and the anterior half of the lower surface of the

cerebellum. The tumour has a sublobulated appearance and is of

firm texture. Some parts of it have grit of bone or calcareous

matter in it.

The pons below the tumour is completely flattened ; the fifth

nerve emerging from it is flat but still of good size. The fourth

nerve looks healthy, and the sixth although, perhaps a little smaller

than its fellow, is hardly implicated. The remainder of the nerves

on this side are indistinguishable. The microscopical character-

istics of the growth are sarcomatous. It is almost entirely com-

posed of small oval and round nuclei, some of which form bands of

tissue and thus alveoli, in which others are arranged in clusters.

There is comparatively little ground substance, but what there is is

either spindle-cell sarcoma tissue or a structureless granular

substance.

Case 5. Fibrosarcoma of left Gasserian ganglion.—T. P— , aged

47, was admitted under Dr. Moxon July 31st, 1882. He was a

great drinker, and had had syphilis twenty-five years ago. Two
years before his admission, after an abscess in his neck, he began to

see double and the left eye was turned inwards. He also had shoot-

ing and stabbing pains all over the left front and side of his head. He
attended at St. Bartholomew's Hospital for a year and then went

to Mr. Higgens for his strabismus. He now had another abscess

in his neck, and I note this chiefly because he seems to have had a

tendency to cellulitis in his neck, for a third attack some time after

killed him. He was next seen by Dr. Mahomed as an out-j^atient,

who noted ophthalmoplegia with severe pain on left side of front

part of head and face ; bone tenderness on percussion ; no retinal

changes.

He was a tall strong man with some enlarged glands in his neck

and a double aortic bruit ; he had ptosis of the left eyelid and ophthal-

moplegia externa and interna. He could see with the eye when

the lid was raised, he could read No. X at ordinary distance and

distinguish colours readily. His great complaint was, however,

the intense pain he suffered on the left side of the face and

head, in front of the ear to the middle line of head ; his jaw

movements caused no increase of this. Sensation was considerably
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benumbed all over tlie left side of face, on tlie conjunctiva and on

touching the teeth on this side ; he was frequently unable to localise

a touch correctly ; smell was unaffected. He had no paralysis or

weakness of his limbs, no deafness and no giddiness. The optic

disc on this side was quite healthy. He was in the hospital

altogether for three and a half months. During his stay he once

or twice complained of indescribable feelings in his head preceded

by a peculiar smell, but, except this, his only trouble was his pain

on the left side of face, in the head, and eyeball, and this truly

seemed to be agonising. All sorts of remedies were tried, but

none with much effect ; for this he subsequently had his eyeball

excised, but this also without relief, and he subsequently died (long

after the eyeball had been removed) of an acute febrile attack

associated with cellulitis in his neck and foreann.

The autopsy was made by Dr. Mahomed and the following is an

abstract of his report

:

On removing the brain a tumour, lobulated on its surface and about

the size and shape of an average walnut, was found lying on the

inner side of the anterior extremity of the left middle fossa. It rested

against the side of the cavernous sinus, and appeared to have grown

backwards from below the dura mater covering the left Gasserian

ganglion. The tumour appeared to occupy the position of the

ganglion ; the left fifth nerve could be traced into it ; the growth

had extended about three-eighths of an inch below the nerve back-

wards towards the brain, the main trunk of the fifth being flattened

out before it entered the growth. The nerve was lost in the

growth, but reappeared again on its anterior surface, the three

divisions being all traceable from it to their point of exit from the

skull. The foramina were all normal. The bones of the skull

were all healthy nor did the growth pass through the base of the

skull at any part ; a prolongation of the gro'vvth, however, accom-

panied the ophthalmic division of the fifth through the sphenoidal

fissure and an irregular nodule was embedded amongst the muscles

and nerves at the back of the orbit ; this mass was about five eighths

of an inch in diameter and surrounded but did not implicate the optic

nerve. The growth pressed upon, and was adherent to, the outer

wall of the left cavernous sinus, and here, in all probability, pressed

upon the fourth and sixth nerves ; the third was flattened and

pushed aside by the growth just before it pierced the dura mater.

Od section the growth was of milk-white colour and finn con-
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sistence. A section after hardening which I made myself shows

thick broad bands of hyaline fibroid material forming an open net-

work in which are a number of small angular cells aj^parently of a

sarcoDiatous nature, but the structure of the growth seems to me
in some respects peculiar.

The i^atient died from deep-seated suppuration in the muscles of

the neck and also in the right forearm.

Case 6 is that of a lady aged 66, under the care of Mr. Sutton

Sams, of Lee, from whom and from Mr. Lennard Stokes, the follow-

ing particulars have been obtained. She had been epileptic at irre-

gular intervals throughout her married life, and had been imbecile

for many years. She had for some time been complaining of pain

in the right temporal region, and whereas she had always been most

irritable she had become in the last week of quite an amiable dis-

position. For a week, too, the left side had been noticed to be

losing power, and, although walking about, had been noticed to take

the right hand to help the left. She had in the last two days had fits

of much greater severity than any she had previously experienced.

By the kindness of Mr. Sams I saw her some ten days before her

death. The left side of her face was then paralysed, the eyelids

closing without difficulty. The tongue was perhaps slightly weak

on the left side. The left arm was quite powerless and also very

rigid ; the leg not rigid. No decided reflexes, superficial or other,

obtainable. She was in an imbecile condition, answering questions

without half appreciating their meaning, though she sometimes

answered correctly. Sensation apparently good. Pupils sluggish,

but equal. The optic discs had hazy edges, but their examination

was a matter of difficulty. She could not be made to understand

as to the direction of her eyes, and certainly seemed to look with

greater readiness to the extreme right than in any other. There

was marked tenderness on pressure in the right temporal region

above the ear. The viscera were normal ; the urine normal. The

question lay between a tumour and some condition of apoplexy or

softening. The old epilepsy, the constant pain in the right temple,

the pain on pressure there now, and the monoplegic rigidity of the

left arm, all inclined us in favour of a tumour, and that affecting the

cortex in the motor area of the right side. She had other fits

and died.

The autopsy was made by Mr. Sams and Mr. Lennard Stokes.
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The tumour occupies the upper part of the right temporo-sphenoidal

lobe, and is fairly well localised ; it is of ovoid foiin, and measures

about two and a half inches from before backwards to one and a

half inch from above downwards. Inwards it bulged upon the

island of Reil, but not to any material displacement. Its posterior

limit is about half an inch beyond the anterior limit of the cere-

bellum. It extends inwards into the substance of the white

matter to very near the anterior part of the posterior horn of the

right lateral ventricle, and in doing so it bulged upwards and

flattened the lower part of the ascending parietal convolution, and

clearly, from its size, must have exercised a good deal of general

pressure upon the motor area on this side, but the central ganglia

are perfectly healthy on section, nor is that paii: of the ascending

parietal which is in contact with the growth actually invaded. The

growth is limited, that is to say, by the Sylvian fissure above and

the first or main temporo-sphenoidal fissure below, and is situated in

the middle of the first temporo-sphenoidal convolution. It thus

occupies pretty exactly the centre for hearing on this side, rather

in front of it perhaps than centrally placed.

This case is not without considerable pathological interest when

it is remembered that epilepsy and imbecility preceded death by so

many years. Naturally, the question arises whether the tumour

had existed all these years and taken to more active growth lately,

or whether, perhaps in some old relic of fomier disease, it

had arisen cjuite recently, but I have put the case last because it

alone has any bearing ujDon the question of the relation of cerebral

localisation to the surgical treatment of tumours. I believe it

is not wished to raise this question in any lengthy way, but inas-

much as it is a question the answer to which must be based in some

measure upon the experience of the deadhouse, I venture to say

in a few words what that experience, so far as I have observed it,

shows. We are, I dare say, all familiar with the rosy hue in which,

after the success of Mr. Godlee's operation upon a patient of Dr.

Hughes Bennett's, the surgery of cerebral tumours was painted by

one F.R.S. It might have almost seemed that such things had been

made for the knife to show its metal and invincibilit}\ Unfortunately

for the accuracy of that view, I had in my mind, as I read it,

another case which I hoped would have been exhibited by Dr. Moxon
to-night in which, according to the diagnostic skill of no less

than Dr. Ferrier himself, a cerebral tumour was judged to be a
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fit case for the attempt at its removal. The man died before

the attempt was consummated, and the tumour was found to

occupy practically the entire thickness of the anterior third of the

affected hemisphere. This is the way in which most of these

cases reject the advances of surgery. Extensive disease in the

white matter gives so little evidence of its presence. For the

last thirteen years I have been making post-mortem examinations at

Guy's Hospital, and during that time, although I have come across

many cases of cerebral tumour, I do not remember to have seen a

single case in which the tumour was at the same time accessible

and so localised as to be capable of successful surgical attack.

Cerebral tumours as is well known are much more common about

the base than about the vault ; and in the latter region they cause

symptoms in proportion to the extent of cortex that they attack.

But tumours do not flourish in the cortex, and when they give evi-

dence that the cortex is involved the chances are all in favour of

the white matter beneath being the chief seat of disease. When,
therefore, I read that the case to which I have alluded has opened
the door to the successful treatment of scores of similar cases, I can

only say that a consideration of all the facts, and j)articularly of that

class which the members of this Society are so well able to supplv,

makes one very doubtful as to the accuracy of F.E.S's judgment.
I am the more inclined to take the opposite view, viz. that it is

very doubtful whether, in the region of cerebral tumours other

than inflammatory, surgery has any future worth mention before it.

February 2nd, 1886.

11. Cases of tumour of the brain.

By Frederick Taylor, M.D.

CASE 1. Tumour of the cerebellum invading the pons.—The specimen
was taken from a boy aged 9, who was under my care at the

Evelina Hospital in 1878.

In July of the preceding year he had fallen from a fence and cut
his forehead over the right eye. It was more than six months after
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this when lie complained of pain in the forehead and vertex. A
month after it was noticed that his right eye deviated inwards and

that he inclined to the right in walking, and sometimes fell.

On admission, in April, 1878, he walked rather unsteadily, and

was unsteady when standing with his eyes shut ; he had aching

pain over the forehead and vertex, was unable to count fingers at

more than two feet distance, and had optic neuritis and weakness

of both external recti, the right more.

Headache, sickness, increasing blindness, increasing emaciation,

were the chief symptoms. Though unwilling to talk or to be dis-

turbed in any way, he was mostly quite sensible and very sharp.

On November 12th he became suddenly insensible, with eyes and

head rolling, and died in seventeen hours.

The tumour occupied the centre of the cerebellum, so that an

incision through the centre showed a pinkish-violet surface, of

moderately firm consistence, mottled with minute vessels and

opaque yellow spots. It extended to the left, a short way into the

cerebellum, chiefly in the white matter, partly into the grey matter,

and here projecting on the surface. From this point it grew to-

wards the medulla oblongata, and involved the floor of the fourth

ventricle from the point of the calamus scrij^torius for three quar-

ters of an inch upwards. It grew into the left half of the posterior

field of the pons, invading the course of the seventh and the

nucleus of the sixth nerve. The tumour also occupies the right half

of the cerebellum, but not to such an extent as on the left side.

The ventricles of the brain and the aqueductus Sylvii were much

dilated.

The microscopic section shows the relation of the tumour to the

floor of the fourth ventricle at the level of the sixth nerve nucleus.

It consists at this point of a number of small round cells, about

the size of leucocytes, with no easily demonstrable reticulum. It

is under the microscope easily distinguished from the healthy nerve-

tissue by a sharp line of demarcation, but it is not surrounded by

any fibrous cyst. In accordance with this it is stated in the report

that the tumour in the cerebellum was distinct in outline, ** the rest

of the normal tissue falling away from it."

From this character it must be regarded as a sarcoma of the

cerebellum.

Case 2. Glioma of the medulla oblongata.—This specimen is taken

I
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from a patient of Dr. Haberslion's, wliose case is reported in the

Guy's Hospital Reports,' vol. xxiv, 1879. Tlie account of the

histology of the tumour was written by myself, but it has not been

before exhibited.

The patient was 40 years of age. He had been deaf on the right

side eight or ten years ; had had discharge from the right ear, but

no pain. For five or six years he had experienced a "ringing"

noise in the left ear, and a sensation of scratching at the vertex.

Eight weeks before death he had a fit with temporary unconscious-

ness ; recovered, with paralysis of right arm and right side of the

face, and impairment of speech. These improved slightly, and he

remained with partial paralysis of the right face ; weak right arm
and right leg ; impaired vision of right eye ; slight anaesthesia of

tongue on right side and slight paralysis of tongue and soft palate
;

slight dysphagia.

Three weeks before death he had intense pain in the course of

the fifth nerve, and dysphagia became the prominent symptom.

He died almost suddenly from failure of respiration.

The cerebrum and cerebellum were healthy in structure. The

floor of the fourth ventricle presented a smooth oval projection

on the right side, and on section the upper part of the medulla

and lower part of the pons were seen to be occupied by an ovoid

or globular tumour, the outline of which was very ill defined, but

which occupied chiefly the right side. Examined by transverse

section after hardening, it was found that the tumour extended

from just below the calamus scriptorius to the line of junction

with the pons. It contained numerous round or oval cells, with

nuclei half the size of a leucocyte, closely packed, without obvious

reticulum, but rather infiltrated in the normal structures of the

medulla, so that the raphe, the fibrse arcuatae, and hypoglossal nerve-

fibres were still quite obvious, though more or less bent out of their

normal position. The infiltration was densest on the right side,

and the raphe was convex to the left side, though tumour-cells were

also abundant on the left side of this line. This infiltration with

cells extended up as high as the common nucleus of the facial and
sixth nerves. The most marked effect upon nerve-nuclei was in the

cortex of the right hypoglossal nucleus, which, on a section close

above the point of the calamus scriptorius, seemed to be entirely

destroyed ; but the fibres of origin were preserved, being bent into

a wavy course, apparently by the new growth.
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The sections shown are those through the most prominent part

of the tumour, and show well the displacement of the fibres and

the badly-marked outline of the growth.

Case 3. Glioma of right hemisphere of cerebrum.—Joseph B—

,

aged 50, had been in the London Hospital for fits of unconscious-

ness, had been discharged, and then had a fit, and was brought to

Guy's Hospital. He remained unconscious for twenty-four hours.

He moved all his limbs when he recovered consciousness, but after

some days had weakness of the left arm ; later rigidity of the left

leg and both arms occurred, and he remained until his death, two

months after admission, semi-conscious, with the same rigidity of

the limbs. Five or six weeks before death he had pronounced

optic neuritis on the right side, and so little as to be quite doubtful

in the left eye. There was no essential alteration in this difference

between the two eyes quite up to death.

The tumour was situate in the anterior half of the right cerebinim,

was spherical in shape, extended above to within three quarters of an

inch of the grey matter, in front to within one and a quarter inches

of the surface, externally presented on the surface in front of and

in the Sylvian fissure, and below was near enough to the surface to

affect it and the subjacent olfactory lobes with yellow softening.

Backwards it extended to a level with the posterior end of the optic

thalamus and inwards as far as the internal ca2:>sule, involving the

lenticular nucleus, and the two capsules for their anterior two

thirds. The claustrum and caudate nucleus escaped. The yellow

central and more abundant part of the tumour contained some old

haemorrhage ; the recent active glioma tissue formed a sort of cap-

sule, only half an inch in greatest thickness, and less than a line in

some parts. The external surface over it was purj^le in colour, and

the membranes were adherent. On section the tumour presented

in the centre a yellow, opaque mass, surrounded by a narrow ring

of pinker gliomatous tissue.

Microscopic examination showed the grey part to consist of small

cells, similar to those of gliomas in general.

Case 4. Tumour of the flocculus.—The microscopic section shown

is one from a small fibroid tumour of the flocculus of the cerebellum.

It was taken from a patient who died from some other disease,

while under the care of the late Dr. Fagge. Unfortunately I have
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not been able to find any reference to the case, or to identify it in

ourpost-mortem or other records. I had the tumour to harden, and

made the sections shown, which are sections through its whole

extent. It measured about half an inch long by a third of an

inch broad, and a quarter of an inch thick. It was irregularly

nodulated on the surface. It was hard, firm, and tough. It was

not so much embedded in the substance of the flocculus, as growing

out from it. The section shows interlacing, or rather variously

packed bands or strands of transparent, finely fibrillated connective

tissue, with numerous elongated nuclei. February 2nd, 1886.

12. Two cases of gliomatous tumour of the brain.

By F. Chaelewood Turner, M.D.

CASE 1. Gelatinous glioma in the centre of the left hemisphere of

the hrain, with a medullary sarcomatous groivth in one lung.—
The specimen shows a growth in the centre of the left hemisphere

of the brain of a man aged 31, who was admitted into the London

Hospital under the care of Dr. Langdon Down on October 6th,

1885, and died December 10th.

His symptoms dated from September 14th, three months only

before his death. He was then taken suddenly with a violent

spasmodic seizure in his right arm and leg, accompanied by

"pricking sensation" down the same side of the body. The attack

passed off in about five minutes and he felt no effects from it.

Two days later he had a second and a third attack, and from that

time began to lose power in the affected limbs. Soon he began to

suffer also from severe headache referred to the occipital region,

with vertigo and nausea, but without vomiting. He also had a

burning and numb sensation in the right arm and shoulder.

When admitted, there was paresis of the right leg, so that he

walked with difficulty ; there was slight facial paresis on the same

side. Weakness in the arm was not notable. No anaesthesia. Reflexes

exaggerated. There was double optic neuritis, with haemorrhage

in the fundus of the left eye, but without loss of vision. After

admission the hemiplegic symptoms advanced. Loss of power in
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the arm appeared and soon became complete. The paralysis was

followed by muscular atrophy of both limbs of notable degree.

The facial paralysis became more marked and was accompanied by

paralysis of the tongue on the same side. Headache was much
complained of, and was attended with mental confusion and vomit-

ing. These cerebral symptoms advanced until the patient's death.

He became suddenly comatose about 10 a.m. and died in the

evening.

At the autopsy nothing notably abnormal was found in any

organs excepting the brain and left lung.

In the fonner the convolutions over both hemispheres were

flattened, the arachnoid surface of the pia mater over the left

being dull. The left hemisphere bulged to the right, displacing

the falx and compressing the right side of the brain. It was soft

and fluctuating about the fissure of Eolando. On making a

horizontal section of it, a little above the lateral ventricle, a well-

defined growth was seen occupying the centre of the white sub-

stance, and extending further forward than backward. The area

of this section of the growth appears to correspond with the dis-

tribution of nerve-fibres passing from the anterior part of the

corpus callosum to the ascending frontal and parietal convolu-

tions. The form of the section is that of a rounded triangle with

base looking forward and slightly outwards, and with the external

and internal basal angles cut off. Externally the growth embraces

the bottom of the fissure of Rolando, and the anterior and posterior

borders of the growth are there parallel to the sections of the

sulci on the distal sides of the ascending convolutions. The

inmost part of the growth—the truncated inner corner of the

triangle—approaches the cortex in the longitudinal fissure a short

distance behind the anterior genu of the corpus callosum. The

growth is less distinctly defined at this part, and a striated

arrangement is recognisable in the structure, like that of the

medullary tissue in front of it, the striae radiating outwards from

the corpus callosum and in the direction of the fissure of E-olando

and contiguous sulci. Further back the inner border of the

growth is separated from the longitudinal fissure by a wedge of

white cerebral tissue.

The growth extends but a short distance below this section of

the hemisphere. It has not invaded the lateral ventricle. In a

parallel section, about one third of an inch lower, there is a small
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area of softened tissue in the white substance near the ascending

frontal convolution, but no appearance of growth.

Upwards the growth extends to the cortex of the convolutions

bordering the fissure of Rolando at the upper part, and that of

contiguous parts of the first and second frontal and superior

parietal convolutions. At the summit of the fissure of Rolando

the grey matter of the surface is invaded, and a nodular projection

of the growth appears amongst the convolutions. Except at that

part the growth is separated from the grey matter of the cortex by

a band of white substance.

The inner and more central part of the growth in the recent

state as seen at the autopsy, had an exceedingly soft, almost dif-

fluent, gelatinous consistence. Vessels, filled with blood, were

clearly seen in its transparent substance. The gelatinous appear-

ance has been lost, and the tissue has become opaque, but a net-

work of vessels is still seen. The upper and superficial part of the

growth was not incised at the autopsy. Incisions made in the

hardened tissue show that the growth extends to the surface. It

was of a firmer consistence, the surface of the hemispheres being

entire, with no external evidence of gelatinous growth at the

autopsy.

Microscopical examination of sections of the brain at the margin

of the growth, the rest being too soft to admit of sections being

obtained, shows that it consists of round and oval nuclei, in a very

finely fibrillated stroma, continuous with and apparently identical

with the neuroglia of the brain-substance adjacent. The nuclei

differ from the ordinary leucocytes which are disseminated

amongst them in their larger size, and in being less fully dyed

They closely resemble the nuclei commonly seen in greater or less

numbers in sections of brain. The cells of the growth are uni-

formly distributed, but form clusters at many points. In places

there are great aggregations of leucocytes. In the sections of grey

matter of the cortex the pyramidal cells are for the most part well

defined, with clear protoplasm. Several are greatly swelled and
cloudy with large pale vesicular nuclei.

In the lower part of the upper lobe of the left lung was a mass
of medullary growth, of the size of an orange, extending from the

root of the lung. The growth was soft and friable, and in great

part caseous. No part of the section presented a gelatinous

appearance. The mediastinal and bronchial glands were not
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affected. This growth has the structure of a medullary sarcoma,

differing from that in the brain by the irregularity in the form of

the nuclei, apparently from mutual pressure. In the sections from

the lung many vessels are seen invaded by the growth. In the

specimen shown a vessel so invaded is seen occupied by recent

coagulum in which cells and fragments of growth appear mingled

with the blood-corpuscles.

The clinical and anatomical features in this case seem to indicate

a growth commencing in the white substance of the hemisphere

contiguous to the upper end of the fissure of Rolando, at first

producing symptoms of irritation of the contiguous grey cortex

;

the consecutive hemiplegic symptoms being due in part to destruc-

tion of connecting fibres between the cortical and basal centres,

and in part to destruction of the cortex itself ; the ultimately fatal

cerebral symptoms being referable to the disturbance of the intra-

cranial blood supply by a more rapid extension of the growth, and

the irritation incidental to its presence.

The well-defined boundaries of the growth in the section of the

brain above described seem to show that the lateral extension

of the more central part of the growth was limited by the

fasciculi of nerve-fibres to convolutions around those invaded

at the surface. The sarcomatous growth in the lung appears from

its size and position and from its being unaccompanied by any

other nodules of growth in the organs, to have been of independent

origin, and not the result of metastasis from the cerebral tumour.

Case 2.

—

Glioma involving the cortex and extending to the central

ganglia.—My second specimen is, I think, interesting in connection

with the other, as presenting a primary growth of firm consistence

in the grey cortex at the posterior part of the right hemisphere,

associated with a more recent and softer growth in the white sub-

stance, extending from the region primarily affected to the central

ganglia and causing hemiplegia by implication of the posterior

parts of the optic thalamus and corpus striatum.

The specimen was obtained from the body of a man aged 55,

who was admitted into the London Hospital under the care of Dr.

Langdon Down on December 15th, 1885, and died on January 28th.

For six months before his admission he had been suffering from

headache and occasional vomiting, but had continued at work as

cabinet maker until within six weeks. He then fell down uncon-
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scious in the streets. He remained unconscious for a short time,

and was then led home. After this he gradually lost power in his

left arm and leg, and kept his bed almost continually ; he once or

twice found himself out of bed upon the floor. He had no convul-

sions and little vomiting.

When admitted he was found to have complete insensibility to

touch in left arm and leg, with loss of sensibility over the left half

of the trunk in less degree, and slightly in the face on the same

side. There was also loss of motor power over the same area, not

complete. There was double optic neuritis with haemorrhages in

both fundi. He could count fingers against a light. The knee-jerks

were slight, and plantar reflexes absent on both sides. He com-

plained of headache which he referred to the upper and back part

of his head on the right side.

After admission the facial paralysis, which affected especially the

lower part of the face, became more marked, while there was

some increased power in the arm. About three weeks after ad-

mission symptoms of cerebral disturbance appeared, and for the

last twelve days he was in a half conscious state, passing evacua-

tions into his bed, and swallowing with difiiculty. He became

deeply comatose and died with tracheal rales.

At the autopsy an examination of the brain showed that there

was a very firm nodule of growth of the size of a cherry in the pos-

terior part of the first temporo-sphenoidal convolution at the point

where it is joined by a descending branch of the superior parietal

convolution in a line with the Sylvian fissure. A horizontal section

made through this nodular growth showed an extension of the lesion

through the white substance in the posterior part of the hemisphere

to the central ganglia. This centripetal extension of the lesion,

limited at the surface to the base of the convolution primarily

affected, spreads out beneath the adjacent convolutions. It extends

forwards as far as the fissure of Kolando, its outer border running

parallel to the surface of the hemisphere, and its anterior border run-

ning nearly straight inwards to the ganglia, apparently determined by

the course of nerve fasciculi passing to them ; in a backward direc-

tion the growth extends to the descending cornu of the lateral

ventricles. Centrally, where the area of the growth again contracts,

the disease has invaded and destroyed the posterior part of the corpus

striatum and, more extensively, the posterior and outer part of the

optic thalamus behind it. This part of the growth is softer and more

3
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vascular than that in the cortex ; to the finger it felt rather finner

than the white matter of the brain. The peripheral parts of it are

conspicuously vascular, the central parts are opaque and degenerate,

as also is the central part of the nodule at the surface. Sections of

the growth examined under the microscope show, in the firmer

parts, interlacing bundles of fibres resembling nerve-fibres with

elongated nuclei, enclosing areas profusely infiltrated with round

and oval nuclei. In other parts the tissue resembles the white

brain substance profusely infiltrated with nuclei, most abundantly

near the older growth and clustered about the capillary vessels,

the larger vessels being conspicuous from great thickening of

their walls by nuclear infiltration and proliferation, and in places

fibrous.

In this case also the cerebral hemispheres were flattened, more

so on the right side, and the arachnoid surface of the pia mater over

that hemisphere was slightly dull. The nodular growth in the

convolution could be distinctly felt but was not very evident to the

eye. There was thickening with some atheromatous patches on

the arteries at the base of the brain. There was enlargement of

the heart with an abnormal amount of fat upon its surface. No
other notable lesions of the viscera were observed.

The character and situation of the older and of the more recent

portions of the groAvth account for the slight character of the

initial symptoms, for the rapid extension of the hemiplegia, and

for the marked degree of anaesthesia accompanying the motor

paralysis.

These specimens seem to me to be of interest in connection with

the pathology of intracranial growths, as illustrating

—

1. The origination of cerebral growths in the cortical, and in

the white medullary tissue of the hemispheres.

2. Growths in the brain of very firm, of exceedingly soft and

gelatinous, and of intermediate consistence, all of a gliomatous or

glioma-sarcomatous character.

3. The development of a softer growth as a more recent and

more rapid extension of the primary lesion.

4. The occurrence of this extension of the disease in a centri-

petal direction in the course of the fasciculi of nerve-fibres from

the affected region to the basal ganglia and great central commis-

sure, these fasciculi probably presenting channels favorable to the

advance of the morbid lesion, and an impediment to its lateral
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extension being presented by fasciculi connected with different

cortical regions.

5. The wider extension of the disease in the white substance,

and its comparatively limited extent in the cortex, which is more

vascular and has not the fasciculated structure of the white matter.

February 2nd, 1886.

13. Two cases of cerebral tumour.

By Egbert Saundby, M.D.

CASE 1. Glioma of right frontal lobe.—F. B— , aged 34, was

admitted into the G-eneral Hospital on July 28th, 1885.

Three months previously his language became immoral and dis-

gusting, and his memory and intelligence impaired. He had per-

sistent vomiting after eating and frequent attacks of giddiness, in

which he fell down without losing consciousness, but " as if all the

use went out of his limbs." His eyesight failed ; he had constant

pain in his head, either in the forehead or over the vertex, some-

times in the occiput. Five weeks ago he took to his bed, and could

not get out without falling down. He lost much of his memory for

faces, failing to recognise his wife and his most intimate friends

;

he was also subject to delusions ; his speech was slow ; he had diffi-

culty in passing water, but there was constant dribbhng from the

bladder. Sexual desire was much increased. He had very little

sleep. Latterly he improved somewhat, so as to be able to walk

with assistance.

His previous health had been good, but on three occasions during

the last seven years he had severe attacks of vomiting. With the

exception of the deaths of two sisters from phthisis there was

nothing notable in his family history. His occupation had been

that of a sewing machine agent, and he had been married eleven

years, but had no children.

On admission he walked into the ward supported by two friends.

His gait was peculiar, his head being thrown back, and there was
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a tendency to fall backwards. He was a big, stout man, but was

said to have lost flesli, his mouth was drawn to the right side,

the left labial commissure drooped, and the naso-oral groove on the

same side was obliterated. He protruded his tongue slowly and

imperfectly, the teeth were worn down flat (G-raves's gouty teeth),

and the gums were red and sore. His speech was slow, but dis-

tinct, and he complained of a difficulty in swallowing, but appeared

to do so well ; he masticated very slowly, and before swallowing

had to try for some time, especially with solid food. He could

close both eyes firmly and equally. All the movements of the eye-

balls were normal, except the left external rectus, which seemed

sluggish. The pupils reacted well to light and accommodation

;

they were irregular in outline, and the right was larger than the

left. Yisioai was impaired in the left eye ; but both retinae showed

diffuse neuro-retinitis, with many radiating haemorrhages round

the discs. Taste and smell were abolished ; hearing unaffected.

He complained of a sensation of ''pricking" in the back of his

neck, and "pins and needles" in the hands and feet. He often

felt hot in the face and body and cold in his hands. Sensibility to

touch and pain were normal. All his voluntary movements were

very sluggish, but there was no actual paralysis. Faeces and urine

were passed under him. Superficial reflexes increased. Patellar

reflex absent. No ankle clonus.

Heart, lungs, liver, and spleen normal.

A week after admission (August 3rd) he was noted to be lying

in a semi-conscious state, breathing without stertor, and with a

slow (60) and strong pulse. He responded slowly to stimuli, but was

quite passive. He perspired profusely, though his temperature was

only 99° F. The next day he was better, and it was noticed that

his co-ordinating power was defective in both upper extremities,

but more so on the right side. He had several similar attacks of

stupor, in which, however, it became impossible to rouse him. In

the course of this week he had a good deal of redness and swelling

about the fauces.

On the 11th it is recorded that he was worse, being unable to

stand or even sit up.

Between the 14th and 17tli the legs became very stiff, so that the

knee-joints could not be flexed. The difficulty of swallowing in-

creased. The stupor became more constant, and there was during

that state tremor of the arms and head*
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He died comatose on August 16tli. There were no convulsions

at any time.

At the post-mortem examination the abdominal and thoracic

organs were deeply congested, but otherwise not notably affected.

Head.—Skull-cap easily removed. Dura mater adherent to

brain over vertex, and adhesions marked by small patches of yellow

lymph. Pia mater shiny and sticky. No excess of subarachnoid

fluid. No lymph at base of brain.

The brain weighed 55 oz. On the right side, occupying the

second and third and lower part of the ascending frontal convolu-

tion, was a mass of new growth, which had completely obliterated

those convolutions. It was strictly limited below by the horizontal

limb of the fissure of Sylvius, and behind by the lower half of the fis-

sure of Rolando. The anterior portion was more prominent than the

rest, and stood out an inch above the surrounding surface. This

Woodcut 2.

Lateral surface (right).

was a cyst full of fluid. The remainder was a solid red growth

infiltrating the brain substance. On section, it extended towards

the tip of the frontal lobe (second convolution), the grey matter at

this point not being involved, and backwards as far as the descend-

ing cornu of the right lateral ventricle. The grey matter of the

orbital convolution had escaped, biit the island of Reil had entirely

disappeared. The corpus striatum wa? pushed backwards and in-
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wards, but was not involved. The cyst already described bulged

into the lateral ventricle, and its contents were thick, clear, yellow

glairy fluid. The rest of the brain was congested, but free from

new growth. Under the microscope the tumour presented all the

characters of a cerebral glioma. The retinae showed numerous

haemorrhages around atrophied optic discs.

The accompanying diagram (woodcut 2) gives the position of the

tumour as seen from the surface.

Case 2. Multiple tubercular tumours involving the left motor

area.—D. W— , aged 6, was originally admitted into the G-eneral

Hospital in February, 1885, for persistent headache and fits. His

family history was good, being free from neurotic or tubercular taint.

He had typhoid fever when two years old, which was followed by

an abscess in the neck. Nine weeks before admission he vomited at

table, and soon afterwards was noticed to be sitting staring sideways

at the wall. His mother took him on her knee. His face was then

convulsed and he frothed at the mouth. His arms and legs were

only slightly affected. He had complained of headache ever since.

A month later he had another fit with vomiting before and after it,

and since then the fits had occurred about every fortnight up to five

weeks ago. Lately he had different attacks ; his face was drawn,

he bit his tongue and cried out, but did not lose consciousness. He
could not speak, but made a noise.

During his stay in hospital he had only two slight attacks in

which his eyes were turned to the left, there was some drawing of

the mouth to the left side, and partial loss of consciousness. There

was no paralysis, except a doubt as to slight weakness of the right

hand. The ocular movements, vision, and pupils, were nonnal. He
became an out-patient, and on May 19th I noted " some return of

twitching of face last week. No vomiting. E. eye, some bright

specks in retina. Double optic neuritis . Seems to have nystagmus."

He was re-admitted in September, almost blind, and unable to stand

alone ; he was also partially deaf. His pupils were equal and re-

acted slightly to accommodation, but the eyeballs wandered about

a good deal showing a tendency to nystagmus. When held by the

right hand he walked fairly well, but always looked over the left

shoulder and bore away to that side. His grasp was firm. When
held by the left hand he could not walk at all. He could not be

got to turn round to the right, but turned to the left with a great
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deal of shuffling. When lying in bed his legs were drawn up, and
subsequent notes show diminishing intelligence, and unconscious

passage of urine and faeces, -with constant dribbling of saliva from
the mouth. His left arm began to assume a flexed position and his

head was always turned to the left side. He became unable to walk

or stand even with assistance. The left arm became rigid.

September 20th.—No loss of sensation in left side of face, left

arm flexed so that hand is drawn under chin. Swallows badly.

The patellar tendon-reflexes exaggerated and slight ankle clonus.

He is always rolled over in bed on to his left side.

Woodcut 3.

Lateral surface (left).

29th.—An attack of clonic spasm affecting chiefly the left arm,

to a less extent the left leg, the right arm and leg being extended

and rigid. Conjugate deviation of the eyes to the left. During

the attack of convulsions the temperature rose steadily to 105*4° F.,

when he died. During the last week or two the deafness had

greatly increased, and his speech was so much affected as to be

almost unintelligible.

At the post-mortem examination nothing of importance was found

except in the brain. In the left hemisphere (woodcut 3) a mass of yel-

low tubercle occupiedthe lower half of the ascending frontal convolu-

tion, bounded in front by the ascending ramus of the Sylvian fissure,

above by the superior frontal sulcus, below by the Sylvian
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fissure, and behind by the fissure of Eolando, extending into the

brain-substance for a depth of 1'16 inches. In the right hemisphere

(woodcut 4) a similar mass occupied the superior and middle frontal

convolutions, beginning half an inch from the tip of the frontal

Woodcut 4.

Lateral surface (right).

lobe and ending clear of the ascending frontal convolution, involving

the brain substance for a depth of three quarters of an inch to one

inch. On its inner side the tumour reached to within three quarters

of an inch of the longitudinal fissure. The third frontal convolution

was quite intact. A second mass occupied the posterior two fifths

of the inferior tempore-sphenoidal convolution, involving the grey

matter only. A third was situated at the tip of the occipital lobe,

involving adjacent parts of the second and third occipital convolu-

tions to the depth of a quarter of an inch. Finally, there was

another mass in the centre of the optic thalamus, and one in the

upper half of the hippocampus major.

BemarJcs.—The growths in both these cases are common enough,

and are typical of the new formations generally met with at

corresponding ages. A rapidly growing cerebral tumour in

an adult is probably either a gumma or a glioma, but the

steadily progressive course of the disease, uninteri-upted by

remedies, was unlike a syphilitic lesion. In the case of children
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tubercular tumours are the most common of all growths and may
generally be suspected, but none of these considerations afford a

basis for unquestionable diagnosis, merely suggesting the possi-

bility to a shrewd observer of making an accurate guess.

With respect to the seat of the growths there is something

paradoxical about both cases. In the first the only symptom
pointing to a lesion of the motor area was the slight paresis of the

left side of the face, the arm remaining unaffected
;
yet the lesion

involved the whole region assigned as the centre for the face and

upper extremity of the opposite side. In the second the symptoms
indicated a lesion of the right motor area, but this was intact,

while the destruction of the lower half of the ascending frontal

convolution produced no other affection of the parts associated with

it than a doubtful weakening of the right hand.

Such observations are by no means sufficient to outweigh the

physiological and pathological evidence in favour of the special

functions of these regions, but they do show that the diagnosis of

the seat of morbid growths in the brain is attended with great

uncertainty even within the area of localised function. As the far

larger part of the brain outside this area does not possess even

these not very trustworthy landmarks, much remains to be done

by clinical observation before the localisation of cerebral growths

can be considered fairly within the range of our diagnostic skill.

It may be that surgery, impatient of these restrictions, will, from

time to time, continue to astonish us by the brilliant results of

operations undertaken on the same principle as "exploratory

incisions " are made in the abdomen. But while it is quite likely

that trephining the skull is at least as safe a proceeding as

opening the peritoneum, the mechanical difficulties in the way of

carrying out the subsequent steps of the operation are so great that

we cannot expect a proportional number of good results. The
brilliant successes of Dr. Mac Ewen, of Glasgow, and some re-

markable cases of Mr. Jordan Lloyd, of Birmingham, have convinced

me that the brain cannot be justly regarded as outside the sphere

of surgical operations. Nor would I willingly allow the doubts

suggested by my cases to have more than their just weight in the

consideration of a question so full of importance for the progress of

medicine and the cure of disease. Such difficulties as now appear

insuperable will doubtless yield to closer clinical observation, but

if they are taken as a warning not to trust exclusively to the rules
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laid doAvn by physiological researches on cerebral localisation, only

good can result from the caution. February 2nd, 1886.

14. Gumma in and beneath upper part of ascending parietal

convolution and parietal lobe, on right side, with adhesion

of thickened dura mater.

By W. M. Oed, M.D.

FREDERICK N—, aged 38, blacksmith, was admitted to George

Ward, St. Thomas's Hospital, on March 3rd, 1885. He was

a married man with four children, all healthy. He stated that his

father and mother had died at fairly advanced age, the father of

** spinal complaint," the mother of " decay." He believed that at

one time she had been paralysed ; but the information which he

could give as to the actual age and the nature of the illnesses of

his parents was very imperfect.

He asserted, as regarded himself, that he had had no illness which

he could remember until the preceding year, when a part of his

lower jaw was removed for necrosis. He denied having had

syphilis, but spoke of having suffered from rheumatic pains in his

limbs for some months.

About three weeks before his admission he was attacked suddenly,

while walking in the street, with what he described as " numbness"

in the fore and middle fingers of the right hand, speedily extend-

ing over the whole arm. Then the arm, and also the head, began

to twitch so violently that he had to be held by several men. The

leg did not take part in this performance. His speech was im-

paired. But he did not lose consciousness, nor did he even fall

down. After the attack the arm was left weak and numbed, and,

subsequently, the leg gradually, and "without any fresh attack,

manifested the same sort of weakness.

Up to the 27th March he had no other symptoms. Then he

began to have headache on the left side, and pain in the eyes.

Two days before admission (May 1st) he began to vomit.

On admission the patient presented no indication of chronic or

wasting illness. He complained of severe pain on the left side of
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tbe head, limited to an area of about three square inches, near the

vertex, just in front of the position of the parieto-occipital suture.

The skin here was a Httle swollen, and firm pressure or light per-

cussion elicited strong indications of tenderness.

The right side of the face presented some general, though slight,

weakening of muscular power, and a corresponding loss of sensa-

tion. The tongue was protruded to the right. There were no special

paralyses in the face. Vision was not aifected, and there was no

affection of retina or optic disc. There was deafness of both ears,

dating from childhood, and due, according to the careful observa-

tions of my colleague Mr. Glutton, to chronic interstitial disease

of the middle ear. As far as could be made out, the deafness was

not due to disease of auditory nerves, or of auditory centres. The

speech was slow and difficult. There was no aphasia, but the

patient stated that on waking he found a difficulty in speaking

through inability to remember words.

The right upper extremity was weak. The voluntary movements

were slow, and wanting in precision ; the grasp of the hand was

feeble. Sensation was proportionately affected. The affection of

motion and sensation was about the same in all parts of the arm.

There was no rigidity ; no wasting ; no tremors.

The right lower extremity rendered similar indications, in less

pronounced form. The left extremities were not affected.

Investigation of the reflexes yielded the following results. The

plantar reflex was much weaker on the right side than on the left.

The cremasteric, present on the left, was not obtained on the right

side. The lower abdominal and epigastric were obtained on both

sides, much more feebly on the right. The interscapular was not

obtained on either side. The knee-jerk was fairly marked on both

sides. No clonus. The gait was staggering, the right foot being

dragged along the ground.

No visceral disease was detected.

During the week after admission several attacks of rhythmical

twitchings of the right arm and leg were observed, lasting on each

occasion for a few minutes. Speech was slower and less intelligible,

evidently from imperfect movement, and not from aphasia. The

headache remaining fixed in its position grew in severity, and gave

rise to much sleeplessness. Paresis increased in the right side of

the face, the mouth being now distinctly drawn towards the left.

In the next fortnight he grew worse, but the change was only
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quantitative. The lieadache appeared to be more severe, and ex-

tended to tlie right vertex and to the forehead. Power and sensa-

tion faded more and more from the limbs. Articulation failed, so

that while seeming to speak coherently he ceased to be understood.

Under the terrible pain, sleej), as in Ladurlad under Kehama's

curse, had fled.

But at the end of the third week the twitchings, which had been

absent since the first days of his stay in hospital, returned. The

pain was merged in drowsiness, still short of sleep. And now the

right arm was rigid in the position of flexion, and the right eyelids

could not be accurately closed. The loss of sensation extended

up the arm to the shoulder. In the beginning of April he passed

into a sub-febrile state, with quickened pulse, and bro^vn, furred

tongue. The rigidity was stronger in the right arm and was now

present in the right leg. The mixed headache and torpor deepened

into coma, and on the 6th of April he died without convulsion,

having manifested some stiffness of the left arm in addition to the

other rigidities mentioned.

The treatment adopted consisted, first, in the administration of

iodide of potassium, with perchloride of mercury. It is true that

there was neither definite history nor clear sign of syphilis, but the

marked localisation indicated by the symptoms rendered the

existence of a gumma far from improbable. For the headache,

secondly, bromides in full doses, chloral, and Indian hemp were

prescribed. The bromides were, apparently, the most efficacious.

The post-mortem examination was made by my friend, Dr. W. B.

Hadden, who reported as follows :

—

''Head: The periosteum over the posterior part of the left

parietal bone is much thickened for an area of about one and a

half inches square. The subcutaneous tissue is oedematous. The

inner surface of the calvarium corresponding to the affected outer

surface is rough and tuberculated. The dura mater here is not

unusually adherent. The longitudinal sinus contains only soft

non-adherent clot. The dura mater is much thickened and rough

for about one and a half inches square, corresponding to the ascend-

ing convolutions and adjacent part of the transverse convolutions.

It is adherent to the pia mater over the ascending frontal and

parietal convolutions and the fissure of Eolaudo, at the level of the

second transverse frontal and upper part of inferior transverse

frontal convolutions. The surface of the adhesion is from three
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quarters to one incli square. Beneath the cortex at this point, and

seemingly involving it, a fimi growth can be felt (figs. 5 and 6.)"

As regards what underlies this adhesion, I quote from a descrip-

tion furnished by Mr. Shattock :

—

" The tumour, made evident by

dissection, involves the more superficial part of the left hemi-

sphere, and, as displayed in vertical transverse section, is biconvex,

its outer and less convex surface being conformed to that of the

Woodcut 5. WOODCTJT 6.

Upper surface. Parietal.

hemisphere. In transverse horizontal diameter it measures 3*3

centimetres ; in vertical 2*5. It lies behind the upper part of the

fissure of Rolando, in the ascending parietal convolution, and in

the superior parietal lobule ; its limit is 2 centimetres from the

middle line. The brain-substance around the tumour is softened
;

the dura mater and arachnoid are indistinguishably blended, thick-

ened, and adherent to its outer surface. Microscopy. Gumma.
No obvious change in medulla oblongata and spinal cord. No

disease found in the bones of the ear.

The only noteworthy change of a visceral kind was found in the

liver, the substance of which was fatty, and contained a few small,

round, rather firm nodules of new growth, some sub-capsular, some
internal, February 2nd, 1886.
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15. Tubercular disease involving ascending parietal andfrontal

convolutions of left side, at the level of thefirst and second

transverse frontal, involving also the adjoining parts of

first and second transverse frontal, and extending into the

white matter beneath.

By W. M. Ord, M.D.

WJ. W— , aged 20, stoker, admitted to G-eorge Ward, St.

• Thomas's Hospital, on November 29th, 1885, died on

December 11th, 1885.

Family history good.

Previous history good. He always had good health, never

subject to fits, never had syphilis. He had remittent fever at

Malta twelve months before admission.

Three months ago (August) he suffered from headache and felt

giddy. One week later he had abdominal swelling. He was

eventually ** tapped," but has never been strong since.

Present illness began with a fit three weeks before admission,

and he was unconscious for seven hours. On recovery he found

that he had entirely lost the use of the right arm and leg, and also

of the lower muscles of the right side of the face. His faculty of

speech was also impaired, and he had distinct aphasia. He had

almost daily fits during the next fortnight. One week after the

first fit he began to exhibit involuntary movements in the para-

lysed arm and leg. There had hitherto been no loss of control

over the sphincters.

On admission.—He had right-sided hemiplegia, with impaired

speech. No paralysis of oculo-motor muscles. No optic neuritis,

but apparently colour blindness. There was inabihty to move the

right leg ; there was some tendency to ankle-clonus, and the

patellar reflex was much brisker than on the left side. Both

plantar reflexes were brisk. The right upper extremity was com-

pletely paralysed, the wrist and elbow reflexes were decidedly

brisker than on the left side. There was no affection of sensation

anywhere present. He had almost complete loss of control over

the rectum, and partial loss of control over the bladder. He had

dulness and crepitation over nearly the whole of the left lung.
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The heart-sounds were free from murmur. Pulse 114. The

abdominal cavity was somewhat distended, with tension of the

abdominal muscles. The bowels were open and regular. The

urine had a specific gravity of 1025, and was free from albumen

and sugar. The temperature on admission was 100*2°. Subse-

quently he regained control over the bladder and rectum ; and had

rigidity of the right leg followed by rigidity of the right arm for a

few days before his death, which was rather sudden. He com-

plained of dysphagia on the 9th December, began to pass motions

involuntarily on the 10th, and died comatose early on the 11th.

Post-mortem.—General tubercular peritonitis. No ascites. Peri-

hepatitis. Empyema on right side. General tuberculosis of lungs.

Scattered tubercles in liver, in kidneys. No ulceration of intestines.

Brain.—Hinder part of first two frontal and adjacent parts of

both ascending convolutions were softened, and on the surface

much yellow tubercle. The surface lesion was most marked over

the posterior part of first transverse and contiguous part of

ascending frontal convolution. The tubercular matter very exten-

sively involved the underlying white matter, and there were much
yellow softening and some haemorrhages around the tubercular

mass. The surface of the inferior convolution was not affected,

and the white fibres in relation to it were not evidently diseased.

February 2nd, 1886.

16. Tumour of brain, involving thefirst left frontal convolution.

[Card specimen.)

By Seymour Taylor, M.D.

THE brain was removed from an adult male subject, brought to

the dissecting room of St. Thomas's Hospital.

The tumour is about the size of a small walnut, is adherent to

the dura mater, and has by absorption formed a cup depression

for its reception in the first frontal convolution.

The texture of the tumour is granular and extremely friable.

On microscopic examination it presents the features known as

angio-sarcoma.

There were no symptoms during life. April 6th, 1886.
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17. Tumour (^sarcoma with myxomatous degeneration) ^ involving

the whole of the central parts of the left temporo-sphenoidal

lohe, hut not reaching the surface ; absence of charac-

teristic symptoms till shortly before death.

By Samuel West, M.D.

WILLIAM S— , aged 62, fell from his cab and struck his head.

He was admitted for a cut on the head and a broken meta-

carpal bone. When in the hospital his speech was noticed to be

affected. This was attributed to the accident, but it is not quite

certain whether it was not slightly affected before the accident,

though it certainly became greatly worse after it.

Three weeks after the accident he was again admitted into the

medical wards for the difficulty in speech. The case seemed then

to be one of amnesic aphasia of a very characteristic kind, memory

for nouns being chiefly affected. All the motor mechanism seemed

to be perfect. The right side of the body was thought to be a little

weaker than the left, and there were slight tremors on the left side,

but beyond this no other sign of nerve-lesion until about four

months after admission, when the tremors increased, and the right

side was noticed to be weaker.

Three days later the right pupil was larger than the left (Sep-

tember 3rd).

September 13th.—Optic neuritis distinct. This had been first

suspected on September 3rd.

From this time the patient became rapidly weaker, and though

never actually unconscious, was heavy and dull and difficult to

rouse.

November 8th.—Neuritis extreme, with haemorrhages. General

condition worse.

19th.—Patient died after being unconscious for two days.

The left side of the brain was larger than the right, and the

convolutions flattened ; they were paler in colour, as if fatty. These

changes were most marked in the temporo-sphenoidal lobe.

After being hardened in spirit sections were made through the

brain vertically.

The right side was normal ; the left was considerably enlarged
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in all directions, due to a growth occupying the whole temporo-

sphenoidal lobe, and extending into the central parts. The con-

volutions were pushed out and flattened, and the lateral ventricles

almost obliterated, the central ganglia being pushed upwards and

inwards. In the parts involved the structure of the brain was en-

tirely unrecognisable, except on the surface of the convolutions. It

cut firmly and toughly with the knife, but was also very crumbly

and soft in parts. In places small irregular cavities existed

;

there was no distinct limitation between the growth and the

brain-substance, and except for the great enlargement and

alteration in consistence the appearance was that of advanced

softening.

Microscopical sections were difficult to obtain, but, after embed-

ding in celluloid, good specimens were made by Dr. Tooth, to whom
I am much indebted.

The tumour appears to be a sarcoma. Small cells are massed

round the vessels, with which the tumour is well provided. At a

little distance from the vessels the cells are separated by a good

deal of intercellular substance, chiefly homogeneous, but with a

fine network of fibrils. The great mass of the tumour is made up
of these elements. In places myxomatous.degeneration has taken

place, and the cells are greatly reduced in number and altered in

appearance, some being elongated and atrophied, but in other parts

they are larger and more transparent, as if swollen. In still other

parts, where the myxomatous change is farther advanced, the cells

have almost entirely disappeared. In a few other parts the cells

have reached an enormous size, their diameter being three or four

times that of a white blood-cell. The nuclei and cell wall are dis-

tinct, but the contents are very granular. The tumour in these

places is made up of masses of these cells, all of which retain their

outlines ; they are enlarged single cells, and are not multinuclear

;

they seem to be swollen degenerating cells, and, by their disin-

tegration, to give rise to myxomatous substance, the nuclei,

perhaps, persisting, and forming those larger cells previously

described.

The structure of the convolutions is well preserved, and the

tumour appears nowhere to have reached the surface.

The chief points of interest in the case are these

:

1. The history of injury ; for if not actually caused by the

injury, its growth seems to have been greatly accelerated by it.

4
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2. The absence of all direct evidence of tumour until a few days

before death.

3. The typical symptoms of amnesic aphasia which the patient

presented. As the region of the angular and supra-marginal con-

volutions were free from lesion the symptoms must be referred, I

suppose, to pressure.

4. The functions of touch and hearing with which the temporal

lobe is connected were entirely unaffected.

5. The great extent of the brain involved in the growth.

6. The rare seat of the tumour. February 2nd, 1886.

A

18. Tumour in the third ventricle of the hrain,

{Card specimen.)

By J. Peeke Eichards.

[With Plate II, fig. 1.]

MARRIED woman, aged 50, was admitted into the Middlesex

County Asylum, at Hanwell, on 18th December, 1885. She

was labouring under dementia ; her memory was exceedingly defec-

tive, and she was very restless, constantly wandering about the

ward. Within a few days this restlessness ceased, and she became

drowsy, was constantly asleep, and could scarcely be aroused

to take nourishment, but when she was awakened would talk

clearly and rationally. There were no symptoms of motor para-

lysis ; she never had any vomiting, or complained of pain in the

head. An ophthalmoscopic examination could not be satisfactorily

made on account of her resistance.

Two days before her death, which occurred on January 25th,

1886, she had an attack of hemiplegia affecting the whole of the

left side.

The history of the case went to show that about ten months

before admission it was first noticed that there was anything amiss

with her mentally. She began to neglect her household duties

;

would remain in bed nearly all day ; her memory became affected,

and at times she evinced delusions, amongst other tilings thinking

that there were large animals walking about inside her. For some
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years past she had been very intemperate, taking large quantities

of spirits.

At the post-mortem examination, the head only being examined,

the membranes of the brain were found to be healthy ; the brain-

substance was of fair consistence, and the lateral ventricles and the

cavity of the arachnoid contained about 4 oz. of fluid. In the

third ventricle was a tumour about the size of a small Tangerine

orange which distended the ventricle, pushing the basal ganglia

widely apart. Superiorly it extended beyond the level of the optic

thalami, causing the fornix and corpus callosum to wear a convex

appearance when viewed from above. Below it had implicated the

whole of the interpeduncular space, and was to be seen bulging

between the optic chiasma in front and the pons Varolii behind,

the corpora albicantia having been pushed backwards. The nerves

in this region were intact.

The tumour was of a gelatinous consistence and of a purplish-

red colour. February 2ndf 1886.

Report of Morbid Growths Committee upon Mr. PeeJce Richards*

s

specimen of tumour of the brain.—The tumour seen from its upper

surface consists of an oval mass, occupying the cavity of the third

ventricle, separating the optic thalami and the anterior extremi-

ties of the caudate nuclei, and extending from the situation of the

posterior to the anterior commissure. It has a measurement of

one and three quarter inches from before backwards, one inch

transversely and one and a quarter inches in depth. It thus

presents at the base of the brain, forming a dark red mass in the

diamond-shaped space between the corpora albicantia behind and

the optic commissure in front. Above, the surface is quite free,

unconnected with the choroid plexus, and below no trace of brain-

tissue can be seen in the posterior perforated space. At the sides

the tumour is loosely attached to the optic thalami ; but in the

spirit preparation it can be separated with no great difficulty, so

that the whole mass could be removed from its bed without injuiy

to the brain. On cutting into it, it is found to consist of a delicate

membranous cyst containing a dark, blood red, granular and friable

mass, like blood coagulum, loosely connected with the interior of

the cyst, and intersected by fibrils and branching vessels.

Sections of a portion of the contents of the cyst examined under

the microscope, appear to consist of sarcomatous growth, of highly
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vascular or cavernous structure, made up of fusiform and elongated

angular cells with conspicuous nuclei, infiltrated witli blood extra-

vasated from greatly gorged vessels. (Plate II, fig. 1.)

Small portions of the growth are to be seen here and there,

apparently little changed. The cells there are mingled together

without any apparent regularity of arrangement. In parts the

cells lie between fibrous septa. The growth is also traversed by

thick fibrous strands at a few points.

Excepting at a few points the tissue is infiltrated with blood,

for the most part having the appearance of quite recent extravasa-

tion, in part exhibiting a fibrinous network, in part becoming

granular. At one part of the section thin-walled vessels distended

with blood are surrounded by coagulum of similar appearance, in

which are embedded angular cells, mostly connected with the walls

of the vessels. These cells are few in number, and the structure

must have had a cavernous or nsevoid character at this part.

There are wider tracts in which spindle-cells are seen mingled with

round nuclei and blood-corpuscles, in continuity with tracts of

extravasated blood.

Some small vessels detached from the mass are seen under the

microscope to be sheathed by fusiform cells with elongated nuclei

in an imbricate arrangement, up to their smallest ramifications.

Nodular enlargements are seen on several of the vessels, and on

some of the finest. These appear to be due in part to dilatation

of their channel, and in part to swelling and thickening of their

walls, or to adhesion of portions of sarcomatous tissue in them.

We can only conclude that it is a cyst containing a very vascular

sarcomatous tissue, into which free haemorrhage has taken place
;

and, with regard to its origin, that it has arisen from the infundi-

bulum, and has grown into the third ventricle.

Frederick Taylor.

April 7th, 1886. F. Charlewood Turner.
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DESCRIPTION OF PLATE II.

Fig. I.—To illustrate report of Morbid G-rowths Committee on

Mr. Peeke Richards' s specimen of Tumour occupying tlie Third

Ventricle. (Page 51.)

From a drawing by A. T. Hollick.

The figure shows the delicate sarcomatous tissue forming a cavernous struc-

ture occupied by blood-corpuscles, and partly the seat of blood-extravasation.

Fig. 2.—To illustrate Dr. Hale White's paper on Peripheral

Neuritis. (Page 107.)

From a drawing by Dr. Hale White.

The figure represents a section of a fasciculus afi'ected with peripheral neuritis

from the skin of the finger ; only one healthy axis-cylinder can be seen.

Figs. 3 and 4.—To illustrate Mr. R. W. Parker's case of Endo-

tracheitis and Endo-bronchitis. (Page 119.)

From drawings by Mr. Shattock. Natural size.

Fig. 3 is taken from a horizontal section through the trachea, 0*8 cm. above

the bifurcation ; it shows the extent to which its lumen has been reduced

;

the interval between it and the cartilaginous rings (which are quite normal)

is filled in with hypertrophied mucous membranes.

Fig. 4 represents the trachea at the bifurcation ; the lumen of the two main

bronchi is almost obliterated.
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19. Glioma of optic thalamus.

By GrEOEGE Ogilvie, M.B.

THE brain which I exhibit is that of a married woman aged 39.

It shows a large tumour of the left optic thalamus occupying
the posterior half of the left lateral ventricle.

The facts of the case may be briefly stated as follows :

When I saw the patient she complained of severe and persistent

frontal headache, singing in the ears, blindness, occasional attacks

of vomiting, giddiness, and a tendency to fall backwards and to the

left side on attempted movement. As her intellectual faculties

were considerably impaired I obtained the following details of her

history from a friend.

She had enjoyed good health until four months after her

last confinement in January, 1885. She previously had two

miscarriages, and two of her children died at the ages of two and

six respectively. No history pointing to syphilis or tuberculosis

was obtained. The symptoms described above commenced four

months after her last confinement and gradually increased in

severity.

She was a small, pale, and thin woman. She was able to stand

and walk erect without support for a few seconds, but finally she

fell backwards and to the left side. Her expression was vacant,

and although she answered questions tolerably well the answers

could not always be depended upon. On several occasions she

became more or less maniacal, and was at times incoherent in her

conversation, and for about six weeks before her death she sank

into a state of hebetude.

On account of her mental condition I was unable to ascertain

anything satisfactorily as regards her sensations or sensibility to

touch, pain, &c. Both pupils were dilated and there was atrophy

of both discs ; there was no ankle-clonus, and no knee-jerk could

be elicited in either leg. When sitting in a chair or lying in bed

she experienced no difficulty in moving any of her limbs. She

left the hospital three months ago and returned home, where she

remained until her death on the 30th of January, under the care

of Mr. Strugnell, of Highgate, through whose courtesy and kind-

ness 1 have been able to follow the case.

The autopsy was performed twenty-four hours after death by

L
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Mr. Strugnell and myself. The cause of deatli was double pneu-

monia, and the following appearances in the brain were noted :

The dura mater was somewhat adherent to the cerebral substance

at the margins of the posterior two thirds of the great longitudinal

fissure. The pia mater was hypersemic and the veins were distended

with blood. A slight swelling or protuberance of the cerebral

substance was apparent in the neighbourhood of the supra-marginal

convolution of the left side. Over this protuberance the convolu-

tions were slightly flattened and the sulci shallow. There was no

difficulty experienced in removing the brain from the cranial

cavity and a considerable quantity of sanguineous fluid escaped

while so doing. A horizontal section of both hemispheres was

then made so as to expose the lateral ventricles ; the right lateral

ventricle seemed slightly distended and the choroidal plexus in-

jected. The other structures on the floor of this ventricle seemed

normal ; in the left ventricle, however, a large tumour was found

occupying the posterior half of the floor ; it seemed to involve the

posterior two thirds of the optic thalamus, passed backwards into

the posterior cornu, and downwards and inwards into the descending

cornu. I have not been able to ascertain its exact relations to the

internal capsule and lenticular nucleus. The tumour was soft and

fairly defined as regards its posterior and internal relations. There

were hsemorrhagic clots in several places throughout the tumour.

I am indebted to Dr. Hebb for the histological examination, and

from the section he has made and placed under the microscope it

will be seen that it is a glioma. February 16th, 1886.

20. Multiple sarcomata in the cerebral hemispheres and pons

Varolii
J
with entire absence of cerebral symptoms. (Card

specimen.)

By D'Arcy Power.

PORTIONS of a brain, viz. the posterior portion of the right cere-

bral hemisphere, the pons, and cerebellum.

In the cortical substance of the brain is a ca\dty filled with recent

blood-clot. The cavity is situated in the ascending parietal and

supra-marginal convolutions. It measures an inch across and an inch

in depth. It is lined by a thick membrane, which appears to have

i
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given way at the most superficial part, allowing of the protrusion

of a new growth. In the substance of the occipital lobe, imme-

diately above and anterior to the end of the posterior horn, is a

patch of new growth, about the size of a split pea, with a small

haemorrhage just above it. Similar patches of new growth are

scattered about in other parts of the hemispheres.

From a female, aged 47, who sustained a lacerated wound in her

neck from glass four years before her death. Three or four months

before her death her thyroid gland began to swell. The swelling

increased rapidly, and the patient died from asphyxia. The

tumour was diagnosed as a malignant growth of the thyroid

gland, and was exhibited by Dr. Norman Moore at a subsequent

meeting of the Society.

With the exception of pain in the head, referred to the course of

the lesser occipital nerve, the patient had absolutely no cerebral

symptoms.

Microscopically, the growths are mixed-celled sarcomata.

The specimen is preserved in St. Bartholomew's Hospital

Museum, Series xxx. No. 2502 (c). February 2nd, 1886.

21. Psammoma involving the superior frontal gyrus of the

right side. {Card specimen.)

By D'Arcy Power.

THE tumour is sessile, and is attached to the under surface of the

dura mater in the neighbourhood of the falx cerebri. The

growth involved the right superior frontal gyrus, which had become

partially absorbed as a result of pressure.

The specimen came from a dissecting-room body, and no further

details could be obtained.

Microscopically, the tumour consists of a number of small con-

centric bodies resembling Paccinian corpuscles in transverse section

lying in a stroma of fibro-sarcomatous tissue. Here and there the

round bodies are seen to be in direct connection with the blood-

vessels.

The tumour is preserved in St. Bartholomew's Hospital Museum,

Series xxx, No. 2466 (6). February 2nd, 1886.
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22. Angio'Sarcoma of left choroid plexus . {Card specimen.)

By Henry Ashby, M.D.

JD— , aged 3i. Father died of " tumour of spine." Boy healthy

• till fi^^e months before death, when his mother noticed that his

right arm was weak and shook when he attempted to use it. He
dragged his right leg, his face was drawn when he smiled and his

speech slow. When seen three months before death he could

stand alone, his right leg shook when he put it forward and his

right arm also shook on attempting to use it ; no loss of sensation.

Six weeks before death he had become weaker, could not stand or

sit up, takes no notice of what goes on around him, right arm has

become rigid, elbow bent and fixed to side, right leg drawn up,

knee bent, ankle extended, no loss of sensation, 023tic neuritis, fre-

quent vomiting ; later the arm and leg became weak and exhibited

tremor on voluntary movement, and finally also became rigid. For

the last week or two he was quite insensible, limbs rigid, and there

was much emaciation. There was no loss of sensation at any time

(except when he was unconscious) ; he was convulsed before death.

Post-m,ortem.—Much internal hydrocephalus. On making vertical

sections through the brain the left lateral ventricle is occupied by

a soft lobulated tumour which has gro^vn outwards, compressing

the oj^tic thalamus, lenticular nucleus, internal capsule and com-

pletely flattening them. It has bulged the roof of the ventricles

and also occuj^ied the left descending cornu. It has not reached

the right thalamus, although this and the neighbouring parts have

apparently suffered from the excessive fluid in the lateral ventricles.

The tumour is soft and vascular and apparently has commenced in

the choroid plexus of the ventricles. There were no secondary

deposits. Microscopically the tumour consists of capillary vessels

distended with blood, with epithelial cells arranged round them.

There are no " cell-nests" or colloid degeneration. The structure

of the tumour closely resembles that of the villi of the choroid

plexuses. February 2nd, 1886.
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23. Simple cyst occurring in the right lateral ventricle.

[Card specimen.')

Bj D'Arcy Power.

ACYST springing from the choroid plexus in the right lateral

ventricle. The cyst is simple and appears to be the result of

cystic degeneration of the choroid plexus.

I am indebted to Mr. W. Lenton Heath for the following history

and account of the post-mortem examination :

M—, aged 21, had been noticed by his friends to be indolent

and generally lazy for about twelve months. On the night of

his illness he ate a hearty su2)per at 10 p.m., and went to bed

between 11 and 12 midnight. At 1.30 a.m. he was found semi-

conscious and vomiting. He gradually became comatose and died

after a slight convulsion at 3.30 a.m. With the exception of the

want of energy he had always appeared to be in excellent health,

and never had any " fits."

At the post-mortem examination made thirty-six hours after

death the abdominal and thoracic viscera were found to be normal.

On opening the head a very large quantity of clear serous fluid

escaped. The vessels on the surface of the brain were deeply in-

jected and the convolutions were much flattened. All the ventricles

were greatly distended with clear fluid, and on opening the right

lateral ventricle the cyst was seen. It was as large as a pigeon's

egg ; it had not ruptured.

The cyst is preserved in St. Bartholomew's Hospital Museum,
Series xxx, No. 2511 (a). February 2nd, 1886.

24. Tumour of the base of the brain showing the structure of

skin and subcutaneous tissue.

By Harrington Sainsbury, M.D.

THE specimen is from the museum of University College. It is

described in the catalogue as a tumour from the base of the

brain, and it was obtained from Brookes's museum. Beyond this
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simple but very plain statement there is a complete absence of

bistory.

The tumour as now seen is of the size of a large walnut, and its

lobed and convoluted exterior gives it much resemblance to this

body. Besides the coarser marking just described there is a

wrinkling of the surface such as the skin frequently shows. In

places there is an apj^earance as of a thin investing membrane.

On section the tumour was found to be of tough consistence ; the

surface of section shows a yellowish colour and a rather coarsely

fibrous, reticulated matrix. There is evidence of a pedicle at one

part of the surface of the tumour. The microscope shows in the

deeper parts of the growth a fibro-cellular structure of very varied

character, round cells, spindle-cells, fat cells in a meshwork of

fibrous tissue ; the round cells are in parts very numerous. The

outer (cortical portion) shows typically the structure of skin, a

dermis with well-marked papillary body and an epidermis con-

sisting of a rete Malpighii and an outermost corneous layer. It is

the separation of this thin horny layer from the deeper layers of cells

which causes the appearance as of a thin investing membrane pre-

viously described. Neither hair-follicles nor sweat-glands are to

be found.

In view of the very definite statement, " tumour from the base of

the brain," it has seemed important that this specimen should be

shown even in the absence of any further information concerning

it. The structure of the tumour is the fact of central interest, but

in relation to this two questions arise

:

1. The classification of the tumour.

2. The mode of origin of the tumour.

As to 1, the tumour shows structurally the reproduction of an

organ, viz. skin. It is true the organ is not completely reproduced
;

neither hair-follicles nor sweat-glands have been found ; but the

approach is sufficiently near, and considered thus the tumour

appears to be most simply described as " organoid.^^ According to

another view the tumour would probably be described as a teratoma,

but adopting Virchow's definition of teratoma as a tumour in

which various portions of organs occur together, and which thus

represents, however imperfectly, a whole system of the body (Arnold,

* Virchow's Archiv,' Bd. 43, p. 192), the specimen here shown

would be more fitly described as an organoid tumour (Arnold,

op. cit., loc. cit.). But I do not wish to lay stress on this point,
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for whether classified as organoid or teratoid there are present here

epithelial elements in definite arrangement and the question as to

whence these may have been derived seems of more importance.

Of special interest on this point were the remarks of Mr. Sutton

at a meeting of this Society during the past year, at which Dr. Hale

White and Mr. Bowlby showed specimens of teratomata in connec-

tion with the pituitary body. Mr. Sutton drew attention to the

singular canal which runs through the body of the foetal sphenoid,

which canal is a diverticulum from the pharynx. In a paper on

the " Development of the Sphenoid Bone " in the * Proceedings of

the Zoological Society ' for 1885, for reference to which I am in-

debted to Mr. Sutton, he again refers to this subject, and points

out the probable relationship of this canal to the development of

teratomata at the base of the brain.

Clearly we have in these developmental facts the necessary data

for the presence of ej^ithelial elements in tumours of the base of

the brain, but the difficulty which, it appears to me, opposes the

application of this theory to the present instance lies in the dispo-

sition of the epithelial elements. This diverticulum of the alimen-

tary canal will necessarily show the epithelial elements central

;

they will be contained within a fibrous matrix ; any derivative from

such a structure will also, as in the case of the anterior lobe of the

pituitary body, show the epithelial elements contained within

fibrous tissues. Here, however, the very reverse obtains,—the

epithelial elements invest their fibrous matrix.

The case of Arnold (op. cit., p. 181) is scarcely to the point, the

nature of the tumour described by him being too doubtful, if not

in its nature, at least in its origin, but the case of teratoma of the

pineal body described by Weigert (' Virch. Archiv,' Bd. 65, p. 212)

distinctly shows the epithelial elements enclosed within the fibrous

tissues.

I have brought forward this specimen in the hope of obtaining

information as to other tumours of like nature, and also for the

purpose of inquiring further as to the mode of genesis of these

tumours. I must give my thanks to Mr. Bland Sutton for his

kind assistance in drawing my attention to the literature of the

subject. November drd, 1885,
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25. Cysticerci of Brain.

By G. GrULLIVER, M.B.

THIS specimen was taken from the body of a woman aged 53,

who was under my care suffering from ascites, which proved

to be due to cirrhosis of the liver.

There was nothing remarkable in her previous history, and her

friends, after her death, told us that she had not complained of

headache, and that they had never known her to have a fit before

her fatal seizure.

She remained in hospital for some ten days, doing as well as cases

of cirrhosis with ascites often do, being quite free from vomiting

and headache, and taking ordinary food with relish. One afternoon

she was suddenly seized with epileptiform convulsions, which suc-

ceeded one another with great rapidity, so that consciousness was

never recovered, and she died within ten or twelve hours from the

first seizure. She had complained of headache and stiffness of the

neck the same morning. Death was thought to have been di^ to

meningeal haemorrhage.

Post-mortem.—The thoracic and abdominal organs, with the

exception of the cirrhotic liver mentioned above, were healthy.

Brain : The meninges were much injected, but there was no

haemorrhage. The cysts in the membranes and on the surface of

the brain were not observed at first, and it was the finding of a

cyst in the substance of the pons which led me to look again through

the pieces of brain, when it was too late to determine the exact posi-

tion of the cysts. I then found some fifteen cysts of about the size

of swan-shot situated in the grey matter of the cerebral convolu-

tions, and forming round bud-like i>rojections between the sulci.

In addition there were three or four in the pia mater. The pre-

paration and drawing which my friend Mr. Shattock has kindly

made show both conditions. Except the one in the pons none were

found elsewhere in the white matter of the brain. The spinal cord

was not examined. Not suspecting that they were cysticerci at

the time, I did not examine the muscles and subcutaneous tissue

with sufficient care to speak with confidence as to their absence

from these situations.
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Remarks.—Numerous cases of this kind have been put on record,

especially in Germany. This seems to be a typical one of its kind.

With the exception of the muscles and subcutaneous tissue thfe

brain appears to be the most common seat of these cysts. As in

this case, again, their favourite situations are the meninges and

cortical substance of the brain. It is recognised that they may
exist for a long while, or, indeed, throughout their lifetime, a period

of some six years, without producing symptoms. On the other

hand, they are known to produce epilepsy, and to cause death either

from convulsions alone or from haemorrhage on to the brain. The

case, consequently, is by no means unique, and my apology for

bringing it forward with a brief notice is that such cases are so rare,

in this country at any rate, that many experienced pathologists

have never seen one. October 2Qth, 1886.

26. ^^ Jachsonian epilepsy ," [Living specimen.)

By Ernest Clarke, M.D.

THE patient, a girl aged 13 years, was first seized with fits a

year ago.

The aura begins as a "peculiar feeling" in right leg, and is

induced if the leg is severely knocked ; the convulsion is limited to

the right side, and almost entirely to the right leg.

On the left side of the head, in the parietal bone, just below the

eminence, is a deep sulcus. There is a shallower one on the other

side ; these have existed since birth, and were caused by forceps

delivery.

Up till the last month the fundus oculi has been normal on both

sides, but now there is commencing some indistinctness of the disc,

but not amounting to neuritis. February 2nd, 1886.
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27. Sarcoma involving the left fifth nerve near its origin ;

multiple sarcomata of the body. (Card specimen.)

By D*Arcy Power.

A
GLOBULAR tumour of the size of a small walnut occupies nearly

the whole of the interpeduncular space at the base of the

brain. It springs from the left fifth nerve, appearing to involve

the Gasserian ganghon. In its growth forwards it has pressed upon

the left optic tract and the left side of the optic commissure. The

left third nerve is flattened by pressure. The fourth and sixth

nerves of the same side are involved in the growth. The inner

portion of the left temporo-sj^henoidal lobe is partially excavated

and infiltrated by the tumour. A large sarcomatous growth, spring-

ing from the dura mater, has infiltrated the left occipital lobe.

Mr. F. W. Strugnell exhibited the patient whilst alive before the

Clinical Society. I am indebted to him for the following notes of

the case and the autopsy.

From a man aged 49 ; married ; an ex-policeman.

February 18th, 1885.—He had violent pain of a neuralgic

character over the left side of his head, with slight numbness of

the affected part.

19th.—There was complete loss of sensation on the left side of

the face and over the area supplied by the fifth nerve. There was

partial dilatation of the left pupil, which did not react to light.

He suffered from earache on the left side, and from severe catar-

rhal ophthalmia. The patient could 7iot feel the continuous cur-

rent from a thirty-cell battery.

24th.—The cornea of the left eye became hazy, and there was

some catarrh of the right eye.

March 17th.—Pain of a severe character was felt in the left arm

and forearm. The left cornea was sloughing; there was some

thickening of the zygoma on the left side. Twenty-seven small

tumours were noticed in different parts of the body.

The patient gradually became worse ; there was no optic neu-

ritis, however, in the right eye. Pleurisy developed on the right

side. The speech became affected first only by the using of wrong

words, but later he could not speak at all. His gait became feeble,
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there was incontinence of faeces, and death occurred on June 27th,

1885.

Post-mortem.—Tumours, varying in number from the size of a

walnut to that of a small orange, were found to the number of

twenty or more, and also at the root of the right lung, in the liver,

kidneys, and mesentery.

Microscopically the tumour is a fibro-sarcoma.

The brain is preserved in St. Bartholomew's Hospital Museum,
Series xxx, No. 2499 (a). February 2nd, 1886.

28. A deposit of caseous tubercle in the floor of the fourth

ventricle of the hrain. {Card specimen.)

By W.C. Chapfey, M.B.

EP—, a female child aged 2 years, was admitted into the Chil-

• dren's Hospital under Dr. Gee in 1884.

History.—She had had measles twelve months previously, but no

other infectious diseases. Three months previously she commenced

to vomit daily after food and to scream at night. For three weeks

she had been gradually getting weaker ; she had been losing volun-

tary power in the lower extremities and the voice had been weak

and nasal. For fourteen days there had been some drooping of

the left eyelid. No squint had been noticed. Some spasmodic

movements of the lower extremities had been observed, but no

definite convulsions.

On admission.—The patient was much emaciated and very pale
;

quite sensible ; the voice weak and nasal ; some discharge from the

left nostril ; drooping of the left eyelid
;
paresis of the whole of the

right side of the face
;
gurgling of mucus at the back of the pharynx,

but the patient could swallow fairly well.

The right pupil was slightly larger than the left, and both were

rather small and sluggish. The hearing was good. The margins

of the optic discs were a little rosy.

Both lower extremities were weak, especially the right. Volun-

tary power in the upper extremities was about normal, and she could

just sit up and walk a little.

Both knee-jerks were increased, especially the right. A con-
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tinuous galvanic current, of moderate strength, caused no contrac-

tion of either side of the face, but a moderate faradic current

caused some contraction on both sides.

The pulse was quick and weak. The respirations were about

normal in frequency, the movements being both thoracic and

abdominal.

Subsequently.—No fresh signs developed, but the patient became

gradually woaker. The difficulty in deglutition increased, whilst

mucus gravitated into the bronchi creating much distress. Optic

neuritis did not supervene. There was no sign of headache. The

wasting and pallor increased. The paresis of the right side of the

face and the ptosis became less obvious. Consciousness was retained

till shortly before death, which took place gradually five weeks after

admission to the hospital.

The post-mortem examination.—There was a circumscribed deposit

of caseous tubercle (five eighths by three eighths inch) in the floor

of the fourth ventricle. It was situated in the medulla oblongata

and posterior part of the pons, chiefly on the left side, but also

encroaching on the medulla to the right of the median raphe.

The left restiform body bulged slightly outwards.

The tumour extended into the substance of the medulla and

pons for about two thirds of their depth. It was covered by a

thin layer of the grey substance composing the floor of the fourth

ventricle. It was circumscribed and non-encapsuled. It did not

appear to be very intimately connected with the nerve-tissue. In

fact, it had some tendency, when incised, to shell out. Its shape

was irregularly oval. It was yellowish and firm, but with a small

softening caseous centre.

A smaller rounded nodule of caseous tubercle, quite separate

from the foregoing mass, was situate at the upper and anterior

border of the pons, on the right side. It caused a slight bulging

of the surface. It was firm, not softening in the centre, and did

not press upon any nerve-trunk outside the pons.

Two other rounded masses of yellowish tubercle, about the size

of acorns, were situate superficially on the upper surface of each

lateral lobe of the cerebellum one on either side. They were not

surrounded by nerve-tissue, but simply caused depressions of the

surface.

The foramen of Magendie was encroached upon, but not occluded

by, the tumour of the bulb.
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The ventricles contained some excess of clear fluid.

The iter was not dilated to any extent.

The convolutions of the brain were slightly flattened. There

was no meningitis. The brain weighed 33^ oz.

Both lungs were studded with fine grey tubercle.

The bronchial glands were caseous. One gland at the bifurca-

tion of the trachea had softened and was discharging caseous

material into the right bronchus.

There was a mass of yellow softening tubercle involving the

lower part of the left kidney.

BemarJcs.—It is worthy of note how frequently tuberculous

masses situated at the base of the brain are enveloped by nerve-

tissue, whilst those in the hemispheres of the cerebrum, and in the

cerebellum, are usually very loosely connected therewith, being

simply lodged in cup-shaped depressions.

In this case, the seat of the principal tumour was not difficult to

determine during life, but it extended too far forwards probably to

allow of its being removed by a surgical operation, even supposing

such to have been practicable otherwise.

The nature of the tumour during life, as is so often the case,

was uncertain. The diagnosis, of course, lay between tubercle and

a glioma. But there was nothing in the physical signs to lead one

to the belief that the patient was tuberculous.

The symptoms were not unlike those of diphtheritic paralysis,

but this was at once negatived by the fact that the knee-jerks

were increased, whereas they are always diminished and usually

absent in the paralysis due to diphtheria,

I am indebted to Dr. Gee for kindly allowing me to publish the

particulars of this case. February 2nd, 1886.
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29. Primary carcinoma of the cerebellum ; left lateral

hemisphere, [Card specimen,)

By D'Arcy Powee.

THE upper and anterior borders of the left lateral hemisphere of

the cerebellum are the seat of a new growth of a soft gela-

tinous consistency. The right hemisphere is unaffected.

The patient, a male aged 47, was admitted to Matthew Ward,

St. Bartholomew's Hospital, on April 18th, 1884. He had enjoyed

good health until he suddenly became unconscious. On admission

there was loss of power on the right side, and later on convul-

sive movements occurred on this side. The temperature reached

101*4° F. Vomiting occurred repeatedly, and death took place on

the third day.

The new growth is a carcinoma, the cells are numerous and soft,

and for the most part of a squamous epithelial type, but here and

there they become cylindrical. They are embedded in alveoli of

connective tissue. This framework of connective tissue is com-

paratively slight, so that the tumour is allied to the encephaloid

cancers.

The specimen is preserved in St. Bartholomew's Hospital

Museum, Series xxx. No. 2502 (6).

February 2nd, 1886.

30. Primary round-celled sarcoma involving the inferior vermi-

form process of the cerebellum. [Card specimen.)

By D'Arcy Power.

A TUMOUR of the cerebellum involving the median portion of its

under surface. It measured three and a half inches in length.

Anteriorly it extends as high as the pons, whilst posteriorly it

reaches almost as far as the free extremity of the i:)yi*amid. The

under surface of the tumour lies upon the nodule and uvula, which

are much compressed and flattened. The tumour grew from the

pia mater. It is a round-celled sarcoma.
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I am indebted to Mr. J. Langton Hewer for the following

history of the case.

A child, aged 5, suffered from violent attacks of vomiting a year

before death. She had double optic neuritis, partial blindness, and

slight inco-ordination of her muscles in walking, in August, 1884.

During January, 1885, the patient became completely blind, but

the optic neuritis still remained and there was no white atrophy.

Frontal headache was very severe. Death took place in February

of the latter year.

On opening the skull the inner table in the region of the occipital

protuberance was rough as if from chronic osteitis, but there was

no adhesion of the dura mater. On removing the brain a large

quantity of cerebro-spinal fluid escaped. The floor of the third

ventricle was translucent, and the ventricle itself was much
expanded owing to the quantity of fluid it contained. The lateral

ventricles were enormously dilated. The foramen of Monro was

large enough to admit the end of the little finger. The third and

fourth ventricles and the aqueduct of Sylvius were enlarged. The

optic thalami were about one and a quarter inches apart. The

foramen of Magendie was undiscoverable. The venae Galeni were

not pressed upon by the tumour.

The specimen is preserved in St. Bartholomew's Hospital

Museum, Series xxx, No. 2468 {a). February 2nd, 1886.

31. Primary round-celled sarcoma, involving the inferior vermi-

form process of the cerebellum. [Card specimen.)

By D'Arcy Power.

A
FIRM rounded tumour occupies the place of the inferior vermi-

form process of the cerebellum. It has encroached upon the

tonsils on either side, and has scooped out for itself a cavity in the

substance of either lateral hemisphere.

A man aged 36 was admitted into Mark Ward, St. Bartholo-

mew's Hospital, on January 28th, 1885. He had suffered pain in the

back of his head for twelve months. In the August preceding his

admission he had constant vomiting lasting for ten weeks. When
seen he was torpid and sleepy. He had long suffered from fibroid

phthisis in both lungs,
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On February 28th, ophtlialnioscopic examination revealed exten-

sive neuro-retinitis with great swelling and tortuosity of the vessels.

There was considerable development of librous tissue along the

course of the vessels. Both eyes were in a similar condition.

March 2nd.—Convulsions lasting for five minutes. Afterwards

there was albuminuria, renewed vomiting, and finally, death from

asthenia upon the 18th of April, 1885.

Microscopically the tumour is a round-celled sarcoma.

The specimen is preserved in St. Bartholomew's Hospital Museum,

Series xxx. No. 2501 (a). February 2nd, 1886.

32 Tables draxon up hy a Special Committee^ from the

specimens of intracranial tumours exhibited at the meetings

of the Society on February %nd and 16^A, 1886.

A
TABULAR view is here given of the principal facts relating to

the fifty-four specimens which were exhibited before the

Society. The cases are arranged in six tables, principally accord-

ing to the position occupied by the tumours ; for next to their his-

tological character their locality offered the most natural basis for

classification, while it has the advantage of being more readily

connected with their symptomatology, and with the possibilities, if

such there be, of local treatment (see Case 10, Bennett and Godlee).

It is, however, scarcely possible to follow out such a principle of

classification rigidly, for some tumours are multiple, others affect

a wide area ; others, growing primarily from one part, acquire im-

portance only by subsequently affecting another. Thus No. 48,

though growing from the meninges, counts practically as a cere-

bellar tumour. Tumours of the choroid plexus (25—27), also

strictly meningeal, are classified with those affecting the central

ganglia and ventricles.

The histological character of each tumour is briefly stated in

Column III. The following summary will show the frequency of

each variety, and the frequency of their occurrence in each of

the tabulated regions

:

1 The Coramittee consisted of Drs, Beevor, Hadden, and Ormerod, Mr. Shattock

and the Hon. Secretaries, ex-qfficio.
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IN TABLES ,
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case (No. 12) the situation was made out during life witli con-

siderable accuracy, partly from the special localising symptoms,

and partly from the existence of local pain and tenderness. The

cases brought before the Society afford very httle fresh information

on the question of cerebral localisation. The fact that intracranial

growths may exist in certain parts without giving rise to symptoms

referable to such parts, their tendency to compress and displace

without destroying, and, lastly, the pressure they often exert on

remote parts, render their localisation very often a matter of pure

conjecture. For example, in Cases 7 and 9 the centre for hearing was

involved, yet in neither is there any reference to the existence of

deafness. In No. 8, in which the temporo-sphenoidal lobe was

affected, it is distinctly stated that there was no defect of hearing.

Again, in No. 18, cerebral symptoms were absent, although a growth

of considerable size was found in the right ascending parietal and

supra-marginal convolutions. Several cases of similar nature will

be found in the tables. The parts affected and the symptoms have

been tabulated in adjacent columns (vi and vii) to facilitate com-

parison between the two, and for full details concerning them

reference must be made to the original papers.

Charles E. Beevor.

Walter B. Hadden.
J. A. Ormerod.
S. Gr. Shattock.

H. Trentham Butlin, ) tt o
-, ^ ' > Hon. Sees.
Sidney Coupland, ;

June 28th, 1886.
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MENINGO-MYELOCELE IN THE LUMBO-SACRAL REGION. 89

S3. Meningo-myelocele in the lumho-sacral region^ cured by the

injection of Morton's solution. {Card specimen.)

Bv Samuel G. Shattock.

A
LONGITUDINAL section of the parts concerned shows the patho-

logical anatomy to be that of the ordinary form of meningo-

myelocele. The cavity of the sac (sub-arachnoid sj^ace) is filled

with young inflammatory tissue, and is considerably shrunken

;

the summit is deeply wrinkled, but still shows quite clearly its

smooth membranous character, as distinguished from the surround-

ing skin.

The spinal cord traverses the upper part of the occluded sac. The
nerve-roots arising from the posterior wall of the sac pass through

the occluding inflammatory tissue before perforating the dura

mater, which forms the anterior wall of the space ; they are thrown

into undulations in their course in consequence of the collapse of

the sac. The fat lying between the dura mater and the posterior

surface of the bodies of the vertebi'ae is soft and healthy.

The anterior divisions of the sacral nerves, as dissected at their

exit from the anterior sacral foramina, present no obvious altera-

tion.

Histology.—The tissue filling the sac consists of a delicately

fibrillar ground-substance, highly vascular, and in large amount

relatively to the round and oval corpuscles lying in it.

History.—This is furnished from the notes of Mr. Glutton, to

whom I am indebted for the exhibition of the specimen.

E. C— , aged 11 days ; sac ulcerated over its simimit, flaccid and

translucent, admitting of being partially emptied by compression.

The lower limbs were not moved so readily and energetically as is

usual, and there was some loss of power over the rectum.

September 1st, 1884.—Mr. Glutton injected 30 minims of Mor-

ton's fluid with a hvpodermic syringe, the child being on its back

;

no fluid was withdrawn. The puncture was made through the

healthy skin at some distance from the sac.

2nd.—Child restless, but without other symptom.

8th.—Sac more tense and larger ; no symptoms.

13th.—Protrusion suppurating. Admitted to hospital.
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SOth.—Sac shrivelled, solid. Child quite well. No paralysis.

November.—It was noticed that the limbs were stiff and rigid
;

that it was difficult to keep the skin of the buttocks and genitals in

healthy condition on account of the very slight control which the

child had over the bladder and rectum.

December.—Spastic paralysis of both lower extremities. In-

creasing size of the skull noticed.

January, 1885.—Spastic paralysis persists. Hydrocephalus in-

creasing. Child is fairly well nourished and healthy looking.

October.—Death. The sac was injected on September 1st, 1884.

March 16th, 1886.

34. A case of hcemorrhage into the grey matter of the spinal

cord.

By W. C. Chaffey, M.B.

FOR allowing me to bring this case before the Society I beg to

tender my thanks to Dr. Cheadle, under whose care it was

admitted. It will be seen that it is one of extreme rarity.

The history of the case on admission was as follows :

A female child, aged 4 years, appeared to be quite well till

Friday, October 24th, 1884, at 2 pan., when she fell down a flight

of nine steps. She did not appear much hurt at the time, and the

next morning she went to school as usual, but in the afternoon she

vomited twice. She was still able to walk about. The next

morning, which was Sunday, 26th, two days after the fall, she was

unable to stand or sit up, and she complained of pains in the back

when moved. By the fourth day from the time of injury she was

quite unable to move the lower extremities, but she had never at

any time lost power in the upper extremities, at least to any notice-

able degree. Since the fifth day there had been some gurgling

in the throat when she breathed, and from that time also there

had been some trouble with micturition, the mother describing the

urine as having dribbled away. The bowels acted on that day,

but not since* Deglutition had been little if at all affected. Liquids

i
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had not returned, and she had not talked through her nose. She

had always been conscious, and talked rationally. There had been

no fresh vomiting ; she had never been convulsed. She had never

had any infectious diseases, except varicella three years previously.

It should be mentioned, however, that one week prior to the injury

she had diarrhoea, lasting a few days, and there was just a suspicion

of her having a sore-throat at the time. There was no illness known

in the neighbourhood.

The family history was good.

The patientwas admitted to the hospital on Thursday, October 30th

»

six days after the fall, and the folloAving note was made :—Eather

thin, face pale, but lips a fairly good colour. She is propped up by

pillows, being unable to sit up of her own accord. Slight retrac-

tion of head, and bending it forwards causes some uneasiness. She

is very intelligent and quick in answering questions. Voice strong

and natural in character. The soft palate and pillars of fauces

react normally when the finger is introduced. Tonsils natural

;

she swallows liquids well. There is a constant hacking, loose

cough, which is ineffectual in expectorating mucus ; this accumu-

lates and causes much distress. In the day she was noticed to be

dusky from this cause apparently, the cheeks also becoming flushed,

and the skin perspiring very freely.

Pulse 96, extremely irregular in force, and intermittent. Resp.

24 ; respiratory movements, both thoracic and abdominal, but the

latter somewhat exaggerated. Temp. 97°.

No bruise noticed anywhere. No irregularity about the spines

of the vertebrae ; no tender spot discovered along the spine.

Cutaneous sensibility to touch, and, I think, to the prick of a

pin, quite normal everywhere, for she accurately indicated the

various points tried.

The upper extremities are both rather weak, but she can perform

all voluntary acts with precision. The lower extremities are

flaccid. There are slight movements in the toes of the right

foot occasionally (? voluntary), otherwise the lower extremities

are completely paralysed, and reflex phenomena are absent in

both.

The abdominal reflexes are about normal. None of the muscles

of the lower extremities respond to a strong faradic current. No
response to galvanism till forty cells are employed, and then the

reaction is rather slow.
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lu the evening temp. 99°.

Throughout Friday, 31st, the patient continued much the same

as on the previous day.

November 1st.—The distress from accumulation of mucus in

the air passages has increased. ? Slight squint
;
pupils natural.

Condition of patient, on the whole, much the same.

2nd.—More livid. Does not appear to suffer pain. Quite con-

scious. Answers questions intelligently, but the patient is evidently

much weaker ; she recognises her friends, and sometimes holds out

her hand to them. Pulse weaker.

Dr. Cheadle thought the intercostals on the right side were acting

more feebly than on the left.

Towards the evening the mother observed that the right arm was

getting weaker, but she could move it till shortly before death.

The left arm never seemed to be weak. There was certainly no

paralysis of either till a few hours before death, if indeed it

appeared at all. The lower extremities always remained paralysed.

The patient died at 9 p.m., it being nine days and seven hours

from the date of injury and about eight days from the commence-

ment of symptoms. Three hours before death the temp. 101°.

There had been a gradual rise since the morning of admission.

The post-mortem was made the next day. Body weighed 25|-

Ibs. Rigidity considerable in most parts. Hypostatic staining

well marked. There was no sign of bedsores. Well nourished.

Fair complement of fat. Muscles of good colour.

Brain.—Some distension of veins on the surfaces of the hemi-

spheres with dark partly coagulated blood-clot in them. The left

vertebral artery, just before its junction with the nght artery,

nearly plugged with recent ante-mortem clot. The membranes

everywhere had quite a natural appearance. On section the brain-

substance was found to be somewhat congested. The deep layers

of the pons and medulla somewhat injected. In the centre of the

pons there was a point exuding dark blood. The floor of the

fourth ventricle, both on the surface and on section, presented

quite a natural appearance. The foramen of Magendie patent.

There was no tubercle viewed anywhere. Calvarium natural.

No blood extravasations anywhere.

A careful examination of the spinal column and of the soft

structures in its vicinity revealed nothing abnormal external to the

spinal cord. The latter was then removed in the usual way. It
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was then observed that the lumbar enlargement was somewhat

more bulky than it should be, but presented no other change until

a tranverse incision was made into it. This being done at regular

intervals, extensive haemorrhages were revealed occupying the

space normally allotted to the grey matter and accurately bounded

externally by the white substance. A similar condition existed in

the cervical enlargement, but not to the same extent. The colour

was that of venous blood and contrasted strongly with the white

matter. In the lower half of the lumbar enlargement the whole

of the grey matter appeared to be thus replaced by the effused

blood. This gradually diminished in extent from below upwards,

so that in the upper part of this region it was confined to the

anterior horns, and finally limited to the centres of these, where it

was seen, by the naked eye, as a minute but well-defined spot

rather smaller than a pin's head. About the upper third of the

cervical enlargement showed only very minute haemorrhages in the

centres of the anterior horns. The haemorrhages became more

marked at the level of the sixth pair, appearing as red spots first

in the right anterior cornu and some little distance further down

on the left also. Consecutive sections showed that it extended

downwards on the right side to about the level of the roots of the

eighth pair, and a little below that level on the left side. The

haemorrhage was very considerable about the level of the seventh

pair, especially on the right side, but was confined apparently to

the anterior horns. The haemorrhage was most extensive at about

the level of the seventh pair of nerves on each side and occupying

nearly the whole of the anterior horns. The grey matter in both

enlargements was softer and redder than usual. In the centre of

the dorsal re2:ion the grey matter showed one minute haemorrhage,

apparently in the commissure, but was not otherwise altered in

aspect. The white matter in the lower part of the lumbar

enlargement was somewhat softened. Elsewhere it appeared

normal in consistence, and everywhere it preserved its natural

whiteness.

The lungs were considerably congested and adherent in places.

The other organs were natural.

Microscopical examination of the cord and hulh.—I have made and

examined a large number of microscopical sections of the pons,

bulb, and upper part of the cord, but unfortunately the remainder

was left out of spirit and spoiled. With regard to the pons there
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was little of note save that some of the vessels were dilated ; and

others showed considerable masses of leucocytes in their walls.

The lumen of the vessel was almost obliterated thereby here and

there. There was also one minute haemorrhage.

In the hulh the changes are most marked in and around the

nuclei of origin of the nerves. All these are more or less affected.

The grey matter immediately lining the floor of the fourth

ventricle shows considerable vacuolation, produced apparently by

the increase in diameter of the perivascular spaces, in some

places the vessel being seen shrunken in the centre, or having

disappeared from the space, probably being washed out in the

preparation. In other places the vessels are seen with leucocytes

massed in and around them, without any perivascular space. In

other portions the muscular fibres of the vessels appear to have

undergone proliferation. Some arterioles in the centre of the grey

matter show local bulgings, especially in and around the common
nucleus of the sixth and seventh, and also beneath the nucleus of

the vagus on each side. Immediately external to the nucleus of the

facial on the left side there is also a small haemorrhage. The

changes in the vessels, with aggregation of leucocytes, is more

marked here than anywhere. In the right side no haemorrhage

is seen, but the smaller vessels present much dilatation.

Leucocytes are aggregated together mainly in the situation of

the nuclei of the nerves, and especially where the haemorrhages

and dilated vessels are seen ; but they are very numerous through-

out the grey matter. Where these changes are most marked some

of the large nerve-cells have almost disappeared, and in all the

nuclei many of the cells are much altered in appearance. Some
of them are ill defined, others faintly granular and rounded, with

thickened processes that terminate abruptly. In many these

nuclei are indistinct. The nucleus of the fifth pair, situated

further away from the middle line, presents less marked changes

in the nerve-cells.

In the cord, similar changes in the grey matter exist, becoming

more marked as we proceed do"\vnwards. They nearly all show

aggregations of leucocytes immediately in front, and, in a few

sections, behind the central canal. The sheaths of many of the

vessels are packed with these bodies. Some of them also present

the dilatation of the perivascular spaces noted above. On reaching

the level of the third pair of cervical nerves the dilatation of capil-
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laries and arterioles in the anterior horns becomes a marked feature

whilst leucocytes in masses appear. At the level of the fourth pair

these changes are very obvious, and the large nerve-cells become

changed in appearance as above described. They disappear alto-

gether from the field. Here also we find haemorrhages commencing

where leucocytes are very abundant. But it should be noted that,

as in the bulb, the haemorrhages are present only where the massing

of leucocytes has reached an extreme degree, and it is only in these

sections that the large nerve-cells present marked changes. These

changes are also most advanced in the anterior horns. Some of the

sections show extensive congestion of the grey matter mthout
much infiltration of leucocytes or alteration in the large nerve-

cells.

The haemorrhage in one or two instances appears to be due to the

rupture into the centre of the anterior horn of a single large

vessel, for I think consecutive sections show this to be the case, the

infiltration of the wall of the vessel with leucocytes having induced

its dissolution. In other instances the capillaries appear to have

given way. There are small haemorrhages in the posterior horns,

seen in a few of the sections.

In the anterior fissure the vessels are surrounded by leucocytes.

The pia mater at the periphery is natural. The white substance in

places shows some studding with leucocytes, and the nuclei of the

nerve-fibres are increased in some sections ; but there is no other

important change.

I believe it is said that the more resistant white matter impedes

the migration of leucocytes more effectually than the grey ; accord-

ingly, a vessel at the junction of the grey and white is seen to be

giving off leucocytes freely in the direction of the latter, but not at

all towards the former. The haemorrhages appear to be all quite

recent. No haematine crystals were seen, but crystals of stellate

phosphates identical with those found in urine were present among
some of the haemorrhages, and also where leucocytes were massed in

the anterior horns over a large area. Where haemorrhages occur it

will be seen that it is not by the pushing aside of the proper

elements of the tissue, but by their replacement, first by leucocytes

and then by the blood effusion, so that it is not likely that much
increase in bulk of the part of the cord affected would result.

The cells lining the central canal show proliferation in some

sections, in the direction of the grey matter. In many sections
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the cells seem to have parted company at one or two points so that

the central canal communicates laterally with the interstices of the

grey matter.

There are many points of interest in the morbid anatomy in

reference to the symptomatology of the case, but I will not refer

to more than two or three.

First.—The extensive affection of the anterior horns in the lower

part and centre of the cervical enlargement along with retention of

voluntary power in the upper extremities.

Secondly.—The diaphragm retained its power notmthstanding

that one or both horns of grey matter were involved in the inflam-

matory process in the upper part of the cord, to a very consider-

able degree.

Thirdly.—The cutaneous sensibility remained practically unim-

paired in the lower extremities, notwithstanding that the whole of

the central grey area of the lower part of lumbar enlargement

was apparently replaced by the effused blood. The anterior grey

commissure in many parts of the lumbar enlargement must have

suffered much as the haemorrhages encroached on it. The posterior

root columns, be it remarked, may possibly have escaped.

With regard to the nature of the affection, it is obviously one

of acute bulbo-myelitis, but mainly attacking the anterior grey

horns of the cervical and lumbar enlargements of the cord. In

distinguishing it from an ordinary case of infantile paralysis it is

important to note the extensive involvement of the bulb, and also

of the centre for micturition.

Ollivier d'Angers, in 1837, was the first to describe the naked-eye

appearances of hsemorrhage into the grey matter. He calls it

hematomyelie ; but as the term was employed before the use of

the microscope it is doubtful whether it is advisable to retain it.

Hayem, in 1872, published a treatise on the subject of haemor-

rhages into the grey matter, and concludes that all cases are the

result of a preceding acute myelitis. He employs the term hema-

tomyelite. But he gives few complete cases and deplores the lack

of microscopic evidence. He quotes Charcot as having minutely

described the changes in the nerve-elements in one of the cases.

There are a few instances recorded of small haemorrhages into

the grey matter in young children, notably one by Dr. Charlewood

Turner, published in the Society's * Transactions ' a few years ago.

But in reviewing the literature of the subject I have been unable
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to find a case of recent hsemorrhage into the grey substance of the

cord in a child to the extent above described.

Dr. Barlow, however, informs me that he has had a somewhat
similar case under his care the details of which he has not yet

published. November I7th, 1885.

35. Tuberculous growth of the dura mater, with affection of
the subjacent vertebra.

By W Hale White, M.D.

THE patient from whom the specimens exhibited this evening

were taken was a middle-aged woman, who died with symptoms

of phthisis of both lungs and paraplegia. At the ^ost-mortem ex-

amination, both lungs were found to be riddled with numerous

tuberculous cavities, but the chief interest of the case lay in the con-

dition of things inside the spinal canal. Opposite the upper dorsal

vertebrae between their bodies and the cord, outside the dura mater,

was a yellowish white mass, between two and three inches in length

from above downwards, about an inch in width and half an inch in

thickness in the middle, thinning down towards the margins ; it was

somewhat irregular on the surface and grew out through one of the

adjacent spinal foramina around the nerve, passing through that

foramen for the extent of about an inch, making the nerve with

the surrounding growth a thick yellowish cord the size in section of

an ordinary lead pencil. There was no sign of any breaking down
at any part of the growth ; the inner surface of the dura mater

was free, the spinal cord was considerably pressed upon. The
condition of the vertebra immediately subjacent to the mass was

very peculiar ; it was normal in size ; the outer surface was much
eroded by the presence of numerous little pits; this appearance

was almost entirely confined to the body of the vertebra. On
section the first thing that struck one was its extreme whiteness,

which can be seen even now, after its preservation in spirit ; the

bone was certainly not softer than normal ; if anything, rather

harder. This white hard appearance extended to the laminae as well

as the body, but in the centre of the body there was a spot, the

7
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size of a small pea, whicli was softer than the rest. At no part of

the bone was there anything like pus. Microscopical sections of

the tumour showed that it consisted of an abundance of small cells

with many giant-cells, each of which had as usual many processes

and nuclei. The small cells were embedded in an obscurely fibril-

lated delicate reticulum which at some parts of the section was

very abundant, whilst in others it was quite obscured by large

conglomerations of small cells. In some places there were caseous

masses, scattered about in an irregular manner. The calibre of

some of the vessels was considerably less than normal, but many
were not pressed upon at all ; there were no vessels except at the

periphery of the growth, where also there was a little fat. The
nerve was not so much altered as might have been expected ; the

prolongation of the dura mater along it seemed to ward off any

invasion of the tubercle in it, for the only e^ddence of such invasion

was the presence of a few small cells at one part. There was some

increase of the fibrous tissue within the neiwe, and atrophy of some

of the axis-cylinders, but it was very noteworthy, both in the case

of the cord and the nerve, that the growth had quite failed to get

through the dura mater. Eepeated attempts to find tubercle bacilli

in the growth failed to discover any. The intervertebral discs

both above and below the diseased vertebra were slightly affected.

This disease is clearly either tubercular or syphilitic, and I have

brought it before the Society this evening, partly in order to elicit

the opinions of members on this point and partly because, which-

ever it is, the implication of the vertebra is a rare sequence,

although perhaps it is hardly correct thus to describe it, for

nowhere was the growth adherent to the vertebra nor were

the vertebrae above or below affected in the slightest ; still if it

did not spread directly it is very strange that the vertebra opposite

the mass should be the only one affected. On the whole, the view

that the mass and the disease of the vertebra are tubercular is

perhaps the more probable of the two possibilities, for the inabihty

to find bacilli in such a dense mass, as this is seen to be, hardly

goes for much, whilst the facts that the patient had phthisis, that

the microscopic appearance of the growth in all particulars agrees

with its being tubercular, seem to point strongly to the tubercular

hypothesis, November Zrd, 1885.
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36. Microscopical preparations of the spinal cord from a case

of Friedreich 's ataxia , (Card specimen
.

)

By Charles S. Sherrington, for W. Everett Smith, M.D.,

Framingliam, Mass., U.S.A.

THE preparations exhibited were sections taken from the spinal

cord, in the dorsal and lumbar regions, of a young woman,

the particulars of whose case are briefly as follows

:

Family history.—ClsiVSi W— , one of a family of thirteen, five

sons and eight daughters. The sons all healthy ; of the daughters

the histories of two are unknown ; accidental injury carried off a

third at the age of sixteen, but the remaining five are the subjects

of a locomotor ataxia presenting the clinical features described by

Friedreich under the title " hereditary ataxia." To this disease one

sister had already succumbed before the death of the patient,

Clara. The father is also ataxic now, but the onset of his sym-

ptoms has been subsequent to the onset of ataxia in his children

;

he was aged 66 when his symptoms commenced. The family

upon both the father's and mother's side is long lived and healthy,

with no history of consanguineous marriages, insanity, or syphilis.

None of the present generation have used alcoholic liquors in

excess.

The patient, aged 29, began to complain of palpitation, of dys-

pnoea, and of weakness of the legs when nine years old. When
thirteen years old it was noticed that she had a peculiar gait,

which her elder sisters had also had at the commencement of their

illnesses. She soon became unable to walk upstairs from power-

lessness to raise the feet high enough. Later, inco-ordination of

the hands and arms came on, progressing rapidly to great muscular

weakness of them, causing a ** wrist-drop." When sixteen she had

" gastric fever." When twenty she suffered from sickness marked

by headache and pain along the spine, and was delirious for nearly

a fortnight. Since that time she has been duller and more

inclined to doze and sleep.

When first seen, in October, 1882, she was prostrate, but with-

out fever. Pulse 140, very feeble. She complained of lassitude,

headache, nausea, burning heat in the legs, and a tight girdle pain.

She was very anaemic she had right lateral curvature with kyphosis.
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Lower limbs.—Almost complete paralysis ; feet in position of

talipes equino varus, knee- and hip-joints semi-flexed. Tendon-

reflexes non-existent ; no ankle-clonns.

Upper limbs.—Could raise the arms only slightly ; hands in

position of wrist-drop, but could be extended and supinated.

Muscles of hands not so much wasted as the muscles of other

parts. Muscles of trunk had so far lost their power that she could

not sit in her chair properly, but " slouched down." No facial

paralysis ; well-marked tremor of head was called forth by

attempts to move. Deglutition often difiicult. '' Scanning

speech." Tardy response to questions ; defective memory.

Skin, said to have been hyperaesthetic in the beginning of her

disease, had become dull to sensation, so that pinching, pricking,

and rubbing were hardly distinguished one from another. Several

seconds usually elapsed before a touch was recognised. Hearing

and vision defective. Pupils normal in size and reaction to light

;

no atrophy of optic disc.

In August, 1883, patient began to suffer agonising pain along

the entire course of the right sciatic nerve from lumbar region to

the tips of the toes. Symj)toms of acute myelitis in the cervical

and upper dorsal regions were noticed, and a tendency to opistho-

tonos. Vomiting independent of the taking of food, but increased

by entrance of food into stomach, necessitated feeding entirely by

rectal injections for ten days, and at the end of three weeks from

the commencement of this final illness the patient died quietly.

At no time had there been any bladder trouble, nor any tendency

to bedsores.

Autopsy. — Made thirty-six hours after death. Outside the

nervous system the only pathological conditions found were injec-

tion of the mucosa of the stomach, a few pleuritic adhesions, and a

small cyst of the left ovary. The brain could not be examined.

Spinal cord: The membranes deeply injected and markedly

adherent to the bony walls of the spinal canal. In portions of the

cord from the dorsal and lumbar regions, examined by Drs.

Putnam and Quincy, of Harvard University, the following altera-

tions were found. The shape of the cord was altered, apparently

from shrinkage of the posterior half. The central canal was

blocked with round cells which took up the stain (hsematoxylin)

;

all trace of the columnar epithelium was gone.

The posterior columns were sclerosed, more completely in the
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lower dorsal region than in the mid-lumbar ; in a good part of them

in the former region nerve-fibres were almost literally absent. The

portion of the posterior columns adjoining the posterior commis-

sure was but little affected. There was also sclerosis of the

antero-lateral tracts though not so intense as of the posterior

columns. The region of the anterior nerve-roots was compara-

tively healthy, but the posterior roots seemed to contain scarcely a

single healthy fibre ; some strands of the anterior nerve-roots were,

however, markedly atrophied. The cells of the anterior and

posterior cornua were at all levels far less numerous than normal.

There appeared to be a small supplementary canal a little posterior

to the main central canal throughout almost the whole lumbar

region. There was no marked enlargement of axis-cylinders any-

where. The walls of the arteries in the sclerosed areas were as a

rule markedlv thicker than usual : so also were the central arteries,

and the arteries of the nerve-roots. The pia mater was thickened

over the posterior and lateral columns, and the tissue immediately

adjoining was more or less sclerosed.

Remarks.—The anatomy of the lesions seems to put the case as

regards its anatomy among the combined system diseases of West-

phal. Including the six cases in the family of which the patient

was one, there have now been put on record upwards of a hundred

and ten cases of the disease since Friedreich's original description in

' Virchow's Archiv ' ten years ago. The disease cannot therefore

be very rare. It seems, however, that there are only records of five

autopsies of these cases, exclusive of the present one.

3£ay Uh, 1886.

37. Two cases ofjoint affection in locomotor ataxy.

By W. B. Hadden, M.D.

[With Plate III.]

J
A— , aged 52, was admitted into St. Thomas's Hospital under

• the care of Mr. Croft on January 25th, 1885.

He had undergone an operation for cataract ten years previously,

but with this exception had enjoyed good health until the onset of
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his illness. There was no history of syphilis. Three years ago

the left knee became swollen and painful, and later the swelling

extended down the leg to the ankle.

He was treated with blistering, iodine, and rest, and recovered
;

but six months afterwards he was again attacked in a similar

manner. Since then he has become progressively worse, in spite of

treatment. Two years ago a black spot was noticed on the under

surface of the right great toe. It was said to have disappeared for

a time, but to have returned six weeks ago, when the toe became

painful and swollen, and an ulcer formed. For three years the

patient had found difficulty in walking in the dark, and for a few

weeks before admission there had been some incontinence of urine,

and decided loss of sexual power.

On admission, the patient had ptosis and external strabismus of

the right eye, the pupil being irregular from the cataract operation.

Neither pupil reacted to light or during accommodation.

The lower limbs were not wasted, but there was some inco-

ordination. Sensation was much retarded, especially in the left

leg, where the delay was as long as six seconds.

The patellar reflexes were absent, the plantar reflexes rather

brisk.

The right great toe was red and swollen, and on its under surface,

over the articulation between the phalanges, was a sloughy, foetid

ulcer, three quarters of an inch in diameter. A probe could be

passed into the joint without causing much pain.

The left knee was much enlarged, its circumference being nine-

teen and three quarter inches, and its measurement from above

downwards eleven inches. There was fluctuation over the joint,

and the skin over the lower part was red and thinned.

The femur was displaced forwards and outwards, the tibia back-

wards and inwards. The patella was much enlarged, and below it

and to its inner side a bony plate could be felt.

The joint was flail like, and movement was attended with

grating.

On February 5th four ounces of sanious pus were removed from

the knee-joint by the aspirator, and on the 13th an incision was

made into the great toe, and some pus evacuated.

On March 16th Mr. Croft amputated the left thigh in the lower

third by anterior and posterior flaps. During the operation the

knife encountered a long bony outgrowth, wbicb extended from
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the joints upwards for several inches in the body of the semi-

membranosus muscle.

The femur was dense and ivory-like. The femoral artery was

very atheromatous.

On March 30th the head of the proximal phalanx of the right

great toe was removed, and the base of the distal phalanx scraped.

The patient had two attacks of secondary haemorrhage from the

thigh, and the femoral artery had to be ligatured on both occasions.

His recovery was slow but perfect, and on July 1st, 1885, he left

the hospital. It should be mentioned that before the operation,

and, indeed, for some two weeks afterwards, there was moderate

pyrexia.

Description of the joint.—The posterior part of the condyles of

the femur lie in a depression on the anterior surface of the head of

the tibia, which is partially dislocated backwards. Along the mar-

gins of the articular surfaces of both bones, mainly around the

internal condyle of the femur and the inner side of the head of the

tibia, there are numerous bony outgrowths.

The patella shows much irregular enlargement, and below it, in

the ligamentum patellae, and apparently in the capsule, is a mass

of new bone two inches long by three quarters of an inch from

before backwards.

The subsynovial tissue is much thickened, for three inches

upwards, in front of the lower end of the femur, and in the lowest

part there is a development of new bone. A section through the

femur and tibia shows moderate sclerosis of the articular ends.

The external and internal popliteal and the musculo-cutaneous

nerves appeared normal to the naked eye.

Microscopical examination revealed obvious thickening of the

peri- and endo-neurium, and rather advanced degeneration of the

small arteries.

The next case is that of a man whom I first saw towards the end

of the year 1881. I recognised the disease as typical of that

described by Professor Charcot, and I found later that the patient

had also been discovered by Dr. Buzzard, and that the case was

reported in his ' Clinical Lectures on Diseases of the Nervous

System' (pp. 256—259).

The patient was admitted under Dr. Bristowe on November 11th,

1881. The history is that ten years previously he Avas seized sud-

denly with vomiting and severe epigastric pain. For nine months
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he had almost daily attacks, and on one occasion seemed to be

dying of exhaustion.

The seizures then ceased for about nine months without evident

cause. Since the onset of the gastric crises he had had altogether

eight or nine attacks, the last occurring two years before his admis-

sion into the hospital. On each occasion he was laid up six or eight

weeks. For eight years he had suifered from severe shooting pains

in the limbs and various parts of the body. Soon after the pains

came on, the left foot and ankle became weak and dragged when

he walked.

Two years later (1875) the left shoulder became swollen, the

swelling extending down to the elbow, where a sinus formed, and

pus was discharged. In 1877 he was admitted into St. Thomas's

Hospital, under Mr. Croft, and the joint aspirated three times.

Since then he has had difficulty in walking in the dark and some

defect in sight.

On admission there was found to be slight ataxy when walking,

and marked dragging of the left leg. The muscles in the front of

the left leg were atrophied, and Dr. Buzzard observed that they

gave no response to electrical currents. There was some impair-

ment of sensation of the left leg and of both arms. The quadri-

ceps extensor muscles acted normally to the induced current. The

patellar tendon-reflexes were absent, the plantar reflexes rather

brisk. There was no ataxy of the upper limbs. The pupils were

fixed, contracting neither to light nor during accommodation. He
was slightly deaf on both sides. The left shoulder-joint was much
enlarged and was quite disorganised. It was extremely moveable,

and there was well-marked grating. The head of the humerus

and the glenoid cavity had apparently disappeared. The left

humerus was an inch shorter than the right. There was a little

grating of the right elbow-joint, and a large plate of bone was

attached to the external condyle. The right knee was irregularly

enlarged, and there were bony masses about the head of the tibia

and around the articular surfaces. The man died in the early part

of the present year at St. Mary Abbott's Infirmary. Dr. Atkinson

was good enough to send me the shoulder-joint and part of the

central nervous system. I have to express my thanks to him and

also to Mr. Potter for permission to use the case.

Description of the joint.—The capsule is much distended and

tnickened, and in parts, bony plates have been developed. The new
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DESCEIPTION OF PLATE III.

To illustrate Dr. Hadden's paper on Joint Affection in Locomo-

tor Ataxy. (Page 101.)

From drawings by Mr. M. H. Lapidge.

Fig. 1.—Spinal cord at level of eighth cervical nerve, showing general distri-

bution of the sclerosis and disappearance of nearly all the motor cells on the left

side. ( X 10.)

Fig. 2.—Spinal cord at level of third lumbar nerve, showing general distribu-

tion of the sclerosis and almost complete disappearance of the motor cells on the

leftside, (x 10.)

Fig. 3.—Posterior cornu and root-zone on right side at level of third lumbar

nerve, showing advanced sclerosis. ( x 80.)
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formation of bone is most marked in the posterior part of the

capsule, where there is a plate about two inches in diameter, which

projects prominently into the cavity.

The entire inner surface of the capsule shows numerous polypoid

growths, partly cartilaginous, partly osseous. They are most ex-

tensive just below the head of the humerus, which is much atro-

phied, but shows no bony excrescences. Most of these warty-

looking growths are pedunculated, but a good many were found

free within the joint, their pedicles apparently having atrophied.

The head and neck of the scapula have disappeared as far as the

supra-scapular notch, and the inferior costa is quite bare, and con-

tinuous with the under surface of the coracoid process which is

also eroded. The supra- and infra-spinatus muscles are fatty.

The bursa beneath the latter is much enlarged, communicates with

the joints, and exhibits on its inner surface outgrowths identical

with those seen in the joint.

The spinal cord was already hardened when it reached me, so I

cannot speak as to the naked-eye changes. Microscopical examina-

tion showed very diffuse changes in the cord.

The posterior columns everywhere were much sclerosed, the

columns of GoU and the posterior root-zones being affected about

equally. The morbid change was less marked in the cervical region

than elsewhere. Even in the most diseased parts axis-cylinders

were still visible, though much reduced in size, and often deprived

of their myelin sheath.

The microscopical appearances suggested that the primary lesion

was in the neuroglia, and not in the nerve-elements themselves.

The posterior cornua were much reduced in size, and showed marked

fibrous change. The lateral columns throughout the cord were also

affected, more so in the lumbar than in the cervical region. In the

former the change was more obvious in the right lateral column

adjacent to the posterior cornua, diminishing as it passed forwards,

and occupying the external part only. Both anterior root-zones

showed sclerotic changes, much more advanced on the left side.

The degeneration was especially evident in the internal part of this

area (Plate III).

At the lumbar enlargement the multipolar cells were deficient

on the left side, and at the level of the third lumbar pair they had

disappeared, except a few in the central group. Throughout the

cervical enlargement the motor cells were less numerous on the left
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side, and at the level of the eighth cervical pair the postero-lateral

group Jiad disappeared. The affected anterior horn was distinctly

smaller to the naked eye than its fellow, and the posterior part was

sclerosed and deeply stained by carmine. No track of degeneration

could be directly traced from the posterior or lateral columns to

the diseased anterior horns, in either cervical or lumbar regions.

The nuclei of the vagi were normal, but there was evident sclerosis

of the fasciculus gracilis and fasciculus cuneatus.

The vessels everywhere were dilated and thickened, and in some

places surrounded by granular exudation. Among changes which

cannot positively be affirmed morbid may be noted the presence of

numerous amyloid bodies and obliteration of the central canal by a

round-celled growth.

It must be allowed that in the first of these two cases the joint

affection differs in some measure from the type described by

Charcot. Nevertheless, I am inclined to place it in the category of

tabetic arthropathy, rather than in that of common osteo- arthritis.

I am led to this opinion by the history of the joint affectioD, by

the fact that the knee only was affected (if we except the disease

of the right great toe, which was secondary to a perforating ulcer),

by the existence of subluxation, and, lastly, by the presence of

effusion into the joint. The effusion in this case, as also in the

second, was purulent—a condition which Charcot declares to be

rare.

The articular affection in the second case exhibits the cHnical

and pathological features of the typical tabetic arthropathy. The

head of the humerus shows pure atrophy, and such outgrowths as

there are arise from the synovial membrane, and not from the

bone. It will be seen, by reference to the clinical history, that

some of the other joints exhibited signs of osteo-arthritis, but I

have no personal recollection on this point, and I am not aware

that the condition of these joints was ascertained after death. I

am not prepared to assert that the shoulder-joint affection de-

pended on the atrophy of the multipolar cells in the cervical

region. The supraspinatus and infraspinatus muscles were fatty,

possibly from disuse, and so it is probable that the affection of

the motor cells may be a secondary condition. The localised

poliomyelitis in the lumbar region is clearly m connection with

the wasting of the tibialis auticus group of muscles on the left side.

The vagal nuclei were healthy, but it is quite conceivable that these
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functions were disarranged by the sclerosis in their neighbourhood.

The condition of the medulla oblongata certainly lends support to

Dr. Buzzard's well-known hypothesis. December 1st, 1885.

38. Peripheral neuritis, myelitis, syphilitic pachymeningitis,

and ostitis.

By W. Hale White, M.D.

[With Plate II, fig. 2.]

HANNAH L—, aged 52, admitted into G-uy's Hospital 4th

February, 1886. For ten years past has been a hard

drinker. She had delirium tremens in the summer of 1885. She

had a fit and fell down, and cut oj)en her scalp some time previous

to September, 1885. In October, 1885, she had another fit, the

right arm was drawn up and folded across the chest (the position

it now occupies). The leg was unaffected; whether the face was

is doubtful. For some time after the fit the patient lost the

power of speech. The arm recovered its normal position and power

in two days. On Christmas Day, 1885, she had another fit, right

arm drawn up as before, right leg extended, right-sided convul-

sions, face drawn (it is not stated to which side), loss of speech

for three days, coldness of right side of body. It is stated that

even in September there was some weakness of the right hand

and difficulty of speech. Incontinence of urine and faeces for some

time past.

On admission.—There is some difficulty of speech, but it is very

difficult to say how far it is genuine aphasia, and how far it is due

to the perverse mental condition of the patient. She can be got to

speak only with difficulty. She frequently repeats herself, says

* no ' for ' yes,' and repeats what one says to her. She easily sees her

mistakes when she has made them. Special senses normal. Optic

discs healthy. No facial paralysis.

Bight arm.—Muscles flabby, somewhat wasted, joints free from

adhesions. The arm is folded over the chest, elbow and wrist

flexed, thumb adducted, fingers flexed at all the joints ; there is
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some rigidity about the shoulder and elbow. The only power of

voluntary movement is slight power of voluntary movement in the

thumb and index finger. The examination of the patient sets up

irregular contractions of the deltoid, biceps, and pectoral muscles*

No hyperaesthesia, but the patient calls out with pain on any

attempt being made to move the arm.

Uight leg.—No marked loss of power ; the flexor muscles of the

knee are contracted.

Liver.—Enlarged. Rest of body normal, passes her urine and

faeces under her.

She remained in this condition till February 11th, when about

6 p.m. as I was going round she became very excited, and laughed

and sobbed, and the contraction of the right shoulder increased.

At 7 p.m. she had a fit, and between then and 3 a.m. on February

12th, she had sixty-three fits ; they were genuine epileptiform

seizures accompanied by unconsciousness. The face, ocular

muscles, and both sides of the body were affected. The tempera-

ture ran up to 103°. After the last fit the patient lapsed into a^,

quiet condition. She never spoke, but did not seem wholly

unaware of what was said to her; her eyes were open, and she

appeared to follow objects with them. Right facial paralysis

was well marked ; the right arm could be moved freely, but

was somewhat more resistant than left ; it was motionless except

for occasional spasmodic contractions in muscles about the

shoulder.

Electrical reactions.—Reaction to faradic current greatly dimin-

ished in muscles of right forearm. With galvanism to the muscle

the order was CCC>ACC>COC or AOC, but the differences were

very slight. She remained in this quiet almost insensible condi-

tion, the temperature ranging about 101°. She died at 11 p.m.

February 12th.

Post-mortem examination.—There was syphilitic ostitis of the

frontal region over an area about two or three inches each way

;

it was more on the right side than the left. On the inner surface

of the skull the bone was redder and rougher over an area corre-

sponding to the part affected externally than elsewhere ; bei'e the

dura mata was slightly adherent to the bone.

Over the left frontal lobe for an area bounded by the fissure of

Rolando behind, and a line drawn horizontally forwards along, the

highest part of the first frontal convolution below, the membranes
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were all quite thick, cut like cartilage, and were adherent to the

brain below and slightly to the skull above. Between these thickened

membranes were masses of very thick yellowish-green pus ; scattered

about irregularly there was a solid light yellow material. The brain-

substance underneath was certainly softer and more injected than

normal. This change only extended for one third of an inch. The

same condition of things was present, but in a much slighter degree,

on the inner surface of the brain on both sides, causing the two

hemispheres to become adherent j ust over the genu of the corpus cal-

losum and over the front part of the third right frontal convolution,

and slightly over the top of the ascending frontal was a thick

patch of thickened membrane the size of a shilling. The rest of

the brain and meninges, the spine and spinal cord, appeared quite

healthy. There was considerable cirrhosis of the liver.

When, on making the post-mortem, I found the pachymeningitis

I did not take away for microscopical examination so many pieces

of skin as I ought, thinking that the cerebral lesion would account

for all the symptoms. The piece, however—that taken from the

finger—showed the correctness of the surmise made during life of

peripheral neuritis, for, as will be seen in the sections exhibited

this evening, the cutaneous nerves distributed to the finger are

many of them in a state of inflammation. The fibrous sheath

around the delicate funiculi coursing through the subcutaneous

tissue could be seen to be considerably thickened, and also sending

in thickened fibrous septa in between the individual nerve-fibres.

They were much degenerate ; in many of them no axis-cylinder

could be seen; the white substance of Schwann had undergone

degeneration, and all to be observed was a mass of granular

material, whilst in other parts it had segmented into several masses

of fatty matter (Plate II, fig. 2). Under very high power, viz. 1000

diameters, the axis-cylinder could sometimes be seen amidst all this

granular material, itself much distorted and granular looking,

and therefore difficult to distinguish from the surrounding matter.

In all cases this degenerative part of the processes predominated

over the ingrowth of fibrous tissue, and no multiplication of nuclei

or formation of new vessels could be seen. This description

accords with the previous descriptions of peripheral neuritis, and

shows that the process is essentially a very chronic one and of a

degenerative and not of a new formative nature. The median

nerve appeared healthy under the microscope.
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The changes in the spinal cord are very slight ; in fact were the

rest of the nervous system healthy, and were there no exciting

causes present, the cord might perhaps pass for healthy also, for

the only deviations from the normal are that the columns of GoU
and the centres of the lateral tracts are rather more deeply stained

than they should be, and under the higher power they show

possibly a slight increase of neuroglia.

The microscope showed the pachymeningitis to be most obviously

syphilitic. Sections through the thick mass adherent to the brain

showed that for the most part it was made up of dense white

fibrous tissues, the fibres intersecting and running in all directions
;

among them were many new blood-vessels, none of which, however,

were affected with syphilitic endarteritis. The yellow mass

referred to in the account of the post-mortem was clearly gum-

matous, consisting of a delicate fibrillar network enclosing broken-

down granular cells of various sizes. The fibrous part of the

syphilitic deposit dipped down between the sulci, but the brain-

substance was not at all affected as far as the microscope could

discover, although it had appeared to be altered at the autopsy.

When this patient was first admitted the diagnosis of the case

was difficult, partly because the history was not at that time forth-

coming, and partly because of the absence of optic neuritis, so,

considering the obvious cirrhosis of the liver, the diagnosis was

hazarded that the case was one of alcoholic afi'ection of the

nervous system. The case is only partially cleared up post

mortem. That the Jacksonian epilepsy was due to the syphi-

litic pachymeningitis there can be no manner of doubt, and

it is very interesting to note that the brain-substance, even

including the cortical motor cells, was perfectly healthy, show-

ing microscopically that the lesion was a genuine irritative

one. For fibrous and gummatous deposits to occur on the

surface of the brain from syphilitic ostitis is a known, although

rare, sequence.

The peripheral neuritis, it will be observed, is distinctly peri-

pheral, for the median nerve is healthy ; furthermore it is very erratic

in its choice of nerves, as in the same section fasciculi in a very

advanced stage of neuritis and perfectly healthy ones may be seen.

The etiology can hardly be determined with certainty
;
probably

the alcohol was the cause, but it is possible the syphilis has some

causative value.
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The change in the cord, if it existed, was early, but it is

quite possible that the appearance of the cord might have been

looked upon as normal. May \Sth, 1886.

39. Thickened median nerve ; ancesthetic leprosy,

(Card specimen.)

By B. N. Eake, M.D.

— , aged 45, Hindoo, admitted Leper Hospital, Trinidad,

January 12th, 1874, died March 23rd, 1885. Gangrene left

foot, ulceration of finger, nose, ears ; viscera healthy ; femoral

glands enlarged. Magenta did not show bacilli.

November 17th, 1885.

40. Bladder from case of general paralysis of the iiisane.

By G. Savage, M.D., and E. H. Fenwick.

THE patient, a sailor aged 37, single, had had albuminuria, with

convulsions after scarlet fever as a child ; he had syphilis

eight years before admission, and had several injuries to his

head.

The symptoms were typically those of general paralysis ; he had

exaltation of ideas, progressive weak-mindedness, marked tremors

of tongue and lips, exaggerated reflexes and unequal pupils. He
passed from the stage of excitement to one of quiet and content-

ment, and then became too feeble to walk.

He developed a bedsore, which healed. He was constantly wet

and dirty, having lost all rectal and vesical control ; he emptied his

bladder and at no time was it distended.

He was bedridden for several months, lying on a water-bed. A
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week before his death he passed several oiinces of bright blooa

from his bladder ; there was a good deal of oedema about the

prepuce, and some para-phymosis. The blood clotted in a thin

gummy layer. Abundant crystals of triple phosphates and of

urates were found in the clot. Oozing of small quantities of blood

occurred from time to time till he died.

Post-mortem.—The bladder was firmly contracted and empty,

the ureters large, and both kidneys with dilated pelves, containing

pus. On opening the bladder rows of brilliant villous-looking

fringes were present, from which the blood had come.

This case is of interest, not only in itself as an example of very

acute cystitis in general paralysis, but also because it is one of

several similar cases which have occurred here within the past few

months, whereas up to that time I had never met with such a com-

plication.

The kidneys were very congested, but had no apparent purulent

foci. The pelves were dilated and contained pus.

The ureters were dilated, and on slitting them up, symmetrical

patches of extravasation with corresponding peri-uretal tissue stain-

ing were observed. The patches were three quarters of an inch
^

long, and were situated opposite the bending of the ureter over the

pelvic brim. No ulceration or signs of foreign bodies having

lodged at these sites existed.

The bladder was found firmly contracted, its capacity in this con-

dition being of about two ounces. Its walls were hypertrophied

(a quarter of an inch in thickness). There was not much basal

fat, and no perivesical inflammatory thickening. On opening the

bladder the ridges of the uncontracted mucous membrane appeared

as blood-red fringes, arranged for the most part vertically, and by

their marked contrast with the unaffected mucous membrane

between the same, gave a brilliant striped appearance to the pos-

terior wall of the bladder. It was noticeable that these rows were

on the posterior wall of the bladder and that the colour was due to

congestion and extravasation of the rugae themselves, rendered more

brilliant by adherent clotted blood.

There was no congestion at the neck of the bladder. Fascicula-

tion was strongly marked, but no tunicary hernise existed, the

mucous membrane being only depressed between the hypertrophied

muscular bundles. There was the usual tendency to the formation

of a post-uretal pouch consequent on the hypertrophy of the inter-
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uretal bar. The arterial system of the bladder showed no signs

of atheroma, but the entire vesico-prostatic venous plexus was

plugged with non-adherent colourless clot. The venous ramifica-

tions in the muscle wall of the bladder could not be accurately

determined owing to post-mortem change combined with the extreme

contraction of the organ. The prostate was normal. No stricture

existed. We would submit that the gradual slowing of the venous

current in the pelvis had caused slow coagulation in the venous

channels and the consequent production of the penile oedema, the

weakened capillaries and veinlets of the ureter and bladder being

checked in their drainage into the vesico-prostatic plexus, becoming

congested, and finally giving way. October 20th, 1885.

8
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1. Fracture of the thyroid cartilage. [Card specimen.)

By C. A. Ballance.

THE specimen was taken from the dissecting room. Attention

was first drawn to it on account of the deformity about the

pomam Adami. The left upper cornu is broken, a false joint

having formed at the seat of fracture. The left ala is depressed

towards the mesial line, so as to be concave outwards. The left

wing of the pomum Adami is much less prominent than the right,

in consequence of the general displacement inwards of this side of

the cartilage. The capacity of the interior of the larynx is dimin-

ished. There is no displacement of the vocal cords. No history

bearing on the injury could be obtained.

The specimen is in the St. Thomas's Hospital Museum.

March 16th, 1886.

2. Two cases of laryngeal disease occurring in typhoidfever,

[Card specimen.)

By Seymour J. Sharkey.

CASE 1.—A small oval orifice with smooth margin is seen situated

at the posterior extremity of the vocal cords on the left side

of the larynx. This leads into a deep excavation, which has no

connection with diseased cartilage. The lesion gave rise to no

symptoms during life.

Case 2.—This preparation was also taken from the body of a

person who died of typhoid fever. A large ragged cavity, situated

posteriorly in the region of the cricoid cartilage is seen laid open.
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It communicated with the interior of the larynx by a small orifice

just behind and below the left vocal cord. In this cavity, on the

right, is seen part of the necrosed cricoid cartilage, some of the

cartilage having entirely disappeared. The lesion produced

symptoms of laryngeal obstruction, and death was sudden.

May 18th, 1886.

S. St/philittc ulcerative bronchitis and tracheitis.

By A. Quarry Silcock, M.D., B.S.

THE trachea and bronchi exhibited, were obtained from the body

of George T— , aged 32, a farm labourer, who was some time

in St. Mary's Hospital under the care of Dr. Broadbent.

On admission, he complained of a " gnawing pain" between the

shoulders and cough, symptoms which had commenced three or

four months previously. His complexion was sallow, and he was

much emaciated. The glands of the posterior triangle were en-

larged and indurated, and a gummatous swelling existed in one

leg. The respiratory movements of the chest were good on both

sides, but there was a deficiency of resonance on percussion over

the right apex posteriorly, and sonorous rhonchi were heard over

both lungs, most markedly over the left. The expectoration was

mucoid, and contained flakes of pus, but no blood or tubercle bacilli.

He had spat blood but once, and that, ten days prior to admission.

Three weeks before death the temperature rose to 101*5° F., and

the physical signs of pneumonia of the lower half of the right lung

declared themselves : the urine at this time was albuminous.

The pneumonic area increased in extent, and the man gradually

succumbed.

As regards his previous history, he stated that he had contracted

syphilis in 1877 whilst a soldier in India. He had always been

tolerably steady, and attributed his illness to ** catching cold."

At the jpost-mortem, the mucous membrane of the trachea, com-

mencing immediately below the vocal cords, presented a large

number of small ulcers ; these were deepest in the upper portion

of the trachea, one or two showing the perichondrium in their base.
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The greater part of the mucous membrane was reddened and in-

filtrated, the mucous glands being large and prominent. The

ulceration extended downwards into the bronchi and their divisions.

The right lung was bound down by recently organised lymph,

which was most abundant in the fissures and over the lower two

thirds, being in some places hsemorrhagic : the middle two thirds

of the lower lobe were in a condition of grey hepatisation. The

left lung was generally congested, and firmly bound down by old

fibrous adhesions : near the root were six or seven caseous nodules

about the size of a pea. The margins of both lungs were emphy-

sematous, and in the emphysematous portions were a few small

foci of consolidation, which, on microscopic examination, proved

to be of catarrhal pneumonic origin. The bronchi, which presented

ulcers similar in character to those described as existing in the

trachea, were somewhat dilated, but not sacculated.

The microscopical appearances of the trachea and bronchi may
briefly be summed up as follows :—The number of layers of cells

of the epithelial lining was increased, the superficial cells being

irregular in form and disposition ; the mucosa, and to a less extent

the submucosa, were infiltrated with small round cells, the granu-

lomatous growth having broken down here and there, so giving rise

to ulceration.

The heart was normal, with the exception of changes due to

chronic degeneration.

The liver was enlarged and marked by the ribs ; its capsule was

thickened and puckered over an area of the size of a crown piece,

on the under surface of the right lobe : a large encapsuled

caseous mass, about the size of a Tangerine orange, was found

beneath this cicatrix, and one or two smaller caseous foci were

observed in the neighbourhood. The liver in other respects

appeared to be healthy to the naked eye. Microscopically the

connective tissue of the portal canals was greatly in excess, the

sub-endothelial connective tissue of the capillaries being also

increased. The liver-cells were often atrophic and pigmented,

whilst the caseous foci and surrounding growth had the usual

histological characteristics of gummata. The other organs were

apparently healthy.

Remarks.—This case may fitly be taken in conjunction with one

bearing much resemblance to it recorded by Dr. Payne, in vol. xx of

the Society's 'Transactions;' in the latter, however, no distinct
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history of syphilis could be ehcited. A considerable number of cases

of a like kind may be found described, chiefly in German literature,

but it is no doubt unusual to meet with recent syphilitic ulceration

of the trachea and bronchi on the post-mortem table. Such ulcera-

tion may ultimately lead to cicatricial contraction and stenosis of

the air tubes, a condition of things comparatively common. Clini-

cally, the case demonstrates the importance of remembering

syphilis as a cause in the diagnosis and treatment of intractable

forms of bronchitis, and of applying specific remedies. Perhaps

the reputed efficacy of iodide of potassium in certain cases of

chronic bronchitis, may be in some measure due to its curative

effect upon syphilitic lesions of the kind.

December Ibth, 1885.

4. Syphilitic ulceration of the trachea ; perforation of the

superior vena cava; abnormal vascular supply to the

kidneys. {Card specimen.)

By F. Chaelewood Turner, M.D.

THE specimen consists of the trachea and bronchi laid open from

behind, with the adjacent mediastinal structures and base of

the heart. Immediately above the mouth of the right bronchus is

a large sharply-cut ulcer of the size of a shilling, which has per-

forated the whole thickness of the trachea, the eroded rings

appearing in its walls. In the floor of the ulcer a rounded body,

apparently an enlarged gland, projects. It is connected with the

walls of the ulcer, except on one side, where the floor of the ulcer

has been perforated. The same glandular mass is adherent also to

the superior vena cava, in which a longitudinal rent has occurred

at this part, about an inch in length, one edge of the rent being

adherent to the mass and the other separated. A probe passed

from the trachea into the vena cava. There is a second ulcer in

the trachea of similar character to the first, and of the size of a

sixpenny piece. It is situated directly above it at a distance of

about one and a half inches. It has also perforated the wall of

the trachea to its outer sheath. There is superficial ulceration
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extending down both bronchi on their anterior aspect, more

extensively on the left, where some of the cartilaginous rings are

exposed. There is an enlarged and fibrous gland in the bifurca-

tion of the trachea. The aorta is atheromatous.

The specimen was obtained from the body of a carman, aged 40,

a well-develoj)ed and fairly nourished man, who died with sudden

profuse discharge of venous blood from the chest, about an hour

after his admission into the London Hospital. He had been taken

with an attack of severe dyspnoea shortly before coming to the

hospital, and had another attack in the receiving room. When
the fatal haemorrhage occurred he jumped out of bed and fell

insensible on the floor, with a copious stream of dark venous blood

flowing from his mouth, and died from suffocation with face and

extremities congested and cyanosed.

It was stated that he had had slight haemorrhage a day or two

before. He had had no previous illness, but had always been " as

hard as nails." No history of syphilis was obtained from the

family history, but he was said to have had an ulcerated throat a

few months before in which he lost the greater part of his soft

palate. There was no evidence of syphilis discoverable in the

abdominal viscera or genital organs.

In this subject there was an irregularity in the blood supply to

the kidneys. On each side there was a suj)ernumerary renal artery

accompanying the main vessel, and an additional vessel to the

lower end of each kidney by the division of a short vessel arising

from the front of the aorta about an inch above the bifurcation.

The right kidney, which was the larger, and situated at a lower level

than the left, received another vessel arising at the bifurcation of

the aorta posteriorly, coming forwards in the fork, turning upward

over the right common iliac, and entering the organ at the lower

end of the hilum, which reached nearly down to the lower border

of the kidney, being expanded at that part and situated on the

anterior surface. This last-mentioned artery is accompanied by a

vein connected with the left common iliac vein. There is an

additional vein from the lower end of the left kidney accompany-

ing the supernumerary artery to that part, and joining the vena

cava at a somewhat higher level. February li^th, 1886.
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5. Obliterative endo-tnicheitis and endo-bronchitis in congenital

syphilis.

Bj Robert William Parker.

[With Plate II, figs. 3 and 4.]

ri^HE specimens were removed from a boy, L. T— , aged 15 years,

JL who died in the East London Hospital for Children on

February 2nd, 1885.

The following is a resume of the clinical history of the case. He
had heexi admitted a patient in the Birmingham Children's Hospital

in August, 1877, '* apparently moribund from asphyxia." Mr.

Elkington was kind enough to furnish me with the following parti-

culars :
" I passed my finger into the throat expecting to find some

foreign body, but felt nothing, so at once opened the trachea

. . . . He went on very well, not being able to leave off his

tube, and was discharged, September 1st. Our idea was that he

had laryngitis, probably syphilitic, culminating in the severe attack

during which he was admitted. Nothing could be seen about the

throat or fauces and we could not get a larnyngoscopic examination

. . . . On September 18th he was readmitted under Dr.

Welch, suffering from ulceration about the soft palate, which

eventually destroyed the uvula, or nearly so, and part of the velum.

After a time, the remains of the soft palate became drawn upwards

and adherent to the posterior wall of the pharynx, so that on

leaving the hospital, a catheter passed down either nostril could

not be made to reach the mouth. Many attempts were made to

leave off the tracheal tube, but without effect. He left the hospital

about the middle of November . . .
." The boy's parents

afterwards left Birmingham and came to London.

He came under my care at the East London Hospital for Children

on December 6th, 1882, suffering from double keratitis (which

appeared to be slowly clearing up), large nodes on each tibia, and a

tracheal fistula, the size of a swanquill. He had the syphilitic /a ci'es

and cachexia well marked. A direct history of syphilis, however,

could not be obtained from the parents. The boy's father and mother

both appeared healthy. There had been nine other children, four

of whom died in infancy. This boy was the third child ; the other
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children all appeared to be healthy ; his teeth were white, well

formed, and in good condition. Inspiration was more audible

than normal ; on making any effort, inspiration became distinctly

laboured. Respiration was rather shallow and somewhat frequent,

varying much in this respect. The voice was decidedly hoarse.

The chest was flattened, especially on its lateral aspects and in

their lower parts. The lower half of the sternum was prominent.

The intercostal spaces sank in with inspiration. The percussion-

note was everywhere rather flat. The tracheal stridor was con-

veyed to the lung more freely than normal and considerably masked
the breath-sounds, which appeared loud and wheezing. Tactile and

vocal fremitus were increased. The two sides were about alike.

The heart's apex beat in the fifth interspace close to the sternum.

The spine was straight. The fingers and toes were much clubbed.

The face was rather livid. There was a large endosteal node on

each tibia situated about the junction of the upper and middle

thirds. That on the right side was softening, exceedingly tender
;

the superjacent skin was reddened, and suppuration seemed immi-

nent. That on the left side was less advanced. There was a

smaller node on the right tibia just above the ankle.

Both limbs were enveloped in mercurial ointment on lint,

strapped and bandaged ; a mercurial medicine was given inter-

nally, and continued with slight intermissions, until the end of

February (i. e. for two and a half months). A saturated solution

of alum was used as a mouth-wash throughout ; notwithstanding

this some foetor of breath occasionally manifested itself. The

nodes on the tibia entirely disappeared and all pain and tenderness
;

nor did any fresh manifestations of syphilis arise elsewhere. The

boy's whole condition was greatly improved.

Early in March I proceeded to close the tracheal fistula. The

opening was funnel shaped, the track being lined with normal skin,

close to the orifice of the trachea. The operation consisted in care-

fully removing the skin from the track of the opening. The boy

was chloroformed, and there was no difficulty ; the edges of the

tissues in front of the trachea were brought together with sutures
;

the wound granulated and gradually cicatrised. Some time later

an attack of catarrhal pneumonia set in ; his breathing became

more stridulous, his temperature rose, and he complained of head-

ache and general malaise. My colleague, Dr. Eustace Smith,

kindly examined the boy for me, and gave a diagnosis of old
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fibroid disease of lung witL recent catarrhal pneumonia. This

attack proved a very serious one, and life was despaired of several

times during the following six weeks. He emaciated consider-

ably, but began to improve as the warm weather set in, and he

was discharged May 31st into the country. At this date the

whole left base on percussion was dull and resisting, but there was

no fulness of intercostal spaces. Auscultation revealed coarse

bronchial breathing, cavernous in character, in lower half, and loud

moist rales everywhere. The conditions on the right side were

similar but less marked. The expectoration, never profuse, was

phthisical in character ; he never spat pus nor blood.

The boy was seen again in August, having just returned from

Birmingham. Auscultation and percussion of the posterior chest

remained about the same ; he had much improved in general con-

dition, was stronger, heavier, and had a good colour. He remained

in this condition for a year or fifteen months. On January 28th,

1885, was readmitted into the hospital and died on February 2nd.

During the few days of his stay his breathing was laboured and

shallow, and he had to be propped up with pillows. He was

evidently suffering from another attack of acute catarrhal pneu-

monia over and above the chronic condition of his lungs.

Autopsy, sixteen hours after death.—Skull-cap normal. Dura mater

normal. Brain : On making a horizontal section about a quarter

of an inch above the corpus callosum two abscess cavities were dis-

covered, one being situated anteriorly and slightly internally to the

other. The posterior abscess reached just to the cut surface, while an

anterior one was divided into two almost equal halves. The parieto-

occipital fissure cut through the two tumours so as to bisect them.

The anterior measured an inch and a quarter by five eighths

;

the posterior one an inch and a quarter by one inch. The edges

of the cavities were sharply defined, the capsule being a quarter of

an inch thick, flesh coloured, and firm to the touch. The cavities

contained thick, gummy, tenacious pus, which was separated from

the capsule proper by a very narrow yellow membrane. The sur-

rounding brain-substance was rather softer than elsewhere, but not

otherwise altered. The whole of the two cavities could be shelled

out without much difficulty. They were probably breaking down
gummata.

Stomach, kidneys, spleen and liver normal ; all slightly congested.

Heart normal.
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Tongue, circumvallate papillae very large. Epiglottis, free

portion completely gone ; root tough and thickened, but not ulce-

rated. Arytenoid cartilages oedematous. Grlottis, seen from above,

appeared normal.

Trachea : There were some cicatricial remains of the old tracheo-

tomy fistula, the centre of which corresponded to the third tracheal

ring. On opening the trachea some cicatricial narrowing was found

at this spot. There was also a band of cicatrix passing downwards

and backwards as low as the seventh ring, which doubtless corre-

sponded to the direction and seat of the tracheotomy cannula. This

band showed to greatest advantage on making traction on the trachea.

The larynx appeared dwarfed in relation to the boy's age and size.

The endo-tracheitis commenced somewhat abruptly about an

inch and a half above the bifurcation, and increased in amount as

it descended. At '8 cm. above the bifurcation the trachea measured

1-5 cm. transversely, and 1'8 cm. in the antero-posterior direction.

The lumen measured '7 cm. ; in shape it was ovoidal, flattened

behind. The diminution in size of the lumen was dependent solely

upon new formation of dense fibrous tissue within the cartilaginous

rings and posterior elastic muscular wall, the latter tissues being

quite healthy. A section taken a little nearer to the bifurcation

showed still greater diminution in the lumen, which only measures

•6 cm. antero-posteriorly and "4 cm. transversely. The left main

bronchus was almost entirely occluded. The new growth was not

quite uniformly distributed along the walls of the trachea, and hence

the measurements varied slightly in different parts; but in the

main left bronchus and below the occlusion was more regular

(Plate II, figs. 3 and 4).

The lungs presented the anatomical appearances of extreme

interstitial inflammation, and large tracts of dense fibrous tissue,

in which lay groups of compressed alveoli. In the more peripheral

portions of the lungs, where the amount of fibrous tissue was less

marked, the smaller tubes and the alveoli were distended with foetid

pus. There was a considerable amount of breaking down, the bron-

chiectases uniting to form large abscess cavities. The conditions

were identical on the two sides, but somewhat more advanced on

the left than on the right side.

Microscopic characters.—Trachea :
'8 cm. above the bifurcation,

the cartilaginous rings were quite normal. The tissues on the

inner side of the rings presented signs of long-continued subacute
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inflammation. There was a large formation of dense fibrous tissue

around the mucous glands (separating them more widely than

usual), and encroaching upon the canal in an irregular manner.

In some places the new growth presented a papilliform appear-

ance on its surface. The epithelial covering of the trachea was

for the most part intact, and of normal appearance. The mucous

glands also appeared normal ; their epithelium was columnar and

finely granular. The new tissue was very vascular, especially

around the lumen of the trachea. In places there were signs of

more acute inflammation, as evidenced by collections of round cells
;

but no ulceration or destructive change was visible in any part.

Lungs : Taken from near the root. The larger bronchial tubes

showed appearances similar to those described in the trachea, i. e.

the mucous membrane was very vascular, abundantly infiltrated

with small cells, and raised into irregular bud-like processes, which

projected into the lumen of the tube, so as in great measure to

occlude it. The connective tissue around the mucous glands was

included in these changes. The epithelial cells were swollen and
minutely granular. The process of narrowing extended to the

smaller tubes, and in some of these the lumen was reduced to a

mere slit.

The arteries showed considerable thickening of the intima and

narrowing of the lumen (syphilitic endarteritis). Some of the arte-

rioles presented a narrow lumen in proportion to the thickness of

the walls, and their inner surface lay in irregular undulations, as

in cases of endarteritis.

Rewurhs.—This case is remarkable, not only on account of the

nature of the lesion, but also on account of its extent. As regards

the nature of the lesion, it will be seen from the drawings that it is

essentially an endo-tracheal change, as itwas probably also, primarily,

an endo-bronchial change. In the trachea these changes remain con-

fined to the interior of the tube, but in the lung there are extensive

peribronchial changes in addition. I am inclined to regard these

latter (the peribronchial) as secondary, due probably to inflamma-

tion set up by retention of the secretions, which the endobronchial

changes gave rise to in the peripheral portions of the lungs, and

which finally reduced the lungs to a condition of general bronchiec-

tasis. As regards the extent of the lesion, it will be seen that the

calibre of the trachea is reduced to one third of its normal con-

dition, or to even less in some places, while the left primary bron-
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chus IS almost completely occluded. It is remarkable in tbis

connection how little dyspnoea was present until witbin a few days

of bis death. Tbis may be explained most rationally by the very

gradual onset of the occluding new growth. The great similarity

of this lesion with endarteritis will be obvious. May 4th, 1886.

6. A case of syphilitic hepatitis mid of interstitial pneumonia

in an infant,

|By Charters J. Symonds, M.S.

[With Plates IV and Y.]

IN January, 1883, a child, one month old, was brought to my
out-patients at G-uy's Hospital, covered with a squamo-tuber-

cular sypbiloderm. It was emaciated and so ill that it died tbree

days later. Tbe eruption had commenced three days after birth.

The first child of the mother was born at the seventh month, and

lived three days, the second was born dead at the sixth montb.

The mother herself showed no signs of syphilis, but the father could

not be induced to attend.

The inspection was made under some difficulties, so that no

accurate measurements of the size of the viscera could be obtained.

No lesions of the bones were detected.

The liver was enlarged, smooth, and firmer than natural. On
section it showed a uniform smooth pinkish-grey colour. No
gummata were found.

The spleen was quite four times the natural size and was hard.

The lungs were drawn down through the diaphragm, and were

found for the most part healthy. In one a solid fleshy nodule was

found on the anterior border of the upper lobe. This was about

three quarters of an inch in diameter, and had a whitish appear-

ance on section, projected from the surface of the lung, and

gradually blended with the pulmonary tissue at its deeper part^

The appearance was of that form of pneumonia called " white

hepatization."

Microscopical examination,—Liver : Under a low power the sec.

tion of the liver shows small groups and islets of liver-cells, with
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DESCRIPTION OF PLATE lY.

To illustrate Mr. Cliarters Symonds's case of Interstitial Syphi-

litic PDeumonia. (Page 124.)

From a drawing by Mr. Theo. Fisher.

This Plate shows under the magnification of a lens a section through the

nodule. The septa are thickened, as well as the alveolar walls. The round or

oval apertures in the midst of the new formation are bronchioles, while by the

side of the larger of these the companion artery, surrounded by much new

fibroid material, and itself thickened, is seen. In the more normal parts, some

of the alveolar walls have been broken in preparation.
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prominent round nuclei. These are embedded in a faintly fibrous,

sparsely nucleated stroma, in which numerous capillaries are visible.

At many points all liver-cells have disappeared, nucleated areas

alone remaining. These have the appearance of minute gummata

and are distributed, so far as can be seen, without regard to the

portal canals.

Upon further magnification, these groups of liver-cells are seen

to be separated by the fibro-nuclear tissue, and thus the new

material pervades the whole section, and, presumably, the entire

liver. It is intercellular in its distribution and is not specially

abundant in the portal canals. This new tissue shows a fibrous

stroma in places containing well-marked wavy fibres, but for the

most part the development is incomplete. The cells are compara-

tively few in number, and, except where the small gummata exist,

are round or oval. The areas referred to above as minute gummata,

show irregular cells taking the logwood deeply ; many show fatty

degeneration, while others have a prominent, hard, and irregular

outline. These cells are scattered all over the section, and appear

to be derived from the cells of the new formation, and possibly

also from the nuclei of the liver-cells. The proper liver-cells appear

to take no part in the morbid change, but to undergo a simple

atrophy from pressure. The absorption of the protoplasm throws

the nuclei into great prominence and gives a beaded appearance to

many of the clumps. These appearances are depicted in Plate V,

fig. 1. None of the " duct-formations " so common in cirrhotic

changes in the liver occur in this specimen.

The lung shows the existence of a fibro-cellular growth leading

to thickening of the walls of the alveoli, of the septa, and of the

peribronchial tissue. Under a lens the changes can be seen from

the early thickening of the alveolar walls to complete obliteration

of the air-cells and the formation of a solid patch. All these stages

are well exhibited in the drawing made for me by Mr. Theo. Fisher

(Plate IV). Under a higher power the earliest change is seen to

be a formation of granulation tissue in the alveolar walls, leading

subsequently to obliteration of the cavity, and the formation of a

solid growth in which the epithelial cells of the alveoli occur in

clumps. This new material is made up of a fibrous stroma more or

less perfect, in places showing well-marked wavy fibres. The new
cells are round or spindle shaped, and there are besides many irre-

gular and granular cells with the same abrupt and defined outline
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as those seen in the liver. There are besides many new blood-vessels

of large size with thin walls. The changes in the epithelium of

the alveoli resemble those seen in all fibroid processes in the lung.

The cells are round and increased in number, and line the cavity

in such a way as to resemble an adenoma. Where the proliferation

is more active the air-sacs are more or less filled. The growth of

the fibroid material has led to alteration in the shape of the alveoli,

so that many are sinuous or have their cavities diminished by

papilla-like projections from their walls. This last appearance is

especially evident in those alveoli that have undergone dilatation.

These appearances I have endeavoured to represent in Plate V,

fig. 2.

RemarJcs.—I wish to call attention to the close resemblance of

the appearances in this liver to those seen in some cases of so-called

** hypertrophic cirrhosis," and to refer to a paper by Dr. Price,

in vol. xlii of the ' Guy's Hospital Reports.' The drawing accom-

panying his paper closely resembles that illustrating the present

case, and Dr. Price calls attention himself to the similarity.

With regard to the lung, I may say that the appearances agree

with those found in other cases of syphilitic pneumonia, and the

drawings will be found to represent a structure exactly similar to

that described by Dr. G-reenfield in vol. xxvii of the Society's

* Transactions,' where further references to the subject will be

found. February 16th, 1886.

7. Disuse symmetrical pulmonary cirrhosis.

By Percy Kidd, M.D.

MARY Ann R— , aged 37, a native of Woodhay, near Newbury,

was admitted into the Brompton Hospital, under the care of

Dr. Roberts, 17th October, 1884. She stated that she had always

been a strong healthy woman and had never suffered from rheu-

matic fever or any other important disease. The present attack

began twelve months ago with retching, vomiting, cough with

thick yellow expectoration, shortness of breath on exertion, and

gradual wasting. Eight months ago she spat up a little blood

while retching, and for the last three months she had been





DESCEIPTION OF PLA.TE V.

To illustrate Mr. Charters Symonds's case of Syphilitic Hepatitis

and Interstitial Pneumonia. (Page 124.)

From drawings by Mr. Charters Symonds.

Fig-. 1.—Syphilitic hepatitis. This shows the clumps of wasted liver-cells, the

new fibro-vascular tissue, and, on the extreme right, the edge of one of the

minute guuimata. Hartnack, oc. 3, obj. 7, tube out.

Fig. 2.—Interstitial syphilitic pneumonia (same lung as Plate IV). This

shows the granulation-tissue formation in the alveolar walls, the proliferation of

the epithelium, the alteration in the shape of the alveoli, and in the lower right

hand corner the obliteration of an air-cell. Hartnack, oc. 3, obj. 7, tube out.
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troubled with palpitation. The digestion and appetite had been

failing of late, and for the last week or more there had been slight

general anasarca. Catamenia regular throughout.

State on admission.—The patient is rather sallow with a puffy-

state of the face and some oedema of ankles and abdominal walls.

She complains of shortness of breath, pains in the chest and across

the loins, cough and loss of appetite.

Thorax : Manubrium prominent. Superficial veins distinct,

movements of chest laboured. Cardiac impulse diffused. Apex-beat

in fifth space. Distinct pulsation in third left space and epigas-

trium. Cardiac dulness increased to right. Heart-sounds normal.

Lungs : Percussion impaired at right apex and over whole side

behind. Breath-sounds harsh and almost tubular at the apex,

with bronchophony. Scattered crackling rales all over above area,

most numerous at posterior base. On the left side a few rales at

the apex increasing in number towards the base behind.

Pulse of high tension. Radial artery somewhat thickened.

Urine scanty, contains a large quantity of albumen and is turbid

with urates. (The quantity of urine varied from 21 to 16 oz. in

the twenty-four hours.)

The anasarca gradually increased, the dyspnoea became more
urgent, and the patient sank eleven days after admission.

Autopsy.—Slight recent pleuritic adhesions at the apices and to

the pericardium on the left side. Heart 17 oz. Hypertrophy and
dilatation of both sides. Slight thickening of mitral valves ; other

valves healthy. Aorta atheromatous throughout, first part of arch

somewhat dilated. Air passages much reddened. Bronchial

mucous membrane swollen.

Lungs more or less spongy, but very firm. Fringes emphyse-
matous. Pleurae in many places opaque and slightly thickened,

especially along posterior borders. On section the lungs were

rather dry, of a deep red colour and traversed throughout by
numerous intersecting greyish fibroid strands, which seemed in

places to follow the lines of the interlobular septa. These fibrous

bands were scattered symmetrically throughout both lungs, and
though they varied somewhat in thickness and number in different

parts the increased development of fibroid tissue was not confined

to any special region, being found towards the centre of the lung

as well as in the peripheral parts. The upper and lower lobes were

equally affected.
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The cirrhosis in some of the less indurated parts had an irregular

nodular arrangement on section, but as a rule the appearance was
that of fibrous bands scattered through the lungs, and probably

some of the patches just mentioned were transverse sections of bands.

There was a remarkable absence of thickening of the interlobar

septa. The left upper lobe in one spot contained a small mortar-

like mass embedded in pigmented indurated tissue, and in the right

lower lobe there were two firm encapsulated subpleural caseous

nodules, one at the upper posterior part, the other occupying the

posterior basic fringe. There were no miliary tubercles or nodules

other than those above described.

The bronchi were slightly dilated in places. Mediastinal glands

large, tough, and pigmented.

Kidneys 11 oz. ; capsule thickened and adherent ; surface of

kidney granular ; substance tough ; no diminution of cortex ; no

amyloid disease.

Spleen small and tough.

Liver nutmeg. Other organs healthy.

Microscopical examination.—In the more spongy parts the lung-

tissue was in the main healthy, but in the neighbourhood of the

bronchial tubes there was a varying degree of distension of the air-

sacs and thickening of the alveolar walls.

The bronchioles, as well as the larger bronchi, in every instance

bad undergone a fibro-cellular thickening of their outer coat, in-

volving the adjacent arteries and veins.

The mucous membrane in most of the smallest bronchioles was

atrophied ; in others it was thickened and fibroid. In the latter

case there was a very marked glassy thickening of the basement

membrane, which appeared five or six times its ordinary thickness,

and the subepithelial layer had a homogeneous fibroid aspect, and

contained scarcely any nuclei.

The epithelium had been lost in nearly every instance, though

some of the bronchioles contained masses of mucous secretion mixed

with detached epithelial cells. The muscular coat of the less dis-

eased tubes was unaffected, but in the more advanced stages had

undergone a fibrous transformation, with disappearance of its cha-

racteristic rod- shaped nuclei. The peribronchial changes, however,

were the prominent feature. The thickening varied from an

almost purely cellular infiltration to a dense homogeneous fibroid

growth.
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The perivascular thickening was always of a distinctly fibrous

character, whereas the outer coat of the bronchi presented inter-

mediate changes between the cellular infiltration in the case of the

bronchioles and a fibrous thickening in the larger tubes.

The intima and the muscular coat of the vessels that were patent

were free from disease, and the sections of obliterated vessels, which

were seen here and there, showed that their occlusion was due to a

fibroid invasion from without. The denser fibrous masses presented

an extraordinary development of wide, thin-walled vessels, resem-

bling capillaries.

The lung-tissue in the immediate vicinity of the diseased bronchi,

especially in the more advanced stages, was invariably emphyse-

matous, and the alveolar walls were thickened by a fibro-cellular

growth. In some spots there was evidence of intra-alveolar fibrosis,

the internal surface of the alveoli being lined with large granular

fibro-blastic cells, some of which could be seen more or less embedded

in a newly-formed homogeneous fibroid layer at the free surface of

the alveolar walls.

The capillaries were greatly distended, tortuous, and, in places,

varicose.

The larger fibrous patches contained more or less altered blood-

vessels and bronchial tubes, and relics of these structures in the

shape of fibroid muscular bundles, fragments of hyaline cartilage

and spherical collections of lymphoid cells, which in some cases

seemed to represent traces of peribronchial follicles, but more often

had no such relation, and were probably inflammatory. Some
alveoli at the margin of the most cirrhotic parts were filled with red

blood-corpuscles
; others were packed with large pulmonary epithe-

lial cells. There was some interlobular cirrhosis in places, mostly

in connection with thickening of the pleura. The caseous nodules

consisted of groups of alveoli, and their corresponding bronchioles

filled with a finely granular material without any trace of cells, and
were encapsulated by connective tissue. No giant-cells, epithe-

lioid cells, or miliary tubercles, and no tubercle bacilli were found
in any part.

In the kidney there was marked thickening of the adventitia of

the larger arteries and some slight cirrhosis, mostly subcapsular.

To return to the condition of the lung : the disease consists essen-

tially of a fibroid induration, which attains its highest devevelop-

ment in the peribronchial sheath. The change is symmetrically

9
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diffused throughout both lungs, and takes the form of branch-

ing bands, separated by a varying amount of more or less healthy

lung.

The comparatively slight thickening of the pleura excludes the

idea of a pleurogenic cirrhosis. The microscopical appearance of

the bronchioles in the least affected parts points to the bronchial

or peribronchial origin of the disease, and the case would seem to

come under the head of what some German authors term " peri-

bronchitis fibrosa."

The excessive development of capillary-like vessels in the cir-

rhosed portions would account for the hsemorrhages found in neigh-

bouring parts, and is worthy of note in connection with the subject

of haemoptysis in such cases.

The pathogenic relations of the affection are not so clear. The

chronic bronchitis and peribronchitis may have been due to inhala-

tion of irritating particles, but the history gives no support to this

view. The caseous nodules might seem to some to furnish

evidence of syphilis in the absence of any tuberculous disease. 1

hesitate, however, to term these nodules gummata, in the present

state of our knowledge of the subject of pulmonary syphilis,

though I have certainly seen nodules like these in the lung in at

least two cases of undoubted syphilitic disease of the trachea.

The nodules may have been the result of a simple broncho-pneu-

monic process with subsequent necrotic change. It is possible, of

course, that the disease had a syphilitic origin, but there is little

evidence of this if we except the occurrence of extensive arterio-

sclerosis in a woman of thirty-seven. The renal lesions were so

slight, depending probably to some extent upon the arterial disease,

that one can hardly credit the kidney with having had any great

influence in the production of the pulmonary affection.

There remains the possible relation of the pulmonary cirrhosis

to an obsolete tuberculous process. Such an explanation, however,

seems very improbable for several reasons. The symmetrical dis-

tribution of the disease affecting equally the upper and lower

parts of both lungs, the slight degree of pleuritic thickening, the

freedom from destructive changes, the negative result of the

microscopical examination, together with the absence of tubercu-

losis in other parts of the body, may be said to exclude the notion

of a tuberculous origin. I can only suggest that the affection is

the result of a progressive chronic bronchitis and peribronchitis,
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leading to cirrhosis of the lung, without offering any explanation

as to the primary cause of the bronchial disease. It is difficult to

reconcile the history given by the patient with the condition uf the

lungs, for she stated that her illness was only of one year's dura-

tion, and that she had never previously suffered from any disease.

I regret that I have been unable to obtain any further informa-

tion concerning the previous health and habits of the patient.

A somewhat similar case has lately been recorded in the ' Boston

Medical and Surgical Journal,' October, 1885, p. 420, by Dr. W.
McCollom, under the title of " Uniform Cirrhosis of Both Lungs."

The patient, a man who gave a history of having contracted

specific disease in youth, had suffered for a few months from

increasing paroxysms of dyspnoea, which were exaggerated by
emotion or exercise.

Physical examination revealed nothing beyond subcrepitant rales

on both sides.

At the post-mortem examination the lungs were of a dark grey or

brown colour and floated in water. The parenchyma of both lungs

was hard and dense and creaked under the knife. No cavities and

no evidence of acute pneumonia.

In the report no mention is made of any microscopical examina-

tion, and no opinion is expressed as to the pathology of the

disease.

The great rarity of cases like Dr. McCollom's and my own need

hardly be insisted on. March 16th, 1886.

8. Gangrene of lung, following embolism of pulmonary artery.

By H. Quarry Silcock, M.D., B.S.

mHE patient, a woman aged 44, from whom the specimen shown

X was obtained, was admitted into St. Mary's Hospital under

the care of Dr. Cheadle, suffering from the effects of chronic

Bright' s disease, bronchitis, dilatation of tbe heart, and albumi-

nuria. On October 3rd she suddenly had an attack of hemiplegia

with partial aphasia, and on 23rd a second attack of a similar

character, but less marked, both occurrences probably resulting
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from embolism of the left middle cerebral artery. On October

24tli, she complained of pain localised to the anterior portion of

the right fifth and sixth intercostal spaces accompanied by haemo-

ptysis, fine crackling rales being heard over these regions, the sym-

ptoms and physical signs pointing to an infarction of the subjacent

portion of right lung. The hemiplegic symptoms improved, but

towards the middle of January a pleurisy of the right side deve-

loped, and on February 3rd 68 oz. of blood-stained serum were

drawn off by aspiration, with much relief to the patient, who by this

time had become much exhausted. On February 17th, the breath

was noted as being very offensive. On February 20th, chest was

again aspirated below the angle of the right scapula, a small

quantity of bloody serum being removed. Thefoetor of the breath

increased up to February 23rd, when the patient died.

At the post-mortem, the brain was carefully examined, but no

lesion was discoverable which accounted for the hemiplegic sym-

ptoms ; the arteries at the base, however, were very atheromatous.

On removing the sternum, a cavity about the size of a small orange

was opened. It was confined to, and occupied the position of, the

middle lobe of the right lung ; it contained highly offensive, thick,

sanious fluid, the walls being ragged, irregular, and lined internally

by a layer of partially organized lymph ; the pleurae around it were

adherent, so shutting it off from the rest of the pleural cavity. The

whole of the lower lobe of the lung, however, was encased in a

thick layer of lymph. Further examination of the right lung

showed both upper and lower lobes to be congested and cedematous,

but exhibiting no signs of precedent pneumonic change. The

greater portion of the middle lobe had broken down, giving rise to

the cavity described ; that which remained was almost wholly solid,

dark red in colour on section, having in fact all the characters of

a red infarct. The main branch of the pulmonary artery supplying

the middle lobe was filled with dense, firm, adherent clot, whereas

those branches distributed to the upper and lower lobes, together

with the bronchial arteries, so far as could be ascertained, contained

none. Sections of that portion of the middle lobe which still re-

mained, examined microscopically, showed the alveoli to be plugged

with fibrin and red corpuscles mingled with a few shed epithelial

cells, the alveolar walls being free from inflammatory infiltration,

except in the zone of lung-substance immediately bounding the

cavity ; some of the bronchioles contained blood-clot like the alveoli.
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The left lung was congested, especially posteriorly, and emphyse-

matous. The pericardium contained a slight excess of fluid. The

heart was hypertrophied, its cavities dilated and containing ante-

and jpost-mortem clot ; the mitral and aortic valves were the seat

of chronic degenerative thickening. The liver was in an advanced

" nutmeg condition
;

" the spleen apparently healthy. Both kidneys

were in a similar condition ; the capsules stripped readily, but

leaving the cortical surface scarred and puckered by obsolescence

and shrinkage of infarctions, but otherwise smooth. On section

similar scars of old infarcts were observed ; the cortices were

generally pale, but in other respects normal. The kidney substance

was abnormally friable.

Remarks. —The occurrence of gangrene of the lung as a result

of embolism and consequent thrombosis of the pulmonary artery

is so unusual, that but few instances are recorded. Dr. Wilks cites

Addison, as teaching that the circumscribed form of gangrene, of

which the present case is an example, sometimes arises from

apoplexy of the lung, whereby, blood being effused into the tissue,

its nutrition ceases, and death of the part results. Trousseau also

writes, " I am inclined to think pulmonary embolism may be the

cause of more or less extensive gangrene of a portion of the lung

;

gangrene limited to the tissue in which ramify the branches and

small ramifications of the obliterated vessel
;

" and he describes a case

of gangrene of the right lung, consequent upon embolic infarction

in a young woman the subject of phlegmasia alba-dolens.

It may be contended that the blocking of the branch of the pul-

monary artery supplying the affected area of lung was not in itself

a sufficient cause of gangrene, since the bronchial arteries were

unobstructed ; but it must be remembered that the infarct was of

large size, and that the bronchial circulation, in common with the

systemic circulation generally, was already enfeebled by reason of

the dilatation of the heart, and further that the patient was the

subject of chronic Bright' s disease. May 18th, 1886.
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9. Thrombi in branches of the pulmonary artery ; pulmonary

arteritis ; septiccemia.

By F. Charlewood Turner, M.D.

[With Plate VI, fig. 1.]

IThe first specimen shows the lungs of a woman aged 37, who
• was admitted into the London Hospital on account of a

suppurating fibroid tumour, discharging into the uterus, and died

shortly after removal of that organ with the tumour connected

with it.

The specimen shows the right lung with the pulmonary artery

and its branches laid open, exposing to view two elongated and

branching thrombotic masses of cylindrical form. These are

attached at their peripheral extremities, which are flattened and

expanded, to the endarterium at the bifurcation of primary

branches of the right pulmonary artery going to the upper and
lower lobes. Except at their peripheral extremities they are quite

free in the vessels they lie in. The larger mass, in the branch to

the lower lobe, measures one and a half inches in length, the other

about one inch in length. The former has processes which cor-

respond with, and lay in, some branches of the large vessel

occupied by it. The central ends of the coagula, and the ends of

their processes are rounded. The smaller thrombus arises from sepa-

rate points of origin, between which a glass rod has been passed

(see Plate VI, fig. 1). It seems probable that a bridge was formed

by union of granulations springing from the orifices of adjacent

branches of the vessel, and that the thrombus spreads from it.

At the back of the preparation the left lung is shown with the

trunk and branches of the pulmonary artery similarly laid open.

In these vessels lesions are seen which seem to rej^resent those

in the other lung in an early stage of development. In the lower

lobe the endarterium about the bifurcation of the principal arterial

branch is much thickened and roughened by fibrinous deposit upon

its surface. The free border of the ridge is irregular, and from

its centre projects a small nodular and peduncuhited granulation.

This small centripetally projecting nodule seems to represent

the rudiments of a large thrombotic mass such as those seen in

the right lung. In the upper lobes a similar but smaller nodule





DESCEIPTION OF PLATE VI.

Fig. 1.—To illustrate Dr. F. Charlewood Turner's paper on

Thrombi in the Pulmonary Artery. (Page 134.)

From Case 1. The right pulmonary artery and its branches are laid open to

show a thrombus, which has extended centripetally from its attachments at

points of bifurcation of the vessel.

Fig. 2.—To illustrate Dr. F. Charlewood Turner's case of

Miliary Tubercles in the Pulmonary Artery. (Page 139.)

Clusters of tubercles are seen on primary branches of the artery, which are

surrounded by caseous glands.

Fig. 3.—To illustrate Dr. F. Charlewood Turner's paper on Septic

Aortitis. (Page 174.)

From Case 2. The arch of the aorta is seen laid open anteriorly, to show

fibrinous coagula attached to its inner surface about the mouths of the great

vessels and directly opposite to them, and minute nodules of the same kind upon

the posterior wall of the vessel between.

From drawings by Messrs. Parker and Coward.
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arises from the ridge between two branches of the j^ulmonarj

artery, and another nodule arises from the surface of the endar-

terium of the main artery immediately in front of the mouth
of its largest branch to the middle of the lobe. Near the first-

mentioned nodule there is a thin bridle stretching across a part of

the mouth of this vessel. Near the commencement of the main
vessel is a small patch of superficial atheroma. There are several

firm nodules of consolidation in the lungs, mostly in left upper

lobe, one or two of them softened in centre.

This patient had been told she had a fibroid tumour of the uterus

eight years before, and had suffered from vomiting and other

troubles. For four months there had been an offensive vaginal

discharge. This was found to come from a suppurating fibroid of

the uterus. The fundus of the uterus with the tumour were

removed, the patient dying the day after the operation.

At the autopsy there was some blood extravasated in the wall

of the pelvis, and some purulent fluid in the peritoneal cavity.

The spleen was enlarged (9 oz.) ; it was fissured and contained

some caseous nodules. The pericardium was adherent ; no valvular

lesions.

2. The second specimen shows the left lung of a woman, aged

27, who was admitted into the London Hospital in a moribund

state from cardiac failure with valvular disease. She had also a

large slough of the integument of the dorsum of the right foot,

which was beginning to separate.

All the primary branches of the pulmonary artery are greatly

obstructed by ante-mortem coagula firmly adherent to the wall of

the vessels, and connected with the saddle-shaped surface between

them. Posteriorly there is a firm mass of rounded outline adhe-

rent to the saddle-shaped surface between the branches passing up

to the apex and downwards to the base of the lung. It projects

over the mouths of both vessels and greatly obstructs them, reduc-

ing them to narrow slits. The two anterior branches of the main

vessel, which pass to the upper and lower parts of the anterior

lobe are both obstructed for some distance by roll-like thrombi

adherent to their contiguous surfaces, and just meeting on the

ridge between them. All the thrombi are covered by smooth

membrane, apparently continuous with the endarterium, as is seen

in a section of the largest mass in the specimen. And this is
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shown in microscopical sections from similar coagula whicli were

found similarly obstructing branches of the pulmonary artery in

the opposite lung, and also in sections of a more recent coagulum

from a smaller branch of the pulmonary artery in another case.

In these sections the thrombotic masses are seen to be undergoing

organisation by growth of granulation tissue into them from the

arterial wall.

In the latter specimen a little changed blood-clot is seen invaded by

the new tissue at its borders, where the endarterium is continuous

with its ensheathing membrane. In the other specimen an older

coagulum is seen with areas and strands of fibrous tissue in it. /

The patient's illness had dated from thirteen weeks before her

death. She was admitted with great dyspnoea, and signs of mitral

stenosis and congestion of the left lung. There were symmetrically

situated wedge-shaped consolidations at the bases of both lungs,

which were coated with lymph. There was no consolidation of the

lung-tissue supplied by the obstructed vessels in the upper lobes.

There was thrombosis of the inferior vena cava and of the right

iliac and femoral veins, and an extensive slough of the skin and sub-
(^

cutaneous tissues on the dorsum of the right foot, which was sepa-

rated from the surrounding skin by a line of ulceration.

3. The third specimen shows a firm thrombotic coagulum with

smooth surface, adherent to the walls of the right division of the

pulmonary artery between the orifices of its primary branches.

The coagulum is elongated in a vertical direction, and has a pro-

longation in the form of a free process at each end, which lie in

branches going to the posterior part of the apex and to the base

respectively, the former being the larger. There are well-defined

areas of infarction in the middle and lower lobes, but the primary

branches to those parts are free from obstruction. In the left lung

there are no thrombi in the primary branches of the pulmonary

artery, but there is an adherent cylindrical thrombus with

rounded end almost entirely plugging a secondary branch of the

artery in the middle of the upper lobe, and there is a small wedge

of infarction occupying the area of one of its subdivisions. There

are other infarcts in the lower lobe, and one in the inferior process

of the upper lobe.

These are the lungs of a boy aged ten, who died with mitral

stenosis, referable to an attack of acute rheumatism eighteen
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montlis before his death, and heart failure from recent endocarditis

and pyrexia. There were signs of incompetence of both mitral and
aortic valves with hypertrophy and dilatation of the heart, and

albuminuria. Subsequently there were indications of consolida-

tion of i^ortions of the lung-tissue in different parts. Death

occurred after a succession of convulsive seizures two months after

his admission into the hospital. At the autopsy the mitral and

aortic curtains were found to be thickened and incompetent, the

mitral orifice being much stenosed. There were recent granula-

tions on both valves, and a few on the tricuspid valves, which were

slightly thickened. The organ was much enlarged, with hyper-

trophy and dilatation of all the cavities, especially of the left

auricle. There was slight atheroma of the pulmonary artery.

The lungs were congested posteriorly and emphysematous in front.

They contained several wedge-shaped infarcts and nodules of

consolidation, some granular on section, and some more homo-

geneous looking and glistening. The abdominal viscera were con-

gested. There were no infarcts in them.

In the first of these specimens " vegetative " outgrowths of the

endarterium of the pulmonary artery similar to those commonly

found on the valves of the heart in endocarditis, are seen, with

progressive coagulation of fibrin upon them in an earlier and in a

more advanced stage. The second and third specimens exhibit the

reparative process by which adherent coagula on the walls of the

vessels become consolidated and bound down by a membrane with

smooth endothelial surface continuous with that of the healthy

endarterium, and the coagulum at the same time being progres-

sively invaded by proliferating connective-tissue growth and re-

placed by cicatricial fibrous tissue.

In each instance the situation of the thrombi at the point of divi-

sion of large branches of the pulmonary artery, shows that the inju-

rious effect of the strain of the blood pressure upon the vessel, and

not stagnation of the blood alone, was the determining cause of

coagulation ; while the formation of massive thrombi, instead of a

simple protective covering over the damaged surface, is evidence of a

deteriorated condition of the blood plasma, with increased tendency

to coagulate, here referable in each instance to absorption of septic

matter from suppurating or inflamed tissues, and in part to en-

feeblement of the circulation. When there is a defective state of

nutrition in the walls of the pulmonary artery or of any part of
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its distribution, there must be an increased liability for lesions of

the endarterinm to occur, unless the weakening of the arterial wall

so caused is accompanied by a corresponding diminution of the

maximum strain put upon it. The specimens show that lesions of

the endarterium of the main branches of the pulmonary artery and

their primary divisions do occur under such circumstances. These

lesions of the pulmonary artery are thus related pathogenically,

and, especially in the first specimen, in their anatomical features,

with the valvular lesions of endocarditis, as elucidated by Orth's

experiments,^ and with similar lesions of the aorta associated with

septic absorption, such as those exhibited at the last meeting,

the close pathological relationship between such thrombotic lesions

of the aorta and pulmonary artery being illustrated by the fact

that in one of the cases referred to in connection with the specimens

of septic aortitis lesions of both arterial trunks were found.

The occurrence in that case also of adherent thrombi on the walls

of the right auricle and ventricle accords with the views of those

who would attribute these lesions also to a similar origin. The occur-

rence of these adherent ante-mortem cardiac thrombi with especial

frequence in the auricular appendices, in the apices of the ven-

tricles, or in sacculations of the auricular or ventricular walls be-

tween the columna cornea, is referable to a greater liability of such

less supported parts to become the seat of structui'al lesions of the

endothelial surface under a strain of distension, as well as, or better

than, to stagnation of the blood. Stagnation does not seem to afford

a sufficient explanation of the occurrence of such coagula at one or

two, or at a comparatively few points only of the cardiac walls.

And in regard to occlusive thromboses of branches of the pul-

monary artery, about which a question arises as to whether they may

be the result of embolism, or of autochthonous thrombosis due to

lesion of the endarterium, or to stagnation of blood alone, such spe-

cimens not only account for their occurrence in the absence of any

discoverable source of embolism, or of any sufficient impediment to

the circulation, but they indicate the possibility or probability that

the formation of such obstructive thrombi may have been ultimately

determined by structural lesion of the endarterium, where the con-

ditions admit of another interpretation. I incline to the belief that

* Semaine Med.,' Sept. 23rd, 1885. Orth showed that mycotic coutauiination

of the blood and injury to the endocardium are essential to the experimental

production of endocarditis in animals.
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this is the case to a great extent, and that the vital qualities of the

blood are greater than the reference of such thrombotic lesions in

general to stagnation of the blood alone, would allow us to

suppose. May 4th, 1886.

10. Miliary tubercles in branches of the pulmonary artery.

By F. Chaelewood Turner, M.D.

[With Plate VI, fig. 2.]

THE specimen is a portion of a lung from a case of tuberculosis,

with the pulmonary artery and its primary branches laid

open, showing clusters of minute granulations on four divisions of

the vessel, which are surrounded by, and more or less adherent to,

enlarged and indurated caseous bronchial glands. One conspicuous

cluster has arisen at a point where a much enlarged gland is closely

adherent to the vessel (Plate VI, fig. 2).

The lungs contained masses of caseous consolidation, clustered grey

granulations, and isolated miliary tubercles. There were miliary

tubercles also on the pleura, seen between the lobes, the lungs being

adherent to the chest wall. There was some fibrous induration of the

apices of the lungs, with a few small cavities having smooth lining

membranes. Sections from the lungs show necrotic and caseous tracts,

with nuclear infiltration and proliferation of connective tissue around

them containing the " giant-cells" of tubercular growth. In one of

the caseous areas, shown under the microscope, is a transverse sec-

tion of an arteriole plugged with fibro-nuclear growth from the

inner coat. The nuclei of the muscular fibres of the middle coat

are well defined. The structure of the thickened outer coat of the

vessel is obscured and cloudy.

The specimen was obtained from the body of a boy aged 14, who

had tubercular disease of the mesenteric, retroperitoneal, medias-

tinal, and bronchial glands, with extensive tuberculosis of the peri-

toneum, and ulceration of the intestines, especially at the lower end

of the ileum. There were a few tubercles in the liver, spleen, and

kidneys, and on the coronary arteries of the heart.

He complained of cough and shortness of breath, with pains in

the chest and hepatic region, and loss of flesh. The symptoms dated
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from Christmas, but he had been ailing and losing flesh for twelve

months. There was no history of phthisis in the family.

Miliary tubercles in branches of the pulmonary artery have been

observed in cases of pulmonary tuberculosis by Weigert, and have

been described and figured by him in ' Yirchow's Archives,' vol.

Ixxvii ; and in the previous volume Miigge has recorded the fact

that in nine out of ten cases of pulmonary tuberculosis, in which he

traced up and examined the pulmonary arteries and veins, he found

miliary tubercles in the smaller venules more or less numerous in

proportion to the abundance of miliary tubercles in the lungs. He
found them less often in the large venous trunks, and still less

frequently in the pulmonary artery.

The specimen is interesting as a conspicuous illustration of

secondary lesion of the endarterium by invasion of the wall of a

vessel by tubercular disease in the tissues contiguous to it

—

lesions which are so especially liable to occur in the smaller arte-

rioles of the lungs, brain, and other organs, in conditions of tuber-

cular or syphilitic infection, in general from extension of a periar-

teritis to the inner coat of the vessel, and which account for the

caseous degeneration of the affected tissues characteristic of these

diseases. May \Wi, 1886.

11. Fibroid thickening of right pleura {of syphilitic origiii ?).

{Card specimen,)

By A. Quarry Silcock.

rpHE specimen was obtained from the body of a man aged about

i- 60, who died in St. Mary's Hospital from the results of a frac-

tured spine.

Right pleura.—There were firm adhesions at apex, base, and

opposite the anterior halves of the right ribs. Both visceral and

parietal portions were greatly thickened over an area somewhat

semicircular in shape, extending vertically from the first to the

ninth and tenth ribs, and laterally from the vertebrae some distance

in front of the angles of the ribs, the maximum thickness of the

parietal pleura (shown) being rather more than half an inch. The
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pleura so affected had a shining, smooth, yellowish surface, and on

being cut into was leathery in consistence. There were no adhe-

sions whatever between the opposed surfaces of the pleura so

affected.

Microscopically the thickening consisted of well-formed fibrous

tissue.

No other syphilitic lesions were found in the body. A history

of syphilis was not sought for. May I'^th, 1886.

12. Cases of Mediastinal Tumour.

By Samuel West, M.D.

1. Mediastinal tumour; sudden death; tumour compressed left

bronchus ; right pneuTiiogastric nerve greatly thickened by in-

growth of tumour.

JM— , aged 44, in good health till eleven weeks before admis-

• sion ; then after some dusty work became suddenly ill with

short breath, severe headache, and slight sore-throat. He got

better in a few days, but since that time has had some cough and

expectoration and at times a little streaky haemoptysis. No pain

in the chest ; no loss of flesh ; but occasional night-sweats.

On admission he was very short of breath, and could not speak

more than a few words at a time ; face somewhat dusky, glands of

left side of neck enlarged, especially behind jaw. (Edema of left

side of thorax and arm to elbow ; no oedema elsewhere. Old

syphilitic ulceration on right shin. No dysphagia.

Physical signs.—Whole left side absolutely dull, the dulness ex-

tending to one inch to the right side of the sternum, beneath the

manubrium sterni and to the right, as well as over the whole left

apex, distinct tracheal breathing elsewhere over the left side, breath-

and voice-sounds absent. The left side measured two inches more

in circumference than the right. In the left interscapular space

breath- and voice-sounds tracheal as in front ; left pulse a little

smaller than right.

Aug. 29th.—Two days after admission the left side was tapped,

and 47 oz. of clear serous fluid removed, the side measuring after
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the paracentesis the same as the other ; the physical signs remained

unaltered. There has been profuse diarrhoea since admission.

Sept. 1st.—CEdema less ; other physical signs the same.

6th.—(Edema greater, paracentesis again, 42 oz., the fluid

contained no formed elements. The symptoms were unrelieved,

and the patient rapidly lost ground, but death came suddenly

and unexpectedly.

Post-mortem.—Body not emaciated. Diaphragn:. at level of sixth

rib on left side. Mediastinal tissues matted together and con-

tinuous with the masses in the neck. Pericardium contained 10 oz.

of blood-stained fluid ; the right pleura 10 oz. of serum, the left

20 oz. The mediastinum was occupied by a large new growth ; this

almost completely surrounded the trachea, and extended to the

diaphragm behind. The left bronchus was compressed so as to be

hardly one quarter the size of the right. The growth extended

along the bronchus about an inch into the lung. The left lung

was about one eighth its normal size and the pleura nearly two

inches thick all over it ; the right lung was emphysematous ; neither

contained any secondary deposits. The pericardium was dotted

with small haemorrhages and the tumour was visible through it

and had spread along the pulmonary veins so as to involve the

left auricle. Both pulmonary arteries were obstructed, the left

most ; the left innominate and subclavian much compressed.

The left pneumogastric was free, but the right passed straight

into the mass, and was greatly thickened so as to be six or eight

times its proper size just above the origin of the recurrent

laryngeal ; below it could not be distinguished from the tumour.

The glands at the side of the trachea had nearly perforated it in

several places.

Secondary growths were found in the right kidney, pancreas, and

both suprarenal caj^sules. In thj liver many old cicatrices,

syphilitic, but no secondary dej^osits.

The tumour proved to be medullary cancer. Microscopic ex-

amination of the thick pneumogastric showed the enlargement to

be due to the spreading in of the tumour, the nerve bundles being

separated by it, but not otherwise apparently altered (cf. figure).

The thickened pneumogastric nerve may explain, I think, the

sudden termination of the case.
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2. Left hemiplegia; death from gradual exhaustion; mediastinal

tumour, perforating artery in one place.

J. S— , aged 54, losing flesh for six months and troubled with

cough. Six weeks ago gave np work for weakness. Three weeks

seemed to be slow in thought and speech. On June 10th seized

with left hemiplegia ; at the time was able to speak and was not

unconscious. On the 11th lost speech, and was brought to hospital.

The patient had ordinary left hemiplegia, but though understanding

everything was unable to speak ; the right arm was constantly twitch-

ing. By the 16th he was able to speak fairly, and then complained of

some difficulty in swallowing. A few days later he became very ill

in himself; the temperature was never raised, but the tongue

became coated and the pulse very weak, and he died on June

20th, of exhaustion ; the twitching of the right side became

rather worse ; two days before death the paralysed side began to

twitch also.

Post-mortem.—Brain : Dura mater adherent to skull, but not to

brain. Slight serous effusion in pia mater, especially over temporo-

sphenoidal convolution. No gross change detected ; vessels athero-

matous, but no plugging.

Mediastinum : A mass of enlarged glands above the aorta, sur-

rounding large vessels. Pneumogastric nerves not involved ; ceso-

phagus compressed at bifurcation of trachea, and on the right side

a nodule had nearly perforated the bronchus. Congestion of both

lungs, but no deposits. Bronchi filled with abundant watery secre-

tion (pressure or ulceration). In the arteries several old clots not

completely occluding the vessels. In one place the new growth

had apparently penetrated the artery. Microscopical examination

showed this to have occurred. The tumour was scirrhus.

The cause of the hemiplegia was not to be discovered, but the

clinical history suggests embolism. The projection into the artery

is continuous with the new growth outside the vessel, and contains

in its substance several alveolar spaces, filled with well-formed

epithelial cells, similar in character to those found in similar alveolar

spaces in the mass of the tumour.
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3. Mediastinal tumour, starting from gall-hlaclder, reaching me-

diastimim, hy vertebral glands, jjenetrating vein, and leading to

dissemination by embolism. Death gradual.

Emily N— , married, ten children ; ailing only for tlie last few

months. One month ago pain and palpitation after food. A
swelling appeared above the right clavicle, and the right arm

swelled. This disappeared in ten days, and then both legs swelled

below the knees. This also went in a few days. One week ago the

left side of the neck and arm swelled. A cough had troubled her

for two months.

Admitted January 23rd. Patient is thin, but says that she has

not lost much flesh. Swelling (probably glandular) above left

clavicle. (Edema of left arm with dilatation of superficial veins.

No oedema of legs, but some mottling, and in right calf a thickened

vein-cord felt. No physical signs were detected in the chest. The

chief features of the next few days were the appearance of small

local swellings in various parts of the legs, over which the veins

were dilated, and where, as the swellings subsided, a thickened vein

was felt ; these were thought to be local thromboses. The cough

grew worse, and the expectoration became watery and profuse.

On February 14th the breathing was tubular in character over

both sides of the chest above in front, and over the left apex

behind.

On February 24th, breathing beneath the manubrium sterni was

tracheal, and the veins dilated over the front of the chest. This

was thought to be in part, at any rate, due to plugging of the

deeper veins. Resp. 36. Patient much worse. Orthopnoea.

Resp. chiefly by the upper ribs, the diaphragm moving little. In-

spiratory recession of epigastrium and lower intercostal spaces
;

left side moves less than right. Superficial abdominal veins dilated,

and more so on coughing ; cough short and frequent, and dyspnoea

greater. Behind less air enters the right side. On the outer side

of the right thigh is a thick venous cord, another on the calf of the

right leg, and a third on the left calf. There is a swelling in each

of these places. They ache, but are not painful. These also sub-

sided. The breathing became increasingly difficult, and the patient

died on March 6th, gradually, of suffocation.

Post-mortem.—Immediately beneath the sternum was found a
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mass continuous with the masses in the neck, and extending into

the posterior mediastinum; from this mass the growth had spread

by direct continuity into the pleura and lungs on both sides. After

involviug the bronchial glands, it spread along the bronchial tubes

in the ordinary way into the lungs ; but independently of this

growth the lungs contained numerous scattered nodules which were

also scattered over various parts of the costal pleura. A continuous

chain of lymphatic glands extended along the spine between the

pillars of the diaphragm to about the third lumbar vertebra. The

largest mass here spread into the mesentery and along the lesser

omentum, becoming thus continuous with a large mass which sur-

rounded the gall-bladder, and was probably the starting-point of

the disease.

The cavity of the gall bladder Avas much contracted, and con-

tained four large facetted and several smaller calculi. The mucous

membrane was not ulcerated, and the fundus was chiefly affected.

The heart and large arteries contained only post-mortem clot.

The superior vena cava was completely filled by a fleshy mass of the

same appearance as the tumour. This extended into the right and

left innominate veins. No secondary deposits elsewhere. The
main bronchi did not seem to be pressed upon. There were some
small deposits upon the parietal layer of the pericardium.

The tumour was scirrhus.

In the legs there were no traces of old thrombosis to be found

externally, but no examination of these veins was allowed.

The tumour must have started, I think, in the gall-bladder, and

spread thence along the omentum to the spine, and then between

the pillars of the diaphragm into the mediastinum, involving the

lungs by direct continuity. It then penetrated the vein, and thus

gave rise to the obstruction evident during life, and to the can-

cerous emboli found in the lungs, to which in great measure death

was due.

The peculiar irregular venous thromboses that occurred in this

case are remarkable. Such a condition is rare. I have seen one

other case of the kind, but one which in all other respects was
utterly unlike the present case. A fat butcher, weighing eighteen

stone, was in St. Bartholomew's Hospital for these swellings, which

were very painful. No cause except gout could be discovei'ed, and

after suffering from numerous relapses for many weeks the patient

was discharged well. Possibly there was some change in the

10
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coats of the vessels, which caused thrombosis in them. These cases

together illustrate most of the common results of new growth in

the mediastinum.

1. Direct extension into the lungs and pleura.

2. Compression of the bronchi and pulmonary vessels. Com-
pression produces in the affected lung an oedematous consolidation

with interstitial thickening, if of long duration. If more acute and
extreme, the lung breaks down in parts, and cavities form. These

are not generally disintegrating masses of new growth, but local

necroses of the lung-tissue, for secondarydeposits in the lungs rarely

break down. Bound these a subacute inflammation often takes

place. This probably explains the rise in temperature not infre-

quently observed in such cases.

3. Ulceration into the trachea. In these cases there is often

a very profuse discharge of saliva-like secretion, but the tumour
need not have actually perforated the trachea to produce this sym-

ptom, for I have seen it also as the result of simple pressure.

4. Perforation of vessels, the pulmonary artery, or vein, the in-

nominates, or the su^^erior vena cava, or even the large arteries.

This latter is, I believe, the rarest of all. It is interesting to

observe in the case in which the innominate vein was perforated

how completely the lungs filtered the emboli out, for though the

lungs were studded with embolic new growths not one existed

elsewhere.

5. Direct involvement of heart. The new growth spreads as usual

along the great vessels from the base, and infiltrates the parts at

the base first and usually alone.

6. Extension to the large nerves of the mediastinum, the recur-

rent laryngeal being not infrequently involved, and occasionally,

as in one of the cases above described, the main trunk of the pneu-

mogastric.

The tumour, in many cases, arises in the mediastinum primarily,

but it may reach the mediastinum through the lymphatics either

from above or from below, as in the last case, a very unusual one,

for in it the primary tumour developed in the gall-bladder.

May 18th, 1886.



III. DISEASES, ETC., OF THE ORGANS OF

CIRCULATION.

1. Impervious band uniting the superior vena cava to the left

auricle.

By C. B. LocKwooD.

IN
the heart of a dissecting-room subject a fibrous band, about an

inch and a quarter long and a third of an inch in circum-

ference, united the left side of the superior vena cava to the upper

surface of the left auricle. The union of this band was marked in

the interior of both the auricle and vein by very obvious depres-

sions, which suggested that at some time the band might have been

pervious.

It seems quite impossible to explain this strange anomaly upon

any known principle of development. There was no evidence what-

ever that the connection between the vein and auricle could have

been inflammatory. The only cases at all like the preceding are

mentioned by Henle (' Handbuch der Gefasslehre des Menschen,'

1876, p. 403). Although this author gives a most exhaustive

account of venous abnormalities he mentions none like that which

has been described. October 20thf 1886.

2. Two aneurysms of the left ventricle of the heart.

By A. Haig, M.B.

THE heart of a charwoman, aged 44, who was admitted into St.

Bartholomew's Hospital, under the care of Dr. Andrew, on

March 14th, 1885, and died on the 10th of April, 1885. Her
clinical paper was headed " Morbus cordis (aortic and mitral).'*
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Her history was that she had had rheumatic fever fifteen to six-

teen years ago, jaundice five to six years ago, and dropsy thirteeu

weeks.

On admission, the heart's impulse was noted as being feehle, and

the heart dulness increased to the right. There was a systolic

murmur, loudest at the apex, and heard also at the angle of the

scapula.

There were moist sounds all over the lungs and slight impair-

ment of resonance at the left base behind.

The abdomen was distended and fluctuating, and measured

thirty-eight inches in circumference. The back and legs were

cedematous.

The urine was high coloured, acid, and contained a trace of

albumen.

The ascites and anasarca increased a little, the cough became more

troublesome, and towards the end the breathing became of Cheyne-

Stokes character, with long intervals of apnoea. The urine was

throughout scanty, and contained a trace of albumen.

At the post-mortem the abdomen was distended with fluid, and

there was much anasarca.

On opening the chest the heart was noticed to have a peculiar

shape, owing to a shoulder or projection at the upper part of its

left border.

The pericardium was found to be adherent slightly over the ven-

tricles, firmly at the base. The heart and pericardium weighed

16 oz. On opening the heart there appeared to be some general

dilatation of the right cavities, and the foramen ovale was patent,

with a small valvular orifice. On the left side there was also some

dilatation, and the mitral valve was thickened and contracted in

parts, and some of its chordae were markedly thickened. The aortic

valves were natural, and appeared competent. The left ventricle

was now found to give origin to two aneurysms : a simple one that

would contain a cob nut, placed in the anterior wall about the junc-

tion of its upper and middle thirds, and another taking origin at

the base of the ventricle, covered by the mitral valve, and near the

left junction of its anterior and posterior flaps, by a rounded open-

ino" about two thirds of an inch in diameter, A little above this

opening a septum divided the aneurysm into two sacs, a left or

larger about the size of an orange, which formed the shoulder

noticed at the left border of the heart before it was removed ; it
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extended upwards over the left wall of tLe auricle, and downwards

over the ventricle. The other or smaller sac, about the size of a

large plum, extended upwards in the anterior wall of the left auricle,

and opened into it by two openings, one above the other, and each

covered by a bulging fenestrated curtain of endocardium. This

sac passed up some distance between the aorta and pulmonary

artery in front and the auricle behind, and appeared as if it might

have bulged inward the wall of the aorta at a point just above its

valves. The endocardium of the ventricle, at the base generally and

round the openings of the two aneurysms, was thickened, opaque,

and fibrous looking, and the same change extended in streaks down-

wards over the middle third of the ventricle.

The openings of the aneurysms appeared specially fibrous and

corrugated ; the walls were covered with shreds of adherent clot,

but the}' did not contain any large masses of laminated clot.

The aorta showed a few patches of atheroma above the valves.

The coronary arteries were patent and healthy, and were traced

throughout most of their course ; and in doing this it was found

that the posterior branch of the left coronary artery ran along the

free margin of the septum which divides the large basal aneurysm

into two sacs. In connection with this I may mention that a spe-

cimen (No. 2950) in the museum of the Royal College of Surgeons

shows a small aneurysm in the same situation, and the correspond-

ing branch of the left coronary artery crossing its sac.

With regard to other organs, the base of the left lung was firmly

adherent to the diaphragm, and there was much fibrous thickening

of the pleura at the seat of adhesion.

In the abdomen a long fibrous band was found passing from the

great omentum, which was small and shrunken, to the capsule of

the left ovary.

The liver was nutmeg, and the kidneys were markedly granular

and very contracted, and one of them contained the scar of an

infarct.

It was suggested at the post-mortem that this scar might be due
to a gumma, and microscopic sections were accordingly made and
examined by Mr. D'Arcy Power, who kindly informed me that

there was nothing in them to favour the suggestion of a gummatous
origin.

Microscopic examination of the heart wall near the opening of

the smaller aneurysm showed fibrous thickening of the endocardium,
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but not mucli alteration of the myocardium beyond slight increase

of fibrous tissue ; there was much fibrous tissue externally corre-

sponding to the two layers of the pericardium and their adhesions,

and in the deeper parts of this several large vessels which appeared

healthy.

Sections from the wall of the larger sac of the basal aneurysm

showed it to be composed mostly of fibrous tissue with one or two

somewhat irregular layers of muscle in it.

With regard to the causation of the lesions found in the heart,

I think that, if the history is to be trusted, we may suppose that

fifteen or sixteen years ago she had rheumatic endomyocarditis

affecting especially the base of the heart and the mitral valve,

that at some period subsequent to this chronic nephritis developed

;

and threw a great strain on her damaged heart, and that it slowly

yielded where most damaged, forming the aneurysms as we see

them. I think that the pericarditis was of later origin, and secon-

dary to the aneurysms. I do not think there is anything to point

to syphilis as a cause, but it is, perhaps, worthy of note that all

the lesions in other organs showed chronic development of fibrous

tissue.

The points of special interest in this case are :

(1) the sex of the patient, (2) the number and position

of the aneurysms, (3) the two openings of one sac of the basal

aneurysm into the left auricle, and (4) the pressure of the sac on

the aorta.

With regard to sex. Aneurysms of the left ventricle appear to

be more common in men than in women in the proportion of 2 or

3 to 1, and the preponderance of men is specially marked in

aneurysms of parts other than the apex.^

As to number. To have two distinct aneurysms, as here, is com-

paratively rare. Dr. Thurnam, out of fifty-eight cases, speaks of

four in which there are two aneurysms, one in which there are three,

and one in which there are four. Dr. Legg- mentions that in one

of his cases there were two aneurysms, and he speaks of Dr.

Hilton Fagge's celebrated case in G-uy's Hospital Museum, in

which the wall of the left ventricle is simply covered with

bulgings.

In reference to position it is only necessary to remark that

* See Dr. Wickham Legg's * Bradshawe Lecture on Cardiac Aneurysm,* p. 5.

9 ' Bradshawe Lect.,' J. and A. Churchill, 1884, p. 10.
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neither are at the most common place, the apex, but one is at what

is, perhaps, tbe next most common place, the base. Dr. Legg says

that in his own collection fifty-nine were at the apex and thirty-one

at other parts of the ventricles, and that Dr. Thurnam had twenty-

seven cases at the apex, twenty-one at the base, and eighteen at

other parts. Dr. Thurnam in hjs article in the ' Medico-Chirurgical

Transactions ' says that they are generally at the thinnest part of

the ventricular walls, i. e. apex and highest point of the base.

As regards the openings into the auricle, I have not been able to

see, or find reference to, any case in which there were two openings.

In vol. iii. of the ' Transactions ' of this Society, Dr. Peacock showed

for Dr. Thurnam a heart in which one sac of a biloculate basal

aneurysm involved the mitral valve, and opened by an orifice three

lines in diameter into the cavity of the left auricle. And in vol.

ix of the ' Pathological Transactions ' Drs. Peacock and Shillitoe

showed a heart with an aneurysm just below the aortic valves

which bulered into the left auricle to the size of half a duck's esrsr,

and opened into it by a hole the size of a threepenny piece.

Dr. Thurnam mentions four cases recorded by Dr. Hope in

which the aneurysm opened into the aorta, but probably began in

the ventricle, and I said above that this sac in the wall of the

auricle appeared to have exerted some pressure on the aorta at one

point, and I think that if the patient had lived longer it might

have opened into it, though probably the two openings into the

auricle took off a good deal of pressure. December 1st, 1885.

3. A?ieurysm of heart. {Card specimen.)

By Stanley Boyd.

THERE is an aneurysm the size of a large filbert lying below the

left coronary artery. The mouth of the aneurysm is seen in

the left ventricle below the left aortic valve, between this valve

and the right one. The cavity of the aneurysm is divided into two

parts by a septum ; it contained clot a good deal of which was old

and laminated. The wall is about one sixteenth of an inch thick,

and consists of pure fibrous tissue. Towards the base of the septum,

however, some atrophied muscular fibres can be seen.
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The patient died of cardiac failure. The aortic valves are

covered with vegetations ; one valve is perforated. Both ventricles

and both auriculo-ventricular orifices are dilated. The weight of

the heart is 18 oz., and the wall of the left ventricle is only of

normal thickness.

A section through its wall from near the aneurysm shows no

evidence of myocarditis. March 2nd, 1886.

4. Aneurysm of the undefended space.

By Frederick Taylor, M.D.

THIS specimen was taken from a man aged 55, who died of cere-

bral haemorrhage under Dr. Frederick Taylor's care. At 6 a.m.

on the day of admission he fell back in his cart, and was found in a

dull, helpless condition. At 9 a.m. he was drowsy, easily roused, and

complaining of pain in the head and neck
;
pupils equal, minutely

contracted ; soft blowing systolic murmur at apex ; cardiac dul-

ness diminished ; feeble respiratory murmur ; slight weakness of

arm and leg on right side. He remained in much the same

condition for twelve days, when he suddenly became pale and cold,

and cried out with pain in the head. The following day he had

two fits, became comatose, and died.

The post-mortem showed extensive meningeal haemorrhage of the

left hemisphere of the brain, and slightly on the right side ; recent

small haemorrhage in the pons ; distension of the optic nerve-

sheaths with blood-clot as far as the eyeball. (This was ex-

hibited by Dr. Hale White as a card specimen in December, 1885.)

The cerebral arteries were healthy.

The lungs were emphysematous. There was some recent hae-

morrhage in the connective tissue between the liver and the

diaphragm. The left kidney presented a mass of cancer at the

upper part.

At the upper part of the septum ventriculorum corresponding

accurately to the "undefended space" is an aperture leading into a

sac, or, in other words, the undefended space is bulged out towards

the right ventricle, forming a more or less globular sac. In the
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spirit preparation, the aperture is of a triangular shape with

rounded angles, the upper angle fitting in between two aortic

valves, the base touching the muscle of the septum. It measures

half an inch vertically by five eighths of an inch transversely, and

is quite five eighths of an inch in depth. The interior is perfectly

smooth, without vegetations or fibrinous deposits of any kind, but

it presents a number of small secondary pouches, 1 to 2 mm, in

diameter. On the right side of the heart the aneurysm bulges

both into the right ventricle and the right auricle, the septal

cusp of the tricuspid valve being attached to it along a line trans-

versely so as to throw about one third into the auricle and two

thirds into the ventricle. Held up to the light it is irregularly

translucent, the thinner parts corresponding to the secondary

pouches. There is no communication with the right side.

Both ventricles are dilated and somewhat hypertrophied, and

the heart weighed 15 oz., but was othewise normal.

Remarks.—This is, no doubt, a congenital aneurysm of the

septum ventriculorum, and illustrates well the features, as given

by Dr. Wickham Legg in his Bradshawe Lecture for 1883, which

distinguish congenital aneurysms from those which have their

origin in endocarditis. The aneurysm corresponds accurately to

the area of the undefended space ; the sac is smooth, trans-

parent, and empty : the endocardium around is smooth and trans-

parent ; and the cause of death is entirely independent of it.

Several cases have been described in the ' Transactions 'of the

Society, and Dr. Legg alludes to these and others in his lecture.

There is a specimen, hitherto unrecorded, in the museum of Guy's

Hospital, which was put up in 1858, and shows a similar condition.

The aperture occupies the lower half or two thirds of the unde-

fended space, encroaching a little upon the straight upper margin
of the muscular septum. The aneurysm pouches up beneath the

upper part of the undefended space, which forms a sharp curved

edge, concave downwards. Internally the wall is smooth, but with

numerous smaller pouches of thinner tissue, with stronger fibrous

bands between them. On the right side of the heart this aneu-

rysm projects almost entirely into the auricle, the tricuspid valve

being attached along its lower border. The patient died of psoas

abscess under Dr. Wilks' care. March 2nd, 1886.
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5. Some aneurysms of the heart, many of the cases exhibiting

the effects of erosion.

By Samuel West, M.D.

ANEURYSMS of the heart seem to fall naturally into two groups

according as they occur in parts of the heart which are nor-

mally muscular or normally fibroid. Of these the first group is

much the most uncommon.

The fibrous tissue is found only at the base of the heart, but as

aneurysms of the right side are very rare we may consider the

arrangement of the fibrous tissue only on the left side. Starting

from the aortic valves it forms an irregular ring in close relation

with these at their attachment, which is continuous on the one side

with the attachment of the mitral valve, and is most closely con-

nected with the aortic cusp of this valve, and on the other side with

the undefended spot of the septum. Although it is easy to separate

off aneurysms of the aortic valves from all the others in this region

of the heart, it is not so easy to deal thus with those of the mitral

valve.

The specimens brought forward exhibit aneurysms in almost all

parts of this region. They have also this further bond in the fact

that they are all due, I believe, to the same cause, viz. erosion, i. e.

to the mechanical effects of disease in the neighbouring parts, in

these cases of the aortic valves. By the term erosion it is not in-

tended to state that the changes are only those due to rubbing away

of the surfaces. There is in the heart, as in other vascular organs,

a reaction against the irritation of the nature of inflammation, and

consequently round these spots we find copious vegetations, and in

the deeper tissues what may be called inflammatory reaction;

but these changes, it is believed, are all secondary and the natural

and necessary result of the erosion. In a way they may be regarded

as an attempt by nature at repair of the mischief being done.

Case 1.

—

Large aneurysm of the mitral valve, with a small

aneurysm of the undefended spot, the result of erosion by

aortic vegetations ; many emhoUsms (J ulcerative endocarditis).

David M— , aged 34, under the care of Dr. Eustace Smith, coachman, had

rheumatic fever at fourteen, but had heen in his asual health until three weeks
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before admission. He then felt ill, and had pain between shoulders and in back

of neck, and suffered from night sweating.

On September 21st his left knee swelled, and subsequently other joints and

he was admitted on the 25th. He then had pain in the knees and shoulders and

in the cardiac region. There was slight oedema of the feet. Pulse 100, sudden

and jerky. Resp. 26. Temp. 101°. Urine acid, 1020. No albumen.

The following note was taken of the heart :—Apex-beat in fifth space in nipple

line, diastolic thrill felt here. Cardiac dulness rea(,'hed to upper border of

third left interspace, and to right edge of sternum. Double friction rub

beneath sternum, and faintly as far as left nipple. Harsh systolic murmur at

the apex, audible in the axilla and in left interscapular space. At right base a

double murmur. The diastolic heard loudly all along the sternum. Visible

arterial pulsation in arms and neck. Digitalis mvij with ether was ordered

every four hours, the patient's condition remaining much the same and the pain

continuing. Salicylate of soda was given on September 28th. On October 5th

this was changed to quinine, as the patient was troubled with noises in the ear

and deafness. October 8th.—The joint symptoms and friction have completely

disappeared, and the patient seemed better. The temperature, however, still

continued high as from the time of admission. Later in this day patient had a

chill, though not a distinct rigor. October 9th.—Patient worse, was delirious

slightly during the night. He appears sensitive to light, and has slight external

strabismus of left eye and nystagmus. On the 9th temperature reached 103°, and

antipyrin (gr. x) was given. Eye condition the same : pupils equal, but somewhat

contracted and react nomally. On 11th no change, except that vision is defective

in left eye. On 12th albumen was first noticed in the urine, and this increased

to about one eighth by the 15th. The patient from this time gradually got worse.

The temperature varied greatly, but remained persistently high in spite of

sponging. The eye condition varied a good deal from time to time, but both

the nystagmus and the strabismus never at any time entirely disappeared. On
October 24th patient became very delirious and restless ; sordes appeared on

lips and tongue, and the oedema increased. Patient sank rapidly, and died on the

27th quietly.

Post-mortem.—General congestion of all viscera. Liver 4 lbs.

Spleen 10 oz. ; one small recent infarct. Kidneys 14J oz ; three

small old infarcts in right, one recent and larger in left.

In right lobe of cerebellum, nearly exactly in its centre, was a

recent abscess, of the size of a small walnut, containing pus and
breaking-down nerve-tissue.

Pericardium and pleura contained a little fluid.

Heart 21 oz.
;
generally dilated : muscular substance fatty. The

aortic valves were fringed with vegetations, slightly thickened, the

posterior most of all, and on this valve the vegetations covered the

whole belly, and became continuous with others on the cusp of the

mitral, in which was an aperture of about the size of a threepenny
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piece, nearly circular, and with eroded edges. The aperture was

partly filled with dense vegetations, and a pear-shaped pendulous

mass an inch and a half long hung down into the ventricle upon

the aortic side, attached by a narrow pedicle, and expanding into

a flattened disc-like mass, about an inch broad at its lower part.

The parts against which this mass rubbed, viz. the lower part of

the cusp of the valve on the one side, and the parts about the unde-

fended spot on the other, were covered with small vegetations.

The aperture described led into a large pouch as big as a walnut,

which projected for about an inch into the left auricle. This was

irregularly circular, with small secondary pouches upon it and two

apertures, one jagged, irregular, and oval at the upper part ; the

other in part clear cut, and nearly half an inch in length by a quarter

of an inch in width. This sac was filled with firm clot, similar in

appearance and consistence and directly continuous with the

pendulous mass described.

In the anterior space between the two cusps of the mitral valve

was another fleshy mass of a similar nature, but only about half an

inch long, due to friction.

Immediately facing the aperture in the valve described, i. e. the

mouth of the aneurysm, was a second but smaller orifice, surrounded

also by small vegetations, the upper margin continuous with the

lower attached margin of the belly of the aortic valve. This

led into a pouch the size of a small hazel nut, which projected into

the right auricle just above the attachment of the tricuspid valve.

Over this aneurysm the endocardium on the auricular side was

quite smooth and of natural appearance. The aperture of this

aneurysm occupied the posterior portion of the undefended space.

Remarks.—The undefended spot is crossed by the attachment of

the tricuspid valve, and is divided by it into two parts. Aneurysms

may form in either part, and will present in the right auricle or

ventricle accordingly. In this case the orifice is very distinctly in

the posterior portion and the aneurysm therefore presents in the

right auricle.

The mitral aneurysm is interesting from its large size, its double

rupture, and the large size of one of them, and, lastly, from the

great polypoid vegetation projecting from it. Both alike are the

result of erosion, and the pathological condition writes its own
history. The original mischief was on the aortic valves ; then bv

erosion the mitral aneurysm developed first, and subsequently that
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in the undefended spot. The results of erosion are evident in

many other parts to a lesser extent, and especially in the aorta,

where the third and most recent aneurysm was in the process of

formation.

The lesion throughout must be of old date, and can hardly

account for the later symptoms, which appeared to be those of

ulcerative endocarditis, or at any rate of multiple embolism, and

to such an embolism I suppose the abscess in the cerebellum

must be referred.

Case 2.

—

Aneurysm at the base of the mitral valve presenting outside

the heart between the aorta and pulmonary artery.

Stonebreaher.—The clinical notes of this case have been unfor-

tunately mislaid.

Heart generally dilated, mostly on left side, slight hypertrophy.

The right coronary and posterior valve of the aorta are fused into

one, the septum being only marked by a prominent ridge. From
the anterior portion of the conjoint valve a calcareous irregular

mass, an inch long and three quarters of an inch wide, projects,

and occupies nearly the whole of the aortic orifice, but a passage

for the blood has been made by the breaking down and disappear-

ance of the greater part of the posterior valves. All the parts

with which this mass came in contact are roughened with vegeta-

tions, and immediately between and beneath the anterior and
posterior valve is the aperture of an aneurysm surrounded by

vegetations, and corresponding with the tip of the mass described

;

this is almost exactly in the middle of the base of the septal cusp of

the mitral valve. The aneurysm, which is oval and about the size

of a small filbert, is seen from the outside of the heart, and lies

between the aorta and pulmonary artery, having the right auricle

immediately on its right side.

A large infarct occupied nearly the half of the left lung, and

others of smaller size were found in the base on the lower part

of the upper lobe of the right lung. Some cicatrices, probably old

infarcts, in the left kidney.

This specimen is another illustration of the effects of erosion,

leading on the one hand to the formation of an aneurysm, and on

the other to destruction of a contiguous aortic valve, by which the

effects of obstruction are partly obviated.
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Case 3.

—

Aneurysm of the base of the mitral valve.

Eight ventricle dilated. Left ventricle dilated. Vegetations

calcareous, and jagged on all the aortic valve edges, some of them

nearly half an inch long. At the base of the aortic cusp of the

mitral valve, and between the two valves of the aorta corresponding,

is an oval aperture three eighths of an inch by a quarter of an

inch, surrounded by vegetations, and leading into a pouch, which

lies between the left auricle and the root of the aorta, and is visible

from the outside of the heart.

This is a museum specimen, and cannot be further traced.

Case 4.

—

Three aneurysms immediately below the aortic valves, and

an early one in the aorta just above the valves ; all due to erosion.

W. E— , aged 15, compositor, had suffered from beating of the

heart since childhood, for which he was at the Children's Hospital.

For three months palpitation had been getting worse, and for the

last three weeks the breath was short and cough troublesome.

The legs had swelled and he had been giddy.

Patient was very anaemic and the fingers clubbed ; slight general

oedema. Pulse water-hammer ; breath short.

The cardiac region was slightly bulged. Apex half an inch

outside nipple. Cardiac dulness increased to left, and reached to

right edge of sternum. Impulse diffused, felt in fifth and sixth

spaces, and action heaving. Systolic thrill in third right space

close to sternum. Double murmur at right base, loudest at level

of fifth left costal cartilage conducted along sternum and to apex,

but no murmurs audible behind.

There were no special points in the case, except gradual failure

of the heart. The patient suffered occasionally from sweating,

and for the last two or three days of his life vomited considerably.

He died gradually of exhaustion.

The temperature was fairly uniform throughout, being about 99°

in the evening, and only once, viz. on the day of admission,

reaching 100°.

The heart much hypertrophied and dilated, weighing 16 oz. (the

weight of the patient being only 6 st. 8 lbs). The aortic valves

disorganised and quite incompetent. The posterior valve is the

least affected but this is much thickened and fringed with dendritic

vegetations. Immediately below the right coronary (septal) valve
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is an aneurysm of the size of a pea, and further outwards a second

the size of a small cherry, which has developed in the direction of

the interauricular septum.

Both the right and left anterior valves are fringed with vegeta-

tions, which must have passed backwards and forwards with the

blood-stream ; and corresponding with that pendulous vegetation

attached to the right valve, at the place where it must have fretted

the aorta, the intima is destroyed for a space of half an inch by a

quarter of an inch, and here an aneurysm is in the process of deve-

lopment. Just between the two anterior valves is a third aneurysm,

of the size of a cherry, situated just above the septum and between

the aorta and the pulmonary artery. The left anterior valve formed

part of the wall of this aneurysm and had ruptured.

These aneurysms were probably due entirely to the erosion

caused by the constant fretting of the aortic vegetations.

Besides the special lesions which these specimens exhibit, there

is the general interest which attaches to them all as demonstrat-

ing the eifects of erosion, or, in other words, some of the mechanical

effects which certain forms of old disease in the heart may produce.

In all the present cases it is the aortic valves that are the source

of the mischief. Vegetations, massive, tough, and often calcareous

have formed upon these valves, and as they were driven to and fro

by the blood- stream have fretted the parts with which they came

into contact, and aneurysm at these spots has been the frequent

result. The first case developed symptoms of multiple embolism

and was regarded as an instance of ulcerative endocarditis. Many
cases of old aortic disease in which the valves are fringed with

large and brittle vegetations to which the embolisms are due, are

described by this name, but not rightly, for ulcerative endocarditis

in the technical sense is an acute affection of great severity, and is

closely allied to septicaemia. Although it is possible that such a

condition may develop in the subjects of old aortic disease, still

this is not of frequent occurrence, and the two affections, viz.

ulcerative endocarditis and multiple embolism, should be kept

clearly distinct from each other, the former being a fresh and

independent complication, the latter the accidental mechanical

results of the old lesion. January bth, 1886.



160 ORGANS OF CIRCULATION.

6. (1) Aneurysm of the aortic valves ^ three cases. (2)

Aneurysm of pouch of Valsalva rupturing into right ventricle,

Bj Samuel West, M.D.

IN a previous paper read before this Society I divided aneurysm

of the heart into two groups ; first, those which are found in.

parts which are normally muscular ; and, secondly, those which

are found in parts which are normally fibroid. Of this latter

group two further divisions may be formed, viz. : 1. Where the

aneurysms are found below the aortic valves, including aneurysm

of the undefended space, and of the mitral valve ; and, 2, where

the aneurysms are situated in the aortic valves or in the pouches

of Valsalva immediately above them.

In that paper I described several specimens belonging to the

first subdivision ; the specimens I now describe belong to the

second. The mitral valve is essentially a part of the heart, but

the aortic is more nearly related pathologically to the aorta, and is

especially subject to the same degenerative changes as the aorta,

and thus inflammation and its results are more common in the

mitral, atheroma and its results in the aortic.

Aneurysms of the heart, like those of the aorta, are generally the

result of chronic degenerative changes rather than of acute inflam-

mation, and for this reason it might be expected that aneurysm of

the aortic valves would be more common than aneurysm of the mitral.

This is according to my experience the case, although opinion diff'ers

on this point. Acute destructive inflammation or ulcerative endo-

carditis very rarely leads, I believe, to aneurysm, but usually to

erosion and rupture. Antecedent inflammation may start the

degenerative changes which end in aneurysm,—it may be many

years after,—but in others no history of such cause can be obtained.

Aortic vegetations are often large and massive, and not infre-

quently lead to aneurysm by erosion of the parts upon which they

rub. Of this I showed instances in the paper referred to. This is

a much rarer occurrence in the case of the aortic valves them-

selves.

Aneurysms of the aortic valves can never be diagnosed except

by guess, for they produce no symptoms different from those of
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ordinary valvular disease, and even their rupture not infrequently

occurs without any change in the patient's condition to indicate it.

Of the three cases described, in two there was a history of

rheumatic fever some years before, but in the other no cause for

the heart disease was discovered. Two also gave a history of

gradual failure of health, while the third had a few months before

an attack of dyspnoea and pam in the chest, since which time his

health failed as with the others.

In one case the right anterior valve only had an aneurysm. In

another the left anterior had an aneurysm, the right anterior was

eroded in part, while the remainder had fused with the posterior

and formed with it the pouch of a large ruptured aneurysm. In

the third the two anterior valves had fused, and the common
pouch had dilated into a large aneurysm ; the posterior cusp remain-

ing thickened and not aneurysmal.

Aneurysm in fused valves is very rare, but Dr. Wickham Legg
refers in ' Cardiac Aneurysms ' to a few recorded cases.

Case 1.

—

Aneurysm of aortic valves ruptured; sudden attach five

months before death ; old rheumatic fever.

James T— , aged 37, carman, had rheumatic fever at 25, and again

at 35. Four months ago he had pain in the right side with short-

ness of breath, and cough and rigor at the commencement, but

none since. Since then he had been ailing, and for three weeks his

legs had swollen, and he has from time to time spat bright blood.

The dyspnoea had increased, and palpitation had been severe. The

area of cardiac dulness was generally increased, but not very

greatly. The impulses diffused and the apex difficult to define.

A loud double murmur at the right base heard loudly all along

sternum, with a systolic murmur audible at the apex.

There was slight ruddy haemoptysis from time to time, and the

patient died of gradual exhaustion.

Post mortem.—Heart greatly hypertrophied and dilated, especially

the left ventricle.

The aortic valves are all thickened, and have vegetations on their

ventricular surfaces. The right anterior has its left half occupied

by a ring of fleshy vegetation surrounding a circular orifice half an

inch in diameter ; these vegetations are piled up on the ventricular

surface to form a projecting rim of one eighth of an inch in

11
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depth. This is clearly the remains of an aneurysm of the valve.

The vegetations on the other valves correspond with the spots

where this mass would, in the normal position of parts, have

rubbed upon them.

Upon the aortic cusp of the mitral are flat patches of vegetations

npon the spot corresponding with this rupture in the valve where

the blood impinged as it regurgitated and where the vegetation

rubbed

This cusp of the mitral is somewhat thickened, but the other

cusp is normal and the valve competent.

Body oedematous. Congestion of lungs, spleen, kidneys. Super-

ficial ulceration of both vocal cords. Liver greatly enlarged and

gorged with blood, felt hard but not cirrhosed, weighing 7^ lbs.

Case 2.

—

Aneurysm of aortic valves and pouches of Valsalva rup-

tured ; health failing rapidly for five months.

Joseph H— , clerk, aged 30, has had palpitation for eight years,

but was well till four months ago, when he caught cold, and since

then has had cough and shortness of breath, and was obliged to give

up work for weakness two weeks before admission. No history was

obtained to account for the heart trouble. Cardiac dulness only

a httle increased upwards and to the left. Apex- beat diffused.

Epigastric pulsation. Double murmur at the right base ; the

diastolic being heard loudly at the apex and as far as the left

anterior axillary line. The patient died gradually of exhaustion.

Post mortem.—The left anterior aortic valve and pouch of Valsalva

is dilated so as to form a circular pouch nearly an inch in diameter.

The edge of the valve is thickened, and in the belly are two openings,

one towards the right, half an inch in diameter and circular, a narrow

margin of the free edge of the valve remaining about one eighth of

an inch in width and covered with recent vegetations. The second

opening, on looking from above, is a little larger and also circular

;

this leads into what was once an aneurysm of the valve. This is

ruptured, and much is entirely gone, but its original shape can

still be made out. The lower half of the aneurysm is sharply cut,

the upper ragged and fringed with vegetations. The right anterior

valve has a similar circular hole, half an inch in diameter, in that

half towards the left valve into wdiich part of the aneurysm in that

valve seems to fit. The sinus of Valsalva corresponding wdth this
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valve is not dilated. The other half of the valve is greatly thick-

ened and fused with the posterior valve, which is uniformly

dilated so as to form, together with the corresponding sinus of

Valsalva, a circular pouch.. The edges are greatly thickened, but

the valve itself is not perforated. The left ventricle is hyper-

trophied, but otherwise not abnormal. Liver, spleen, and kidneys

cedematous. No general oedema of body. Pericardium contained

10 oz. of serous fluid.

Case 3.

—

Fusion of right and left anterior valves to form a large

aneurysmal pouch, ruptured; old rheumatic fever; gradual

failure.

William C— , aged 35, labourer, was laid up with rheumatic fever

at 29, and had had occasional slight joint pains since. He was at

work and in good health until two months before admission, when

he caught cold ; had pains in his joints, with dyspnoea, cough, and

occasional vomiting. He got weaker and weaker, and had been

able to do no work since. A good deal of oedema of the legs.

Slight jaundice. G-reat dyspnoea. General enlargement of cardiac

dulness to right and left, and apex felt indistinctly in left nipple

line. General heaving over whole prsecordium. Double aortic

murmur, with general churning and obscure systolic murmur at

apex. Base of both lungs dull; slight ruddy haemoptysis. Patient

died two days after admission.

General dilatation of all the cavities, but especially of the left

ventricle, which is also hypertrophied. Two valves only appear

visible, one thickened, but otherwise normal, clearly the posterior.

The other is dilated to form a large aneurysmal pouch, one and a

quarter inches in diameter, and much thickened with vegetations

upon both surfaces. It is directed downwards, and the lowest

portion is ruptured, the opening being circular and five eighths of

an inch in diameter, and its margins fringed with vegetations. Two
other openings (one third of an inch) exist above and on the ante-

rior aspect, and a tbird smaller one on the posterior aspect.

Though this aneurysm seems to be a single valve, careful exami-

nation shows that it is really two, which have fused, for traces are

visible of the aortic attachments, equidistant from which the two
coronary arteries rise within this pouch.



164 ORGANS OF CIRCULATION.

Case 4.

—

Aneurysm of the left anterior sinus of Valsalva, deve-

loping between pulmonary artery and septum, and rupturing into

the right ventricle; access sudden; death five days afterwards

;

no definite previous history.

Gr. B—, aged 30, a fish porter, a strong, well-built man, bad

been in good health and full work up to the present attack. He
had been ailing for six or seven weeks, but without any definite

symptoms, until July 29th, three days before admission, and

then, after lifting a heavy weight, he was suddenly seized with

shortness of breath and pain in the praecordial region. He tried to

do his work, but had to give it up. He became worse and worse,

and was admitted on August 1st. He knew of no cause for his

attack, and there was no history of rheumatism or syphilis.

The patient was faint and collapsed on admission covered with

clammy sweat, with cold extremities. Breathing 44, short, and

chiefly abdominal. Pulse 100, irregular and intermittent ; slight

oedema of legs. Temp. 99°.

The cardiac dnlness was generally increased, the impulse diffused,

and a loud double murmur audible over whole praecordium, and a

double grating thrill felt. This was thought to be pericardial

friction. The urine contained a trace of albumen.

August 2nd.—Patient had slept badly, and had vomited several

times, was much collapsed, with a liardly perceptible pulse. Ether,

brandy, and ammonia failed to rally him, and he died in the

afternoon.

Post-mortem.—The whole heart greatly dilated, and somewhat

hypertrophied. Dilatation most mar^ked on the right side and over

the **conus arteriosus." Pericardium universally adherent.

On opening the right ventricle in the space between the pul-

monary valves and the corresponding cusp of tricuspid is a large

swelling, nearly circular in shape, fully one and a half inches in

diameter. Upon the surface, which faced towards the apex, was a

fleshy mass, in the centre of which was an irregular opening, one

third of an inch in diameter ; this led into an aneurysmal cavity,

eoiTesponding with the mass described, the walls of which were

not very thick (one eighth of an inch), except round the aperture,

where it was thickened by fleshy vegetations. The mouth of this

aneurysm was an almost circular opening, about five eighths of an

inch in diametjr corresponding with the left anterior sinus of
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Valsalva, the lower margin of which was formed by the thickened

edge of the aortic valve. The right anterior sinus was also simi-

larly dilated, but not to the same extent, the pouch being about

three quarters of an inch in its widest part. The wall of the

aneurysm towards the left ventricle was formed of the thickened

undefended space ; immediately above the diseased sinuses the

aorta was thickened with chronic atheromatous change. The left

ventricle was hypertrophied, somewhat dilated, and the whole heart

was fatty. The coronary artery corresponding with this sinus was

patent.

The heart weighed 23^ oz.

The liver contained a cicatrix, but with this exception there was

no evidence of syphilis. February IQth, 1886.

7. Right-sided ulcerative endocarditis. [Card specimen.)

By W. B. Hadden.

f-i^HE patient was a woman aged 19, who had never suffered from

X. any previous illness.

When first seen she had a faint mitral systolic murmur, but

when readmitted, six months later, the murmur was loud and the

right side of the heart enlarged. She died with symptoms of pul-

monary obstruction. For ten days there was pyrexia characterised

by a morning fall and an evening rise.

At the post-mortem examination there was found to be acute

pleurisy on both sides and pericarditis.

The specimen shows : (1) dilatation of the right ventricle
; (2)

a fringe of small pale vegetations along the edge of both mitral

and tricuspid valves
; (3) a small warty outgrowth at the junction

of two aortic segments on the ventricular aspect
; (4) some small

vegetations on the ventricular aspect of two of the pulmonic valves.

November 17th, 1885.
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8. Right-sided ulcerative endocarditis. {Card specimen^

, By W. B. Hadden.

THE patient was a boy aged 15, wlio liad suffered from symptoms

of cardiac disease for nine years.

He had had scarlet fever, bnt not acute rheumatism. During

observation, which extended off and on for four years, his symptoms

were those of chronic mitral disease. The right side of the heart

was enlarged, and a systolic murmur, and occasionally a presystohc

murmur, were audible.

The specimen shows : (1) dilatation of both auricles and of the

right ventricle
; (2) extreme narrowing of the mitral orifice (its

diameter being one third of an inch)
; (3) thickening of the aortic

valves with a fringe of vegetations on their edges ; and (4) a fringe

of small, pale vegetations on the auricular aspect of the tricuspid

valve. November 17th, 1885.

9. Tricuspid septic endocarditis ; ? consequent upon previous

pneumonia. {Card specimen,)

By H. Handfoed, M.D. (Nottingham).

AW— , labourer, aged 38. Never had rheumatism. Had some

, inflammatory attack lasting three weeks, and accompanied

by pain in the right side, cough, and expectoration. Partial

recovery for three weeks. Severe rigor formed commencement of

fatal illness, which lasted nine weeks. Total illness fifteen weeks.

On admission into Nottingham General Hospital, eight days

before death, patient was sallow and almost jaundiced. Cough,

muco-purulent sputum, which contained immense numbers of

micrococci. Almost daily rigors, followed by cramps in calves of

legs. During rigors temp. 103*5° to 105°. No albumen in urine.

Herpes on lips. No cardiac murmur could be detected, though

sought for, but sounds were much obscured by rales in chest.

Necropsy, eleven hours, 'p.m.—Four ounces of clear fluid in pericar-
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dium. Weight of heart 13 oz. Vegetation size of walnut on tri-

cuspid valve, projecting into both auricle and ventricle. Sharply

punched-out circular' ulcer, one third of an inch in diameter, on

wall of left ventricle, just below left semilunar valve. Left lung

28 oz., congested ; right universally adherent and consolidated

(pneumonic), 52 oz. Liver 64 oz. Spleen 8^ oz., very soft. Kid-

neys : right 7 oz., left 7^ oz. No general suppuration, abscess, or

embolism anywhere.

A few micrococci were found in the blood taken from the finger

during life, immense numbers in sections of the vegetation, and

many in sections of pneumonic lung. March 16th, 1886.

F

10. Cardiac diseasefollowing chorea- {Card specimen.)

By T. D. Savill, M.D.

,AMiLY History.—Father and brother have gout ; no rheumatism

or cardiac disease in family ; one child has had chorea.

Previous history.—Patient never had rheumatism, acute or

chronic. Never had scarlatina ; had measles slightly ; when eight

years old had chorea, in St. G-eorge's nine months, and had it on

and off up to age of 16. Shortly after this she began to have

dyspnoea, which has steadily increased. Has had dropsy for some

years. Always been hysterical. Bad cough for last two winters.

Present ilhiess.—The cough, dropsy, and dyspnoea got worse six

months ago ; ten weeks ago left hemiplegia came on suddenly

during night ; woke up paralysed, speechless, but conscious. Soon

regained power of speech. Leg regained power, not arm.

State on admission into West London Hospital September 14,

1885, aged 28.—Left arm and leg paralysed, partial paralysis of

left side of face. Much dropsy in dependent parts and serous

cavities. Bronchitis. Heart, area of dulness much increased

;

loud rough systolic murmur at apex, and a faint one at base.

Liver much enlarged.

Urine scanty, contained albumen one half, quantities of blood

and granular casts.

Progress.—Improved at first under stimulants, ether, chloroform,
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and digitalis. Then became gradually worse, and died from con-

sequences of heart disease three weeks after admission.

The heart (open from behind) shows dilatation of left ventricle

and slight thinning of its wall. Thickening of mitral flaps, espe-

cially along margin, and contraction of that orifice. Few slight

vegetations on semilunar valves of aortic orifice.

Kidney --Q2i'^B\x\Q adherent, mottled in section, not increased in

size.

Brain.—Traces of old haemorrhage into lenticular nucleus of

right corpus striatum. No signs of embolism anywhere.

Altei-natives as the cause of the heart disease

:

1. Latent rheumatism ?

2. Chorea lasting eight years.

November Srd, 1885.

11. Heart and pericardium showing vegetations on mitral valve

and fibrous nodules on pericardium i?i case of rheumatic

subcutaneous 7iodules. {Card specimen.)

By F. a. D. Drewitt, M.D.

AM— , boy, aged 12.

• History.—Had chorea three months before admission to

hospital ; swollen joints, prsecordial pain, and an abundant crop of

nodules for three weeks before admission.

On admission.—Systolic and presystolic murmur at apex,

pericardial friction
;
general bronchitis ; subcutaneous nodules in

clusters on knees, elbows, and ankles ; also on occiput, acromion,

fourth and fifth dorsal spines, cartilages of seventh and eighth

ribs on both sides, backs of hands, dorsa of feet.

Post-mortem.—Heart : left ventricle fimnel-shaped ; mitral valve

admitted tips of two fingers ; at the edges of valves red border of

new vegetations ; aortic valves thick and opaque. Pericardium

adherent except at apex, thickened in layers, which can be separated

from each other. On tearing it from heart bright red, velvety

surface left, with one or two nodular bodies, on cardiac surface.

March 2nd, 1886.
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12. Chronic endocarditis with similar changes in the aorta.

By Norman Moore, M.D.

IThe heart of a man aged 42, wlio died suddenly in the ont-

• patient room of St. Bartholomew's Hospital. There was hyper-

trophy of the walls of all the cavities, but most of the left ventricle,

and the heart weighed 25 oz. There was no thickening of any of

the chordae tendinese, nor of the valves, and there were no growths

on the valves. The aortic and pulmonary valves were competent.

The aorta was highly atheromatous, and above the aortic valves

showed a slight aneurysmal bulging. Both the septal and the ex-

ternal walls of the left ventricle exhibited marked opacity and

great thickening of the endocardium. The endocardium pre-

sented a uniform white glistening surface, and microscopic

sections showed that inflammatory tissue had been formed in its

deeper layers. The most superficial layers were regularly stratified

and normal. Beneath them was a zone of irregularly arranged

connective tissue, with processes dipping here and there into the

muscular substance. The part of the muscular tissue nearest to

this inflammatory tissue showed some granular degeneration of the

muscular fibres. The valves, with a very few small patches on the

outer wall, were the only unthickened parts of the endocardium of

the left ventricle. A similar thickening existed over a smaller

area of the endocardium of the right ventricle, but the endocardium

of the auricles was normal. There was a slight general thickening

of the pericardium.

The kidneys were free from disease. The hypertrophy seemed
to be due to the obstruction of the cardiac movements caused by
the thickened endocardium, a very rare cause. The thickening was
certainly chronic. There was no history of rheumatic fever, nor

were the appearances at all like those of rheumatic endocarditis.

The disease seemed to be due to the same cause as that of the

aorta, and to be contemporaneous with it. There was a scar in

the right groin, but no other scars or gummata. Syphilis was the

probable cause.

2. Heart of a man aged 54, who died in St. Bartholomew's

Hospital after many attacks of angina pectoris. The aortic arch

showed much degeneration and many calcareous plates. The aortic

valves were healthy, but below them was a thickened patch on the
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geptum of the ventricles. This seemed to originate in a degenera-

tion spreading from the attachment of the mitral valve, probably-

due to strain, and this form of chronic endocardial thickening may

always be distinguished from the variety illustrated in Case 1 by

its being confined to the endocardium of the ventricular septum.

November drd, 1885.

13. Constriction of aortic, mitral, and tricuspid valves.

{Card specimen.)

By Seymour J. Sharkey, M.B.

CW— , aged 47, died in St. Thomas's Hospital on the 12th of

August, 1885. She was uncertain whether she had ever

had rheumatism, and she had certainly had no other serious

disease. She was known to have a mitral murmur for ten or

twelve years, and for the last few years before her death she had

been troubled with gradually increasing dyspnoea and dropsy, of

which she finally died. Both a systolic and presystolic murmur

were detectable at the left nipple, but no other murmurs appear to

have attracted attention.

Post-mortem examination.—In addition to chronic disease of the

valves of the heart recent pericarditis was found, and chronic

thickening of the peritoneum and cirrhosis of liver.

The heart weighed 12^ oz., and its shape, as far as the ventricles

were concerned, differed but little from the normal. The left

auricle was somewhat dilated, but not much ; the right auricle, on

the contrary, was of enormous size and filled with ante-mortem clot.

Both the auriculo-ventricular valves had the appearance of thick

curtains stretched between the auricles and ventricles, each having

a slit in it which would scarcely admit the tip of the little finger.

The aortic valves were greatly thickened and adherent, leaving

only a small central orifice between them. There was a well-

marked " moderator band " in the right ventricle.

Remarks.—This specimen is of interest on account of the absence

of any great alteration in the size and shape of the ventricles, not-

withstanding the presence of such extreme valvular disease. The

explanation no doubt is that a very small stream of blood flowed

into the right ventricle through the lungs, and then to the left side
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of the heart, on account of the extreme tricuspid constriction.

This small amount of blood found a sufficient channel through the

narrowed bicuspid and aortic valves, so that no great stress fell on

the ventricles or left auricle. In and behind the right auricle the

venous blood collected in large quantity, and was with difficulty

propelled by the aui icle through the tricuspid valv^e ; hence the

extreme dilatation and hypertrophy of it seen in the specimen.

A^ril dth, 1886.

14. Mitral and tricuspid stenosis. (Card specimen.)

By E. E. Caeeington, M.D.

IVro history of rheumatism. Patient was twice in Gruy's Hospital,

i- 1 viz. in November, 1884, and July, 1885, for heart disease.

She was admitted on the last occasion on November 11th, 1885,

and died on January 14th.

At the autopsy the pericardium was universally adherent by old

fibroid adhesions. The heart weighed 24|^ oz. All the cavities

were thickened and dilated, but the left ventricle was less hyper-

trophied in proportion to the others. The mitral valve was
typically " button-holed," and the orifice a mere slit three quarters

of an inch in length. The cusps and chordae were greatly thickened.

The tricuspid valve was also greatly thickened, but less so than

the mitral. The orifice was obviously contracted. It measured

three and a half inches in circumference as estimated by the

graduated cone. It would only admit three fingers by force.

A2wil 6th, 1886.

15. Hetroversion of mitral valve, owing to lengthening of

chordae tendinece. ( Card specime?i.)

By Seymour J. Shaekey, M.B.

rPHE patient from whose body the specimen was taken died at

-L the age of 63 from dropsy, due to disease of heart. This

organ weighed 13^ oz. The mitral valves admitted of regurgita-

tion. The latter was due, not only to general thickening of the
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flaps of the valve, but more especially to the retroversion of the

edge of the anterior flap at one spot. Here the chordae tendinese,

previously thickened by disease, had given way before the blood

pressure and become roughened and thinned, and the edge of the

valve projected into the left auricle. April 6th, 1886.

16. Cases of carcinoma of the heart.

By Norman Moore, M.D.

IFrom a man aged 41, who died after an illness of five months

• in St. Bartholomew's Hospital. The heart contained several

masses of a firm whitish growth projecting from the muscular

tissue and extending right through it, so as to project both on the

endocardial and on the pericardial surface. The largest mass was

in the anterior part of the upper wall of the left ventricle. A
similar new growth was abundant on the surface and in the sub-

stance of the lungs, but did not compress the bronchi or reach their

inner surface. There were also masses of it in the diaphragm and in

both kidneys, and the lumbar glands were enlarged and infiltrated.

It seemed probable that a large mass in the right kidney was

the primary growth.

The growth was examined in each situation microscopically, and

was a carcinomatous growth with abundant flat epithelial cells in

the meshes of a dense stroma.

2. From a man aged 57, who died after an illness of eight weeks

in St. Bartholomew's Hospital.' The heart contained a single mass

of firm whitish new growth in the upper part of the anterior wall

of the right ventricle. A similar growth was found in the pleura,

peritoneum, liver, kidney, suprarenals, lumbar glands, and oeso-

phagus, in which last locality the new growth, which was a carci-

noma of flat cells with abundant stroma, was probably primary.

There had been no symptoms of stricture during life.

3. From a woman aged 64, who died after an illness of four

months in St. Bartholomew's Hospital, under the care of Dr.

Andrew. The heart contained many masses of the new growth,

and there was some on the parietal as well as on the visceral layer

of the pericardium. Nodules of the same new growth existed in

the skin, cervical glands, lungs, pleurae, peritoneum, thoracic and



RUPTURE OF THE HEART. 173

abdominal glands, spleen, capsule of liver, and kidneys. Small

tumours in the skin had been first noticed, and there probably the

new growth, a flat-celled carcinoma with abundant stroma but no

cell nests, was primary. There were no cardiac symptoms.

These three cases were all carcinomata of somewhat rapid

growth, all of less than six months. In all the kidneys as well as

the heart contained masses of the new growth. Jan. 5th, 1886.

17. Rupture of aorta. (Card specimen.)

By F. T. Paul.

THIS specimen was taken from the body of a male aged 48, who

died under the following circumstances. On Monday he was

hunting, when his horse ran away with him. He used his utmost

force in endeavouring to check him, and was subjected to an

additional strain through the animal jumping from a field into a

road of a few feet lower level. At this point the horse stopped,

but the rider, without any fall or other cause of injury, was attacked

with pain in the chest and a feeling of faintness. He was, how-

ever, able to get home to Liverpool without assistance, where

he was seen by Dr. Costine, who describes him as being much
depressed, with hurried breathing and pain under the left nipple.

Next morning he was much relieved, and for the following two or

three days the effects of the strain seemed to be passing away.

On Saturday he was in his bedroom washing when his doctor

called, and described himself as feeling much better ; however, as

tbey were chatting together, without any warning, he suddenly died*

Post-mortem examination showed that all the organs were in a

healthy condition, and he was well nourished, strong, and muscular.

In the ascending aorta, just above the valves, was a rent about

three quarters of an inch long, through the internal and middle

coats ; it passed into a space between the middle and external

coats filled with blood-clot—a traumatic dissecting aneurysm which

had separated the coats of the aorta on its posterior aspect for

seven or eight inches. This latter had burst by a very small orifice

into the pericardium, which contained a blood-clot of about one

pound in weight, surrounding the heart. There was a little endar-

teritis in the aorta, but it was not at the site of one of these

patches that it had given way. May ISth, 1886.
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18. Ulcerative aortitis ; (1) Mycotic and (2) Septicemic.

By F. Charlewood Turner, M.D.

[With Plate VI, fig. 3, and Plate Yll.]

CASE 1.—'Extensive ulceration (mycotic) with atheroma and calcifi-

cation of the thoracic aorta; thickened and incompetent aortic

valve ; hypertrophied and dilated heart ; granular Jcidneys.

This specimen shows the heart and thoracic aorta of a woman
aged 62, who was admitted into the Loudon Hospital, under the

care of Dr. Sansom in March, 1886, with dyspnoea, and other

symptoms associated with incompetence of the aortic valve, and

died a month later.

The inner surface of the arch and descending thoracic aorta

present a remarkable appearance, which is represented in the

drawing. Several ulcerated areas are seen of varying size and

form, with sharply cut edges, and covered, to a greater or less

extent, by the incompletely detached and curled-up superficial

layers of the endarterium, which have been undermined by the

ulcerative process. The smaller ulcers are round, and in some of

these the separation of the undermined endarterium is but httle

advanced ; some of the larger ones have an irregular form. In the

ascending aorta there are no ulcers. The whole of the thoracic

aorta is exceedingly atheromatous, with numerous calcareous plates.

It is dilated and its walls are thinned.

The abdominal aorta was atheromatous and calcareous to a less

degree. At the upper part of it was one ulcer, of the size of a pea,

with elevated borders. From this ulcer some sections have been

made, a sj^ecimen of which is shown under the microscope.

These sections, which were placed in diluted hydrochloric acid for

some hours before being stained by gentian violet, show masses of

micrococci in the deepest layers of the inner coat, at the base

of the ulcer. A cluster of elongated tracts of mycotic growth is

seen, these being in part connected together in a branching form,

and apparently occupying lymph channels or capillary vessels.

They are coarsely granular and deeply stained (see Plate VII).

Masses of similar micrococci are to be seen in the most superficial

layers of the endarterium, which projected over the ulcer. The
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cavity of the ulcer is occupied by granular matter traversed by

fissures, probably due to cholesterine crystals. An atheromatous

collection appears to have been ruptured, and to have afforded a

nidus for the growth of micro-organisms (micrococci or their

spores) conveyed by the blood stream.

The heart is much enlarged, the left ventricle is hypertrophied

and dilated, the aortic curtains are thickened and contracted.

There is thickening also of the mitral valve. The myocardium

is firm and healthy looking.

The lungs were congested and cedematous, the left compressed by

fluid exudation.

The liver was congested and firm, with calculi in the gall-bladder.

The spleen was also congested and firm.

The kidneys weighed 11 oz. They were granular on the surface

with several depressed areas and cysts. The cortex in places was

much contracted ; their capsules were thickened. The cerebral

arteries also were thickened. There was much oedema of the lower

parts, with wasting of the body.

The patient had never had rheumatic fever, but had suffered

from rheumatism. She had suffered from her chest many years,

and had been in St. Bartholomew's Hospital nineteen years before,

and at St. Thomas's ten years before her death. She was admitted

into the London Hospital with dyspnoea and chest pain, and oedema.

There were signs of insufficience of the aortic valve, with irregu-

larity of the heart. The urine was scanty and contained a small

quantity of albumen. No pyrexia.

Case 2.

—

Extensive hums; suppuration with pyrexia; death on

twenty-fifth day ; massive fibrinous coagula in the arch of the

aorta ; septicemia ; endaortitis.

The specimen shows the thoracic aorta laid open, with a large

fibrinous mass of conical form, having a base of the size of a six-

pence, adherent to the inner surface of the arch, immediatelv

opposite to a cluster of smaller masses adherent to its concave

surface about the orifice of the left common carotid artery. The
surface of the aorta contiguous to the large mass, and between it

and the smaller masses posteriorly, is roughened by fibrinous

deposit and by atheroma ; elsewhere it appears healthy. The aortic

valves are normal (see Plate Yl, fig. 3).

This specimen was obtained from the body of a woman aged



176 ORGANS OF CIRCULATION.

48, admitted into the London Hospital, under Mr. Tay, with a

severe burn of the neck and face, front of chest, and other parts,

the result of her clothes having caught fire from a paraffin lamp.

Extensive sloughs separated with free suppuration attended with a

good deal of foetor. From the day of admission there was pyrexia,

with morning remissions, which subsequently attained a higher

grade. At the autopsy the condition of the aorta seen in the

specimen was found. The heart was normal. There were two

chronic ulcers in the stomach ; none in the duodenum. No im-

portant lesions were found in the other viscera. No infarcts. The

body was much wasted.

Case 3.— Wound of left internal mammary artery; septicaimia

;

ulcerative aortitis ; death from hsemothorax.

The third specimen was obtained from the body of a man aged

45, who was stabbed in the chest in a beerhouse quarrel. He was

admitted into the London Hospital, under Mr. Couper, in April,

1883, and died on the fourth day after admission from haemorrhage

in the chest. While in the hospital there was pyrexia of moderate

degree (100° to 101°), and stabbing pains in the chest with cough.

There was no subcutaneous emphysema.

At the autopsy it was found that the knife, which had made a

wound in the skin half way between the left nipple and the median

line, had wounded the left internal mammary artery behind the

third left costal cartilage. The wound in the artery, which was

thickened at that part, was patulous, and there was a partially de-

colourised clot adherent to the chest wall about it, but in great part

separated from its attachment. There was a large quantity of

blood in the pleural cavity.

The specimen shows the base of the heart and thoracic aorta.

Adherent to an atheromatous elevation of the inner surface of the

latter, just above the valve, is a soft fibrinous mass, of the size of

a small nut, the centre of which has been disintegrated and removed.

There are several smaller fibrinous deposits on raised patches of the

endarterium over the arch, and many atheromatous elevations of

the surface there and in the descending thoracic aorta, the surface

of the vessel generally being smooth. The aortic valves and the

structures of the heart are normal. There were encapsulated

cretaceous masses at the apices of the lungs. The abdominal viscera

were normal ; there were no infarcts in them.





DESCRIPTION OF PLATE VII.

To illustrate Dr. F. Charlewood Turner's paper on Septic Aor-

titis. (Page 174.)

Fig. 1.—Ulcerative aortitis.—Micrococci in deep layers of intima at the seat

of atheromatous degeneration.

A portion of section of aorta at the base of an ulcer, showing cluster of

micrococci in the deepest layers of inner coat.

From a drawing by Alice Boole.

Fia. 2.—A part of above drawing, showing micrococci highly magnified,

(x 250.)

From a drawing by Alice Boole.

Fl&. 3.—Septic aortitis, after amputation (primary).

Part of section of aorta through an inflamed area, showing

:

(1) Great swelling of the intima, with separation of the most superficial

layers by exudation and clustered leucocytes, and cloudy fibrin on its

surface.

(2) Aggregation of leucocytes along the vessels of the middle coat, and

dense massing of them about the vasi vasi in the outer coat.

(3) An atheromatous collection in the deeper layers of the intima eleva-

ting its surface, and also destroying the innermost layers of the

middle coat.

From a drawing by A. T. Hollick.
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Case 4.—I have met with one other case of acute aortitis, which

presented features similar to the last both to the naked eye and

in microscopical sections. This was the case of a well-nourished

and well-developed man, aged 39, who was admitted into the

London Hospital under Mr. Eivington in February, 1881, and died

on the second day after primary amputation through the left thigh.

The operation was performed antiseptically, and the temperature

never rose above 100°. There had been much haemorrhage. In

this case clots of blood and flakes of fibrin were adherent to the

walls of the thoracic aorta at several points, where the surface of

the lining membrane was elevated. There were some other athero-

matous elevations of the aorta. The heart structures were normal

;

the endocardium and aorta were stained. The lungs were emphy-

sematous, congested, and oedematous. There were old calcareous

masses at the right apex. The spleen was enlarged, soft, and con-

gested. The kidneys and liver were enlarged, pale, and flaccid.

There were no infarcts in the viscera in this or in any of the above

cases.

Thin sections from affected portions of the aorta in this and in

the previous case, present appearances closely resembling those

figured in Ziegler's * Text-book of Pathological Anatomy,'^ and

well seen in a specimen exhibited under the microscope, which

is from the case last mentioned, and in a drawing of it made for

me by Mr. Hollick. They show great swelling of the inner coat, in

which the interstitial spaces are wide, and in part occupied by
highly stained exudation. The most superficial layers are separated

by tracts of fully stained exudation, and the superficially eroded

surface is coated with an uneven layer of cloudy-looking fibrin,

which has a duller tint. All the coats of the vessel are infiltrated

with highly stained leucocytes. These are most conspicuous in

the outer tunic, where they form massive aggregations about the

vasa vasi, which are plainly visible to the naked eye in the carmine

stained specimens. In the middle coat they are aggregated along

the branches of these vessels, and are there also very conspicuous.

In the inner coat they are distributed in clusters through the tissue,

most abundantly in the superficial layers, where they are massed in

linear tracts, and in the deepest layers (Plate VII).

In these sections there are no masses of micrococci, such as are

seen in the sections from the first case. But the septic character

^ Macalister's trans., vol. ii, p. 65.

12
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of the lesion, i. e. the dependence of the nutritive disturbance and

derangement of the tissues upon the toxic products of mycotic

growth in the organism, is shown by the association of the lesion

in these, and in the second case, with external wounds, and with

pyrexia referable to absorption of septic products (and doubtless of

micrococci also,) from them. The septic character of these lesions

is also indicated, I think, by the flocculent, rough, and friable

character of the fibrinous coagula on the eroded areas of the

endarterium. This character of the fibrinous deposit, contrasted

with the smooth stratified coagulum formed on the walls of vessels

under conditions favorable to reparative processes, is an evidence

of a deteriorated state of the blood-plasma, here referable to septic

matters absorbed from the surface, and probably in part produced

by a local growth of micrococci in the damaged tissues.

The absence of conspicuous evidence of mycotic growth, in the

form of the zoogloea masses seen in the first case, in the sections

from my third and fourth cases, is, I think, sufiiciently explained

by the evidence of nutritive reaction in the vascular congestion

and profuse infiltration of leucocytes throughout the tissues

;

appearances which indicate conditions antagonistic to the growth

of micrococci, and probably imcompatible with the formation of

zoogloea, and which are not to be seen near those masses in the

first case. On the other hand, it is possible that the granular

matter in the cloudy fibrin in these specimens and in the swollen

nuclei may be in part micrococci, in some less vigorous phase of

growth. Some such local mycotic growth seems accessary to

account for these signs of severe nutritive disturbance and irri-

tation.

The infective nature of the local lesion in Case 2 is shown by the

situation of the smaller fibrinous masses directly facing the larger

mass, where its tip would have come in contact with the opposite

side of the vessel in a manner so characteristic of infective (or

ulcerative) endocarditis, the mycotic character of which has been

often demonstrated, in accordance with the experiments of Orth,^

which showed that structural lesion and mycotic contamination of

the blood were both essential to the occurrence of endocarditis.

And, in accordance with these experiments, the endarteritis in all

these cases, while thus seen to be dependent upon septic contamina-

tion of the blood, must, I think, be recognised as having been

1 ' Semaine Medicale,' Sept. 23, 1885.
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immediately determined by structural lesions of the endarterium

from the mechanical force of the circulation ; the remarkable

difference between the anatomical features of the first specimen

and of the other two being in fact referable to predominance of

the effect of mechanical strain in the former case, and of septic

contamination of the blood in the latter.

In the first case, an extremely degenerated and dilated aorta, an

hypertrophied and dilated left ventricle, and granular kidneys, are

conditions involving a high degree of strain upon the vessel, while

the absence of pyrexia shows that there was in this case no im-

portant degree of deterioration of the blood from septic contami-

nation, though nutritive defect from some cause probably deter-

mined the yielding of the endarterium under the strain upon it,

and may have facilitated the absorption of micro-organisms, while

rendering the injured structures a suitable nidus for their active

growth.

In each of the other cases the recent lesions in the sections

examined are at the seat of atheromatous accumulations, and are

referable (1) to greater disturbance of nutrition at these defective

spots of the endarterium, causing them to become increasingly

prominent from swelling of the tissue, and (2) to the damaging

effects on the surface of the swollen and softened tissue, of the

friction of the blood-stream in passing over the elevations thus

presented to it.

The effect of previous defect in^ the vessels in determining the

occurrence of such lesions of the aorta, under conditions other-

wise favorable, through the mechanical force of the circulation, is

shown in a case recorded by Dr. Yeo, in vol. xxvii of the * Transac-

tions ' of the Society. In that case, which occurred in a boy aged

10, massive fibrinous coagula were found nearly filling the aorta, at

the seat of an annular constriction of the vessel, about half an inch

from the valve, and extending into all the large vessels from the

arch, the aortic valve and the aorta elsewhere being normal.^

The association of the form of aortitis represented in my second

and third specimens, with wounds or inflammatory lesions, is shown

by other recorded cases of the same character, which would appear

to be of rare occurrence. In the 'Transactions' of this Society I

have found only four such cases ; in ' Ziemssen's Encyclopasdia

'

1 'Path. Trans.,' vol. xxvii, p. 138; see also Barker, 'Path. Trans.,' vol. xiviii,

p. 96.
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references are given to three other cases, and a case is recorded in

the * Medical Times' for 1850 by the late Dr. Parkes. Amongst
these only one resembles my first case. This is a case recorded by

Mr. Spencer Watson in vol. xix of the ' Transactions,' which occurred

in a man aged 56, who had been subject to angina pectoris for four

years, and died suddenly. There was in that case also extreme

atheroma of the aorta and thickening of the aortic valve, with

hypertrophy of the left ventricle. The thoracic aorta was ulcerated,

with undermining of the inner coat, so that a bristle could be passed

between adjacent ulcers in one or two places.

In the other seven cases the lesion was similar to that in my
second and third specimens, excepting that in two instances the

aorta was lined with a membranous coagulum, adherent in places

where the endarterium was roughened. In all these cases, except-

ing one in which the details are not fully reported, the records

show that the aortitis was associated with some external lesion or

inflammation of deeper parts,—in one case with pyaemia after

operation, in two cases with gangrene of the foot, in a fourth case

with pericarditis and pleurisy, in a fifth case with endocarditis fol-

lowing scarlatina, and in the sixth case with an acute illness

commencing with rigors.

These specimens are of interest (1) as proving that the aorta

(if atheromatous or defective) is liable, like the endocardium, to

become the seat of grave lesions in conditions of septicaemia, and,

if much degenerated and subjected to great strain, from septic con-

tamination of slight degree, unattended by symptoms of systemic

disturbance ; and (2) as affording illustrations of the combined

effect of structural lesion and of septic contamination of the

blood, in determining inflammatory lesions of the endarterium,

in accordance with Orth's expenments on the endocardium.

And in this respect they should, I think, be considered in con-

junction with similar lesions of the other great vessels connected

with the heart, and of the walls of the cardiac cavities themselves.

Amongst such lesions are (1) defined and isolated masses of soft

fibrinous coagulum, seen adherent to the walls of the vena cava in

some cases of septic phlebitis, such as one from which I have ex-

hibited a microscopical section, showing masses of micrococci in the

small vasa vasi ; and (2) similar adherent fibrinous coagula in the

trunk and large branches of the pulmonary artery, which may form

extensive thrombi with limited connection with the endarterium,
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Of such spreading fibrinous masses, connected with certain parts

of the pulmonary artery, I have met with a well-marked instance,

similarly associated with a source of septic absorption (see p. 134),

and in the case recorded by Dr. Parkes, to which reference was

made above, the occurrence of adherent fibrinous coagula on the

walls of the pulmonary artery, and of the right ventricle and

auricle, was associated with the lesion of the aorta.

The association of adherent thrombi on the endocardium with

those in the pulmonary artery and aorta in this case suggests a

doubt as to the origin of ante-mortem coagula in the cardiac cavities

by stagnation of the blood alone, and supports the opinion (recently

expressed by Dr. Churton, of Leeds), that the determining cause of

these formations is lesion of the endocardium from over-stretching

of the walls of the defectively nourished and weakened cavities.

But these specimens are, I think, of chief interest pathologically

and clinically, as conspicuous illustrations of lesions of the smaller

vessels and capillaries of frequent occurrence, similarly determined

by the damaging effect of the mechanical force of the circulation

at certain points of the vascular system weakened by defect of

nutrition,—due either to a general septicsemic condition or to direct

contamination of the plasma of tissues about the seat of patho-

genic growth of micro-organisms within the body, or on its

surface,—the general or local vitiation of the blood-plasma at the

same time increasing its liability to coagulate.

To such an arteritis may, I think, be attributed the occurrence of

subcutaneous, intermuscular, or subperiosteal abscesses in condi-

tions of septicaemia, though some of these may be determined by
slight injuries, as seems probable in the case of the joints, the

especial liability of these structures to suffer being referable in

great part to their exposure to the action of mechanical force. And
the result of such an arteritis of many ramuscules of the superior

mesenteric artery in the walls of the jejunum, dependent upon
septicaemia—and possibly in part upon diffusion of toxic matters

from the contents of the bowel—is, I think, shown in the specimen,

which I have exhibited by card of the small intestine from a

case of suppurative phlebitis consequent upon parametritis after

delivery. In it there are numerous small nodular blood-clots,

apparently perivascular haemorrhages, on the vessels beneath the

mucous membrane {vide p. 242).

The result of similar lesions of the capillary arterioles, or of the
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capillaries or venules, are, I think, to be recognised in the purpuric

eruptions seen in severe cases of endocarditis, and of the specific

infectious diseases and other conditions. To such lesions of the

smaller arteries in the viscera are referable some, if not most, of

the wedge-shaped hsemorrhagic infarctions or thrombotic necroses

which are more especially associated with severe endocarditis.

The occurrence of cases of ulcerative endocarditis, and of end-

aortitis, as in the cases above described, with flocculent fibrinous

deposit, in which no such infarcts are present, and of cases, on the

other hand, in which these are found independent of valvular

thrombi, is opposed to the acceptation of the embolism as a

sufficient explanation of the facts.

To a.septic arteritis, secondary to suppurative phlebitis, must be

attributed the occurrence, in the absence of endocarditis, of a

wedge of necrosis in the spleen of the woman to whose case I just

now referred. And to such a lesion of the vessel also must, I

think, be referred the necrosis of some of the papillae and pyramids,

with softening of the latter in the kidneys, which I have also

exhibited to-night, in connection with these specimens of aortitis.

These were obtained from a case of sclerotic valvular disease of the

heart, in which there were granulations of recent endocarditis on

the curtains, but no soft thrombi adherent to them.

And the vascular lesions on which the development and extension

of the phenomena of damage in inflammatory lesions of a sthenic

type depend, being immediately determined by the yielding, under

the pressure of the blood, of the vessels weakened through disturb-

ance of the nutrition of their walls,—by diffusion of products of the

pathogenic growth of micrococci in the tissues adjacent to them,

—

are also referable to the same etiological factors, and are patho-

genically closely related to the lesions of the aorta in these

specimens.

These vascular lesions and those before mentioned are, I think,

all of them pathogenically related, and represented by the con-

spicuous arterial lesions here seen. A2)ril 6th, 1886.
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19. Intrapericardial aneurysm of aorta. {Card specimen,)

By A. Haig, M.B.

THE heart of a woman aged 35. There is general dilatation of

all cavities. The pericardium is adherent. The signs during

life were those of disease of the aortic orifice, but during the last

few days of life there was oedema of the right arm, probably from

pressure of the aneurysm on the veins. The aneurysm appears to

have pressed upon the right bronchus. History of alcohol, but

not of syphilis. February \Qth, 1886.

20. Aneurysm of first part of arch of aorta, communicating

with the pulmonary artery. [Card specimen.)

By H. Handfoed, M.D.

MAN, aged 35. No rheumatism. Syphilis (?). Apex-beat

weak and diffused; no murmur; sounds muffled. Pulsat-

ing swelling in third left interspace with systolic thrill and murmur,
which was continued down into tricuspid area. Same murmur
heard all over base, but point of maximum intensity over pulsat-

ing swelling. Pulsation considered due to dilated right ventricle,

and shown to be so by examination post mortem. Aneurysm only

came to the surface for an area size of florin, half of which was

behind sternum, and rest in second left space. Duration of

serious illness twenty weeks. May 4ith, 1886.

21. Aortic aneurysm and mitral stenosis. {Card specimen.)

By W. Pasteur, M.D.

THE specimen was obtained from the body of a labourer aged 50,

who was admitted into the Middlesex Hospital, under the

care of Dr. Coupland, on February 16th, 1886, and who only
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survived his admission some forty-eight hours. During this time

his condition was such that no satisfactory examination could be

made.

Autopsy.—Body well nourished. E.ib cartilages ossified. Con-

siderable difiiculty was experienced in removing the upper portion

of the sternum on account of its firm adherence to the subjacent

aneurysm, but there was no erosion of the sternum or ribs.

Heart : Slight general enlargement. Left auricle much dilated,

and a little hyj^ertrophied. Left ventricle slightly dilated. Mitral

orifice narrowed, and just admitting the tip of the index finger.

Valve much thickened, and calcareous in places. Some dilatation

of right ventricle. Right auricle dilated, and very thin. Aortic

valves uniformly thickened with slight adhesion between the cusps.

Springing from the aorta just above the level of the sinus of

Valsalva is a saccular aneuiysm, rather larger than the clenched

fist, and extending mainly forwards and upwards.

The large vessels are not implicated, but are displaced consider-

ably towards the left, so that the innominate artery lies at its

commencement between the trachea and the sac of the aneurysm.

There are no signs of compression of the trachea or bronchi, and

the recurrent nerves are not involved.

The sac is everywhere of considerable thickness. On the whole

of the anterior surface there is a layer of firm yellow laminated clot

some three quarters of an inch in thickness, the remainder of the

cavity being full of recent clot. The aorta is extensively athero-

matous with calcareous plates, and there is slight pouching in

several places.

The concurrence of mitral stenosis with aortic aneurysm is not

common ; and although there are no data in this case enabling one

to determine the relative age of the two conditions, the thought

suggests itself that the presence of mitral stenosis may have

favoured the clotting in the sac of the aneurysm.

March I6th, 1886.
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22. Aneurysm of abdominal aorta, opening into the right pleural

cavity. {Card specimen.)

By Herbert Larder.

THE abdominal aorta, showing a large sacculated aneurysm spring-

ing from tlie right and posterior surfaces of the vessel, ad-

herent to the vertebral column, and opening by a small aperture

into the right pleural cavity. The coeliac axis is involved in the

sac, the superior mesenteric comes off just below the enlargement.

The bodies of the last dorsal and three upper lumbar vertebrae are

much eroded. The aneurysm measures about five inches in the

antero-posterior diameter, and about four inches from above down.

The upper surface of the sac is firmly adherent to the pillars and

under-surface of the diaphragm. A small aperture is seen in the

diaphragm, through which the aneurysm opened and caused death.

The heart was hypertrophied, and there was general dilatation and

calcareous degeneration of the thoracic aorta. The specimen was

obtained from the body of a well-nourished woman aged 35, who

was admitted into the Marylebone Infirmary suffering from pain in

the back and epigastric region. The symptoms began six months

previously, and she had been treated for rheumatism up to the

time of admission. It was uncertain whether the patient had

suffered from syphihs, but there was a history of irregular living

and free drinking. Her symptoms after admission indicated an

aneurysm of the abdominal aorta near the coeliac axis. A limited

diet and complete rest was ordered, and a fortnight later iodide

of potassium was given in doses gradually increased to gr. xxv,

three times daily. A marked reduction in the size of the tumour,

and an improvement in her general condition, took place. On the

morning of November 21st the patient was suddenly seized with

acute pains in right hypochondriac region, collapse symptoms came

on, and she died twelve hours afterwards. April 6th, 1886.
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2S. Aneurysm of profunda artery ; ligature of external iliac.

( Card specimen.)

By C. H. GoLDiNG-BiRD, M.B.

SPECIMEN illustrative of ligature of tlie external iliac artery on

the left side, for aneurysm of the profunda artery. The date

of operation was 13th October, 1885, and death occurred October

18th, 1885.

The patient, John K— , aged 62, gave only a three months' his-

tory of tumour, and one of five weeks of its having ** given

"

during exertion ; it rapidly enlarged during the next three days.

Prior to operation, the aneurysm filled the front and sides of the

upper third of the thigh, and extended upwards for three inches

into the iliac fossa. Along the line of the adductor longus tendon,

the common femoral artery could be recognised by a peculiar thrill

;

it was pushed inwards by the tumour. The external iliac was felt

with difficulty, owing to the aneurysm invading the iliac fossa, and

to the stoutness of the patient. The external iliac artery was tied at

its middle with carbolised China twist silk. Listerism throughout.

The specimen shows a large aneurysm of the profunda artery ; all

that can be seen of this artery is a portion about one quarter inch

long entering the globular tumour. The common and suj^erficial

femorals are normal, but displaced inwards. The sac is composed

of the surrounding muscles, and its summit is in the iliacus muscle
;

on its anterior aspect the anterior crural nerve is spread out.

The external iliac and common femoral arteries are pushed in-

wards two inches, and lie directly over their respective veins. The
carbolised silk ligature can be seen embedded in lymph, and there

is no sign of suppuration anywhere ; the vein and genito-crural

nerves are intact. A good clot exists between the ligature and

common iliac artery, but none between it and the tumour. The

contents of the aneurysm are dark tarry blood, not clotted. The
aortic valves are atheromatous and covered with vegetations ; old

hsemorrhagic infarcts in spleen and kidneys ; the arteries generally

very good. Death due to embolic pneumonia.

October 20th, 1885.
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24. Case of abdominal and of femoro-popliteal aneurysm in

which the superficialfemoral artery was tied with an ox*

aorta ligature.

By Richard Barwell.

TM'K— , aged 57, first came under my care February 28th, 1885.

• He was a publican and a pugilist, and had drank very

heavily ; often he averaged from half to a whole gallon of brandy a

day. This I conceive must have been exaggerated. He does not

seem to have had syphilis.

He came in on account of an abdominal and femoro-popliteal

aneurysm of the right limb. The former tumour merged out from

behind the rib cartilages, and reached, on the left side, to within

half an inch of the level of the umbilicus ; it measured perpendicu-

larly five and a half, horizontally five inches. Its diagnostic signs

were perfectly characteristic ; two bruits, synchronous respectively

with systole and diastole, were distinctly audible.

The femoro-popliteal aneurysm was ovoid ; its upper end begin-

ning nine inches from Poupart's ligament ; its long axis running in

the direction of the lower end of the artery measured five and a

half inches, its transverse four and a half. The veins of the limb

were full and large.

Considering the existence of two such large aneurysms, the en-

larged state of the liver, the condition of health, with a subnormal

temperature, I thought it best to try the effect of digital pressure

on the femoral alternating with weight pressure, leaving the ab-

dominal aneurysm to be dealt with afterwards. It happened,

however, that in the next bed was another of my patients with

popliteal aneurysm for whom I tied the femoral. He made a

rapid and easy recovery. M'K— , in a fit of impatience, insisted on

leaving the hospital on March 9th. The effect on the aneurysm

had been pretty marked ; it measured in length barely four inches,

as against five and a half on admission, three and a half as against

five in the transverse direction.

I saw nothing more of the man until November 30th, when he

again sought admission under my care. It is to be regretted that

the measurements were not, as I had directed, taken in the same
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manner. The femoral aneurysm, however, had increased ; the circum-

ference of the thigh was now eighteen inches as against fifteen and
three quarters, on 9th March the same part of the sound limb mea-

suring thirteen inches. The cause of the man again seeking admission

was that a portion of the aneurysm near the front began ten days

previously to become prominent, and its projection pretty rapidly

increased ; indeed, when I saw the man I found at this point that

the integuments were very thin, the pulsation so close to the

finger that no time could be lost lest the sac should burst.

Accordingly on December 3rd I tied the superficial femoral just

where it gets under cover of the Sartorius with an ox-aorta ligature.

Seeing the very turgid state of the superficial veins, and the ex-

istence of another aneurysm, I kept all the limb below the tumour
well wrapped up, and took all possible precautions against gangrene,

which I feared would probably supervene.

The wound healed by the first intention ; the veins were no

longer turgid, and the case promised to do well ; but on the third

day pneumonia, not of a septic character, attacked the upper part

of the right lung, and this, breathing by the left lung being con-

siderably impeded by the abdominal aneurysm, caused his death

on December 9th, 1885.

Post-mortem.—Body thin, fairly nourished. Operation wound
healed. The femoro-politeal aneurysm measures sixteen inches in

circumference, two inches less than during life.

Abdomen : On opening the abdomen the liver, which was some-

what enlarged (weighing 4|^ lbs.), was found to be also a good deal

displaced; its lower edge was in the middle line one inch below the

umbilicus. Its notch lay in the place where the gall-bladder should

be just internal to the point of the tenth rib. A small portion of

the small end of the stomach, including the pylorus, lay in the left

hypochondrium, while more than the first part of the duodenum

continuous with the former passed into the left side of the umbilical

region. One might describe the position of displaced parts by

saying that the cartilaginous margin of the thorax formed the

base of an inverted triangle, whose apex lay on a level with, and

to the left of, the umbilicus, and whose right and left sides were

formed by the margin of the liver and by the stomach and

duodenum respectively. This triangle measured three and a half

inches across its base, and its floor was formed by the pancreas

flattened, expanded, and driven forwards by some mass behind.
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At the level of the umbilicus the transverse colon crossed the

abdomen, and the small intestines made up the rest of the super-

ficial view.

On raising the left lobe of the liver, the sac of a large aneurysm

lying above and in part behind the expanded pancreas was exposed.

No adhesions existed between it and the liver. There was no fluid

in the peritoneal cavity.

Abdominal organs.—Liver : Weight 4i^ lbs. On section lobules

clearly marked out and consistence distinctly increased, especially

at anterior thickened margin of right lobe.

Spleen somewhat enlarged, a considerable capsular thickening

over surface. Substance moderately firm, dark, and containing

apparently more blood than normal. Weight 13 oz.

Kidneys : Left more freely movable and rather lower than

normal, lies below and rather to left of the huge aneurysmal sac.

Organ cuts rather tough, capsule strips easily, and leaves a mark-

edly granular surface, cortex a quarter of an inch deep on an

average, hardened, surface pale. Weight 6| oz. Eight little if at

all displaced, like the left, by the aneurysm. Upon surface of both

several small yellow spots limited to cortex.

Thoracic organs.—Heart : In the pericardium were a few drops

of clear fluid. The heart was large, left ventricle contracted, right

moderately full of post-mortem clot. Openings and valves on the

right side healthy, base of pulmonary artery normal. Mitral opening

normal, valve healthy ; muscular substance normal, three quarters of

an inch thick. Base of aorta somewhat dilated, inner surface ren-

dered very irregular by endarteritic deposit ; some patches having

undergone fatty degeneration, while others are calcified.

Lungs : Old very firm adhesions of left pleura, externally and
behind no fluid. Left lung not well aerated below, where it was
pushed up and somewhat compressed by the aneurysm ; but no
actual collapse. Lower lobe has a dull red aspect, in many parts is

softened, and on pressure a dirty red fluid escapes. A portion

close to posterior surface, that is perhaps about the size of an orange,

sinks in water. Eight pleura adherent (old) above and at back.

Lung very large and heavy, 3 lbs. 5 oz. Upper lobe solid except at

anterior border. Middle lobe unusually small. Lower lobe (ede-

matous. On section the upper lobe exhibits a pinkish-yellow

colour, very granular and divisions between the lobules much
swollen, well marked by pigmented lines. Anteriorly all stages of
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inflammatiou beginning with hypersemia and passing through red

to yellow hepatization.

The abdominal aneurysm.—Occupying more than upper half of

abdominal cavity pushing up diaphragm, extending into both

hypochondria, but much more into left than into right (which was

occupied by the liver) was a huge abdominal aneurysm, which had

lying upon its surface the stomach and some of the pancreas, while

the duodenum covered it in front to the right and below. These

parts were not adherent to the sac ; except at one spot, the pan-

creas. The lower end of the oesophagus was pushed a good deal

forward to join the displaced cardiac end of the stomach.

The aorta, together with the aneurysm, were removed entire ; the

latter was quite full of laminated clot and weighed 7 lbs. 3 oz.

Behind it the aorta had disappeared altogether, the posterior

wall of the sac being formed by the vertebrae from eleventh dorsal

to second lumbar inclusive, which were very deeply eroded, the

cartilages being almost intact. The abdominal sac appeared to

end at the diaphragm, but there was a prolongation from it, partly

segmented from the bulk of the tumour by constriction of those

muscular fibres, which encroached chiefly on the left pleura. This

portion, about half the size of a small fist, has its posterior and

right wall formed by left side of the bodies of seventh, eighth,

and ninth dorsal vertebrae. Above it the aorta is very consider-

ably dilated and shows marked signs of endarteritis. This pro-

longation of the sac contained very little but post-mortem clot ; its

inner surface is just like that of the aorta. A finger passed

through it enters the centre of the laminated clot which fills

almost completely the main sac, along a rather wide perfectly

smooth channel having a lining exactly like that of an artery.

The lower end of this channel opens into the aorta a little above

the origin of the superior mesenteric, while the aorta itself upward

from this spot as high as the lower edge of the tenth dorsal

vertebra is obliterated, the blood finding its way along the

new channel through the centre of the fibrinous clot filling the

aneurysm.

The femoro-popliteal aneurysm and ligature.—The connective

tissue superficial to the artery divided in the operation was held

together by lymph, easily, however, broken down ; that portion im-

mediately suiTounding and constituting the sheath was quite as

firm as the rest, the ligature having excited no inflammation or
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irritation. The ligature was placed upon the artery just below the

lower apex of the Scarpa's triangle where the vessel becomes covered

by the Sartorius.

The vessels of the lower limb down to the middle of the calf,

together with the aneurysm, were removed. Above the ligature a

tapering clot, five inches long, occupied the artery ; its lower half

was adherent, but not very firmly, to the vessel ; the upper was free.

This clot was evidently not of old formation, but was not post

mortem ; it was of a reddish-white colour, moderately firm, and not

at all friable. Below the ligature the artery was thrombosed. The
clot (after a day or two in spirit) was of uniform deep red colour,

like the upper thrombus, hard, and not very firmly adherent ; most

probably both clots are of the same age.

The artery below the aneurysm was closed at its point of origin

from the sac ; lower down it was collapsed.

The femoral, popliteal, and posterior tibial veins were firmly

thrombosed, the thrombus in the first named extending up to the

junction of the profunda vein and above the level of the ligature.

The profunda vessels (artery and vein) were thrombosed at their

origin. The lower end of the posterior tibial vein, which was not

removed, was thrombosed where cut.

The aneurysm probably began just where the artery passes

through the adductor magnus. It looked about as big as two large

fists, diameters being five and three quarters, three and three quar-

ters, and two and a half inches. Its inner aspect was of hour-glass

shape ; it was divided by the internal intermuscular septum into

two nearly equal parts ; the lower, lying in the popliteal space, was
smoothly rounded ; the upper was placed beneath the vastus in-

ternus and sartorius, and under the latter a sort of sacculus was
prominent, which was evident during life. The outer aspect was
divided into two parts, corresponding in dimensions with the above

by the line of the popliteal vein, which was flattened over it. The
outer wall was adherent to the internal supracondyloid line of the

femur. The bone here was deeply eroded, and osteo-plastic perios-

titis had been excited in the neighbourhood.

The aneurysm had, on external view, the appearance of a large

globose (fusiform) dilatation of the whole circumference of the

vessel
J
but section showed that the lower end of the artery ran up

a little more than an inch behind the sac ; a somewhat similar con-

dition, but less marked, was also evident at the upper end. Pro-
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bably, therefore, the aneurysm was originally sacculated, bu

yielded afterwards in all directions. The part of the sac which lay

in the popliteal space was lined by a firm laminated clot, from a

quarter to half an inch thick, the rest of the cavity being filled by

recent clot of dark purple colour, yet too firm and dry for post-

mortem clot.

BemarJcs,—This case is remarkable in many ways, which I need

hardly point out to a Society such as this ; it may, however, be

permitted me to direct attention to the three points which seem

more especially of value.

1st. The utterly unirritating character of the ox-aorta ligature,

and to this I may add its long-enduring quality, which a case to be

read before another Society will demonstrate—a case in which, after

twenty months, the ligatures were found among non-irritated

tissues almost unchanged.

2nd. The fact that a limb, the chief veins of which are throm-

bosed and the artery occluded, may nevertheless subsist without

gangrene. Of course such could not occur had both sets of vessels

been simultaneously closed ; but it is evident that in this case

venous thrombosis was of older date, and probably gradually pro-

duced by pressure of the aneurysm some months before the artery

was tied.

3rd. But probably the most interesting phenomenon is the entire

obliteration of a long stretch of the abdominal aorta, while all

blood destined for the nutrition of the lower half of the body

passed through the laminated clot of a cured abdominal aneurysm

.

for that aneurysm was filled with a perfect clot, while the femoro-

popliteal tumour—and I beg to hand in two photographs, taken by

my pupil, Mr. Barton—was in that state which follows deliga-

tion when the operation is to prove successful. The greater, there-

fore, is my disappointment at the fatal issue produced by an

intercurrent and independent disease. January 19th, 1886.
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25. Old laminated clots lining the ventricles of the heart;

malignant disease of stomachy simulating in its symptoms

malignant disease of vertehrce.

By J. S. Bristowe, M.D.

CG— , a labourer, aged 44, was admitted under the care of my
• locum tenens, at St. Thomas's, on September 14th, 1885.

He had been losing flesh and strength for a few weeks, when

about five weeks before admission he first noticed stabbing pains

in his back and chest increased by exertion. In the course of a

week the severity of the pain and increasing weakness, specially

noticeable in the legs, compelled him to give up work. Since that

time he has been emaciating rapidly, and the tenderness and pain

in the back and chest have been getting more severe, but his appe-

tite has continued good, and he has had no pain after food or sick-

ness. The bowels have been constipated.

He was an emaciated man, complaining of pain in the abdomen
and general weakness. There was some hypersesthesia over the

abdomen and legs ; and especially marked hyperaesthesia in a zone

extending vertically from the eighth to the eleventh rib inclusive.

There was great tenderness also over the spines of the correspond-

ing vertebrae. The cutaneous reflexes of the lower half of the body

were very brisk, the tendon-jerks normal. He walked feebly, but

could move his legs freely. He had no loss of control over rectum

or bladder. There was no distinct evidence of disease in the chest

or the abdomen, but the abdominal muscles were very rigid.

Tongue clean ; appetite fair ; bowels constipated ; urine sp. gr.

1029, free from albumen
;
pulse 72 ; temp. 99°.

From admission until October 16th he steadily got worse. He
emaciated rapidly and grew much weaker. The hyperaesthesia

continued ; he had some pain and tenderness in the upper part of

the belly ; but the pain in the back was pretty constant and severe,

and at times almost unbearable. It was kept in abeyance by

morphia. His legs got weaker, so that he could hardly stand

without support, and could not walk unassisted. He swayed about

much like a tipsy man, and complained of giddiness. The patellar

reflexes were obtained with difficulty. He stated that his legs felt

13
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cold, but there was no impairment of sensation in them, and no loss

of control over rectum or bladder. Latterly he had complained of

some pain in elbows and ankles.

The view taken of his case was, I believe, that it was one of

paraplegia due to spinal disease ; at any rate, that was the opinion

I inherited with the case when it came under my care on the 16th

of October.

At that time he presented all the symptoms above described.

He was very ill and weak, and anxious looking. He was unable to

walk, but could stand when supported, and moved his legs freely

as he lay in bed. The lower part of his trunk and his legs were

hyperaesthetic, and the zone of extreme tenderness, involving the

eighth to the eleventh vertebra, persisted. He suffered also from

pains in the legs, and for a few days had been complaining of a

dull aching pain down the arms to the fingers. The pain in the

back and chest continued.

On making a careful examination a few days later, it was found

that the spine was extremely tender, so that he could scarcely bear

it to be touched, from the third to the eleventh dorsal vertebra
;

and that moreover there was an obtuse antero-posterior curvature

involving the upper half. It was by no means clear that the curva-

ture was due to vertebral disease ; but the facts of curvature and

of extreme spinal pain and tenderness, associated with marked

weakness of the legs, and later with pains extending along the

arms, induced me not only to accept the diagnosis which had

already been made, but to assume that the vertebrae were the seat

of malignant disease. On the other hand, however, it was not

forgotten that the control over rectum and bladder remained perfect,

that there was no anaesthesia in the legs, that the tendon-reflexes

were present, though feeble, and that no clonus could be obtained.

There was very little further change. He got weaker ; it was

thought that he lost power in his forearms and hands, especially the

left ; and at times there was a little twitching in them. The dorsal

pain and tenderness were always severe and rendered the slightest

movement a misery to him. During the last week or two of life

he perspired profusely at night-time, and towards the end his

tongue became dry, fissured, and aphthous. He died from exhaustion

on the 16th of November.

It must be added to the above account that no signs of pul-

monary or cardiac disease were ever detected ; that the heart-sounds
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and rhytlim were normal ; that he never complained of pain after

food, or vomited, excepting on one or two occasions after taking

purgative medicines ; that no suspicion of abdominal disease was

ever excited ; that his urine was free from albumen ; and that his

temperature scarcely ever rose above the normal, and was often

subnormal.

Autopsy.—Corpse exceedingly thin. Areas of congestion over

scapulae with punctiform haemorrhages.

Brain, spine, and spinal cord quite healthy.

The lungs were congested and cedematous, but otherwise normal.

Pleurae healthy, excepting that springing from the upper surface of

the diaphragm on the left side was a mass of new growth, resembling

what was found later in the abdominal cavity.

Pericardium healthy ; the connective tissue and fat covering the

heart were cedematous. The heart itself appeared generally enlarged,

and was plump and tense ; it weighed 18^ oz. On opening the left

ventricle one was struck first with the apparent thickness of the

walls, and then with the peculiar smoothness of the internal surface,

and almost complete absence of carueae columnae and papillary

muscles. A closer inspection showed that more than half the

thickness was due to a layer of old coagulum, lighter and pinker

in colour than the proper cardiac walls, which was closely adherent

to the endocardium, following all its involutions, and in which the

greater number of the carneae columnae, the musculi papillares, and

nearly all the tendinous cords were buried. A few carneae columnae

were still visible, standing out in relief from the lower and back

part of the ventricle, and the extreme apices of the musculi

papillares just emerged from the surface of the clot. The chordae

tendineae connected with the anterior flap of the mitral valve were

quite free, but those inserted into the other larger flap, and into

the small intermediate flaps, were, most of them, buried up to their

insertions, while a few emerged from the clot about a quarter of

an inch below. Owing to this circumstance, and to the fact that the

clot extended up to the very valves, the posterior mitral flap stood

out horizontally in the position it presents when the ventricle is

contracting in systole or is distended with blood. The clot was

tough, of old date, smooth on its free surface, and where it was

thickest (namely in a zone corresponding to the mid-region between

base and apex) thrown into fine transverse wrinkles. Its thickness

varied. In the central zone, where it formed an obtuse annular
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projection into tlie ventricular cavity, and at the apex, it was about

three quarters of an inch thick ; elsewhere it was generally about

half an inch thick, and that was probably its thickness where it

was in relation with the mitral valve. It dwindled away, however,

into a mere film as it approached the aortic valve, and towards

the lower and back part of the ventricle.

The right ventricle was in the same condition as the left, but

less extensively affected. The cameae columnae were to a large

extent buried in the clot, which was wrinkled but otherwise

smooth upon its free aspect, and filled up all inequalities in those

parts of the cardiac surface with which it was connected.

The musculi papillares, chordae tendineae, and tricuspid valve were

all free.

All the valves and the auricles were normal. The muscular

tissue of the heart appeared to be thin, but healthy in quality.

On opening the abdomen several enlarged glands were seen in

the omentum, and others were found in the portal fissure. On
the posterior aspect and in the lesser curvature of the stomach,

about midway between the cardia and pylorus, was a round malig-

nant ulcer between one and a half and two inches in diameter.

Its central area was excavated, its margins thick and fungating.

The stomach was otherwise healthy. Bowels, liver, spleen, and

kidneys all healthy.

The growths in the stomach, and those affecting the diaphragm

and some of the abdominal glands were carcinomatous.

Bemarhs.—The case above narrated is interesting in many
respects, but it was brought before the Society on account of the

remarkable, and in my experience unique, condition of the heart.

Old cardiac clots, in all other cases in which I have met with

them, have been in the form either of lobulated or botryoidal

masses projecting from the surface to which they were attached, or

of laminated masses such as one finds lining an aneurysmal sac,

and limited to a cardiac aneurysm or occupying one of the auricles.

But in this case both ventricles, which were otherwise healthy, were

lined in nearly their whole extent by a thick smooth layer, not

evidently laminated, but presenting in most respects the characters

of aneurysmal clots. It may be presumed that these were

deposited in successive layers, and were of slow development, and

that feebleness of circulation, as in cases of cardiac polypi, was

the determining cause of their formation. It is strange that they
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caused no definite symptoms. No doubt the circulation was

enfeebled by their presence ; but there was no cardiac murmur, and

the heart's action was perfectly regular.

The chief clinical interest of the case lies in the misleading

character of the symptoms from which the patient suffered. He
had cancer of the stomach, and died from exhaustion referable

mainly to that cause. Yet he had a fair appetite, made no com-

plaint of pain after food, did not suffer from sickness, and

presented no discoverable epigastric tumour. His symptoms in

fact did not point to lesion of the stomach, but were chiefly such

as might result from malignant disease involving the dorsal

vertebrae. He complained specially of weakness and pain in the

legs, of pains shooting down the arms, of extreme tenderness of

the dorsal vertebrae, and of hyperaesthesia involving a considerable

part of the surface of the chest and abdomen. Some of these

peculiarities are doubtless to be explained by the position of the

gastric disease. November 17th, 1885.

26. Obstruction of the coronary arteries.

By Percy Kidd, M.D.

WE— , aged 46, was under my care for some months as out-

• patient, and two weeks before his death was admitted

into the Brompton Hospital under Dr. Powell. He was thought

to have emphysema, cardiac dilatation and hypertrophy, and

granular kidney. From the first the action of the heart was ex-

tremely irregular and weak, and there was much shortness of

breath. While he was in the hospital he had frequent spasmodic

attacks of dyspnoea which were thought to be of the nature of

renal asthma. He gradually sank from failure of the heart.

At the autopsy the heart weighed 20 oz,, and was much hyper-

trophied and dilated. The muscular tissue everywhere appeared

healthy and had a good red colour. Beyond slight thickening of

the aortic and mitral valves there was no valvular disease. There

was a little recent thrombus in the left ventricle. The arch of the

aorta was slightly dilated, but showed comparatively little atheroma.
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The rest of the vessel and all its branches were extremely athero-

matous. The openings of the coronary arteries in the aorta were

quite free, but these vessels themselves were highly atheromatous.

The descending branch of the left coronary artery was greatly

narrowed just beyond its origin by calcareous ,'plates in its wall,

but was pervious to some extent. Further on this branch was less

diseased. One of the transverse branches of the left coronary

artery was converted into a solid calcareous cord. The right

coronary artery about three quarters of an inch from its origin

was blocked throughout by firm partially decolorised adherent

thrombus. The pulmonary artery was also somewhat dilated and

showed some specks of atheroma at its commencement ; its smaller

branches presented similar but more extensive changes.

The brain appeared perfectly healthy, with the exception of

slight thickening of the pia mater, which was most marked along

the great longitudinal fissure. The vessels at the base were all ex-

tremely atheromatous.

The kidneys weighed 14 oz., were of a deep red colour, and
granular. The cortex was rather thin and the surface was puckered

in places. There was one small recent infarct. Capsules adherent.

The liver was nutmeg. The spleen contained a large infarct. The
lungs were slightly emphysematous, and contained some small

fresh infarcts. The other organs were all healthy.

This case presents another illustration of the fact that the heart

will continue to do its work more or less efficiently for some time

in spite of very imperfect coronary circulation. One coronary

artery, the left, had evidently been very greatly obstructed for a

long time from old atheromatous disease. The complete oblitera-

tion of the right coronary artery, probably from thrombosis, was

comparatively recent. It is clear, therefore, that for some hours,

if not days, the cardiac circulation must have been carried on ex-

clusively through the much obstructed left coronaiy artery. This

fact alone would strongly suggest some anastomosis between the

two coronary arteries, and we now know that such communication

actually does exist. The independent experiments of Dr. Wickham
Legg (Bradshawe Lecture, 1883) and Dr. Samuel West (* Lancet,*

June, 1883) have established this important point. I should like

to draw attention to the fact that the muscular tissues of the heart

showed no trace of degeneration. This condition of the muscle,

in spite of obstruction to the coronary circulation both old and

I
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recent, strongly contradicts Colanlieim's views as to the influence

of such obstruction in the causation of fibrous myocarditis.

The pathology of the paroxysms of dyspnoea which appeared

towards the close of the patient's life, is somewhat doubtful. The

increasing coronary obstruction or atheromatous changes in the

vessels supplying the respiratory centre or other parts of the

brain might account for this symptom. November '^rd, 1885.

27. Two cases ofprohahle embolism of the abdominal aorta.

By J. A. P. Price, M.D.

CASE 1.—Ann O—, aged 52, was admitted on March 11th,

1883, into Guy's Hospital for pain in the abdomen and

vomiting.

On the 8th of March she was attacked with sudden pain in the

left side of the abdomen and vomiting. Both pain and vomiting

lasted until the 10th, when she became feverish and slightly deli-

rious. There was a history of alcoholism. She had had four

miscarriages.

On admission, she was collapsed, and could not be roused. There

was sighing respiration and much muttering. The left side of the

abdomen was tender ; the bowels were confined. The heart's beat

was irregular, and remained so throughout ; no bruit was heard.

During the next few days she improved somewhat, and became

more intelligent. On the 14th a presystolic bruit was heard. On
the 19th the right lower extremity, from the hip downwards, felt

cold, and the femoral artery could not be felt below the groin. Two
days afterwards the right leg became mottled, with bluish patches.

On the 22nd the left leg exhibited the same condition. On the

23rd the mottling had spread up to the umbilicus, and was also

present on the left forearm. The urine drawn off was extremely

foul. She died on the 23rd, having been delirious for some days.

JPost-mortem examination.—Over the superior frontal convolutions,

near the longitudinal fissure, was seen a little lymph. There was

softening of the grey matter and of the white to the depth of nearly

half an inch, along the lower margin of the left supramarginal
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convolution, extending around the posterior limb of the Sylvian

fissure into the inframarginal convolution of the left temporo-

sphenoidal lobe.

The arteries at the base of the brain were a little thickened, and
in the left middle cerebral, near its commencement, was a small

clot, incompletely plugging the vessel.

Heart : There was marked mitral stenosis, the auriculo-ventricular

opening barely admitting the tip of the index finger. On the

auricular surface of one of the valve curtains was a rough patch

about a quarter of an inch in diameter. No vegetations were seen.

The aortic valves were healthy. Around the origin of the left

coronary artery was some atheromatous change.

Aorta: There was a small clot, probably post mortem, in the

abdominal aorta, leading into the (right ?) renal artery, and con-

nected, by means of an attenuated clot, for the distance of two

inches, with ante-mortem clot, filling the aorta above its bifurcation,

and extending into the iliac and superficial and deep femoral arteries,

of both sides, half way down the thighs. The carotid and the

subclavian arteries were free from clot.

In the kidneys were numerous recent infarcts, and the right

kidney was much scarred and puckered.

The walls of the bladder were black and gangrenous looking.

The uterine cavity was black, and in the walls were numerous

ecchymoses.

On the spleen was an old patch of thickened capsule.

In the gall-bladder were numerous gall-stones.

The intestines were healthy, and no ante-mortem clot was found

in the mesenteric arteries.

Case 2.—Elizabeth F— , aged 46, admitted into Guy's Hospital

March 3rd, 1884. The following is a brief account of the clinical

history.

Fifteen years before she had had erysipelas of the right leg ; six

months later the limb became gangrenous, and ami^utation was

performed by Mr. Bryant in 1871.

About a year ago a sore formed on the left leg, and pain of a

shooting character was felt in the great toe and centre of the foot.

On the 27th of February last a black spot was noticed on the leg.

When admitted, there was dry gangrene of the whole of the leg.

The urine contained albumen, but no blood ; sp. gr. 1025.



PROBABLE EMBOLISM OF THE ABDOMINAL AORTA 201

March 12th.—^Amputation through the thigh was performed by

Mr. Durham. She died delirious on the 17th. There appears to

have been no evidence of cardiac mischief.

Post-mortem examination, forty-nine hours after death, hy Dr.

Goodhart.—The body was much decomposed ; the stump of the

recently amputated thigh was extremely emphysematous.

Heart : There were old adhesions of the pericardium in front

towards the apex. The size of the heart was natural, and there

was an excess of fat about it. The apex and the muscular wall was

thin ; the anterior wall of the left ventricle was converted into a

thin layer of muscle of the thickness of a line, with small yellowish

grains in it like a receding gumma. The endocardium was ex-

cessively fibrous ; the wasting of the heart wall had left a concavity

in the inner aspect of the ventricle, and in this a quantity of ante-

mortem thrombus had been formed, which extended down the ante-

rior wall into the trabecular spaces at the apex ; there was also a

large mass lying free in the ventricle, which had probably only been

just detached from the sac in the wall. The right ventricle was

healthy, and likewise the valves on both sides. The right auricle

and the orifices of the vense cavse were healthy.

The abdominal aorta was plugged with an adherent softening

coagulum up to the renals, but not involving these ; the external

iliacs were also plugged along half their length, and from the

appearance of a rounded mass of clot astride the bifurcation

Dr. Groodhart thought it an embolus which had lodged there.

The rest of the aorta was healthy.

Veins : The vena cava inferior was completely obliterated in its

whole length ; above, it lay as a flat riband of some thickness, with

the renal on each side in the same flat and riband-like condition,

and quite obliterated. The vessels had the appearance of being

emptied of their blood, after which their internal surface had come

into contact and adhered. Below the renals the vena cava inferior

became much contracted, and a simple flaccid cord resulted. The
iliacs were plugged, the left partially, the right all along. The
femorals were blocked irregularly, but in most places the venous

clot had apparently undergone canalisation.

The block in the vena cava had been compensated for by various

means ; the epigastric veins were large and full of blood ; large

veins ran up the broad ligaments, and then onwards in a tortuous

course to the renal region, where they apparently entered the colic
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veins, or got to the abdominal walls. A large vein on each side

came from the pelvic brim into the spinal veins, and several small

veins ran upwards on the right side near the vena cava, and no

doubt joined the commencement of a very large right azygos vein,

which was followed to the vena cava.

The portal vein was larger than usual, and the hepatic vein

branches leading from the liver were much dilated.

The stomach was full of a light yellowish material, evidently

altered bile.

The liver was of natural size, and much decomposed.

Kidneys: Numerous vessels running from the cortex into the

capsules ; arteries healthy ; extensive infarctions in both.

Bladder, uterus, &c., healthy.

The body was so decomposed that the examination was much
interfered with as regards the viscera.

Dr. Goodhart thought that there could be no doubt that, as the

result of the bad erysipelas years ago, an obliterative phlebitis had

occurred and blocked the vena cava, that probably this and some

constitutional element had led to the ulcerated leg and subsequent

gangrene in 1871, and that latterly fibroid change had occurred in

the heart as the result of the same constitutional element (syphilis ?),

and that the gangrene this time was due to embolism from the

fibroid heart and its resulting thrombosis.

In both these cases the original seat of the thrombus was probably

in the heart ; in the first most probably in the dilated left auricle,

and in the second in the sacculated wall of the left ventricle.

While the second case is one of exceptional rarity, the first is, I

believe, by no means common. The delayed blood-current, the

weakened auricular wall, and the roughened surface of one of the

valve curtains, would facilitate the formation of a clot of some size,

but the cause of its detachment from the site of origin is not clear.

In vol. ix of our * Transactions ' is reported, by Mr. Van der Byl, a

case of sudden death, due to the detachment of a clot formed in

the left auricle, and blocking of the mitral orifice thereby.

Another cause of embolism of the aorta is more common than

either of the above, viz. the detachment of a clot from the sac of

an aneurysm above. Three such cases were reported by Dr.

Bristowe in the ' Lancet' of 1881. April 6th, 1886.
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28. Observations on the changes in meningitis in the small

vessels.

By A. Quarry Silcock, M.D., B.S,, for C. Handpield Jones,

M.B.Cantab., F.E.S.

THE following observations are in complete accordance, as far as

they go, with those made by Dr. Bastian, and recorded in the

* Path. Trans.' for 1868. As mine have been made on the human
subject, and in various forms of inflammatory disease of the brain,

they may possess some additional interest. Moreover, the speci-

mens are at hand to verify the occurrence of the morbid changes.

The variety of the latter and their organic character are certainly

noteworthy. Unfortunately, it has been impossible to determine

anything respecting the red corpuscles, as they are almost entirely

destroyed in making the preparations. This constitutes a regrettable

hiatus. Dr. Bastian describes them in the frog as behaving in the

same way as the white. This does not seem to be the case in

mammals.

In states of inflammation of the pia mater, lepto-meningitis, and

in congestive conditions allied to it, the following points may be

pretty certainly determined. (1) The precapillary and capillary

vessels are in many places in the condition which I have termed
" corpusculation " (vide ' Trans. Path. Soc.,' 1885, p. 161) ; the

corpuscles being large, numerous, and irregularly disposed, many
of them apparently resulting from transformation of muscle-nuclei.

Often enough, however, the arterioles appear fairly normal.

Morbid change is certainly much more prone to occur in the region

of the minute vessels than in that of the larger. Lymph-sheaths

more or less developed are not rare, but are mostly absent. Clots

consisting of corpuscles, elongated or round, embedded at times in

a close fibrinous network, are met with in the arterioles pretty

frequently. Clumps of capillary vessels of rather large size,

somewhat resembling Malpighian tufts, are pretty constant in

lamels of inflamed pia. They are formed by a number of short

offsets springing from the end of a precapillary. These capillaries

and their afferent vessels are always, in meningitis, engorged with

darkly stained corpuscles and granulous matter ; their wall being

apparently attenuated and its retentive faculty diminished. The
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retardation of blood which ensues on its passing suddenly into a

wider aggregate channel favours no doubt the stagnation and
accumulation of corpuscles, which are prone to occur in these

localities. Here also the precapillaries often appear actually wider

than near their origin, but this is not so much the result of actual

dilatation as of flattening of a lax-walled vessel by compression in

making the preparation. The long course which the precapillaries

take without giving off any ramifications is remarkable. I have

measured one about one fifteenth of an inch in length. The walls

of the capillaries in some specimens are exceedingly attenuated, so

much so as to be almost invisible even with a good one-eighth inch

objective, the only apparent remnant being a faint gelatinous film.

It is not unusual to meet with capillaries broken across just at the

spot where a corpuscle is impacted. This occurrence points to the pro-

bability of the wall being impaired by the contact of the corpuscle,

and reminds one of the similar effect of a clot deposited on the

inner surface of an artery, which is thereby rendered aneurysmal.

Recent observations have quite confirmed the statements in my
previous paper (* Path. Trans.,* 1885) relative to the alterations of

structure which arterioles are prone to undergo in inflammation,

becoming converted into granulo-fibrous bands or gelatinous strips.

These changes, however, are often absent in well-marked meningitis.

(2) The fibres of the pial rete are differently arranged in dif-

ferent parts. Sometimes they take a straight course, sometimes they

form a small meshed plexus, sometimes they are closely compacted

together so as to form a felted membrane. In the most normal

specimens the rete presents a surface of almost structureless mem-
brane overlaid here and there with fibres. The normal fibrous

tissue becomes notably thickened in meningitis by the addition of

fibres derived from the free corpuscles, or of films produced by

exudation. Fibrine granules in notable amount are also spread

over its surface in inflammatory states. The amount of free cor-

puscles is under these circumstances vastly increased, and the size

of very many much augmented. Many also are seen in various

stages of dividing, so that there can be no doubt that their

number is multiplied in this way, and not only by the addition of

deserters from the vessels. Fission also takes place very evidently

in corpuscles within the vessels. There is a general correspondence

between the condition of the vessels and of the pia ; when the

former are full of corpuscles the latter is so too, and vice versd.
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This relation is very manifest in cases of embolism of a large

arterial branch ; the corpuscles of the region of pia thus deprived

of blood-flow are strikingly shrunken and wasted, and contrast

strongly with those of meningitis. The form of the corpuscles

varies ; they are mostly spherical or oval, sometimes angular with

filamentary processes, occasionally notched, very frequently many
are elongated or staff shaped. The latter are probably escaped

muscle-nuclei, the notched ones endothelial particles, which have

likewise got out. Both, however, are often much alike. The cor-

puscles in meningitis vary much in size; the smallest scarcely exceed

j^jijj inch in diameter ; others are of all sizes up to -^-^j^ inch.

Occasionally the corpuscles develop into complete cells, becoming

surrounded with a well-marked envelope. Strong acetic acid does

not notably alter the stained corpuscles or bring into view compo-

site nuclei, and in this respect, as well as in the point just noticed,

they differ from ordinary leucocytes. Their prodigious variation in

number, their tendency to throw out filaments, and especially to

outwander from the vessels, makes it impossible to regard them as

ordinary nuclei. They take the logwood stain very freely, for the

most part, but by no means always equally. In the same specimen

the corpuscles at one spot may be very slightly stained, while in

another close by they are very deeply. A like difference is some-

times seen in closely adjacent arterioles, some being strongly

stained, at least their corpuscles, others scarce at all. It has been

suggested to me that this may depend on insufficient application of

the colouring ageat, but it is difficult to think that closely adjacent

parts can be differently circumstanced in this respect. It seems to

me more probable that the result is determined by variations in the

chemical composition of the vascular and free corpuscles. Older

particles may take the stain less easily than younger.

(3) In inflammatory states the corpuscles manifest decidedly a

tendency to pass outwards, and to appear on the surface of the

altered vessels, from which they speedily separate. This is true

both of the particles contained in the tube of the intima and also

of those which surround it, and belong to the system of the

muscular layer. On what this migratory tendency depends it is

difficult to say. It may be due to intravascular pressure, or to

amoeboid properties. But its existence is indubitable—even apart

from Cohnheim*s conclusive experiment—and that not only in

veins, but in capillaries and arteries also. When a lymph-sheath
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is present corpuscles may often be seen protruding from the wall

into its cavity, and occasionally they are so numerous as to form a

layer covering the wall of the vessel. In meningitis and allied

states corpuscles, round and plump, are unusually numerous amid

the capillaries, adhering mostly in small groups to their outer

surface. Their channels are often occupied by similar but smaller

corpuscles in large numbers. The origin of the multitudinous

corpuscles, which crowd the inflamed pia, seems certainly to be

connected with this state of the vessels, but as already mentioned

the hyperplasia has another source. Multiplication of migrating

cells by subdivision appears a priori highly probable, and careful

examination goes far to substantiate this view. Very minute

granules, y-g.io (7
^^ tj.otttt i^^^ diameter, are present sometimes in

and outside the vessels. These may possibly develop into cor-

puscles, but they cannot be the only source of the latter.

(4) The exudation in the inflamed pial rete, where at all copious,

forms a tolerably continuous layer spread over the surface of the

membrane, of varying thickness. In some places broad tracts are

found with here and there bulging rounded projections, or short

columns, or club-like processes. The columns or processes are

sometimes arranged like the outspread fingers of an open hand,

suggesting their vascular nature, and their origination as offsets

from a common trunk. They seem in part to be altered vessels,

large capillaries or precapillaries, converted by corpuscular hyper-

plasia into nearly solid tracts ; in part, and perhaps chiefly, to be

outgrowths from the vessels of granulation character. It is pro-

bable that these corpuscular outgrowths frequently become large

enough to give an inflamed surface the villous or velvety appear-

ance noticed in our classical works. Thus Dr. Wardell writes of

the effused lymph in peritonitis, ' Reynolds' System,' vol. iii, p.

233—"the new formation being at first villous." Not unfre-

quently they form by branching and joining with adjacent pro-

cesses a plexus with broad septal bands quite distinct from that

existing in some parts of the fibroid rete. Now and then the

arrangement of the corpuscles suggests that a sort of outbreak, a

focal eruption as it might be termed, has taken place. The

particles constitute a circular group, rising somewhat in its centre

like a low hillock where they are closely crowded together and

deeply stained, these features gradually subsiding towards the

periphery, where the focal group blends with the generally diffused
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layer. In another form a similar grouping of corpuscles takes

place for a notable distance along the track of a minute vessel, the

staining and aggregation being especially marked in its immediate

vicinity. If, as seems probable, a minute vessel lies in the centre of

the circular group just described, these two arrangements would be

essentially similar. Arterioles not of the smallest size are some-

times coated with corpuscles all over in a part of their course.

This corresponds with what is usually called periarteritis, but I do

not think the term correct, or that the process is essentially

different from that last described. It is difficult to believe that an
" itis " could be limited to such a very thin layer of tissue, scarce

more than a lymph-sheath, which constitutes the outer wall of an

arteriole ^^^ inch in diameter. Sometimes a variously shaped

small mass of corpuscles is found lying on the outer surface of an

arteriole or venule. In logwood preparations these appear as

black patches. Occasionally capillaries are seen with small patches

of evident extravasation on their surface, amorphous rather than

corpuscular. An appearance which is frequent enough, and which

I have examined very carefully with a good one fifteenth immer-

sion objective, consists of arterioles or precapillaries throwing off

from their surface corpuscles, which subsequently become dis-

persed through the tissue. The term ** throwing off" is no doubt

incorrect, as the separation of the corpuscles depends on their

tendency (amoebic) to wander, but it is the one which rises to one's

lips when a specimen of the kind is viewed.

(5) To the question. Whence come all the corpuscles so abundant
in the exudation of meningitis ? we may reply. Partly from fission

of existing corpuscles within and without the vessels, and also from
escape of endothelial particles. These as they advance towards
the capillaries often become shorter and thicker, and approximate
to the state of leucocytes. The muscle-nuclei also give rise to

round corpuscles in many instances, which are seen lying at the

very margin of the vessel from which they readily escape.

In some cases of meningo-cerebritis attended with severe head
symptoms the corpuscles in the pia are much less numerous than
in others where the disease was probably in a less advanced stage.

The corpuscular growth is replaced to a greater or less extent, and
in some parts more than in others, by abundant amorphous
granular interstitial matter, while the walls of the vessels are

gravely altered, having quite lost their normal structure.
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The intimate relation of the corpuscles to the vessels is well

shown in specimens where a thin-walled branch of an arteriole runs

into a mass of corpuscles, and appears perhaps lost in it, but

emerges on the opposite side. The resemblance between these and

similar groups in the omentum is very close.

(6) Fatty degeneration of the exudation matter is a probable

result of meningitis, but I am not sure that I have seen it. Insuf-

ficient dehydration may produce in balsam preparations appearances

deceptively like oily matter, but this cannot occur where Farrant is

used. In a case of chronic meningitis (A. L.) specimens thus

mounted contained a great deal of oil-like matter, which was diffused

all through the rete, and there were large drops in vessels of various

size ; the fatty matter was scattered abundantly all over the field.

The veins of the pia contained abundance of granules and oil ; I en-

tertain scarce any serious doubt that oil was really present, but as

I did not apply osmic acid as a test, the point must remain for the

present somewhat uncertain.

(7) In several specimens, taken from patients dead of recent

meningitis, I have found a condition which seemed to be the result

of by-past inflammation. The corpuscles of the rete were more or

less angular and scanty, in some places almost wanting; its fibrous

tissue appeared to be condensed and very translucent ; the muscle-

nuclei of the arterioles were indistinct or absent, and the parietal

corpuscular layer consequently atrophied, while the membranous

walls were more than usually stained by the picro-carmine.

(8) A point of some interest which I have lately observed is the

presence of elongated, not merely oval, corpuscles in the veins of

the pia ; these must be, I think, of endothelial origin. It is certain

that the nuclei of the endothelium do frequently get detached from

the intima, enlarged, and carried on in the blood-stream away from

their original site. Of course to reach the veins they must traverse

the capillaries, and here they are often visible, and from these or

from other minute vessels they pass out at times into the meshes of

the rete. Even in layers of the grey cortex elongated corpuscles are

occasionally seen passing in series along the capillary channels and

sometimes dividing across en route. Here and there corpuscles are

seen converted into very long and slender streaks of well-stained

granular matter.

(9) The most important phenomena relating to inflammation in

the foregoing observations seem to be (1), the alteration in the struc-
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ture of the vessels, (2) the corpuscular hyperplasia, (3) the extrusion

or departure of corpuscles from the walls of minute vessels, (4) the

absence of any notable tissue change in the rete itself or in the

larger vessels, those above y^o^^ i^^^ diameter, or in the grey

matter adjacent. The conclusion to which these data seem to

point is that inflammation is much more a disorder of the vessels

than of the tissue to which they minister. This is very much the

same view as that held by Dr. B. Sanderson, who considers " a

local change in the vascular walls " to give rise not only to retarda-

tion of the blood current, but to exudation of fluid and corpuscles

also. I am disposed, however, to regard the corpuscular hyperplasia

as an active process, and not a mere leakage, and so, I think, will

anyone who examines a specimen of recent meningeal exudation,

and observes the vast number of corpuscles, large and small, which

are scattered over the field, or form dense clusters overlaying the

tissue of the rete in various places. Still more is the active

character of the process evidenced by the arrangement of the cor-

puscles into columnar processes, implying an act of organisation,

though of the lowliest. The hyperplasia, as above stated, affects

not only the corpuscles of the vascular wall, or those in the channel,

but also those of the rete, whether normally present or diapedesic.

The essential circumstance in inflammation seems to be the de-

gradation of a specialised tissue, which loses thereby its normal

properties, these being replaced by a lower mode of life, the pro-

duction of indifferent embryonic cells, valueless for the proper

action of the mechanism. In proportion to the completeness and

extent of such degradation is the severity of the inflammation,

which attains its acme in suppuration. The de-specialising process

mostly commences in the vascular walls, but may extend beyond

them to the adjacent tissues, which are affected in a like way, as

in the case of cartilage.

Histories of cases examined.

Case 1.—C. O— , aged 27, policeman, ill about seven months

with tuberculosis commencing in abdomen and extending to brain

and lungs ; he wasted and died without having any notable head

symptoms. At the autopsy much tubercular deposit was found in

the pia mater, and much subarachnoid fluid, but no lymph.

The lungs contained much tubercle, and there were cavities in

the left apex. There was tubercular ulceration of the ileum, and

14



210 ORGANS OV CIRCULATION.

the intestines and omentum were matted together and beset with

tubercles. The small vessels of the pia, including the capillaries,

were very highly corpusculated, and so was the rete. Largish,

rounded masses of corpuscles, sometimes club shaped, were fre-

quent, into which vessels could occasionally be traced. Smaller

masses, or fragments of masses, or short columns, were present

here and there ; some of the larger vessels were coated with a thick

layer of corpuscles, some also were denuded. Escaping corpuscles

were numerous.

Case 2.—W. S— , aged 18, admitted with disease chiefly affecting

the left ear, which had existed more than twelve months. During

the last six or seven purulent discharge had been going on.

Symptoms at date of admission, February 24th, were headache,

failure of memory, giddiness and staggering, delirium at intervals,

high temperature, 104'8°, shoots of severe pain in left ear, vomiting,

haziness of optic discs. Subsequently he had increased cerebral

disorder, talking loudly and incessantly, with hallucinations,

floccitatio, rolling of head from side to side, and double vision.

His face at times was extremely flushed, and again very pale.

Towards the end two attacks of cessation of breathing, with fixed

and staring eyes, and general rigidity ensued ; soon after the last

he sank, on the 27th.

Post-mortem.—A large amount of lymph was found on under

surface of cerebellum, especially on left, also over pons and medulla,

and to a less extent on the upper surface. The dura mater was

completely separated from the left petrous bone by thick, greenish

pus, the membranes in this situation being discoloured and verging

on necrosis. The left lateral sinus was plugged by a discoloured

and adherent clot, which was rapidly becoming purulent in that

part of its course which corresponded to the petrous bone. The

left mid-ear and mastoid cells were filled with caseo-purulent

material, the bony walls were carious, the membrana tympani per-

forated, and the chain of ossicles disorganised. The ventricles

contained much fluid, and their walls were actively congested.

Both lungs congested and oedematous with petechise at lower and

back parts. No other morbid changes. The coi-puscles in the rete

were numerous, and in two specimens many, about half the whole

number, were notably elongated. Many vessels, for the most part

precapillaries, were much widened out, and crowded with deeply
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stained corpuscles. The tuft-like groups of capillaries at their

termination were similarly engorged. In some spots extravasation

of corpuscles had occurred either focally or more diffusely. The

capillary walls were in some places very attenuated. Very many

small arteries were normal or nearly so ; many contained groups of

sound leucocyte corpuscles mingled with a few endothelial ; not un-

frequently minute vessels appeared to be breaking up and scattering

their parietal corpuscles. In a few there were small deeply-stained

lumps with sharp angular projections, often attached by a stalk of

similar substance to the wall of the vessel and evidently made up

of cohering corpuscles. Some arterioles had well developed lym-

phatic sheaths.

Case 3.—M. K— , female aged 2, died after a month's stay in

hospital of tuberculous meningitis. She had on admission, February

11th, 1886, diarrhoea, wasting and anorexia, had been ill fed, and her

mother was in the wards with phthisis. Convulsive twitchings in

left arm and leg appeared in seventeen days ; the pupils were di-

lated and the eyes fixed. Next day she took no notice of anything,

eyes appeared insensible ; temperature at night 102*2°
; discharge

occurred from eyelids and ears ; right arm and leg became rigid

;

she got drowsy, did not move when touched, but three days later

her left arm twitched when she was touched anywhere. She died

March 10th.

Post-mortem.—A thick layer of lymph with numerous caseous

masses and tubercles covered the frontal convolutions in front of

the fissure of Eolando. At the base around pons, medulla, and

upper surface of cerebellum were numerous small grey miliary

tubercles with much yellowish lymph. Membranes of spinal cord

were congested, and granular lymph for an extent of two inches

was found in the upper dorsal region around the posterior roots of

the spinal nerves ; embedded in this lymph were a number of small

grey miliary tubercles. Tubercular masses in lungs, some tubercles

in spleen, three small transverse ulcers about middle of large

intestine. The pia contained extremely numerous corpuscles,

sometimes aggregated in round foci, sometimes thickly clustered

along the course of a vessel ; there was also a good deal of soft,

amorphous, diffused matter. The small vessels were often so dis-

posed as to mark out squarish or rounded areas adjacent to each

other, and it was very evident that corpuscular production specially
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occurred in these septal tracts, -while corpuscular processes advanced

into the area at right angles to the former.

Case 4.—A. L—, aged 38, admitted January 21st, 1886, died

February 20th of capillary bronchitis after five or six days' illness.

He had had fistula in ano for six years. During his stay in the

hospital, in a surgical ward, nothing defective was observed in his

mental state, nor had he any paralysis. No history of insanity ex-

isted ; urine was albuminous, but he had no dropsy ; his face was

very blanched. After he was taken worse he became very restless.

Post-mortem.—Membranes over convexity of brain were milky
;

substance was normal ; a small cavity at apex of right lung
;
peri-

cardium universally adherent ; firm decolourised clots in left ven-

tricle ; kidneys coarsely granular ; capillary bronchitis with muco-

purulent exudation ; some hypostatic pneumonia. A vast quantity

of oily matter was diffused all through the rete of tlie pia, and

there were large drops in the larger and smaller vessels ; mounted

in balsam they were all deep red stained, and got darker and more

opaque after mounting. Many contained abundant dark granules,

probably stained fibrine granules or broken-up red corpuscles. In

some specimens the smaller vessels were crowded with corpuscles,

and in others their channels were more or less blocked uj) with a

quantity of red-stained granulous, soft-looking matter besides the

corpuscles.

Case 5.—T. W— , aged 53, painter, admitted Septemper 15th,

1884. Some years ago had colic, and probably dropped wrist,

from which he seems to have recovered. Has drank for some con-

siderable time to excess ; has been lately employed at a public-house.

About September 5th he got paralysis of extensors of hand and

forearm so that he was unable to do any work. About a week

later he became so weak in his legs that he could not stand. On
admission he seemed able to understand what was said to him, but

answered questions indistinctly. He was paralysed in his arms,

and was unable to walk without assistance. Very soon after ad-

mission he became delirious and was noisy, would have been violent

but for the palsy. Had eight leeches behind ears, and calomel gr. \,

every 2 hours. On the 19th he was still delirious, and talking

incoherently ; did not understand what was said to him. Corners of

mouth constantly twitching. Temperature in morning 100'6°
j
pre-



OBSERVATIONS ON THE CHANGES IN MENINGITIS. 213

vious evening 98 "4°. At 6 p.m. temperature 101*4°, next morning
102-9°

; died soon after.

Post-mortem.—Brain 52 oz., wet and soft, membranes of convex

surface opaque, but otherwise to the naked eye there was nothing

abnormal ; convolutions were not shrunk, nor were membranes ad-

herent to them ; cord and its membranes appeared healthy to eye.

Heart was flabby, its muscular substance pale and mottled, valves

moderately degenerated. Liver appeared contracted, some portions

very tough. Kidneys had finely granular surfaces. Vessels of

pia much altered, normal structure lost ; walls consist of granulous

bands embedding numerous corpuscles ; rete contains many cor-

puscles, and much granulous amorphous matter.

Case 6.—E.Tr— , female, aged 5, admitted November 7th, 1884.

The patient was brought to hospital for constant sickness. Family

history is decidedly phthisical. Child appears to have been always

weakly, and to have suffered especially w^ith cough. During eight

months she has had otorrhoea, for which she has attended at the

aural department. For several days before admission she had

been languid and drowsy, losing appetite, and vomiting food,

screaming much at times.

On admission skin was dry and hot, tongue red and furred,

temp. 101°, pulse 100 ; she was sick very shortly. Entry of air into

lungs good except at left apex. She had pain in head, but was

quite conscious.

November 10th.—She has been delirious ; during night had

constant pain in head and desire to vomit; is becoming more

drowsy.

11th.—Head turned to right, right limbs in motion and flexed

when handled ; left limbs intermittently rigid, especially in exten-

sion. Pulse not frequent. Tache cerebrale well marked. Pupils

rather large but unequal ; squint occurs occasionally from spasm of

left internal rectus.

12th.—Left leg fixed in extension, right leg drawn up, irregular

twitching of arms. No active inflammation in ear ; after the aural

examination there were violent twitchings and squint. She became

comatose, and died November 15th, 1884.

Post-mortem.—Skull and dura mater healthy, except that left

middle ear was filled with caseo-purulent matter, and the surround-

ing bone inflamed. Pia much injected. Grrey granulations in
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Sylvian fissure, and along the course of branches of middle cerebral

artery. A caseous mass, the size of a pea, lay immediately under

the pia of under surface of left half of cerebellum. No lymph

anywhere, but subarachnoid fluid was largely in excess and turbid.

Brain swollen, convolutions flattened, sticky, and congested. Ven-

tricles contained turbid fluid, but their walls were not softer than

other parts. Cord in dorsal region much softened, even diffluent.

Nerves of cauda equina were adherent to each other, and grey

granulations were scattered over both anterior and posterior sur-

faces. Vessels of pia much injected. Small caseous foci in both

pulmonary apices, and one or two glands at root of left were caseous.

Left upper lobe congested, lower completely solid from red hepati-

sation. Bronchi contained blood-stained mucus. Heart fairly

healthy. Traces of old inflammation of parts of the peritoneum.

Walls of Fallopian tubes were much thinned and the cavities dis-

tended with caseous matter. The body of the uterus was in the

same state except that its walls were thickened. The cervix was

quite healthy ; other organs also. The vessels were highly corpus-

culate in many places, the endothelial corpuscles in some much
shortened and thickened. Occasionally, escaping corpuscles were

placed at the end of slender stalks, or appeared to be dissolving

into films. In a plexiform patch of vessels the septal walls were

covered with round corpuscles giving off short filaments. The

capillaries in some places were quite dissolute, and the walls of

some of the small vessels were greatly altered, appearing as granu-

lous strips. Sharp-pointed projections enclosing now and then a

corpuscle stood out from the wall of several minute vessels.

Case 7.—F1. T— , aged 3. Admitted April 22nd, 1886. Smce

commencement of December, 1885, has wasted very much and

suffered from cough. Father phthisical. One sister died from

convulsions during dentition, and one from bronchitis. Has been

poorly fed. Had measles when thirteen months old, and a slight

attack of eczema. Is fair haired ; much emaciated, with sallow,

muddy complexion ; very long eyelashes. Small crepitations heard

all over chest. Temp, on admission, p.m. 102° ; during stay in

hospital was three times above 102° and six times below. Breathing

was very quick and short. She took milk well. Had traces of

furuncles about her. Was quite sensible throughout ; had no

squinting, no palsy, no delirium, no pain in head, no convulsions
j

I
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did not sleep
; got weaker and sank, but had no decided head sym-

ptoms. About twelve hours before death she asked to be set up,

and to have a slate and pencil. Died April 27th, 1886.

Autopsy, twenty-six hours after death.—Body much emaciated-

On removing brain the meninges were found studded with

tubercles, in different stages of formation and degeneration. They

were most numerous in the membranes covering the mesial surfaces

of the frontal lobes, and over the base and along the Sylvian fis-

sures. In these situations there was also an extensive exudation of

lymph under the membranes. On making transverse sections of

the frontal lobes the tubercles appeared to invade the cortical grey

matter, whence the process was most marked in the meninges.

Brain otherwise appeared normal. The pia mater was very deli-

cate ; lamels of it could not easily be obtained. Both pleurae and

lungs studded throughout with miliary tubercles, mostly in process

of caseating. At apex of left lung were several patches of casea-

tion about the size of a hazel nut. Heart normal. Peritoneum

was studded all over with miliary tubercles, most numerous in

mesentery along the line of attachment of intestines. The mesen-

teric glands were enlarged. The small intestine exhibited patches

of ulceration along the line of mesenteric attachment. The tuber-

culous deposit was localised chiefly in Peyer's patches ; scattered

tubercles were also seen in intestinal wall. Surface of liver thickly

studded with miliary tubercles. It weighed 16 oz. Spleen, in

similar state, 3 oz. Kidneys, each 3 oz., contained a few scattered

tubercles.

Microscopy.—Many vessels of pia corpusculate ; many capillaries

crowded with corpuscles. In very thin lamels of pia groups of

corpuscles are seen here and there on the outer surface of a capil-

lary or precapillary, apparently having accumulated or multiplied

within the channel, and afterwards extruded themselves. In one

instance a large patch of corpuscles, half fused together, surrounded

an arteriole stt^^^'l ^^ ^^ i^^^^ i^ diameter for about twice the width

of the vessel in length. In several instances a vessel ran into and

was lost more or less in the midst of a large batch of corpuscles,

issuing, however, again on the opposite side, exacly as occurs in the

omentum. The corpuscular processes were seen producing a plexus-

like arrangement. Fibrine granules were strewed abundantly over

the surface of the pia, or attached to it. May l^th, 1886.
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29. A note on calcareous degeneration of arteries.

Bj F. T. Paul (Liverpool).

[With Plate VIII.]

THE remarks which follow are intended to refer only to that form

of calcification of arteries which is met with as a primary

degeneration commencing in the muscular coat of the smaller

arteries, and commonly known as senile or annular calcification.

To be distinct in the matter of nomenclature, I may say that I

always speak of the inflammatory changes as endarteritis with a

consecutive fatty or calcareous atheroma, and of the primary

degenerations as simply fatty or calcareous degeneration ; thus

endeavouring to avoid any confusion that might otherwise arise

between a degeneration which is primary and one which is only

secondary to an inflammation.

The object of the present communication is to draw attention to

the frequent occurrence of a genuine process of ossification in

arteries which have undergone this change, a condition contrary, I

believe, to the general, if not universal, opinion upon the subject

;

indeed, much stress is laid by the writers of most of the text-books

on pathology upon the necessity of recognising this process as one

of pure calcification, and that the so-called ossification of arteries

is an incorrect designation. Up to a certain point this is perfectly

true. The disease commences as a simple calcareous degenera-

tion ; but there is usually a stage in its history when this change is

supplemented by a more active process, which culminates in the

development of true bone,—bone of the most perfect type and

complex structure.

The early stages in which a granular deposit of lime salts takes

place in the muscular coat of the medium and small arteries are

too familiar to need more than a passing reference. Sooner or

later the granules coalesce and form a calcareous plate, which

when recent stains deeply with logwood, and shows more or less of

a fibrous structure derived from the pre-existing muscular tissue.

Sometimes clear prismatic crystals are met with ; or the central

part becomes vitreous and does not stain ; or, occasionally, the

lime salts take the form of laminated spherical deposits such as

are to be seen in the prostates of old people. Whatever variety or

extent may be attained by this process it is simply a degeneration

the result of senescer.ce.
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DESCEIPTION OF PLATE VIII.

Illustrating Mr. Paul's paper on Calcareous Degeneration of

Arteries. (Page 216.)

From drawings by Mr. Paul.

Fig. 1.—Transverse section of part of the wall of a calcified femoral artery.

(1) Part of external coat.

(2) Remains of middle coat.

(3) Calcified muscular fibres.

(4) Thrombus.

A. An ante-mortem fracture, with inflammatory exudation of the nature

of callus (c). B. An accidental post-mortem fracture.

The section shows one of the sources of inflammatory exudation in the neigh-

bourhood of the calcareous plates. This exudation, however caused, frequently

develops into true bone.

FiQ. 2.—Transverse section of posterior tibial artery, much affected by senile

degeneration.

(1) External coat.

(2) Remains of the muscular fibres of the middle coat.

(3) Elastic lamina of the internal coat.

(4) Organised thrombus.

(5) Calcification of the middle coat.

(6) True bone, in connection with which a young cell-growth is seen.

(7) Fat cells, apparently corresponding to marrow fat.

This section shows a process of secondary ossification, following primary

calcareous degeneration.
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The presence, however, of hard, brittle plates in the soft, elastic,

ever-moving walls of the arteries originates subsequent active

changes, both in the interior of the vessels and in their walls. In

the interior a gradually obliterating thrombosis is very common,

resulting from the narrowing, rigidity, roughening, and irritation

produced by the plates. In the walls a plastic inflammation is

excited, on the one hand around the rough edges of the plates, and

on the other by their spontaneous fracture, a condition which is

very common even with extreme comminution. In any of these

circumstances a young organising tissue is undergoing develop-

ment in close connection with an adult tissue under the influence

of calcifying changes, and there is much evidence outside the

present inquiry to show that, with such conditions, the young
tissue will develop into bone. This explains the presence of bone

in the pleura after empyema ; in old calcified cysts ; in eyes, and

other parts ; even in tumours originating in soft parts ; indeed, it is

only repeating the part played by calcification in foetal cartilage.

An examination of a posterior tibial artery in an advanced stage of

degeneration will usually show in parts collections of inflammatory

cells about the edges of the calcareous plates, and exudations of

callus in various stages of organisation about the broken ends, as

seen in the drawing (Plate VIII, fig. 1). In other parts further

development may be traced, when it will be seen that the tendency

is for this young tissue to develop into bone, so that many of the

old calcareous plates are edged with bone extending away into the

neighbouring tissues, or are mended with patches of bone where

they have been fractured. The bone once formed attains many
degrees of development. It increases by a regular growth from nor-

mal osteoblasts, and when thick enough shows Haversian systems

and canals. Osteoclasts too are to be met with, which here also

appear to be associated with the absorption of the central part of

the larger masses of bone, which is then replaced by the delicate

fat cells belonging to normal marrow (fig. 2). Similar changes

may take place in the thrombus, and it would often be very

difficult to say which was thrombus and which arterial wall, if it

were not fortunately for the durable nature of the internal elastic

lamina, which is especially distinct in the posterior tibial artery.

In conclusion, I may summarise the conditions I have been
describing as senescence, calcification, irritation, exudation, and
ossification. March 16th, 1886.



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

I. Primary lymphosarcoma of the right tonsil ; specimens

removed hy operation.

By Arthur E. Barker.

[With Plate IX, figs. 1 and 2.]

THESE specimens, of which I have furnished microscopical sec-

tions and drawings, I removed by operation from a lady aged

74, on March 8th, 1884. She had always enjoyed splendid health,

and looked at least ten years younger than her actual age. In

November, 1883, some three months before I saw her, she had

experienced some uneasiness in her throat, which was regarded as

due to "a quinsy " by her medical attendant. It was by him

painted with tincture of iodine, but without benefit.

As it increased steadily in size and hardness, she came up from

Bristol on February 27th to consult me. I then found the right

tonsil much enlarged, harder than its fellow, and uneven, and a gland

opposite the corner of the hyoid bone much enlarged, though still

freely movable. The tonsil was also movable and painless, and

the primary disease seemed strictly limited to it. In every other

respect the patient seemed in the best of health. From the recent

appearance of the tumour, its rapid growth, hardness, and the

glandular infiltration, together with its general aspect and the age

of the patient, I took the view that it was a primary malignant

growth of the tonsil, probably epitheliomatous, a view which was

endorsed by Sir J. Paget, with whom I had later the advantage of

consultation. This lady was also seen by Mr. Morrant Baker,

whose opinion coincided, except as to the exact nature of the neo-

plasm. All were agreed, besides, that the growth should be re-

moved, together with the gland, and I accordingly operated on

March 8th. An incision was first made along the anterior border
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of the sterno-mastoid muscle over the gland, and it was carefully

shelled out of its bed, which lay upon the great vessels of the neck.

Having purposely exposed the latter I felt less hesitation in attack-

ing the diseased tonsil, as bleeding could be easily controlled if

severe. Leaving a carbolised sponge in the cervical wound for the

present I made a vertical incision through the anterior pillar of the

fauces, with Paquelin's cautery knife, and through this was able

with blunt instruments to enucleate the diseased tonsil with com-

parative ease, and without in the least breaking into the mass.

As this was all done by blunt dissection only a drachm or two of

blood was lost. I then removed a small nodule of growth seated

at the opposite side of the base of the tongue. This was the size

of a nut and was quite distinct from the tonsillar growth ; it had

not been detected before. The resulting wounds were dusted with

iodoform, and that in the neck was sutured. Both healed quickly

without any reaction, and the patient made a rapid recovery.

Three weeks later a small nodule of recurrent growth the size of a

pea was noticed on the left side of the base of the tongue close to

the spot where the first nodule had been removed, ^. e. just in front

of the epiglottis. By drawing the tongue forward under chloroform

I was able to remove it in the same^ way without difiiculty. After

this the patient rapidly convalesced, though it was clear that the

glands on the left side of the neck were becoming involved, though

nothing was to be felt on the right. On her return to Bristol on

May 27th it was clear that though there was no local recurrence

in the pharynx, yet the glandular disease was steadily advancing

in the neck on both sides. About a month later I was sent for to

see the patient at Bristol as she had become uneasy about her

throat. I feared then that some pressure symptoms had com-

menced, but on examination I only found much increase of the

glandular swelling, no local recurrence having taken place, and

the patient was in excellent health and good spirits. Breathing and

voice were unaffected. She then left England, and I heard later

that she died quietly on July 14th without having throat symptoms.

The specimens exhibited consist of the right tonsil as removed,

together with the nodule from the left side of the base of the

tongue, and the right cervical lymphatic gland (Plate IX, fig. 2).

When fresh they were tolerably firm in consistence, except the gland,

which was very soft ; on section they were found to be homogeneous,

of a pale pink colour, giving creamy scrapings.
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The microscopic sections show a structure closely resembling

lymphatic gland tissue. We find innumerable small round cells

closely aggregated and held together by the most delicate reticular

framework of connective-tissue fibrils, in their turn supported by

the vessels, which are abundant. In the nodal points of the net-

work are nuclei of small size ; this structure is best seen in brushed-

out sections, or those partially treated in this manner. The only

difference between the structure of the secondary deposit in the

glands and the primary in the tonsil is that the delicate reticulum

is a little more irregular in its arrangement of fibres in the latter.

(Contrast figs. 1 and 2, Plate IX.)

Primary lympho-sarcoma of the tonsils appears to be a com-

paratively rare affection if one is to judge by published records.

But it seems probable that if attention is drawn to the subject

many more cases will in the future be brought forward than have

hitherto been recorded. I can remember to have seen four such

cases, that is three in addition to the one now under discussion.

That it is important to recognise the condition early is, I think,

shown by one of these cases in which I operated last June, and

with the best results immediate and remote, the patient making an

excellent recovery and showing no signs of recurrence now four

months later. This I attribute to the fact that he was operated

on early while the growth was distinctly limited and in a modified

form encapsuled. It is notable that in the two cases operated on

by myself, and in one since operated on by my colleague, Professor

Beck, the growth shelled out of its bed as clearly as possible

although very soft in each case. This is particularly remarkable

when we remember the extremely delicate structure of the lympho-

sarcomata and their tendency to rapidly diffuse themselves through

the adjacent structures. Not only the appearance of the encap-

suled mass removed shows this enucleation to have been complete,

but the subsequent course of each of my two cases. In neither was

there any trace of local recurrence, although in one the disease

proved ultimately fatal. It is worth noting as regards these two

cases that recurrence took place in that in which the primary

growth was smallest, although in both the operation was identical

and equally complete. But in the case which recurred the neoplasm

had been growing apparently four months, while in the other,

although the mass to be removed was fully three times the volume, it

seemed to have begun to grow only about three weeks or a month pre-





DESCEIPTION OF PLATE IX.

Figs. 1 and 2 illustrate Mr. Barker's paoer on Lymplio-Sarcoma
of the Tonsil. (Page 218.)

From drawings by Mr. Barker.

Fig-. 1.—Section with cells brushed out, showing delicate reticulated frame-

work. A few of the small round cells are still in situ, i. e. in the loculi between

the trabeculse.

Cross-section of an artery to the left-hand side.

CapMlary vessel on the right-hand side.

Fig. 2.—Secondary deposit in cervical glands, showing delicate framework

after cells have been brushed out. Capillary vessel on the left side of the section.

Figs. 3 and 4 illustrate Mr. Eve's paper on Connective-Tissue

Tumours of the Tongue. (Page 223.)

From drawings by Mr. Eve.

Fig. 3.—Fibro-sarcoma of tongue. Case 1. Shows small, round cells, sup-

ported by delicate fibrillse, which form an imperfect meshwork.

Fig. 4.—Fibro-sarcoma of tongue. Case 2. Shows delicate anastomosing

trabeculffi of connective tissue studded with branched and elongated connective-

tissue corpuscles.
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vious to oj)eration. This fact ought to encourage us to expect more

from early operation even when the growth is of considerable size.

The clinical aspect of these cases is also very interesting, and I

think opens up some new ground, which I hope to allude to in

another place. October 20th, 1885.

2. Round-celled sarcoma of tonsil, {Card specimen.)

By BiLTON Pollard.

THIS specimen was removed from the right tonsil of a man

aged 72, by Mr. Marcus Beck, in University College Hospital.

There was no family history of new growths, though both the

patient's parents and others of his near relatives reached old age.

Until three months before his admission to the hospital the

patient had enjoyed good health, but at that time he began to expe-

rience difficulty in swallowing and in breathing, and he found that

there was a swelling about the size of a marble on his right tonsil.

This increased gradually in size and at the time of its removal it

formed a swelling in the throat about as large as a big walnut and

caused slight external bulging at the side of the neck ; it was freely

moveable on the subjacent tissues, and after an incision had been

made over it it shelled out quite readily.

The growth is surrounded by a capsule composed of fibrous

tissue and some bundles of transversely striated muscular tissue.

Microscopical sections show it to be composed of small round cells

closely packed together and lying in a homogeneous matrix. There

is no retiform stroma. In the substance of the growth at a dis-

tance of a quarter of an inch from the surface there are bundles

of muscle-fibres, which are completely surrounded by sarcomatous

tissue. No muscular fibres are visible in the central parts of the

tumour, so it is most probable that those nearer its periphery owe

their presence to the pharyngeal muscles having been infiltrated by

the new growth.

It is of course well known that the cells of sarcomata infiltrate the

tissues beyond their capsule, but the appearances in this case seem

to indicate that such a growth may infiltrate the surrounding tissues

and absorb them into their substance and yet remain encapsuled.
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During the growth of a tumour in bone the latter becomes ex-

panded, i. e. the inner wall of the bone becomes absorbed whilst

fresh bone is deposited on the outer surface. A similar process

appears to have occurred in this case. Whilst the new growth

was infiltrating the muscular tissues a capsule of fibrous tissue

must have been fonned a little distance beyond. It is now four

months since the growth was removed and no recurrence has taken

place, and there has been no further enlargement of a somewhat

swollen lymphatic gland which there was behind the angle of the

jaw at the time of the operation. October 20th, 1885.

3. Black tongue. ( Card specimen.)

By H. A. Lediard, M.D. (Carlisle).

THE tongue was excised for cancer on May 18th, 1885, the disease

affecting the under surface and tip of the tongue, as well as

the floor of the mouth.

The man was a bricklayer aged 49. Owing to the site of the

disease the tongue could not be protruded; therefore the immo-

bility no doubt favoured papillary growth.

The entire surface was thickly coated with fur, and after washing

the excised tongue with a brush and some water it was observed

that the black part still remained. The area affected, which would

be covered with a two-shilling piece, is situated at the junction of

the anterior and middle third of the tongue ; the central portion is

very black, whilst the periphery is of a brown colour. On snipping

away some of the black the papillae were seen to be hypertrophied

and elongated into hair-like processes of a brown colour, whilst the

black colour was due to the dense matting of the individual papillae.

The edges of the papillae are serrated from imbrication of their

investing epithelium.^

The patient made a good recovery, but the epithelioma returned

in the gum a few months later. October 20th, 1885.

^ Lancereaux in the ' Bulletins de Soc. Med. des H6pitaux,' 1876, records a

case where a large patch, involving nearly the whole dorsum, was black and

villous, and composed of overgrowths of the filiform papilla;. Since recording

my own case I have met with another where extensive growth of blackened

papillae existed ; they were cut down with scissors and showed no tendency to

reappear.
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4. Two specimens of connective-tissue tumour of the tongue.

By Frederic S. Eve.
*

[With Plate IX, figs. 3 and 4.]

CONNECTIVE-TISSUE tumours of the tongue are so exceedingly rare

that I feel it incumbent on me to draw the attention of the

Society to two specimens which have long occupied the shelves of

the*College museum. Observing the peculiarity of their structure

while revising the new catalogue of the collection, I examined them
microscopically.

Specimen No. 2269, which has the additional interest of being

Hunterian, is thus described in the catalogue^

:

** A tongue with the fauces, larynx, pharynx, and other adjacent

organs. In the left side of the base of the tongue there is a round

tumour composed of firm and obscurely fibrous substance. The
mucous membrane is continued over the surface of this growth, and
its base cannot be distinguished from the deep tissues of the tongue.

The mucous membrane of the left half of the palate, and that cover-

ing the epiglottis and upper and back part of the larynx, are thick

and oedematous. The superior opening of the larynx is reduced, by
the swelling of the mucous membrane, to a narrow chink.

Microscopically, the base of the tumour was composed exclusively

of wavy fibrous tissue. As the surface was approached groups of

clear, round cells, interwoven with delicate fibrils, were observed,

and beneath the mucous surface the growth consisted of round
cells, generally diffused throughout a fibrillar connective tissue (see

Plate IX, fig. 3). The papillae of the mucosa were enlarged, and
over their apices there was some heaping-up of epithelium, which
gave an unusually well-marked papillary appearance to the surface.

Many large sinuses, which were recognisable as lymphatics by their

walls and contents, traversed the deeper layer of the mucosa. No
trace of muscular tissue was observed.

The mixed character of its constituents renders the classification

of this tumour difiicult. Perhaps the designation of fibro-sarcoma

is least open to objection, although its malignancy may be presumed

to have been of low degree.

1 Vol. iii, p. 61, 1884.
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It in some points resembles a remarkable case of sarcoma, pro-

bably originating in a congenital anomaly, which was recently com-

municated by Mr. Jonathan Hutchinson to the Eoyal Medical and

Chirurgical Society.^ This it does in respect of its diffuse form of

growth, and in the mingling of round-celled with connective

tissue. The tongue is evidently that of an adult ; nevertheless, the

presence of many largely dilated lymphatics suggests the possi-

bility that it may be a connective-tissue hyperplasia secondary to a

congenital lymphangiectasis, and ultimately becoming sarcomatous
;

with this view the character of the round-celled tissue is in unison.

There are no clinical details of the case, nor can any explanation

of the oedema of the glottis be given.

The next specimen (No. 2270) was from the collection of Sir

Everard Home, and is also without clinical history :

—

" A small,

firm, flat tumour, removed from a tongue. It is of a pale colour

and uniform consistence, like the fibro-cellular tumours of the

mammary gland." ^ The surface is smooth, and was evidently sur-

rounded by a capsule.

The greater portion of the tumour consisted microscopically of

loose fibrillar connective tissue, forming a rough meshwork studded

with numerous small oval and spindle-cells, and some branched

cells (see fig. 4 ) ; other portions were denser, and made up chiefly

of small round and spindle-cells. Like the first case, it contained

no muscular fibres. From the abundance of cellular elements in

the connective tissue this tumour should be described as a mixed-

celled fibro-sarcoma.

For an account of other recorded cases of connective-tissue

tumours of the tongue reference may be made to Mr. Hutchin-

son's paper above alluded to. An additional one of fibroma

is noticed in * Virchow's Jahresbericht,' 1884, Bd. ii, p. 184. It

occurred in a man aged 33. The tumour, of the size of an egg,

and pear shaped, was situated on the base of the tongue. It was

of slow growth, and tolerably movable. A portion was extirpated,

and on examination proved to be a fibro-myoma, the connective

tissue preponderating. The remainder was destroyed by suppura-

tion, and healing took place. An example of fibroma of the base

of the tongue is also noticed in the same publication for 1878, Bd.

ii, p. 310. January 6th, 1886.

' * Medico-Chirur. Trans.,' vol. Ixviii, p. 311.

^ Catalogue, p. 62.





Trans.Pai/i.Soc. VoinXVII, PLX.

r Hiitti.Litli'EiiB'



DESCRIPTION OF PLATE X.

Fig. 1.—To illustrate Mr. Paget's case of Dermoid Cyst under

tlie Tongue. (Page 225.)

The drawing shows pigmentation of the corium. Hartnack obj. 4.

Fia. 2.—To illustrate Mr. Sliattock's specimen of Congenital

Cystic Kidney. (Page 287.)

From a drawing by Mr. Shattock.

Fig. 3.—To illustrate Mr. Eve's paper on Cystic Adenoma of the

Ovary. (Page 343.)

From a drawing by Mr. Eve.

Section of an ovary showing group of spheroidal cells with an appearance

which may be taken to indicate cyst formation. At the lower part of the figure

is a trilobed mass of cells, possibly separating into separate groups by outgrowth

and constriction ; and below the mass is a small cyst. On its right are two

other small cysts. Magnified about 250 diameters.
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5. Mucous cyst of tongue.

By W. B. Hadden, M.D.

THE specimen was taken from a child aged 4 months, the subject

of spina bifida. The cyst is globular, a quarter of an inch in

diameter, and is situated in the mid-line of the tongue, just behind

the circumvallate papillae. It contained semi-solid, gelatinous

material. January \9thy 1886.

6. Dermoid cyst under the tongue ; pigmentation of corium.

By S. Paget.

[With Plate X, fig. 1.]

THE cyst was removed by Mr. Butlin from under the tongue of a

little girl. It lay in the middle line of the floor of the mouth,

and looked just like an abscess. It was twice incised, and thick

fluid, like pus, was let out ; then, as it did not subside, it was dis-

sected out.

The cyst is about three quarters of an inch in diameter; its

inner surface is made of true skin, with a few short fine hairs in it.

In one or two places there is a slight warty heaping up of the

epithelium.

The papillae of the corium, and that part of the corium which lies

under the rete Malpighii, are loaded with granular black pigment.

The rete Malpighii is free from pigment. February IQth, 1886.

15
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7. Cancer of oesophagus, {Card specimen.)

By Herbert Larder.

MC— , aged 35, single, domestic servant, admitted September

• 14th, 1886. Died September 29th, 1885.

Family history.—Father died from phthisis (38). Mother ahve

and well. Two sisters and a brother living, all well ; one sister

and a brother dead.

Previous history.—No specific history. Patient had a bad attack

of typhoid fever at five years of age Bronchitis for last fifteen

years. With this exception has always enjoyed good health.

When a child she once swallowed some turpentine, but never any

fluid that had hurt the throat. No history of injury to throat.

Patient was under the care of Dr. Biss and Dr. Coupland, at the

Middlesex Hospital, from July 20th, to September 7th, 1885. On
admission the patient stated that since last March she has had

great difficulty in swallowing, bringing up everything she takes,

and for the previous three months has lived on eggs and milk ; can

only swallow fluids ; no nausea. Has always had a good appetite.

The patient was treated for some time with nutrient suppositories

and enemas, and improved considerably, but towards the end of

August the difficulty of swallowing returned, and oesophageal

bougies (Nos. 14 and 16) were passed. An obstruction was

found twelve and half inches from the teeth. On August 12th

the conclusion arrived at after consultation was that the patient

was suffering from cancerous growth of oesophagus. Between

August 28th and September 3rd there was a loss of weight of 4^

lbs. On September 7th the patient left the hospital, and declined

the idea of an operation for her relief. Between September 7th

and 14th the patient rapidly became worse. On admission here she

was extremely emaciated, cold, and exhausted ; food was retained

on the stomach a very short time, the nutrient enemas were re-

turned immediately, the patient never rallied, but rapidly sank and

died of exhaustion.

Post-mortem.—Body extremely emaciated ; all the organs very

small and wasted ; no fat anywhere. Three inches above cardiac

end of stomach there is a new growth involving the entire circum-

ference for three inches of its length. The growth is hard and
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closely adherent to the aorta. No secondary growth in any part
of the body. Examination of the growth proved it to be scirrhus

cancer. I am indebted to Dr. Coupland for kindly sending me
notes of the case whilst in Middlesex Hospital.

November I7th, 1885.

8. A case of malignant disease of the oesophagus, with con-

siderable enlargement of the lymphatic glands in the neck

and left axilla.

By J. A. P. Price, M.D.

THIS specimen was taken from the body of a man aged 57, who
died November 19th, 1885. The history of the case is briefly

as follows

:

A severe injury to the back and head occasioned by a fall two

and a half years before death, since which he had never been

well.

A difficulty in swallowing had existed for eight months before

the patient was first seen in October last, and had increased con-

siderably in September and October, so that no solid food could be

taken, and during this time he had lost 3 st. in weight.

Condition when first seen.—Considerable dysphagia, with great

pain in the epigastric and dorsal regions ; slight cough ; slight

impaired resonance on percussion below the left clavicle over the

first and second interspace ; no dyspnoea ; no foul breath ; the

movements of the vocal cords are unimpaired. Considerable

enlargement of the lymphatic glands at the base of the left

posterior triangle, while those higher up in the triangle and below

the occiput can be readily felt ; a few glands are felt to be some-

what enlarged in the right posterior triangle ; the glands in the

left axilla are also much enlarged. All these enlarged glands are

firm, hard, and some matted together into masses.

An oesophageal bougie was passed into the gullet for ten and a

half inches, measured from the teeth ; at this point it was stopped,

and could not be passed any further with firm but gentle pressure.

Gastrostomy was refused. On November 4th, my friend, Mr.
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Charters Symonds, of Guy's Hospital, passed with some difficulty

one of his feeding-tubes ; as it caused great pain, and as swallowing

was not improved, it was withdrawn after a few minutes' retention.

A little blood-stained mucus was coughed up soon after the

removal.

There is little to be said with regard to the subsequent progress

of the case. Considerable oedema of left arm existed for a week

;

the enlarged glands increased still more, and then passed away

;

the difficulty of swallowing became greater ; some haemorrhage

from the lower bowel occurred ; the patient became greatly en-

feebled, and died from exhaustion.

Post-mortem examination.—Body much emaciated.

Lungs partially collapsed, a few fibrinous plugs in the smaller

bronchial tubes, and some hypostatic congestion of the bases,

otherwise quite healthy.

Pleurae healthy, except for a small patch near the left apex,

which was adherent to the growth in the superior mediastinum.

Heart : About 2 oz. of straw-coloured serum in the pericardial

sac. Heart small, mitral valve thickened, two calcareous patches

on the aortic valves ; aorta healthy, except for a few atheromatous

patches.

On drawing aside the lungs the superior mediastinum was seen

to contain a large mass of growth surrounding the arch of the

aorta, its chief branches, the large veins, and the trachea, and

extending up below the left clavicle, where it became continuous

with the mass of glands in the posterior triangle of the neck.

The oesophagus was removed, together with the other thoracic

viscera, and a portion of the diaphragm and of the cardiac end

of the stomach taken with it. A few enlarged glands were found

by the side of the gullet, and several at the roots of the lungs.

On opening the oesophagus a dirty-looking ulcer was seen on a

level with the bifurcation of the trachea four and a half inches

below the cricoid cartilage, and overlying the left bronchus, to

which its base was firmly adherent. The wall of the gullet for at

least three inches below the ulcer was seen to be much thickened

by malignant growth ; about one inch above the ulcer was a small

opening in the mucous membrane with a submucous channel

communicating with the ulcer below, produced probably either by

the passage of the feeding-tube or by the attempt to pass a small

bougie. Near the lower end of the oesophagus was a hard elon-
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gated nodule which I at first took to be a lymphatic gland, but on

closer examination found to be in the muscular portion of the wall.

There was no inflammation of the mediastinum in the neighbour-

hood of the malignant ulcer, and the trachea and bronchi were

healthy looking.

The large mass above mentioned extended forwards from the

oesophagus surrounding intimately the innominate artery as high

as the bifurcation, the left common carotid, and subclavian arteries
;

the left innominate vein was found running through the mass, but

nearly completely occluded at points, the walls of the inner surface

being adherent to each other ; the thyroid gland was also involved

in the growth to a slight extent.

The abdomen : Intestines and stomach much wasted ; some of

the mesenteric glands and a few in the portal fissure were enlarged-

A secondary nodule was found in the liver.

The examination of the abdomen was imperfect, as permission

had only been given to open the thorax.

Remarks.—The chief feature of the case during life was the

extent to which the glands in the neck and left axilla were involved.

This, together with the presence of the mass in the superior

mediastinum, without any affection of the lung, places this outside

the ordinary run of cases of malignant disease of the oesophagus.

The transitory oedema of the left upper extremity was explained

by the condition of the left innominate vein found after death.

The site of the disease is a somewhat common one, occurring as it

does opposite the bifurcation of the trachea, in the middle third

but upper half of the gullet. January 5th, 1886.

9. Cancer of the oesophagus for which gastrostomy was

performed. (
Card specimen.)

By H. A. Lediakd, M.D. (Carlisle).

ROM a tanner aged 64!, who was emaciated and had an impas-

sable stricture of the oesophagus thirteen inches from the

teeth. Gastrostomy was performed in two steps, and the patient

F
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was fed for ten days througli the wound, when death occurred

somewhat suddenly.

The mass of cancer obstructing the gullet is about two inches

long and spreads all round, being situated three and a quarter

inches above the cardiac orifice of the stomach.

Above the disease the oesophagus is dilated, but below it is con-

tracted. The artificial opening is seen upon the anterior wall of

the stomach, only two and a quarter inches from the pylorus, mid-

way between the upper and lower borders of the stomach.

Death was due to extensive secondary deposits in the omentum,

together with some bronchial inflammation.

Microscopic examination showed that the growth was probably a

flat-celled epithelioma. March 2nd, 1886.

10. A case of extensive destruction of the walls of the stomach ;

death on the eighth day from the commencement of sym-

ptoms.

By H. Handford, M.D.

JB—, aged 23, militiaman, single, was admitted into the

• Nottingham Q-eneral Hospital under my care, on July 20th,

1885, complaining of intense pain in the region of the umbihcus,

and of vomiting. He said he had a somewhat similar attack two

years ago, and at that time passed blood by the bowels and also

vomited blood. He was ill eight weeks. Since then he has been

quite well, and has had no vomiting or pain after food till the

present attack.

He had just been passed from the militia to the regular army.

He was home on furlough and should have rejoined his regiment

on the morning of admission but had missed his train.

He said that his illness began quite suddenly as he was walking

by the river Trent. He felt dizzy, had violent pain in the bowels

and fell down. He was picked up and driven to the hospital.

On admission he was pale but muscular and well nourished, and

complained of very violent pain in the region of the umbilicus.

There was no tenderness on pressure, which on the contrary some-
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what relieved the pain. He had vomited twice before admission

and had brought up a small quantity of watery fluid since admis-

sion, but it was in a vessel containing a considerable quantity of

urine and could not readily be examined. I saw him very shortly

afterwards and found him groaning and rolling about in apparent

agony. He complained also of much pain in the throat and of

difficulty of swallowing. I found the margins of the soft palate

covered with what appeared to be a grey slough, the fauces gene-

rally much congested and the uvula swollen to the thickness of the

little finger, and translucent from oedema. The pulse was 86,

regular and fairly strong. He was ordered a hypodermic injection

of morphia and to take nothing but milk and ice. I asked him if

he had taken poison or anything that could have done him harm
and he said no.

July 21st.—No more vomiting
;
pain somewhat easier. Pulse

84, fairly good. Throat slightly improved. Ordered hydrocyanic

acid, bicarbonate of soda and morphia.

22nd.—Throat nearly well
;
pain in abdomen easier ; no more

vomiting.

23rd.—Condition unaltered.

24th.—He vomited more than one pint of blood.

25th.—Bowels moved twice ; motions consisted chiefly of blood.

26th.—No more vomiting
;
passed motion without any blood.

Tongue white. Abdominal walls very rigid. Epigastric region

distended. Pulse very weak. Complained of much pain in the

left hypochondrium.

27th.—Moribund.

28th.—Died at 11.30 a.m.

Necropsy at 4.30 p.m., five hours after death.—Kigor mortis not

yet developed ; body still warm. On making the usual median

incision there appeared in the epigastrium, covering the left lobe

of the liver and extending into the left hypochondrium, an exten-

sive blood-clot. This was carefully removed and the left lobe of

the liver exposed. The clot was very friable, and mixed with

bubbles containing gas. It weighed 1 lb. 13i oz. The cavity thus

exposed was sponged clean after 8 oz. of blood-stained serum

had been removed. The walls were very friable, rough and

irregular, and of a greenish-brown colour. There was an opening

at the lower right corner which proved to be the pylorus, and

another at the upper part which was the entrance of the ceso-
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phagus. Thus nearly tlie whole of the walls of the stomach had

disappeared, leaving an adventitious cavity limited by adhesions to

neighbouring organs and by inflammatory exudation. The boun-

daries of the cavity were more exactly as follows :

Above, the diaphragm. Below, the transverse colon and great

omentum thickened by inflammatory exudation. Anteriorly, the

abdominal parietes. Posteriorly, the remains of the stomach wall,

and the pancreas. To the right, the pylorus and the left lobe of

the liver as far as the suspensory ligament. The liver thus pro-

jected into the cavity as the tongue does into the mouth, and was

eroded chiefly on the under surface but also on the upper. To the

left, by the spleen—about one half of which projected into the

cavity and was eroded on the surface—and by an indurated

inflammatory mass in which some remains of the stomach wall

were included.

There was no general peritonitis, and no blood-stained or other

fluid in the general peritoneal cavity, from which the cavity above

mentioned was completely shut off by adhesions. The oesophagus

was uninjured. The heart, lungs, and kidneys were healthy.

There was a softened and discoloured patch in the diaphragm,

which gave way during the examination. There was also a similar

condition in the omentum and inflammatory mass binding the

stomach to the transverse colon, but no perforation into the colon.

The whole length of the intestines was carefully examined. They

contained some altered blood, but were healthy in structure and

presented no sign of corrosion. The brain was not examined.

The liver, spleen, pancreas, transverse colon, and remains of

stomach, with the oesophagus and portions of diaphragm, were

removed en masse, preserved in spirit, and shown at the meet-

ing, when a general opinion was expressed that the appearances

presented could only have been produced by the action of some

corrosive substance.

From the suddenness of the attack, the condition of the throat, and

the apparent unwillingness of the patient to give information about

himself, poisoning was suspected at the time of his admission, and

the question was directly put to him, but he denied having taken

anything. When the appearances above described were discovered

post-mortem, the coroner was communicated with and an inquest was

held, but no corroborative evidence was obtained. I regret that

the coroner did not order an analysis of the stomach, though from
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the length of time the patient lived most of the common corrosive

poisons would have passed out of the tissues. The vomit was not

chemically examined because the first two quantities were ejected

on the journey to the hospital, and were not preserved, and the

small quantity of watery fluid brought up after admission was

mixed with a large volume of urine, and the importance of an

analysis was not realised till it had been thrown away.

Several cases are recorded by Taylor in his book on * Poisons ' in

which corrosive substances have been swallowed in doses fatal m
from two to six days or longer, when there was but little to be seen

in the throat, and no injury to the oesophagus. The absence,

however, of injury to the upper part of the small intestine is very

unusual.

The condition of the blood-clot indicated fermentative changes

and suggested post-mortem digestion of the stomach, supervening

upon the extension of a chronic gastric ulcer which had perforated.

The chief objection to this is the fact that though the patient died in

July, the weather was very cold for the time of year, and the

examination was made within five hours of death, a period far

too short for such extensive changes to have taken place. Also the

patient had taken scarcely any food, even liquid, for at least forty-

eight hours before death, and no food was found in the cavity after

death. The cardiac extremity is usually chiefly affected in post-

mortem, digestion, and in this case it was not more extensively

destroyed than the rest. And further, the tissues were hardened

and friable instead of softened and shreddy, and there is the fact

of the extensive inflammatory adhesions, which in appearance cor-

responded fairly in age with the duration of the case.

If the case had commenced with the perforation, of an extensive

chronic gastric ulcer, the escape of stomach contents must have

been small and soon limited by adhesions, for there was no general

peritonitis.

It was suggested by Dr. Whitelegge, who examined the specimen

with me two days after death, that digestion of the walls of the

stomach following upon extensive thrombosis had commenced before

death. Mr. Victor Horsley kindly examined the specimen also and
could find no evidence of thrombosis. Ante-mortem digestion, apart

from that which takes place in the early stage of the formation of

gastric ulcers, probably does occasionally occur during the last

few hours or days of life. But no such extensive destruction of
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parts as this case presented is on record as a result of ante-mortem

digestion, neither would that process explain the hardening of the

tissues. March \6th, 1886.

11. Lymphosarcoma of stomach.

By W. B. Hadden, M.D.

THE patient was a single woman aged 53, who was admitted into

St. Thomas's Hospital, under Dr. Ord's care, on January 21st,

1886, and died on February 7th. Her illness seemed to have begun

six months previously with weakness, pallor, and loss of flesh.

On admission she was very pale. There were the signs of pleuro-

pneumonia of the left lower lobe. In the right hypochondriac

region a globular moveable tumour was discovered. Subsequently

the same mass could be felt in other positions, such as the left

hypochondrium, and its size varied from time to time. A few days

after admission a tumour was felt in the hypogastrium, just above

the pubes. It was very moveable in all directions. This mass was

found at the post-mortem examination to be a uterine fibroid with

a long pedicle. During life there was much perplexity about its

nature, and its possible connection with the lump first mentioned.

The blood showed a marked increase in white corpuscles, and the

rouleaux were badly formed.

The spleen was not enlarged, and there were no haemorrhages.

During the first three days there was some pyrexia, connected pro-

bably with the pneumonia ; but later the temperature was either

normal or subnormal. The patient had no vomiting.

At the post-mortem examination a globular tumour was seen in

the anterior wall of the stomach, close to the lesser curvature, rather

nearer the pyloric than the cardiac orifice. It was almost pure

white, rather firm, and projected forwards an inch and a half to

three quarters.

On the inner surface of the stomach, coresponding to the mass

seen externally, a triangular ulcer, an inch and three quarters in

its longest measurement, was found. The ulcer led by a free open-
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ing into the centre of the tumour for a distance of an inch and a

half. This excavation was roughly globular, and its internal sur-

face fairly smooth. A small rounded superficial ulcer was seen on

the mucous membrane, just to the left of the large ulcer, but it did

not open into the tumour.

There was a nodule, half an inch in diameter, at the apex of the

lower lobe of the right lung. Its walls were well defined, and

its contents resembled thick pus. The lower lobe of the left lung

showed well-marked red hepatisation with corresponding pleurisy,

and there was extensive fatty degeneration of the muscular sub-

stance of the heart. There were no enlarged glands.

On microscopical examination the tumour of the stomach was

found to be composed of small round nucleated cells, contained in

a reticular stroma. In fact the growth seemed to be a lympho-

sarcoma ; but its peculiarity consisted in a papillary or alveolar

arrangement, and in the centre of most of these alveoli a small

vessel could be seen. The general aspect of the growth suggested

the possibility that the cellular elements had arisen by proliferation

from the cells of the adventitia.

The central excavation was presumably due to necrosis, and the

large ulcer was probably dependent on the same cause. The edges

of this ulcer, as will be seen in the specimen, are thickened and

infiltrated by new growth.

The variations in the size of the tumour during life may have

been due to the entrance of food into the cavity.

This case resembles in some respects Dr. Silcock's case of

" Malignant Lymphoma of Mesentery," published in vol. xxxv of

the * Transactions.' In this instance the growth ulcerated through

the walls of the intestine, giving rise to an irregular cavity, which

now and then became distended with faeces.

The main feature of interest in my own case is the peculiar

alveolar or papillary disposition of the growth, and it is on this

point I venture to ask for information. March \Qthf 1886.
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12. Carcinoma of the body of the stomachy the pyloric and
oesophageal orifices being free ; extreme contraction of the

organ ; simple atrophy of the liver ; ascites.

By E. E. Careington, M.D.

THE patient was a male, 57 years of age, who was admitted into

Guy's Hospital on November 4tli, 1885, under the care of Dr.

Pye-Smith, by whose kind permission I am able to publish the

case. He had always lived in London ; and until lately had been

comfortably off. His occupation, as a maker of beer-cans, had ex-

posed him much to cold and wet.

He knew nothing of any family history of cancer. His father

and mother were dead, and also one brother, the latter of rapid

consumption.

With the exception of occasional and slight attacks of rheuma-

tism, after exposure to the weather, he had never suffered from

illness.

Somewhere about nine months before admission he noticed the

first symptom. This was a profuse attack of haematemesis. He
said he brought up about a quart of blood. Shortly afterwards he

was attacked by severe pain in the right hypochondriac region,

and vomiting quickly supervened after the ingestion of all kinds

of food except fish, which he was able to retain. The rejected matter

always contained much white mucoid fluid, and sometimes was en-

tirely of this nature. He never brought up blood after the first

time, and never noticed haemorrhage from the bowel, nor black

stools. The vomiting usually relieved his pain. Under medical

treatment he experienced much relief.

Five weeks before admission his abdomen began to swell, and

this increased so much that finally he was only able to lie on his

right side. Emaciation was progressive from the first.

On admission, he was extremely wasted and very feeble. Nothing

abnormal was made out by examination of the chest, except that

the cardiac and respiratory sounds were very feeble.

The abdomen was much distended by fluid, and all the charac-

teristic signs of ascites were present. The hepatic dulness began

at the lower border of the sixth rib, but its lower limit could not

be made out on account of the fluid dulness.
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He vomited immediately after swallowing food, but only a small

quantity of white mucus was brought up.

Urine, sp. gr. 1029 ; a copious deposit of urates ; no albumen

;

no sugar.

November 9th.—Paracentesis abdominis was performed, and

fourteen and a half pints of fluid were evacuated. This was clear,

greenish in colour, and not coagulable spontaneously. The liver

duluess was now ascertained to extend in the mammary line from

the seventh rib, two and three quarters of an inch downwards.

The subsequent prognosis of the case revealed no noteworthy

incidents. His condition fluctuated somewhat, but he steadily got

worse. At one time he had a sharp attack of diarrhoea, which

passed off in two days.

He gradually died out on November 29th, 1885, after an illness,

therefore, of about ten months' duration.

The autopsy was made by myself twenty-seven and a half hours

after death.

The body was greatly emaciated. Rigor mortis was very slight.

The cervical, mediastinal, lumbar, and mesenteric glands were

healthy. There was old pleurisy of the right side.

The lungs were extremely oedematous ; they contained no

secondary growths.

The larynx, trachea and bronchi, and bronchial tubes were

healthy.

The pericardium was healthy ; the heart small ; the aorta was

good throughout.

The abdominal cavity contained a large amount of clear yellow

serum.

The great omentum was puckered and drawn up into the upper

part of the abdomen ; it contained some small secondary nodules
;

with this exception the peritoneum was free from secondary disease.

The walls of the oesophagus were hypertrophied to quite double

the normal thickness, but its opening into the stomach, and, indeed,

the latter organ for half an inch inwards, was quite free from

morbid growth.

The stomach was greatly contracted and its walls much thick-

ened, being in parts from half to two thirds of an inch in

diameter. When laid open it measured six inches from oesophagus

to pylorus, and three and a quarter inches transversely at its

widest part. The walls were rigid and the organ maintained its
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shape, looking like an india-rubber bottle. It was uniformly infil-

trated by new growth. The pyloric orifice was quite free from

disease and also the stomach within it for two-thirds of an inch.

There was no ulceration of the mucous surface.

The liver was very small, about two thirds of its normal size.

The organ was soft and flabby, and the capsule wrinkled when the

organ was placed on a flat surface. On section the lobulation was

ill marked. It contained no secondary growths. The veins were

healthy. The gall-bladder contained some thin watery bile. The

biliary ducts were quite patent.

The spleen weighed but 2 oz. It was small and atrophied.

The adrenals were healthy.

The walls of the small intestine were very thin. The large

bowel appeared normal.

The kidneys were healthy.

The bladder, prostate, and testes were healthy.

Microscopic examination.—Liver : The cells were generally small

and angular and ill formed. They contained many granules, and

here and there distinct oil globules.

Stomach : Many sections were examined taken from all parts of

the organ, and they all presented the same characters. There was a

superficial thin layer of distinct carcinomatous tissue, consisting of

numerous cells arranged in distinct alveoli, but this layer was very

narrow, and the main feature of the growth was universal infiltration

of all the coats, except the peritoneal, by small round nucleated cells.

These, creeping between the bundles of muscular fibre, had in

many cases led to their atrophy. Here and there in the deeper

parts of the growth there was an indistinct alveolar arrangement,

but it is difficult to be sure whether the stroma here is not a relic

of the normal structure. The cellular element is greatly in excess

everywhere. In parts the normal arrangement of gastric tubules

was quite evident.

A point of interest is the presence of so copious an ascites with-

out diffused peritoneal growths, secondary nodules in the liver,

thrombosis of the portal vein, or auy obvious cause.

In addition to this clinical point, the universal infiltration of the

body of the stomach without any affection of the orifices, and the

extreme contraction of the organ, in short the remarkable cha-

racter of the disease, appears to justify me in putting it on record.

February I6th, 1886.
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13. Traumatic hernia through diaphragm. {Card specimen.)

By J. H. Targett.

MALE, aged 21, cnished between truck and platform. Mucli col-

lapsed. Sick once soon after accident. Complained of thirst.

Death ten hours after accident.

Autopsy.—Stomach lying above diaphragm, much distended with

liquid and gas. G-reater curvature in direct apposition with under

surface of left lung. Behind the stomach were the omentum and

eighteen inches of the transverse colon. The rupture in the dia-

phragm commenced just to the left of the oesophageal orifice and

extended outwards for four inches in the left leaf of the liga-

mentous portion of the diaphragm.

Fracture of the lower three or four ribs on both sides.

Heart displaced to the right of the middle line, and the left lung

much compressed.

Extensive ruptures of liver, spleen, kidneys, and capsules.

Multiple fractures of the pelvis.

Bladder and urethra not ruptured. May 4ith, 1886.

14. Hernia reduced ^^ en masseJ** [Card specimen.)

By H. A. Lediard, M.D., Carlisle.

FROM a French polisher, aged 50. Constipation had existed

for four and vomiting for three days. A small reducible

left inguinal hernia was present, and the patient had advanced

chronic phthisis.

The obstruction was unrelieved. Death occurred on the eighth

day, the vomiting being faecal on that day only.

At the post-mortem, the hernia was found to be reducible, but

the sac had been returned with it en hloc, the knuckle of ileum

(three yards from the ileo-caecal valve) being constricted by the

neck of the sac. This accident was due to the patient's own efforts

prior to my seeing him. No peritonitis was present and the bowel
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is seen to be free from any trace of gangrene. Two layers of peri-

toneum are found on tlie hernial protrusion, the one forming the

sac and the other continuous with the lining of the abdomen ; they

were divided together in removing the bowel from the body. The
specimen has not been dissected in any way, and the bowel rests

where it was found.

The chest disease disinclined me to operate, and death from shock

or exhaustion supervened when fa3cal vomiting occurred.

March 2nd, 1886.

15.-4 case of multiple intussusception.

By D*Aect Power, M.B.

BT the kindness of Dr. Emmerson, of Biggleswade, I am enabled

to show this evening a very unusual specimen. It consists

of a piece of intestine in which there are two intussusceptions,

one descending, the other ascending. The first intussusception is

at the usual seat, viz. the ileo-csecal valve. It measures rather

more than two inches in length. The small intestine has passed

into the colon, dragging with it the caput coli and a portion of the

vermiform appendix. On laying open the large intestine over the

tumour thus formed the ensheathed portion is seen to be deeply

congested, the terminal part being almost gangrenous. A slight

amount of recently effused lymph has glued the small intestine to

the inner wall of the colon.

In the large intestine, three inches above the end of the intus-

susception just described, is a second invagination. It is smaller

than the former one, as it measures little more than an inch in

length. In this case, however, the proximal portion of the colon

ensheaths the distal or rectal end. On laying open the tumour the

intussuscepted portion is found not to be gangrenous. In both

cases, however, recently-effused lymph has glued together the con-

tiguous walls of the gut. Both intussusceptions, therefore, must

have existed before death. In the intestinal wall I do not find any

evidence of polypus or other complication to account for the second

intussusception.
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The history of the case is shortly as follows, and for it I must
thank Dr. Emmerson, who kindly sent me his clinical notes. The
patient, a boy aged five months, was so suddenly attacked that he

was supposed to have had a **fit." When he was seen, shortly

after this seizure, Dr. Emmerson found him suffering from sickness

and diarrhoea. On the following day the motions were slime stained

with blood, but no tumour could be felt through the abdominal

walls, though it was suspected that he was sufferiDg from an intus-

susception. On the third day, however, as a tumour could be de-

tected per rectum, injections of milk and water, and subsequently

of air, were given ineffectually. The operation of laparotomy was

declined by the parents, and the child died on the fifth day.

The pathological interest of this case is very great. There are

two intussusceptions, the one situated at the ileo-csecal valve, the

common position, and the other in the transverse colon. The pre-

sence of recently effused, and as yet hardly organised lymph, is a

positive proof that both these intussusceptions occurred during

life. The second or more distal invagination is, moreover, an

example of the ascending intussusception—a form so rare that

until recently its very existence has been denied, and even now
the ordinary text-books on surgery hardly mention it. Two similar

cases, at least, have been reported, one by Mr. Peregrine from the

Victoria Hospital for Children,^ and a second by Dr. Handfield

Jones and Mr. Herbert Page.^ In both these cases the second in-

tussusception was the reverse of the ordinary form. As regards

the retrograde or ascending variety of intussusception, Duchaussoy,

out of a total of 137 cases which he collected, found sixteen, all

being complicated, whilst Haven met with three instances in fifty-

nine cases.

The clinical importance of the case appears to be on a par with

that of double hernise ; that is to say, although they are rare, the

possibility of their existence ought to be borne in mind. If lapa-

rotomy be performed for the relief of intussusception it is as well,

before closing the abdomen, to make quite sure that a second in-

vagination is not present. Such a warning might appear super-

fluous, but I have recently heard of at least two cases in which,

after operation, the patient died in consequence of the existence of

a second intussusception, and I have other reasons for supposing

1 • Lancet,' vol. i (1873), p. 709.

2 * Medico-Chir. Trans.,' voL Ixi, p. 301.

16
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that they are not so rare as migM be assumed from the scarcity of

recorded instances. Febrimry 16th, 1886.

16. Multiple hcemorrhagic nodules in wall of jejunum ; septi-

ccemia . ( Card specimen
.

)

By F. Charlewood Turner, M.D.

PART of the small intestine from a female aged 40, who died from

suppurative phlebitis after delivery.

There are numerous nodular haemorrhagic extravasations, of the

size of hemp seed and less, upon ramuscules of the mesenteric

artery in the upper part of the jejunum, which form projections

on the mucous surface. They are most numerous towards the

duodenum.

There was thrombosis, with central softening, of the right iliac

and femoral veins, with much thickening of the vessels extending

to the inferior vena cava, on the walls of which were isolated areas

covered with a rough layer of adherent fibrin. Sections from the

vena cava and from the femoral vein show clusters of micrococci

in some of the small vessels of the outer coat. These are seen

in a section from the vena cava shown under the microscope.

Therewas an abscess beneath the femoral vessels in the upper part

of Scarpa's triangle, extending upwards under Po apart' s ligament, and

backwards to the capsule of the hip-joint. There was suppuration

also in the ham. There was lymph on the lower parts of the right

lung, and over the upper part of the left inferior lobe, which was

of firmer consistence. There were no nodular consohdations or

abscesses. The spleen was much enlarged (16| oz.) and contained

a firm yellowish mass of necrosis. The endocardium and the inner

surface of the aorta were stained. There was no valvular lesion.

There was pus in the left knee-joint. The right leg and thigh were

eedematous, but not greatly so. There was thickening of the right

broad ligament, attributable to parametritis.

The patient had been confined three months before her death.

A fortnight after he** confinement she had pain and swelling in her
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right foot with rigors. Effusion subsequently occurred in the

right knee and other joints. The temperature chart in hospital

was of pysemic type with high elevations (105°) accompanied by

rigors. April 6thy 1886.

17. Perforation of vermiform appendix by a calculus ; acute

peritonitis. {Card specimen.)

By Seymour J. Sharkey, M.B.

EGr— , aged 29, was a perfectly healthy woman until November
• 30th, 1885, when she was seized with severe abdominal pain

and the usual symptoms of acute peritonitis. She was then admitted

into St. Thomas's Hospital under the care of Dr. Bristowe, and she

died on December 1st.

Post-mortem examination.—On opening the peritoneum a very

acute purulent peritonitis was seen, the peritoneal cavity containing

about a pint of pus. The acuteness of the inflammatory process

appeared to be most marked in the region of the right iliac fossa.

On closer examination the vermiform appendix was seen lying

adherent to the caecum, ascending colon, and peritoneum. It was
purple in colour and thickened and lymph covered it in places.

On gently breaking down the recent adhesions between the appendix

and peritoneum, a perforation in it was seen, and on the peritoneum

at the point of perforation lay a calculus of dark brown colour

and oval shape. On section it felt soft, but gritty, and it was con-

centrically striated. Another similar but somewhat larger calculus

lay in the upper part of the appendix near its opening into the

caecum. There were very hard scybala in the caecum, but the bowel
in general was healthy. May \StJi, 1886.
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18. Two cases of double intestinal stricture arising in the walls

of the bowel.

By R. E. Carrington, M.D.

THE specimens I bring before the Society this evening appear to

me to be of sufficient interest to place on record, first, because

a search of the * Transactions' has revealed only two cases at all re-

sembhng them, and then only very remotely ; and, secondly, because

of their bearing on the surgical treatment of intestinal stricture.

The first of these cases recorded in the * Transactions ' will be

found in vol. iv, p. 152. The specimen was shown by Dr. Bristowe.

There was one stricture at the upper part of the ileum, and another

very partial one at the lower. There was much ulceration of the

small and large intestines.

The second case was described by Dr. Sharkey in vol. xxxv,

p. 204. This was a case of extensive ulceration, with multiple

strictures of the lower part of the small intestine.

But, as will be seen, both of these instances differed very

markedly from those I am about to narrate. My cases are due to

malignant growth in the intestinal walls. Those I have quoted

were due to the cicatrisation of ulcers.

Case 1.—The patient was a man aged 49, who was admitted into

Guy's Hospital on December 28th, 1885, under the care of Mr.

Bryant.

In August, 1885, he first experienced " griping" abdominal pain,

and had " stoppage of bowels" for two or three days. These sym-

ptoms were relieved by aperient medicine, but the obstruction

recurred from time to time, and for the last two months he had

been obliged to have recourse to purgatives daily. The stools

were alternately soft or consisting of small, hard scybala.

Abdominal pain was a constant feature throughout, and for some

time before admission vomiting frequently occurred. The last

attack occurred a week before he came into the hospital, and he

said the ejected matters resembled his motions.

On admission, the patient was pale and wasted. There was

marked distension of the abdomen, which was tympanitic on per-

cussion. On manipulation there was very obvious gurgling, and
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peristalsis was very readily excited, the coils being chiefly visible in

the left hypochondrium. On rectal examination a mass of

growth could be felt as high up as the finger could reach.

Mr. Bryant proceeded to perform left lumbar colotomy in two

stages. On December 31st the bowel was exposed and stitched to

the abdominal wall, and on January 5th it was opened. A small

nodule of faecal matter came away, but no action of the bowels took

place, and the patient sank and died on January 6th at 3.30 p.m.

The autopsy was made by myself twenty-two hours after death.

The patient was a young-looking man for his age, well built,

muscular, and in good condition.

The cervical, lumbar, and mesenteric glands were healthy.

The respiratory and circulatory systems were healthy.

The kidneys, suprarenal bodies, spleen, bladder, and prostate

were healthy.

The liver was fatty.

The peritoneal cavity contained 5 oz. of dirty-brown fluid,

not at all faecal. There was early peritonitis ; the polish of the

intestine was lost from a slight deposit of lymph, and obvious

" suction lines " were present.

Two strictures were found in the intestine, one in the rectum,

commencing four inches from the anus, and extending upwards for

two inches. The appearance was of well-marked cylindroma, the

diseased part presenting a ragged, ulcerated surface, with thick,

nodular everted edges. The constriction was very tight, for the

little finger could only be passed through it by considerable force.

A second stricture was found at the ileo-csecal orifice, which also

was very tight, for the bowel when opened only measured an inch

and a quarter in diameter. The characters of this growth were

identical with the one below, except that there was very little

ulceration.

The caecum and the first foot of the colon were distended, but

beyond this the bowel was contracted down on hard scybalous

masses. No secondary growths were discovered in any part of the

body.

The second case was a complicated one, but presented the feature

of a double annular stricture, situated on the walls of the bowel.

The patient was a woman aged 61, who was admitted into G-uy's

Hospital on October 15th, 1885.
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The family history was good, and no account of cancer could be

obtained. Her illness had commenced ten months before with

shooting pain in the abdomen, and this symptom continued

throughout, and became much worse during the last four months.

Jaundice first appeared on September 28th, and on admission

she was deeply coloured.

On October 10th and 11th there was considerable vomiting, but

this passed off; still, however, she suffered much from nausea.

She had had much constipation throughout. After the onset of the

jaundice the faeces became clay coloured.

On admission, she was carefully and thoroughly examined, and

no cause of the jaundice could be discovered. The respiratory

system was normal.

The liver dulness extended in the mammary line from the fifth

rib to the margin, and the spleen corresponded to the ninth, tenth,

and eleventh ribs.

The cardiac beat was in its normal position. There was a systolic

apex bruit.

A hard nodule was discovered at the umbilicus, which seemed

bound down to the subjacent structures.

The urine contained bile-pigment, and a trace of albumen.

Nothing could be made out by rectal examination. She suffered

much from abdominal pain and flatus ; the former symptom appeared

to bear no reference to food. The patient was wasted and looked

careworn.

On November 17th it was noted that she was gradually losing

flesh. The urine still contained bile, and about one twentieth part

of albumen.

On December 11th and 13th the bowels acted freely. The faeces

were well formed, but still clay coloured.

Abdominal pain was a constant feature throughout ; at some

times it was worse than at others. On the 18th she described it

" as though a rope were tied round her waist."

25th.—The pain became much intensified, and very acute ab-

dominal tenderness supervened. Her evacuations were passed

under her.

26th.—She died quite quietly.

The autopsy was made by myself forty-nine hours after death.

The body was extremely emaciated and deeply jaundiced. There

was no anasarca.
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The cervical, mesenteric, and lumbar glands were quite healthy.

The larjmx, trachea, bronchi, lungs, pleura, heart, and vessels

were healthy.

On opening the abdomen faecal extravasation and acute peritonitis

were discovered. It was found that the bowel had given way just

above the uppermost of two strictures. These were respectively

situated three feet above and one foot below the caecum. These

strictures were quite narrow and annular, about a quarter of an

inch wide and had the appearance on section of a semi-transparent

triangular band, with the base on the surface. There was scarcely

any lumen to the bowel at the site of the upper one, and the lower

constriction was certainly not more than half an inch in diameter,

The liver weighed 32 oz. A hard nodule, of the size of a walnut,

was found surrounding and completely occluding the common bile-

duct close to its junction with the cystic ; and this nodule had
infected the liver to a slight degree by direct continuity. There

were one or two secondary nodules in the liver, and much puckering

and thickening about the portal fissure.

The gall-bladder contained two faceted calculi, and was full of

slightly stained mucus.

The kidneys and suprarenal bodies were quite healthy. The
ovaries contained one or two secondary nodules, the largest being

of the size of a pea.

Microscopically, all the coats of the bowel at the seat of stricture

were seen to be densely infiltrated with small round nucleated cells.

These were not lodged in alveoli. The secondary growths in the

liver presented an identical structure ; therefore it seems clear that

the strictures were of a sarcomatous nature. May 4ith, 1886.
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19. Stricture of ileum due to inflammatory thickening and con-

traction ofperitoneum.

By George Gulliver, M.A., M.B.

THIS specimen is one of stricture of the ileum situated about an

incli above the ileo-csecal valve. The constricted part has a

regular circular aperture, which would scarcely admit the passage

of a pencil. The ileum above the stricture is dilated, and imme-

diately above the constriction it has the appearance of forming a

short csecal pouch projecting backwards towards the caecum. This,

however, though it acted as a diverticulum, is in reality part of an

S bend of intestine due to its being bound down at the point of

constriction. The walls of the intestine above the stricture are

thickened, the mucous membrane is discoloured, and its epithelium

seems in parts to be thickened and in parts excoriated. In fact the

appearances are those of chronic enteritis, due, as will be seen, to

constant irritation. The constriction is due to a fibrous band in-

volving this part of intestine and passing down to the caecum.

Below the stricture the ileum gradually widens out, and the valve

is normal. The mucous membrane of the ileum below the con-

striction and the coats of the caecum are normal. There is in the

angle between the caecum and ileum a gland showing simple hyper-

trophy.

The second jar contains about the half of a collection of

matter, which, together with a little thin faecal matter, was found

in the ileum above the stricture. It consists of grape-stones,

cherry-stones, apple-pips and other pieces of indigestible matter

which had evidently been for a long time accumulating there, being

unable to pass the stricture, and so giving rise to the enteritis. No
doubt the glandular enlargement was caused by this. The caecum

and large intestine contained normal faeces.

The clinical features of the case are briefly these. The patient

was a boy aged 10, who was in hospital under my care from August

18th to September 17th, when he died.

On admission, he complained of excessive pain in the abdomen,

especially the lower part, nausea, and emaciation. These symptoms

had been getting worse for a period of six weeks, but there was a

history of onset of al^dominal pain, during an attack of " supposed
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chicken-pox," a year before his admission, from which pain he had

never been entirely free since. Beyond the fact that he had great

pain and excessive tenderness of the abdomen and that he was

emaciated, nothing was detected to throw light on the case. It was

looked upon as one of chronic peritonitis, though it was rather

against that view that there was no distension, but on the contrary

hollowing of the abdomen. The emaciation and pain increased,

and towards the end there was vomiting and a good deal of diar-

rhoea, but never at any time symptoms of obstruction of bowel.

The temperature was at times slightly elevated.

At the post-mortem examination, the omentum was found to be

adherent to the peritoneum in the region of the caecum, and the

peritoneum over about the lowest foot of the ileum was darkened.

There were some few flakes of recent lymph over the intestines in

the neighbourhood. Beyond the condition which has been already

described, it may be mentioned that the other organs were healthy,

except for the presence of a few scattered tubercles in the liver and

spleen, and some haemorrhage beneath the capsule and into the

substance of the right suprarenal. In connection with this it is

interesting to note that on microscopical examination there were

found some small caseous masses in this suprarenal, calling to mind
some observations made by Dr. Greenhow many years ago at this

Society. December Ist^ 1885.

20. Acute intestinal obstruction due to a band, {Card

specimen.)

Bj H. Handfoed, M.D., Nottingham.

HGr. S—, a man aged 26, had some abdominal affection a year

• ago. Present attack came on quite suddenly at 3 a.m. on

December 7th, with violent pain in the bowels, which were moved
at this time. Pain in bowels and frequent vomiting continued till

admission into Nottingham General Hospital on December 10th
;

bowels had not been moved since the 7th. Copious motion followed

simple enema. On December 11th, enema repeated ; no motion.

Vomiting continued. Question of abdominal section discussed in
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consultation but rejected by majority. Death on December 13tli.

Duration of illness seven days. Urine 26 oz. during first twelve

hours after admission ; 60 oz. in twenty-four hours, December 10th,

to December 11th.

Necropsy
J
nineteen hours post mortem.—Small intestine distended

to a diameter of two to three inches. In right iliac fossa a loop

was found through which four coils of small intestine, with their

mesentery, had passed. The ileum, about three inches above the

valve, was tightly nipped and ulcerated ; the other three coils were

not so much injured. The loop was formed by a narrow band, one

extremity of which arose from the connective tissue in the iliac

fossa and the other was adherent to a piece of small intestine,

opposite the attachment of the mesentery. No evidence of previous

enteric fever. March 16th, 1886.

21. Abnormality of the colon.

By C. B. LocKwooD.

THE following abnormality of the colon was found in an anen-

cephalic monster, and since it represents a well-recognised

variation does not demand a long description. The caput caeci,

instead of completing its tour round the abdomen, was adherent to

the under surface of the liver by a strong adhesion. The right

colon was therefore absent and a common mesentery supported

both large and small intestines. In other instances of this abnor-

mality the right testis has usually been retained within the abdomen,

suggesting that the transition of this gland might influence the move-

ments of the colon (see a paper by author in ' Brit. Med. Jour.,' '* Ab-

normalities of Caecum and Colon, with Reference to Development,"

1882.) However, in this case, the gland was situated at the bottom

of the scrotum. The examination of many foetuses leads to the

conviction that the transition of the testicle is attended by corre-

sponding movements in the peritoneum which lines the back of the

abdomen. Although the specimen in question seems to contradict

this belief it is not improbable that the discrepancy may be ex-

plained in the following way. Until the caecum reaches almost the
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crest of the ileum the mesentery which is common to it and the

small intestines does not descend towards the iliac fossa, but simply

performs a movement of rotation. The axis upon which this

occurs is the attachment of the mesentery to the spine. As

soon as the caecum has descended almost as far as the crest

of the ileum, it then comes within range, so to speak, of the

peritoneal movement accompanying the migration of the testis.

Evidently in the case under consideration, the adhesion to the liver

occurred so early in intra-uterine life that the caecum and the

mesentery never got near enough the testicle to allow of that gland

exerting any influence. In other words, it may be said that the

transition of the testicle merely affects the final stages of the

descent of the caecum. The adhesion of the caecum to the liver

seems to have been due to intra-uterine peritonitis, a disease to

which anencephalic monsters seem particularly liable.

April 20th, 1886.

22. Cyli?idrical slough of mucous membrane of rectum. {Card

specimen.)

By N. Davies-Colley.

THIS specimen consists of a cylinder of mucous membrane about

three inches long by two inches in diameter, passed per anuni

by a man aged 37, under the following circumstances.

On 19th May, 1877, he had a plastic operation performed upon
his face by Mr. Davies-Colley, in Guy's Hospital, for an old gunshot

injury. After recovering from the chloroform he suffered excessive

pain, and a large dose of morphia (half a grain) was subcutaneously

injected. After this he went to sleep. In two hours he awoke and

asked for brandy. Shortly afterwards he was found to be insensible,

and his pupils were noticed to be contracted. Among the various

remedies employed to arouse him was an enema containing some

ammonia mixture and liquor ammoniee. He recovered from the

effects of the morphia in eight hours, and then complained of severe

pain in the rectum. Much inflammation and discharge followed,

and the slough exhibited was passed sixteen days after the opera-
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tion. A very severe stricture resulted, and five montlis afterwards

a No. 8 catheter could be introduced only two and a half inches into

the rectum. Colotomy was advised, as all efforts to pass bougies

failed. He declined, however, to undergo another operation, and

went home to a distant part of the country. Subsequently, without

any further treatment, his condition underwent much improvement,

and he wrote, eight years afterwards, on November 12th, 1885 :
" I

do not suffer from constipation, and my bowels are moved regularly

in a solid state, generally about half an inch in thickness. I do not

pass any mucus, but once or twice a month I do pass a quantity of

blood after a motion, but I think it comes from internal piles. I

may state that I walk four miles every morning before breakfast,

and I at all times enjoy my meals. I have no pain in passing my
motions." November Srd, 1885.

23. Pedunculated dermoid tumour from the sigmoid^exure.

By H. H. Glutton, for Dr. Floyer.

THIS specimen was removed from a girl between 8 and 9 years of

age under the following circumstances

:

On October 9th, 1884, she was taken suddenly ill with pain,

rigors, high temperature, and diarrhoea; and on November 1st,

three weeks from the commencement of her illness, a large quantity

of very offensive matter and blood was evacuated per anum, appa-

rently from the bursting of an abscess. On November 9th, i. e. in

another week, a tress of hair, of considerable size, was removed

from the anus.

I would beg to lay some emphasis on these dates and the sym-

ptoms that were noticed on each occasion, because in the examina-

tion of the tumour there will be some evidence to show that there

has been an abscess in the tumour itseK, and that the hair came

from the surface of the growth. The acute symptoms subsided in

about four or five weeks from the commencement of the attack, but

she still continued to suffer from very distressing symptoms of

tenesmus, which had been a source of great pain and discomfort

throughout her illness. These symptoms of straining and tenesmus
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never left her, and became mucli aggravated during Easter, 1885,

on account of the chronic constipation which then ensued. About

this time also it was first noticed that something protruded from

the anus during the attacks of tenesmus which always accompanied

the evacuation of the bowels. This body was looked upon as a pro-

lapse of the mucous membrane of the rectum, and was returned as

often as it appeared. During August of the same year her mother

brought her to town, and placed her under the care of Dr. Floyer,

who, whilst treating the case for chronic constipation, found, on

examination of the abdomen, a swelling in the left iliac region,

which appeared to be connected with the sigmoid flexure. Shortly

after this, in examining the rectum. Dr. Floyer thought he felt a

polypus attached by a double pedicle to the mucous membrane, at

a considerable distance from the anus. I was then asked to see the

case, and found the condition as described by Dr. Floyer. Chloro-

form was given, and when the child was fully under its influence

the tumour was pulled down for examination, and seen to be covered

with fine hairs. The point, however, of most importance at that

moment was the fact that, as the polypus was pulled down towards

the anus, the swelling in the left iliac fossa disappeared, and that

when pushed back again the same hard lump could be felt in the

position of the sigmoid flexure. By pressure in the groin, or when
the child strained in efforts to vomit, the tumour was again detected

in the rectum, so that one felt pretty confident that the polypus

was really attached to the mucous membrane in the sigmoid flexure,

or at its junction with the rectum, and that by constant straining

the mucous membrane had become stretched, and allowed the

tumour to descend as far as the anus ; but, without exercising more
traction than was thought desirable, the polypus could not be made
to project beyond the anus, although it could be seen. The only

difiiculty in removing the growth consisted in passing a silk ligature

round each pedicle, and tying it tightly so far from the surface.

This, however, was eventually accomplished, and the pedicles divided

with a pair of scissors. The subsequent course of this interesting

case it is unnecessary to record, except to say that the tenesmus
entirely disappeared, and that on examining the abdomen and
rectum on October 26th a swelling, although very much smaller

than before the operation, could still be felt in the iliac fossa, which,
by a simultaneous rectal examination, was thought to be the remains

of the two pedicles. From their extremely hard and fibrous cha-
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racter, and the impossibility of reaching their exact points of

attachment in applying the ligature, this does not seem to ns an

improbable explanation of the fact that there is still a small lump

to be felt in the position of the sigmoid flexure.

The polypus, immediately after removal, weighed an ounce and a

quarter, and measured about three inches in its longest diameter,

but it has shrunk considerably since its immersion in spirit. The

tumour will be seen on examination to possess a cutaneous envelope

covered with fine short hairs, and when quite fresh the skin appeared

to be much larger than was necessary to enclose its contents, and

freely moveable on the parts beneath. It resembled a child's

scrotum very much in appearance, and in the redundancy of the

enveloping skin it was also not unlike the ordinary pedunculated

fibroma on the surface of the body.

The specimen is suspended by its two pedicles, which are both

stout, fibrous cords. In their immediate vicinity the skin is quite

bald, smooth, and glazed, as if from recent inflammation. This

was much more evident before immersion in spirit, as it was then

red and fixed to the deeper tissues—a condition which was in

striking contrast to the rest of the surface of the tumour. Through

the centre of this part may be seen an opening, into which a bristle

has been inserted. In our opinion this was the seat of the abscess

whose history has been briefly described.

The tumour has been divided in the -middle, and can be seen to

contain in its centre a small portion of bone. The rest of the

growth is composed chiefly of fat and fibrous tissue. In another

bottle the hair, which came away spontaneously, has been arranged.

This was in the form of two or three tresses, from nine to ten inches

in length.

Mr. H. C. Bristowe has kindly prepared microscopical sections

from different parts of the tumour which confinn the general

statements that have been already made as to its composition.

The most interesting part of this investigation was the examina-

tion of the tissue around the pedicle where the hair was thought

to have been originally attached. There was no sign of recent

inflammation in the deeper parts, but the surface which had been
previously described as smooth and glazed bore a very striking

contrast to the rest of the cutaneous covering. The latter had the

appearance of normal skin, whereas the smooth part was devoid of

papillsD and had only a thin layer of epithelium over its surface.
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In fact it looked like a cicatrised ulcer of the skin such as might be

seen on any part of the surface of the body.

A very similar case has been reported to this Society by Dr.

Port and will be found described in vol. xxxi of the * Transactions,'

p. 307. A drawing is there given which shows that the skin was

covered with fine short hairs, and that close to the pedicles was

attached a long tress of hair of the same kind that was found in

this case. We imagine that the hair in our specimen was growing

from the same spot but was detached by inflammation, for in

exactly the same place the surface has the appearance both to the

naked eye and to the microscope of being a cicatrised ulcer. In

many other particulars also Dr. Port's case corresponds pretty

accurately with our specimen. It was of about the same size, had

the same kind of cutaneous covering, was composed chiefly of fat

with a little fibrous tissue and bone and had the same kind of

pedicle except that the second process of attachment appears in

the drawing to have been subdivided. The only point in which it

materially differed was in the question as to the part of bowel

from which it was growing. In Dr. Port's case the tumour seems

to have been attached to the rectum at about two and a half

inches from the external sphincter, whereas in the specimen shown

this evening we have already given our reason for thinking that

the growth was fixed to the lower part of the sigmoid flexure.

March 2nd, 1886.

24. Fibrous stricture of the rectum.

By Harrison Cripps.

JW—, aged 32, was quite well till six years ago, when she gave

• birth to a stillborn child at the eight month. This was fol-

lowed by intense pain in the lower part of the belly, and other

symptoms of pelvic cellulitis. A month later she had a discharge

of blood and pus from the rectum. This continued rather pro-

fusely for some weeks. Soon after this she noticed a slight difii-
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culty in passing her motions, and she also had a slight discharge

from the bowel. Her trouble gradually increased until a year ago,

since which time she has been getting much worse.

On admission to the hospital she was anaemic and weak, with con-

siderable oedema of the lower extremities. There was a large

amount of albumen in the urine. She was greatly distressed from

the state of the bowels, and there was a profuse purulent discharge,

while obstinate constipation alternated with attacks of diarrhoea.

On examination by the rectum a tight stricture could be felt com-

mencing three inches from the anus. The extent of the stricture

could not be ascertained. She died a month after admission.

The post-mortem examination showed tubular stricture com-

mencing three inches from the anus, and extending upwards to a

height of six or seven inches. The stricture was produced by a

great thickening and contraction of the muscular coats, the muscu-

lar element of which seemed to have disappeared leaving only a

greatly hj^pertrophied fibrous network. The mucous membrane
within the stricture was destroyed. The upper part of the stric-

ture ended somewhat abruptly, but the mucous membrane was

superficially ulcerated for a distance of from one to two inches

higher, the muscular coat corresponding to this portion being some-

what hypertrophied but not contracted.

At the bottom of Douglas's pouch was a well-marked cicatrix

apparently indicating the site of an old abscess cavity in the fascia

between the peritoneum and the rectum. The rectum opposite

this point appeared to have been dragged upon, and drawn towards

the cicatrix mentioned.

The interest of the specimen exhibited is twofold, first as throw-

ing light on the origin of some cases of rectal stricture, and

secondly, on the relation between annular and tubular strictures.

Eectal stricture is met with far more frequently in women than in

men, indeed in about the proportioD of eight to one. Many autho-

rities consider syphilis to be the cause of the majority of rectal

strictures. With this I do not agree, for whilst allomng that

syphilitic ulceration is occasionally the cause of the disorder I

think its influence has been greatly exaggerated. Syphilis is far

commoner in men than in women, the reverse being the case with

rectal stricture, which is comparatively rarely met with in the

male. The prevalence of stricture in women I think in some

measure is to be explained by the anatomical connections of the
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part with the uterine organs, and its secondary implication from

diseases in connection with child-bearing.

The case just narrated is but an instance of what not uncom-

monly may be noticed, viz. that the symptoms of rectal stricture

were preceded by those of pelvic cellulitis. The fibrous bands

encircling the rectum, especially in the neighbourhood of Douglas's

pouch, are continuous with the pelvic fascia, so should any inflam-

matory mischief lead to contraction of the fascia it sometimes

follows from continuity of the fibres that the rectum is dragged

upon, and an annular stricture produced. In the specimen exhi-

bited the cellulitis following childbirth resulted in an abscess the

cicatrix of which was still visible in the neighbourhood of Douglas's

pouch, and there is little doubt that the contraction of this cicatrix

was the original cause of the annular stricture. There are two

varieties of fibrous stricture, the annular, when but a limited length

of the bowel is involved, and the tubular, when it is more exten-

sively implicated. Clinically the one is curable, while the other is

fatal, and it is therefore of great interest to trace the connection

between the two, for I feel confident that all tubular strictures are

only extensions of what were originally annular contractions. The
following would appear to be the pathlogical sequence of events.

As already narrated, the actual contracting portion of the bowel

is the circular muscular coat, which becomes converted into dense

fibrous tissue, which, subsequently contracting, produces the nar-

rowing. The real question then for consideration is what is the

cause of this fibroid degeneration of the muscular coat ? Two
explanations might be offered, the one that owing to ulceration of

the mucous membrane above the stricture, the muscular coats

become infiltrated with lymph, the product of chronic inflamma-

tion which, subsequently contracting, causes the extension of the

stricture ; the other explanation is that the process is a more
indirect one, and is to be sought in the well-known law that

muscular fibre when subjected to long-continued morbid irri-

tation atrophies, leaving the fibrous tissue element of the muscle

only, which has a tendency to slowly and permanently contract.

That stricture is occasionally produced by this latter means I

have little doubt and have already recorded what appear to be

instances of it. In one case there was a limited superficial ulcera-

tion within the bowel, on touching which with the finger, the

circular muscular fibres in the neighbourhood spasmodically con-

17
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tracted, firmly grasping the finger. In a minute or two, if the finger

was kept quiet, the muscles would completely relax, but would

again be called into reflex action on touching the raw mucous

surface. In this case two years later a tight permanent fibrous

stricture had been produced.

It appears to me that the tendency of the muscular fibres when

unduly irritated to eventually atrophy and contract, affords one ex-

planation as to how annular strictures gradually extend so as to be-

come tubular. It will be seen from the examination of the specimen

shown that the mucous membrane for an inch or more above the

stricture is ulcerated, probably from the irritation of faecal collection.

There does not appear to be any infiltration of the submucous tissue.

Nevertheless, the corresponding muscular coat, especially towards

the lower, that is the older portion of the ulceration, is distinctly

hypertrophied, while just at the upper margin of the existing stric-

ture this thickened coat is undergoing atrophic fibroid contraction,

thus causing the gradual extension of the stricture.

January 19th, 1886.

26. Stricture of rectum ; colotomy.

By W. Bruce Clarke, M.B.

MW—, aged 35, acquired syphiUs about twelve years before

• her admission into St. Bartholomew's Hospital. Very

pale, weak, and cachectic. All round the margins of the anus and

vagina, and extending some distance up both, there was a mass of

cicatricial tissue to be felt during life. The liver dulness extended

down as far as the umbilicus. Urine acid, 1016. Albumen

about ^. She has suffered for several years past from diarrhoea,

and has been for some months unable to retain any motions at all.

August 25th.—After consultation left lumbar colotomy was per-

formed ; the walls of the colon were thickened, and the colon itself

was shrunken in size. But the patient sank three days later.

Post-mortem examination.—All the organs of the body were very

fatty, but there were no gummatous deposits to be found any-

where nor any strictly syphilitic lesion except in the rectum and
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vagina. Tlie rectum from tlie anus upwards was mucli thickened
;

when cut it looked almost like cartilage. The thickening grew

gradually less, and ceased to be visible about the splenic flexure.

There was scarcely any epithelium in the diseased portion of the

intestine.

Microscopic examination of a portion taken about fourteen

inches from the anus :—The epithelial lining is seen to be entirely

absent. The submucous tissue has entirely lost its natural appear-

ance, and is so infiltrated with small round lymph-cells as to look

almost like a section of lymphatic gland. The muscular coat is

seen to be very much thickened, and though the muscles are visible

after careful search, they are much- obscured by the same lymph-

cells, and by dense fibrous network. The outer or peritoneal coat,

or what presumably represents it, is thickened and infiltrated with

the same cells, and in one place an artery is seen in section, with

its walls quite choked with a similar fine-celled infiltration.

The extent and nature of the affection in this specimen clearly

demonstrate the fact that a true tertiary inflammation may attack

the walls of the lower part of the large intestine, sigmoid flexure,

and rectum, and give rise to a localised stricture, where the inflam-

mation is most intense, whilst the absence of epithelium over so

large an area, and the consequent inability of the lower bowel to

absorb the surplus fluids of the faeces, readily accounts for the

prolonged and exhausting diarrhoea from which the patient

suffered. January 19th, 1886.

26. Cancer of the rectum for which excision was performed.

(Card specimen.)

By H. A. Lediard, M.D. (Carlisle).

FROM a female aged 33, who had a fistula in ano as well as a

small rounded lump in the recto-vaginal wall ; the fistula was

divided and a portion of the lump enucleated with the finger and

found to be cancer. The fistula healed, but the rectum became

painful and ulcerated very rapidly. The case was not deemed suit-

able for further operation, but the pain was so severe that excision
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of the rectum was performed ; the patient died in twenty-four

hours of shock.

The part removed measures about three and a half inches in

length and required careful separation from the vagina and peri-

toneum behind the cervix uteri.

An extensive and deep ulceration of the posterior wall of the

rectum is seen, and the walls generally are infiltrated, but an inch

of sound gut is above the disease.

Microscopic examination of the primary growth showed that it

was a columnar epithelioma. March 2nd, 1886.

27. Bladder and rectum six months after Littre^s operation for

imperforate anus.

By C. Mansell Moullin.

THE sigmoid flexure was opened in the left inguinal region within

twenty-four hours of birth, and secured by two deep sutures

passing through the whole thickness of gut and abdominal wall,

and by several superficial ones. The wound healed readily, without

any sign of peritonitis, but almost from the first there was a ten-

dency to prolapse of the mucous membrane belonging to the intes-

tine below the opening. At six months the child was attacked with

measles, and died from exhaustion, the ^^rolaj^se increasing greatly

in size as the child grew weaker, and coming ultimately both from

above and below the opening, so that it assumed a T shape.

Post mortem^ the rectum opened into the prostatic portion of the

urethra by a very narrow channel (faeces had been noticed in the

urine only two or three times) ; the sigmoid flexure below the arti-

ficial opening was immensely dilated and thin Availed. Opposite

the orifice there was considerable hypertrophy, both of the mus-

cular and mucous coats. The kidneys and the bladder were

perfectly healthy. October 20tK 1885.
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fi8. Intestine in lymphadenoma. ( Card specimen,)

By W. B. Hadden, M.D.

THE specimen was taken from a woman aged 19, who suffered

from enlarged glands and spleen, a purpuric eruption, an in-

crease in tlie number of white corpuscles, and pyrexia.

At the post-mortem examination the cervical, bronchial, medias-

tinal, and inguinal glands were large, soft, and pale, and in some
there was old caseation. The spleen weighed 14^ oz., and on the

surface were several large, light pink areas, passing some distance

inwards. The ileum showed many round, raised, livid nodules,

some ulcerated on the surface. On section they were found to be

enlarged follicles into which haemorrhage had taken place. Beyer's

patches were not affected. There was a similar appearance in the

caecum, ascending and transverse colon. There were a few haemor-

rhages on the surface of the body, in the serous membranes, and
in the organs. February 16^A, 1886.

T

29. Intestinal calculus. {Card specimen.)

By E. HuRKY Fenwick.

HIS calculus was extracted from the rectum of a man aged 50,
who had suffered for some years from chronic cystitis, without

enlargement of the prostate or stricture. He complained of con-
stant diarrhoea and frequent desire to evacuate the bowel.
On examination the calculus here shown was felt, and was with-

drawn with some difficulty by means of stout lithotomy forceps.
The rectal symptoms immediately subsided, and the vesical trouble
has since markedly decreased.

The calculus weighs 1^ oz. It is spheroidal in shape, with
slightly flattened poles. Its surface is mammillated, and of a uni-
form brown colour, very similar to a mulberry calculus. The sur-
face, however, is sprinkled with numerous glittering, sharp-edged
crystals of varying sizes and shapes, which are embedded firmly in
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the cortex. The section shows the nucleus to be a plum stone, in

which the kernel and its integuments lie intact.

Concentric laminae of a resinous substance surround the nucleus,

and are traversed by radiating lines, which pass from the centre to

the circumference ; they are of a different colour to the laminae, and

glisten. Th3 surface of the section has taken a brilliant polish.

The calculus is deposited in the museum of the College of

Surgeons.

The interest of the case, apart from the size and formation of

the calculus, rests upon the probability of the cystitis being of a
** sympathetic " character, that is, induced by the continued fret of

the rectal mucous membrane, and the constant tenesmus set up by

the foreign body. May 18th, 1886.

30. Hepatic cells in the blood of the hepatic and portal venules ;

septiccemia after compound fracture of skull. {Card

specimen.)

By F. Charlewood Turner, M.D.

THE specimen exhibited was a microscopical preparation of a

section from the liver of a carman aged 34, who died five

days after a compound fracture of the skull with severe contusion

of brain. The patient was unconscious from the time of the injury,

but not insensitive until the day before his death. He then became

comatose, and the temperature, which had been previously slightly

elevated, rose rapidly. At the autopsy an extensive fracture of the

right temporal and parietal bones was found with blood extrava-

sated between dura mater and bone ; and on the left side of the

brain severe contusion of the temporo-sphenoidal lobe with blood

extravasated over the surface of the hemisphere. And a condition

of septicaemia was indicated by ecchymoses on the liver and kidneys

and staining of the endocardium. Sections of the liver were

made through an ecchymotic area, and in them detached hepatic

cells are to be seen mingled in the blood occupying the lumen of

several hepatic and portal venules. Extravasation of blood with

stainiug of the tissue are seen round several small vessels, and at
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the border of the section at one point is a fragment of a larger

extravasation adhering to the liver-tissue, in which detached hepatic

cells are seen mingled with the blood-corpuscles, as in the vessels.

At this point there is a depression in the border of the section,

and contiguous to the coagulum is a portion of the wall of a vessel,

from which it may be inferred that the clot is a portion of a peri-

vascular extravasation, and that the liver- cells may have got into

the vessels by reflux from such extravasation from portal and

hepatic vessels,—extravasation dependent upon septic contamina-

tion of the blood, and reflux probably aided by defective coagula-

bility due to the same cause.

A similar mingling of detached hepatic cells and fragments of

liver-tissue with the blood of the portal venules was shown in a

section from a cirrhosed liver in the session before last, and figured

in vol. XXXV of the * Transactions ' (Plate IX, figs. 2 and 3, see

page 222). I have also sections from another cirrhosed liver,

showing liver-cells in the blood of some of the smaller vessels of

the liver, but to a much less extent than in either of the above

instances. In this last case the patient died with acute peritonitis,

and there may have been lesions of small vessels from septic con-

tamination of the blood as in the case above described. In the

other specimen of cirrhotic liver there is no record preserved.

And although the section shows that there had been slight lacera-

tion of liver-tissue shortly before death, which may have been

perivascular, there is nothing to prove that this was the case.

March 2nd, 1886.

31. Case of a liver constricted by a band, one half being cir-

rhotic, the other half being fatty and, in a post-mortem,

spongy condition.

By W. Hale White, M.D.

THE patient, a man aged 38, was in Guy's Hospital under my
care for albuminuria due to large white kidneys. He gradually

got worse and died. It was not suspected during life that there

was any abnormality connected with the liver.
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At the post-mortem examination the remarkable feature of the

case was that there was, on the upper surface of the liver, a deep

fissure which began behind at the attachment of the posterior part

of the suspensory ligament, and ran along the upper surface of the

organ at the attachment of that ligament for about two thirds of

its extent, then it bent off to the right and terminated at the

anterior border of the liver, about two and a half inches to the

right of the anterior extremity of the suspensory ligament. This

constriction was not evident on the under surface of the liver. All

that part of the organ to the right of the constriction was soft and

typically fatty, all that to the left was firm, fibrous, cirrhotic,

although not hobnail. Examination by the microscope confirmed

this, for whilst the left hand part showed many bands of fibrous

tissue cutting the liver up into islets, as is so frequently seen in

cirrhosis, the right hand part showed no excess of fibrous tissue

whatever. The cirrhotic part was fatty, it is true, but not more so

than the cirrhosis would explain ; the excess of fat in the right

hand part was well seen in slides which had been stained with

osmic acid. In neither part was there anything noteworthy in the

disposition of the fat ; it occupied the usual position, and consisted

of oily drops distending the hepatic cells. After the specimen

had been kept a few days it passed into the condition in which it is

seen this evening,—the fatty part became sponge-like from decom-

position, the cirrhotic part remained unaffected. The few open

hepatic veins seen in section of the cirrhotic portion must not be

mistaken for the sponge-like holes of the fatty part. This spongy

condition was in no way unusual ; it was most marked in the centre

of the liver ; the cavities, which were for the most part the size of a

split pea, ran one into another and were full of gas. Microscopical

sections showed that the holes were duo to decomposition, for they

were mere irregular cavities in the substance of the liver, the sur-

rounding cells being granular and breaking up. In fact the appear-

ance exactly tallied with that described by Dr. Savage and myself

in the last volume but one of the Pathological Society's ' Transac-

tions.' Now as to the cause of these phenomena. The constricting

band may have been congenital, or it may have been due to disease,

or it may have been caused by tight lacing. I have no experience of

such congenital constrictions, never having met with one ; the usual

teaching is that such bands are due to tight lacing, and certainly

that accords with the usual experience. Against that view is the
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fact that the patient was a man, and the constriction was not trans-

verse, but I should hardly look upon either of these distinctions

as conclusive. Men often wear belts ; although in this case it is

true we have no history of any such habit. With regard to the

unusual position, this is, I think, hardly sufficient proof that the

constriction was not due to the wearing of a belt. But the

chief interest of the specimen lies not so much in the position

of the constriction as in the marked difference between the

two parts of the liver, the right being fatty, the left cirrhotic,

the former having undergone transformation into the sponge-like

condition of post-mortem decomposition, the latter remaining

unaffected. No one will doubt but that the post-mortem change

was due to fatty condition of the affected part, for fatty organs

are much* more liable to undergo post-mortem changes than cir-

rhotic ones.

The constriction, whatever be its cause, must undoubtedly have

been the origin of the difference between the pieces of liver either

side of it ; but, it may be asked, was it the cause of fatty change,

or the cirrhotic, or both ? It is almost certain that the constriction

was the cause of the cirrhosis, for not only is this what might have

a priori been expected, but the small piece of the right lobe which

was separated from the main part of the lobe by a deep constriction

was most markedly cirrhotic. Now, the circulation in this little piece

must have been greatly impaired by the constriction, so that we are

justified in assuming that this impairment was the cause of the

cirrhosis. If it caused the cirrhosis in the small piece of right

lobe we may conclude that the constriction right across the liver

was the cause of the cirrhosis of the left lobe. Therefore, although

the constriction was in the middle of the upper surface, it con-

stricted the vessels going to the left lobe and not those going to

the right. This is borne out by the anatomy of th^ parts, because

it will be remembered that hepatic vessels are to the right of the

longitudinal fissure and that therefore a constriction at the sus-

pensory ligament would constrict those going to the left lobe. I

have placed the case on record because of the rarity of detecting

any difference between the pieces of liver into which a constricting

band may divide that organ. November 17th, 1885.
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32. Hcemorrhage into Uver-suhstance ; ? internal rupture

{contusion). [Card specimen,)

By J. F. GooDHART, M.D., for J. W. Targett.

MALE aged 31, fell from scaffold a distance of fourteen feet.

Admitted with fractured ribs on right side and extensive

emphysema. Death from acute pleurisy four and a half days

after admission.

Autopsy twelve hours after death. — Comminuted fracture of

ribs, 3—8. A large wound of lower lobe of right lung. Acute

pleurisy. The surface of liver was quite normal. No evidence of

bruising or injury anywhere. On section, there were ^irregular

haemorrhages in liver-substance, some of them two inches in

length. The hepatic tissue seems to have been wedged apart by

the effusion of blood, which tailed off in various directions. Many

of the haemorrhages had occurred just outside a branch of the

hepatic vein, apparently from rupture of one of its radicles. The

haemorrhages were very numerous, and nearly all were situated in

the central portion of the liver. The clots were quite black in the

majority of cases, and so effectually sealed up the ruptures that it

was difficult to imagine that the liver-substance had really been

torn. In some places the haemorrhages were mixed with bile.

Rapidly advancing jpost-mortem changes in spleen and stomach.

Other viscera healthy. April 20thj 1886.

33. Simple cyst of liver. (Card specimen.)

By W. B. Hadden, M.D.

THE cyst was situated on the surface of the right lobe of the

liver near the anterior border. Its outline was globular, its

diameter being one inch. On section a clear watery fluid escaped.

The cyst wall was thin, and ramifying vessels could be seen

through it. There were no other cysts in the liver, and none in

the kidneys.

Taken from a man aged 39, who died of pleurisy and bronchitis.

March I6th, 1886.
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34. Abscess of the liver^
probably of pycRmic origin, secondary

to suppuration of Fallopian tubes, consequent {9) upon

gonorrhoea.

By H. Handford, M.D.

SS— , aged 25, single, a lace-worker, but of irregular habits, was

• admitted into the Nottingham G-eneral Hospital under my
care on January 20th, 1886, complaining of feverishness, cough, and

diarrhoea.

She had always been delicate, had winter cough for years, and

acute rheumatism eleven years ago. Her mother died of phthisis.

Patient's illness began three weeks before admission with general

feeHng of malaise. A week later she had a severe rigor. The

bowels were at first costive, but after taking an aperient diarrhoea

set in, which continued till admission. She suffered from nausea,

frontal headache, and vomiting for the first week. There was no

pain in the bowels. The motions were liquid, light broAvn in

colour, and did not contain any blood. There was a mitral systolic

murmur, which was considered to be " haemic." There were sub-

crepitant rales over the whole of the right chest in front, and a patch

of consolidation with tubular breathing at the outer part of the

left apex. Tenderness on percussion was noticed at the right base

posteriorly, with impairment of the percussion note, deficiency of

the respiratory murmur, and a few rhonchi. She was very deli-

rious at night during the first week of her illness, but not since her

admission.

Her temperature varied between 102° and 103° F. She sweated

profusely at night. Tongue moist, red in the centre and at the

margins, but with a broad line of white fur on either side. She

suffered much from thirst and had a troublesome "hacking"

cough, but brought up no sputum.

The diarrhoea was readily controlled by opium enemata. The

evening temperature reached 104"2° on January 25th, and on the

27th went up to 106° ; and after varying between 100° and 104°

reached 106° again on February 5th. Later, the temperature became
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hectic, averaging 98° in the morning and 101° to 102° in the even-

ing. During the thirty-nine days she was in the hospital she had

three rigors.

For a short time after her admission the high temperature was

readily and repeatedly reduced by 5ss doses of antipyrin, with some

temporary increase of comfort to the patient ; but the temperature

rose again next evening, and the course of the disease was unin-

fluenced. This treatment was adopted before tenderness in the

hepatic region had drawn attention to the liver as the seat

of disease, and when the diagnosis was necessarily somewhat

obscure.

The urine was dark coloured and concentrated, and did not

contain albumin.

Pulse was 104 per minute, and very soft ; respiration 24.

On January 26th cough easier ; tongue moist, and quite clean.

Complained for the first time of pain in the abdomen, and tender-

ness on pressure just to the right of the umbilicus. Next day she

had great tenderness all over the region of the liver, which was

found to be much enlarged, extending from the upper border of

the fifth rib downwards in the nipple line for eight and a half

inches. The lower margin was not easily felt, on account of the

great tenderness and the rigidity of the abdominal walls. Neither

on this nor any subsequent occasion could fluctuation be detected.

The cough, which was still troublesome, caused great pain in the

right hypochondrium. During the previous week she vomited

some bile-stained mucus several times. There was never the

slightest jaundice.

28th.—She had another rigor, followed by an attack of diarrhoea.

The chest behind, on the right side, was resonant as far as the ninth

rib. The upper limit of the liver was the fifth rib in front, the

sixth in the axillary line, and the ninth behind. There was marked

tenderness on pressure, which was strictly limited to the region of

the liver. The intercostal spaces on the right were wider and more

prominent than on the left, but there was very little tenderness on

percussion over the ribs.

Suppuration in the liver had been diagnosed on the previous day,

and I was anxious to make an exploration with an aspirating

needle, but the patient would not consent.

February 5th.—The patient, whose average temperature was

lower, but whose general condition was worse rather than better,
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consented to have any necessary operation done, and my surgical

colleague, Mr. Wright, introduced the needle of an aspirator, to a

depth of between two and three inches, over the left lobe of the liver

below the costal margin. Nothing but a little blood was obtained.

I regret that a third puncture was not made in the eighth intercostal

space in the mid-axillary line ; but both surgeon, patient, and myself

were somewhat discouraged by not finding pus. The spots chosen

were largely determined by the severe localised pain there—an en-

tirely fallacious guide : for, as shown at the necropsy, the pain

was probably due to the involvement of the peritoneum, as evi-

denced by localised perihepatitis, and not in any way to the sup-

puration of the hepatic tissue. The patient was unwilling to submit

to any further '* exploration," gradually became weaker, and died

February 28th.

The tongue was remarkably clean during most of the illness, and
the patient took fluid food well, and during the last three weeks
asked for and was able to digest fish. A dry hacking cough was
a marked feature of the case, and was, I think, in large part reflex

from irritation of the hepatic filaments of the pneumogastric.

Necropsy hventy-three hours post mortem.—Limbs quite flaccid

;

no rigor mortis. On opening the abdomen the liver was seen to be

very greatly enlarged. There was no general peritonitis. Both
lobes of the liver were firmly attached to the diaphragm and abdo-

minal walls by numerous adhesions, which were especially firm at

the site of the needle punctures. These, though failing to reach the

abscess, had caused no irritation, the adhesions probably existing

before, as shown by the presence of pain during life before the punc-

tures, and by the fact that there were numerous adhesions quite

distant from the needle punctures. The liver was removed entire,

and weighed 10 lbs. 6 oz. There was a large abscess in the upper
convex part of the right lobe, containing pus with a large amount
of soft, cheesy material, that would not have passed through a
cannula. The abscess cavity was loculated. Some of the loculi

communicated with one another, but not all. Beyond the large

cavities the liver-substance for some distance was occupied by in-

numerable small semi-confluent abscesses. A section of this tissue

resembled a coarse sponge or a honeycomb filled with pus. There
was an abscess the size of a walnut on the under surface of the left

lobe and a few small abscesses the size of peas scattered about the

rest of the liver. There was no sign of a hydatid origin. The
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spleen, large and soft, weighed 13 oz. Botli kidneys were greatly

enlarged and flabby, and tbe capsules stripped off unusually easily,

as if partially separated by a layer of fluid. On section, the right

kidney was seen to be very vascular, but there was no other naked-

eye change. There were no abscesses. Weight, right 10^ oz., left

9 oz. The left kidney had a somewhat granular surface, and there

were a few simple cysts in the cortex. Heart : weight 8| oz. ; no

valvular disease ; about ^ oz. fluid in pericardium. Lungs : right,

weight 14i oz. ; lower lobe collapsed and carnified ; not adherent to

diaphragm ; no sign of previous pneumonia ; no secondary abscesses.

Left, weight 16|- oz., much congested ; one or two softening caseous

(tubercular) masses scattered about, and a few calcified nodules.

Bronchial glands much enlarged, caseous, and in process of be-

coming calcified. Pancreas very large ;
weight 4 oz. The whole

length of small and large intestine was washed, opened, and care-

fully examined. There was an undue degree of vascularity, and

the coats appeared rather thin, but there was not the shghtest

appearance of ulceration, old or recent. The Peyerian patches

seemed normal. There was no meningitis, but a few abscesses,

varying in size up to that of a large pea, were found scattered

through the brain, which had been hardened in alcohol before

sections were cut. The abscesses were chiefly in the white matter,

but two were found in the caudate nuclei, one on either side ; that

on the right nucleus adjoined, but did not involve the anterior part

of the internal capsule. No brain symptoms and no paralysis were

observed during life.

There was no hymen ; the osteum vaginae was patent ; vagina

capacious ; cervix moderately small ; os circular, and occupied by

a plug of mucus. Both Fallopian tubes were adherent to the

ovaries and much dilated, containing about three drachms of curdy

purulent fluid. A coil of small intestine was attached to the fundus

uteri by a band, and the sigmoid flexure of the colon was fixed at

the brim of the pelvis, and was firmly adherent to the back of the

fundus uteri and the posterior surface of the left broad ligament.

The patient had made no special complaint of pelvic pain during

life. She had, however, been leading an immoral life, and I ascer-

tained afterwards that she had a purulent vaginal discharge on ad-

mission into the hospital, with undue frequency of micturition. Of

these symptoms she did not complain, and beyond asking if she

had pain I made no special inquiries about the pelvic viscera. She
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had a simple enema shortly after her admission, and complained

of it causing so much pain that she refused to have another.

The essentially pysemic character of the hepatic abscess, and the

absence of any source of pyaemia, except the condition of the pelvic

viscera, suggests the probability of the following sequence of

events :—G-onorrhoea, double pyo-salpinx, and pyaemia.

Two cases are mentioned by Dr. Eoughton in the ' St. Bartholo-

mew's Hopital Eeports*for 1885, p. 173, in which parametritis

and hepatic abscess were associated. One of them is described

at length, and bears a strong resemblance to the case just related.

At the meeting of the Pathological Society on May 19th, 1885,

Mr. Bilton Pollard showed a dissected specimen of the pelvic vis-

cera of a woman aged 19, who had died from pyaemia consequent

upon gonorrhoea. The sequence of events had apparently been

gonorrhoea, thrombus of the pelvic and left common iliac veins,

suppuration of the right hip-joint, embolism of the pulmonary

arteries, and death. May 4ith, 1886.

We have carefully examined the case of abscess of the liver

brought before the Pathological Society by Dr. Handford, and we
are of opinion that there is no evidence that the disease is

actinomycosis.

W. B. Hadden, M.D.

June 7th, 1886. Theodore Dtke-Acland, M.D.Oxon.

35. Gummata of liver in a boy aged 9.

By Norman Moore, M.D.

The boy had been under Dr. Gee's care in St. Bartholomew's

Hospital from December, 1883, to September, 1885, with

some intervals, and his most prominent symptoms were emaciation,

ascites, and enlarged liver. He had a very sallow skin and well-

marked Hutchinsonian teeth. The liver, kidneys, stomach, intes-

tines, and spleen all showed well-marked amyloid change. The
liver was very irregular on the surface and in several places had

deep puckered scars. On section, several large yellowish tough
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masses of irregular outline were found, each surrounded by a red

zone of engorged liver-substance.

Microscopic sections showed these masses to be large gummata,

and in their vicinity and here and there on the surface were

minute collections of embryonic connective-tissue cells. Cases of

gummata of the liver undoubtedly, as in this case, due to con-

genital syphilis have rarely been recorded.

November 17th, 1885.

36. A case ofprimary melanotic carcinoma of the liver.

By W. Hale White, M.D.

GEORGE C— , aged QQ, was admitted into Gruy's Hospital for

hepatic enlargement and wasting. There was no ascites or

jaundice, in fact the wasting and the uniform hepatic enlargement

were the only two symptoms. The history was unimportant

except that a year ago he had the right eye removed for glaucoma.

Mr. Mackinlay, who removed it, kindly looked up the notes of the

case, and found that there was no evidence whatever that the eye

had been the seat of malignant disease. During the patient's stay

in the hospital, which lasted seven weeks, he gradually sank and

ultimately died.

Post-mortem appearances. — There was a mole on the inter-

scapular region, also one over the radial side of the right forearm.

Over the sacrum in the middle line was a pedunculated wart the

size of a marble ; there was also a small one on the upper part of

the skin over the right scapula. There was pigment in the one

over the sacrum but not in that over the scapula. The liver

weighed 122|^ oz, ; it was much enlarged, especially the left lobe,

and the left hand and lower two thirds of the right ; the remaining

third of the right lobe was normal except that it had scattered

through it many black patches of new growth varying in size from

a mere dot to half or three quarters of an inch in diameter ; in

many places they were umbilicated and were always sharply

defined from the surrounding liver. At the extreme right hand of

the posterior surface of the liver was a hard white growth exactly
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like ordinary secondary malignant growth, and there was also a

similar smaller white patch on the under surface of the liver. The
hepatic substance around these growths was absolutely normal.

The remaining two thirds of the liver were slightly rough on the

surface ; the diaphragm and abdominal wall were adherent to it,

but could be peeled off. It was of an almost black colour sKghtly

tinted with grey and green. On section, the whole of the affected

part was seen to be so infiltrated with new growth that the normal

liver-substance was replaced by it. This resulting mass was hard,

dense, of a dark black colour with a greenish-grey tinge, and in

many places there were wavy absolutely black lines, giving the

whole a foliaceous appearance. At the margin of this growth it

was evident that it was gradually invading the normal liver, but

still the distinction between normal and abnormal liver was fairly

good. The growth had grown into the primary division of the

portal vein to the right lobe, but not nearly enough to occlude it.

Some ante-mortem coagula could be torn off the projecting growth.

The glands in the portal fissure were slightly enlarged and of a

rather dark colour. The small glands on the upper surface of the

liver were enlarged and deeply pigmented. The right optic nerve

and orbital muscles were much wasted, but there was no growth in

either orbit. There was a little ante-mortem coagulation in the

left femoral vein, and some epithelial change in the kidney. The
whole of the body was most thoroughly searched without finding

any malignant growth except in the liver.

Microscopical appearances.—The liver was undoubtedly affected

with carcinoma. To parts of it the term scirrhus was certainly

applicable, whilst other parts had so little fibrous tissue forming

the alveoli that that term could hardly be applied. The cells in

the alveoli varied in shape but were for the most part small and

rounded, giving one the impression that they had grown with

moderate rapidity, for they had not pressed each other so as to

become polyhedral. The distribution of the melanosis was most

peculiar. It was most marked in fibrous bands which occupied

the position of portal canals and in which several blood-vessels

might still be seen, but the amount of fibrous tissue was much
more than it should be in a portal canal, and was so alveolated as

to suggest that it was partly composed of the new fibrous tissue of

the scirrhus. The alveoli thus formed were very small, and each

contained a few deeply pigmented roundish cells of such a deep

18
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black tliat they are quite unaffected by the logwood. The pig-

ment is in the form of granules occupying the whole of the cell.

In no case have I been able to convince myself that there is any

pigment in vessels, although undoubtedly it must have been

present in the lymphatics, for the glands were pigmented. It will

be noticed that the above description corresponds with the naked-

eye characters of the organ, for the account of the liver, written

directly after death, says " that there were wavy absolutely black

lines giving the whole a foliaceous appearance."

It is clear that there must have been some pigment in the cancer

cells because the part between the absolutely black foliaceous lines

was dark. There were many black small rounded nodules scat-

tered about which had no foliaceous lines. Under the microscope

the cancer cells of rounded nodules and the parts between the

black lines presented a granular appearance and had not taken the

stain (logwood), whilst the cancer cells from the white part of

the growth had taken the logwood excellently. I take it that the

pigment in the former cancer cells prevented the logwood from

staining them well, whilst this pigment was not in sufficient

quantity to show in very thin sections. The part of the liver

which to the naked eye contained no new growth was microscopic-

ally quite healthy. The lymphatic glands in the transverse

fissure of the liver, and those on the upper surface of the liver

between it and the diaphragm, contained pigment in their cells,

and they were in a state of chronic inflammatory enlargement,

but the point of great interest was that whilst their leucocytes

contained pigment granules there was not the slightest evidence

of new growth, so that the lymphatics had taken up the pigment

but not the cancer.

One of the moles was examined. There was much multiplica-

tion of the squamous epithelial scales lining the hair-follicle, and

sometimes, owing to the hair-follicles not having been cut straight,

these imbricated scales gave the ai)pearance of a bird's nest, but

there was not any genuine evidence of epithelioma. Around some

of the sebaceous glands there was a little cell proliferation, but on

the whole there was no proof whatever of any malignancy about

the mole. The larger of the two warts was examined and proved

to have no malignant growth about it.

To the best of my belief this case is unique. No doubt a few

primary pigment cancers of the liver are described, but that was



PRIMARY MELANOTIC CARCINOMA OF THE LIVER. 275

in the days when it was not sufficiently recognised that melanotic

carcinoma is much rarer than melanotic sarcoma. Amongst the

very numerous cases of hepatic melanotic sarcoma that are recorded

I can only find three which are primary in the liver, viz. one by

FrerichsS one by Block^, one by Wickham Legg^. Frerichs describes

his case as one of sarcoma ; Block calls his one of melanotic endo-

thelioma of the liver, but Schneppel thinks there can be no doubt

but that it was a case of melanotic sarcoma ; and Wickham Legg's

case is called one of sarcoma carcinomatodes. Probably all these

three cases were primary, but they would be much more complete

if it could be definitely stated in all of them that the orbit was

examined and that the body was carefully searched for moles.

There is no mention of any such examination in either Frerichs' or

Block's, neither did Wickham Legg examine the orbit, but he says

** there were no large tumours of the skin or symptoms of mischief

within the orbit." But granting that these cases are only of

primary melanotic sarcoma of the liver, the case exhibited this

evening is still unique, for I think everyone will allow that it is a

melanotic carcinoma, and certainly primary, for I examined both

orbits. I wrote to Mr. Mackinlay, who took out the eye, and he is

sure that it was a simple glaucoma for which he performed the

operation, and I searched the skin and found only two moles and

two warts. Sections of both these were found to be healthy. It

is beyond the scope of this communication to point out the rarity

of primary carcinoma of the liver and also the rarity of melanotic

carcinoma anywhere in the body, but I have looked up all the cases

I can find of primary hepatic carcinoma and none of them are

melanotic. Schneppel says that " without exception the melanotic

tumours which are found in the liver are melano-sarcomas," but

from the general appearance of the growth at the autopsy, in this

case, I hazarded the diagnosis of melanotic carcinoma, which has

been confirmed by the microscope. It is to be noted that umbilication

was present, which, according to Schneppel, is generally lacking in

pigmentary malignant growths of the liver. There is another point

of interest about this case, namely, that the cells of the carcinoma do

not resemble in any way the hepatic cells, so that the growth could

not be called a melanotic malignant adenoma. Dec. l^thy 1885.

' ' Diseases of Liver,' Syd. Soc. Trans., vol. ii, Obs. 45.

2 • Arch. d. Heilk.,' xvi, 1875, S. 412.

3 * St. Bartholomew's Hosp. Rep.,' vol. xiii, p. 160.
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37. Old hydatid of the liver embedded in a syphilitic growth.

By O. N. Pitt, M.D.

JC—, aged 39, was admitted into Guy's Hospital under Dr.

• Groodhart complaining of a swelling in his abdomen and
general weakness. He had been a ship's carpenter, and gave a

history of syphilis acquired thirteen years previously ; three years

later he had both his testicles removed for what seems to have

been syphilitic disease. In 1878 he awoke one morning with slight

aphasia, right hemiplegia, and facial paralysis, which passed off

after a few weeks.

In 1881 he was admitted under Dr. Fagge, with a much enlarged,

painful and irregular liver. There was slight right facial paralysis.

The spleen was slightly enlarged. The urine was free from albu-

men, sp. gr. 1018, averaging 44 oz. daily. He was much emaciated.

He left at the end of five weeks unimproved. The diagnosis was

gummatous liver possibly lardaceous.

He gradually improved, however, and was able to work until four

months before admission in 1885, when he became ill and had

oedema of his feet.

On admission.—The liver extends from the seventh rib to the

tenth in the axilla, from the sixth to the margin in the nipple line.

In the epigastrium and extending into the umbilical and both hypo-

chondriac regions is a large hard globular swelling, which is smaller

than in 1881, smooth and not painful. It is continuous with the

liver and moves with respiration. This mass pushes the lower ribs

and the sternum outwards, while inferiorly it has a firm margin.

The spleen is just palpable.

The urine is of sp. gr. 1007, and contains one third albumen and

numerous epithelial casts ; the daily quantity averages 70 oz.

There is oedema of legs and loins.

During the eight weeks until his death there was no material

change in his condition, until a few days before his death, when he

became much weaker and ultimately died from uraemia.

Post-mortem.—The liver was much enlarged and weighed 147 oz.

The diaphragm was adherent and the capsule over the left lobe was

much thickened ; there were some adhesions to adjacent viscera.

The right lobe as well as the gall-bladder, ducts, and portal fissure
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were quite healthy, the mass being in contact with, but not involving

them. The left lobe was occupied by a dense, elastic, white mass

strongly adherent to the diaphragm, occupying the epigastric, hypo-

chondriac and umbilical regions, and extending to within one inch

of the umbilicus. The anterior and upper surface was almost level

with that of the liver, being continuous with it but slightly raised.

The surface on section was creamy white in colour and irregularly

scarred, while there was a large amount of adipose tissue adherent

to the anterior part. The surface was firm and yielded no juice

on scraping. There were several trabeculse of dense fibrous tissue,

more translucent than the rest of the section, running irregularly

in the mass, but round the periphery in more or less parallel

laminae, showing that the mass had also increased by deposits on

the surface. No trace of amyloid structure was visible, but there

was a large bile-duct with the adjacent fibrous tissue bile-stained

in the middle of the section. Scarcely any blood-vessels could be

detected. The line of demarcation between the white mass and

the healthy liver-tissue was sharply defined, and extended from the

inferior vena cava above to the gall-bladder below ; the whole of the

tissue to the left of this measuring six and half inches across, and

three and three quarters inches from above downwards being the

dense white fibroid structure. There was no caseous or calcareous

degeneration. Near the middle of the section, half an inch from the

upper margin, was an irregular cavity about one and a half or two

inches in diameter, which communicated anteriorly with a large

oval fissure extending transversely, which doubtless originally

was more spherical before so much contraction took place. The
walls were smooth and the contents consisted of innumerable opales-

cent and gelatinous-looking membranes lying one within the other

and filling the whole cavity. These membranes were tough and

showed a few calcareous granules on their surface. They were

obviously the remains of an old hydatid cyst. The liver did not

look waxy but gave a very slight reaction with iodine, as also to a

trifling degree did the tumour. Spleen slightly enlarged and
lardaceous.

Kidneys 12 oz. Large white kidneys with the capsules more or

less adherent. The cortex was not much diminished. The struc-

ture was blurred by epithelial changes, and the Malpighian bodies

were diminished in number. There was lardaceous degeneration

of the vasa recta and to a less extent of the Malpighian capillaries.
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Alimentary canal normal. There were scattered over the serous

surface, especially of those coils of the small intestine which lay in

the pelvis, small black pigmentary patches. They were not

numerous ; the intervening peritoneum looked healthy and was not

thickened.

Heart 11 oz., normal. The aorta showed some patches of

fatty degeneration and a depressed white scar 1" x |" which

looked like the remains of an old superficial ulceration.

Brain 51 oz. The vessels at the base were a little thickened,

but there was no evidence that any had been occluded. On
making numerous horizontal sections no changes were discovered

except that in three of the sections the left internal capsule and

adjacent nuclei showed some irregularity and roughness of surface,

and a slightly diminished consistency, but it was very slight

and there was no bounding line of demarcation. There was no

pigmentation or cyst, the above changes were very slight, but

nothing more definite could be discovered.

Lungs showed diffuse patches of pneumonia. There was no

general enlargement of the lymphatic glands.

There were white circular depressed scars on the shins, and

cicatrices on the scrotum where he had been castrated.

Microscoj^ically, the tissue in the liver showed dense fibrous tissue

consisting of parallel fibres with scarcely any cells, in some parts
;

while in others fine fibres ran in all directions, and there were a few

cells among them. There were also patches where groups of small

cells occurred, but the liver-tissue was not recognisable. At the

margin where the liver-cells occurred they were compressed and

fatty.

I have brought this case before the Society on account of its

great rarity. I have been unable to find any record of a similar

case in the ' Transactions ' of the Society, and no reference to such

a condition is made in the text-books on pathology.

The ordinary gummatous hepatitis rarely exceeds the size of a

nodule two inches in diameter and has a caseous centre, while this

mass weighs 100 oz. and shows no sign of localised caseation.

The only livers presenting a similar appearance that I have

seen were those of two cases of lymphadenoma which were in

Guy's Hospital in 1883 ; where there were large white masses

occupying half the liver as in this case. A careful examination

moreover shows other points of affinity between them.
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1. There is a sharp line of demarcation between the healthy

liver-tissue and the growth.

2. The mass, although apparently a growth, is yet an interstitial

one deposited between the liver-cells causing their atrophy from

pressure, yet here and there a few must persist as is shown by the

presence of bile-ducts containing bile lying in the midst of the

mass, and also by the shape of the liver being retained to a great

extent.

In lymphadenoma the process seems to be a small-cell growth

along the lymphatics, and therefore in the hver perivascular, which

seems probably the case here.

There seems to be a great probability that some of the large

mediastinal tumours and some of the large lymphadenomatous

growths are really syphilitic, and this is almost certainly so when

they give a lardaceous reaction.

The present case lends great support to this view as it is

certainly syphilitic, and may it not possibly be lymphadeno-

matous ? A local irritation may start the growth along the lym-

phatics which we call lymphadenoma ; here a hydatid deposited in

the liver has caused an intercellular if not a lymphatic growth,

uniformly diffused through the liver structure ; while beneath the

capsule the growth has taken place in concentric laminae.

Hepatic syphilitic cirrhosis is described as a small-cell inter-

cellular growth. If this process be supposed to be carried much
further than is usual the result would at one stage be undistin-

guishable microscopically from some lymphadenomatous masses

;

while this case shows that the naked-eye appearances may also be

very similar.

I have been unable to find a reason for the line of demarcation

between the liver-tissue and the mass of deposit, being roughly

that between the right and left lobes, and it is not a mere accident

as it is not so very unusual to find this as the line of demarcation,

e. g. Dr. Goodhart last month noted the same point in examining

a hydatid of the liver occupying the whole of the left lobe, and

extending up to the right lobe but not occupying it.

The fibrous trabeculae which were parallel to one another be-

neath the capsule, run irregularly in the mass round the cyst,

showing that the deposit took place in the liver-tissue and beneath

the capsule and that it is not merely deposited round a hydatid

cyst as a thickened capsule. April 6th, 1886.
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38. A case of a gall-bladder containing gall-stones which had

a fistulous communication with the duodenum, and set up

inflammatory thickening ofpylorus.

By W. Hale White, M.D.

MARTHA Gr— was admitted -ander Dr. Pavy into G-uy's Hospital

in November, 1884, for increasing weakness and vomiting.

She was very anaemic and emaciated. Nothing could be felt in the

abdomen. The movements of the stomach were very visible ; it was

frequently washed out. No treatment benefited her ; she gradually

sank and died. I made the post-m,ortem examination, and the follow-

ing is an abstract of the report :—The body was very much wasted.

The larynx, trachea, and larger tubes all contained a dirty, greenish-

brown fluid, which was partly expectoration and partly vomited

matter ; there was broncho-pneumonia of both bases behind. The

heart weighed 5 oz., and was very wasted and pale. The pylorus

was very much thickened, hard, and fibrous ; its calibre was con-

siderably diminished, and the new tissue, which was the cause of

this, was particularly resistant. The gall-bladder, which was much

thickened and contained several gall-stones, was adherent by its

anterior extremity to the pylorus. The hepatic duct, cystic duct,

and common bile-duct were all normal.

On opening the stomach and duodenum an aperture about half

an inch beyond the pylorus, through which a little yellowish fluid

could be pressed, was to be seen on the posterior and lower aspect.

This opening, which easily admitted an ordinary probe, led into a

sinus about an inch long, which passed upwards and to the left

through the tissue of the thickened pylorus to a small cavity, which

would just contain a large pea, situated in the thickness of the pylo-

rus, nearer its outer than its inner surface, and exactly opposite the

attachment of the gall-bladder to it. The cavity contained several

solid particles of biliary secretion, rather large to be called gravel,

rather small to be called stones ; they were distinctly facetted.

There was no communication between this cavity and the gall-

bladder, although from the appearance of the inner surface of the

gall-bladder it seemed as though there had formerly been an opening

from it into the cavity in the wall of the pylorus.
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Judging from the aspect of the parts, as seen after death, the

probable explanation of the case is this : The irritation of the gall-

stones in the gall-bladder had caused its thickening and adhesion

to the pylorus. fSome of the smaller stones had ulcerated their

way from the gall-bladder to the wall of the pylorus, and had there

formed a sac for themselves ; the irritation they caused served to

set up sufficient inflammation for the short tract from the gall-

bladder to be closed. The small gall-stones in the sac had ulce-

rated their way by a passage about an inch long into the duodenum.

All this irritative action had so served to set up a fibrous thicken-

ing of the pylorus that the patient died from the usual symptoms

of pyloric obstruction.

Microscopical sections of the pylorus show the thickening of the

pylorus to be due to considerable hyperplasia of the fibrous tissue,

together with increase of the muscular coat.

The rest of the body was absolutely healthy. There were no

enlarged glands.

As far as I have been able to discover, this method of pyloric

obstruction has not been hitherto observed. October 20th, 1885.

39. Suppuration in and round gall-bladder due to calculi ; pus
in hepatic veins y infarcts in lungs. {Card specimen.)

By Samuel West, M.D.

JANE E—, aged 39, married, was admitted into the hospital des-

perately ill, with great pain in the hepatic region. Her illness

began eight months ago ; up till that time she had been in good
health and had had two living and healthy children.

Eight months ago she felt pain in the region of the liver ; the

urine was dark coloured and she was constipated. These symptoms
passed off, but shortly after returned and she felt very ill and
became jaundiced. Since then she has gradually become worse,

the pain increasing and becoming almost constant. The jaundice

has varied a great deal. She has never lost blood by the mouth or

bowel ; has occasionally vomited after food ; has become much
weaker and thinner, and latterly has been entirely confined to bed.
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Present condition : Patient is propped up in bed, this being the

only easy position, the face drawn with an expression of pain.

Slight jaundice, lips covered with sordes, tongue dry and fissured.

Temp. 99-6°, pulse 96, resp. 24. Physical signs of slight bronchitis

and some dilatation of the heart.

Over the hepatic region the abdomen is tense and tender ; the

upper border of the liver reaches above the fifth rib, the lower border

reaches to the level of the umbilicus ; there is no special tumour, but

the liver is generally enlarged ; no ascites, no enlarged veins. Urine

contains bile, sp. gr. 1020, copious urates, no albumen. Bowels

confined. Opium was given to relieve pain, and poultices applied

to the abdomen.

October 31st.—At 8.30 p.m. shivering fit
;
pain worse over the

right side of the abdomen. Temp. 100*8°, pulse 163. During the

night several more rigors and severe pain.

November 1st.—Little sleep. Temp. 102*4°, pulse 156. A severe

attack of dyspnoea, with pain in right side. Several more shivering

fits during the day.

2nd.—Worse and weaker ; no more rigors. Temp. 99°, resp.

29, pulse 132. Pleuritic friction in right axilla, where pain is felt.

3rd.—A severe attack of dyspnoea during the night
;
pain severe

in right side, but higher than it was, and above the liver. Resp,

quick and shallow, 56, pulse 156, temp, 101*2°.

4th.—Breath shorter but no more paroxysms of dyspnoea.

Cough troublesome. Resp. 48, pulse 120, temp. 100*8°.

5th.—No change. Much bronchitis.

6th.—Attack of dyspnoea in night. Little sleep, restless and

wandering. Resp. very shallow, 52. Liver increased. Trace of

albumen and of bile.

7th.—Patient became delirious, and very restless. The dyspnoea

grew worse, and the patient gradually sank and died.

Post-mortem.—Heart dilated. Slight mitral constriction. In the

right pleura 10 oz. of siero-purulent fluid. Numerous infarcts in

both lungs, chiefly in the upper parts, and in the right ; the largest

occupied the whole left apex. Some of them were breaking down.

The omentum was adherent to the lower edge of the liver for some

inches. An abscess lay between the upper surface of the liver and

the abdominal walls and diaphragm. This had made its way into

the liver-substance; over the edge of the liver it became con-

tinuous with another collection of pus in the middle of which



SUPPURATION IN AND ROUND GALL-BLADDER DUE TO CALCULI. ^83

lay the gall-bladder. This was much thickened, and adherent to

the liver; it contained many gall-stones, from the size of a pea

downwards. On section of the liver, pus welled up from many
of the large veins ; these turned out to be the hepatic veins.

Except in the lungs there were no infarcts anywhere, and no

old clots in the heart. The stomach was healthy, but punctate

haemorrhages were scattered throughout the intestines in the

mucous membrane. The liver weighed 81 oz.

The case was one of great clinical difficulty, but the correct dia-

gnosis was hazarded. The early history pointed to gall-stones, the

later to the supervention of suppuration, which was confirmed by

observation in the hospital. The severe dyspnoea suggested em-

bolism and the recurrent attacks recurrent embolisms. The hepa-

tic veins contained no clot, nothing but liquid pus and no blood.

No communication between them and the abscess was found. The

portal vein contained blood as usual and no clot. I do not under-

stand this, and I have no explanation to offer unless a direct

communication with the hepatic vein existed which was not dis-

covered. February 16^A, 1886.
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OEGANS.

1 . Conjoined kidneys, the left transposed ; unicorn uterus with

right ovary. {Card specimen,)

By F. Charlewood Turner, M.D.

THE left kidney is misplaced so as to have become united by its

upper end with the lower end of the right kidney. The hilum

of the left kidney looks to the right and also downwards, as if the

WOODCTTT 7.

organ had been moved downwards and to the right, and at the

same time rotated, so that its upper end was brou2:ht into contact
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with the right kidney as it crossed the vertebral column. The left

kidney lay upon the spine, by which its surface was grooved.

The uterus appears to be about the normal size. The right

Fallopian tube alone is present. It is naturally formed, with a well-

formed right ovary. It is connected with the top of the fundus,

and apparently rather to the left of the axis. The uterus is covered

with peritoneum on its posterior surface only, and, as described by

Mr. Wethered, who made the autopsy, was not at first apparent,

being fixed in the pelvic wall.

The specimens were obtained from the body of a girl aged 18,

who died from pericarditis and valvular disease of the heart.

Menstruation had been regular. They are from the museum
of the London Hospital Medical College. February \Qth, 1886.

2. Congenital (?) atrophy of right kidney with hydronephrosis.

{Card specimen.)

By H. Handford, M.D., for Evan Powell, Nottingham.

A YOUTH, aged 19, had been a great football player, and during

training for season 1885-86 fell ill with acute chorea. Was
removed to Borough Asylum on account of maniacal symptoms.

Died during fourth week of illness.

At the necropsy the left kidney was enlarged and weighed 6^ oz.

The right was only represented by a cyst as large as a filbert. The

right ureter was dilated to the size of small intestine and contained

clear fluid from which crystals of nitrate of urea were obtained on

the addition of nitric acid. There were two ureteral openings in

bladder and a probe could be passed along the right for half an inch,

beyond which ureter was obstructed. No calculus and no apparent

cause for obstruction. No external pressure. Adrenal (right)

normal. Renal vessels atrophied, but normal in course and origin.

In the course of 160 consecutive necropsies during the past five

and a half years only one other renal abnormality has been found,

viz. a misplaced, agglomerate kidney, an account of which has been

already published in the journals. March 16th, 1886.
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3. Congenital smallness of left kidney ; nephritis ; sudden

death from oedema of lungs. [Card specimen.)

By Beavan Eake, M.D. (of Trinidad).

LOUIS A—, Trinidad, negro, aged 12. Admitted to Asylum on

January 19tli, 1886, with tuberculated leprosy of face of two

years' standing.

No note of importance till February 5th, 1886, when distension

of abdomen set in ; oedema of face followed on the 7th, and he died

suddenly on the 8th of February. Urine showed two thirds

albumen. Slight haemoptysis preceded death.

Necropsy five hours after death.—Left kidney and adrenal toge-

ther six and two thirds drachms. Kidney alone estimated at four

drachms. Right kidney and adrenal 8 oz. Minute extravasations

beneath mm. of pelvis. Extravasations about half an inch long

beneath anterior surface of capsule.

Microscopical examination showed the tubules stuffed with blood-

corpuscles, granular cells and debris. The outline of the epithelium

could not be made out. The glomeruli were filled with blood extra-

vasation and hyaline fibrinous material. These changes were less

marked in left kidney. Left ureter pervious. Bladder healthy.

Heart 9 oz. Left ventricle firmly contracted, walls four times

diameter of right.

Lungs sink in water, easily lacerable with finger, dark purple,

oedema extreme at bases.

Spleen 19 oz.—Simple hypertrophy. Other viscera healthy.

Magenta showed numerous bacilli in tubercle of face ; none in

the viscera. May ISth, 1886.
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4. Bilateral cystic disease of the kidneys in the new-horn.

By Samuel G. Shattock.

[With Plate X, fig. 2.]

CONGENITAL cjstic discase of the kidney is a condition so generally

well known that it would be superfluous to make the present

specimen the subject of any lengthy communication, especially as

Dr. Pye-Smith's paper in the Society's 'Transactions' (vol. xxxii)

offers an excellent resume of the chief points made out respecting

the disease. Most of the specimens shown at different times, how-

ever, have been from the adult, and in these the disease has been

in a far advanced condition, and none of these specimens have been

considered from the embryological aspect.

The present specimen shows, beyond all doubt, that the cysts are

retention cysts, since all transitions are traceable from long dilated

passages to the more definitely circumscribed cysts, and both cysts

(or at least the smaller ones) and the dilatations are lined with

similar well-formed cubical epithelium. But although the cysts

are plainly retentive it by no means necessarily follows that they

are due to dilatations of the proper uriniferous tubules. Besides

this view of their origin another is possible, viz. that the cystic dis-

ease has arisen in connection with a histological mal-development

of the kidney, and that the spaces are retention cysts originating

in the tubules of the mesonephros or Wolffian body.

The frequent association of other malformations with congenital

cystic disease of the kidney, which is noticed by Virchow, is well

worthy of recollection in this regard.

In a case of bilateral congenital cystic disease of the kidney in a

new-born child, which I had the opportunity of examining with my
friend Dr. Silcock, there was quite a remarkable number of

malformations.

The foetus from which the kidney shown was obtained was born

at full term, and presented no abnormality in the other organs of

the body ; especially there were no cysts in the liver. The ureter

is pervious and normal, as are also the renal pelvis and calyces.

The kidney has a smooth surface, presents traces of lobulation,

and the capsule is without difficulty separable ; it measures verti-
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cally three inches by two inches in the transverse horizontal

direction. Its substance is riddled throughout with cysts, from the

smallest sizes recognisable to those '8 cm. in diameter. The cystic

condition is universal. The sites of the papillae are in some cases

occupied by cysts.

Histology.—There is a considerable proportion of normal con-

voluted and collecting tubules, in microscopic sections, mingled with

the dilated tubuli and cysts. The lining of the cysts is cubical or

subcubical epithelium. The elements of the connective tissue are

concentric with the larger cysts. As regards the connective tissue,

this is considerably in excess ; it is nowhere of marked density

;

its corpuscles are numerous, and its component fibrils easily

recognisable.

The arterioles and glomeruli are perfectly healthy.

^

Remarks.—Since the discovery of the widely distributed remains

of the Wolffian body in the stroma of the ovary increasing interest

has attached to cystic ovarian disease, and it is practically proved

that these remnants at times serve as the origin of one form of

cystic disease. Quite as intimate as this normal mingling of

Wolffian elements in the ovarian stroma is that of similar elements

in the stroma of the testicle, and some of the cyst formations in

the testicle are ascribable to these remains.

Now, as regards the kidney, the cysts occurring in the congenital

striped myo-sarcomas of the kidney have certainly in some cases

an origin in the Wolffian body.

Sometimes these tumours are structurally distinct from the

proper renal substance, as in the cases described by Mr. Eve m
the thirty-third volume of the Society's ' Transactions ;' but in

other ca,ses this is not so ; and in Dr. Dawson Williams's case,

which was reported at the same time, che ureter could be traced

into the tumour, and no distinction between tumour and kidney

was discoverable ; and more particularly in the case recorded by

Marchand the tumour infiltrated the kidney-substance, and pro-

jected into its pelvis, and it contained glandular loops and small

cysts lined with cylindrical epithelium, which were abundantly

present in those parts of the growth which projected into the

1 I am indebted to Dr. Norman Moore for the remark that he has also ob-

served this healthiness of vessels in cases of congenital cystic disease of the

kidney ; and he regards this as of some importance in relation to the pathology

of the lesion.
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pelvis. What conception, therefore, may be formed of the origin

of the congenital cystic kidney from the developmental point of

view ?

Sedgwick^ has shown that in the chick the mesoblastic mass

from which the metanephros or permanent kidney is developed, is

perfectly continuous with, and indistinguishable in structure from,

the portion in front of (or in man superior to) it, and which gives

origin to the Wolffian tubules. The metanephric blastema remains

quite passive during the formation of the Wolffian tubules, and

only breaks off from the rest on the formation of the ureter, which

is formed as an outgrowing diverticulum from the posterior end of

the Wolffian duct. Hence, as Balfour observes, the metanephros

of reptiles, birds, and mammals is only a specially differentiated

posterior section of the primitive mesonephros or Wolffian body.

The ureter does not long remain connected with the Wolffian

duct, but its orifice is gradually carried back till it opens inde-

pendently in the cloaca.

Now, adopting Kolliker's view, that the renal tissue is fonned by

tubular extension from the branching upper end of the ureter, it

may be conceived that the congenitally cystic kidney results from

a want of differentiation of the metanephric blastema from that of

the mesonephros or Wolffian body. The proper tissue of the kidney

grows into that of the Wolffian body, and becomes mingled with

it, whilst the remnants of the latter become the seats of the cysts

scattered through the proper renal tissue.

It may not be beside the question of a want of demarcation

between the meta- and the meso-nephros to refer to the doubling

or trebling of the ureter, which is not rarely seen in man. One
may regard the variation as a reversion to a lower type. In amphibia

the mesonephros consists of an anterior sexual and a posterior non-

sexual or urinary part ; the collecting tubes of the latter (in the

female at least) enter the Wolffian duct directly, so that there are

as many ureters as there are segments of the mesonephric

kidney. The doubling of the ureter in man therefore may be re-

garded as a partial persistence of this condition. The connection

of the two ureters with the Wolffian duct has subsequently been

shifted from its side, as is normally the single metanephric ureter,

which in mammals also primitively opens into the same duct.

If this view is correct, it must be assumed that the portion of

' 'Quart. Journal of Mic. Science,' vol. xx, 1880.

19



290 GENITO-URINARY ORGANS.

kidney in connection with the superior of the ureters represents a

persistent segment of the mesonephros with its appertaining duct,

and which has remained functional and supplementary of the

metanephros or permanent kidney with which it retains its primi-

tive continuity.

It may be said that the excess of the intertubular connective

tissue is a. strong argument for the view that the cysts of the

cystic kidney are urinary retention cysts resulting from irregularly

distributed pressure.

But on the other side, this is possibly a secondary and not the

primary lesion, and due to the irritative tension made upon the

intertubular tissue by the enlarging cysts. For experiments have

shown that fibrous hyperplasia occurs in the hepatic connective

tissue after ligature of the bile-duct (Wickham Legg) ; and a

similar petological change in the kidney from hydronephrosis is of

regular occurrence.

The presence of urinary constituents in the cysts, however, it

may be argued, completely settles the question. This is not so

;

since it does not determine beyond dispute the mode of origin of

the cysts. For the difficulty presents itself that the mesonephros

in cases in which it is persistent, i. e. in fish and amphibia, per-

forms the function of the permanent kidney of mammals ; and

the cyst-fluid might very well contain urinary constituents without

the cysts having arisen in connection with the permanent kidney.

Moreover, the presence of the cysts would certainly produce

secondary pressure on the proper renal tubules, and thus lead to

the formation of true renal retention cysts to add to the complexity

of the case. March 2ndy 1886.

5. Necrosis with softening in pyramids of the kidneys ; recent

endo-pericarditis. {Card specimen.)

By F. Charlewood Turner, M.D.

THE kidneys of a girl aged 13, who died with evidence of recent

pericarditis, and the mitral and aortic valvular curtains

bordered with linets of recent granulations. In the right kidney
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there are circumscribed areas of necrosis with softening and partial

disintegration and separation of portions of three of the pyramids.

The necrosed tissues are completely sej)arated at the base of the

pyramids, but are still connected with the renal tissue towards the

papillae. The softening has in no case involved the papillae, which

appear pale and anaemic only, and was recognised by the affected

pyramids being incised. Each of the affected pyramids of this

kidney is in great part destroyed, the softening extending up to

the line of junction with the cortex. In the left kidney there are

two smaller areas of necrosis and softening in contiguous pyra-

mids. At the tips of a few of the papillae also are defined necrotic

areas which have a grey ochre colour. The kidneys are enlarged.

Their surfaces are smooth, and were congested, when seen at the

autopsy, with pale anaemic areas. The heart was hypertrophied

and dilated. The pericardium was deeply injected and slightly

adherent. Mitral valve was thickened and fringed with granula-

tions, which also clustered along the lines of impact of the aortic

curtains. The bases of the lungs were congested ; the liver of

nutmeg appearance ; the spleen also congested and firm. There

were no wedge-shaped infarcts in spleen or kidneys.

These necroses in the pyramids of the kidneys are, I think, refer-

able to arterial thrombosis from an arteritis associated with the

endocarditis, and attributable to the same general morbific influ-

ences with local predisposing or concurrently determining causes,

and are thus of interest in connection with the question of the

causation of haemorrhagic infarcts in general, indicating the possi-

bility that some of those attributable to embolism may be really

due to thrombotic arteritis.

The necrosis of the pyramids of the kidneys in these cases are

also interesting in connection with a specimen exhibited during the

last session ('Path. Trans.,' vol. xxxvi, p. 268), which was a

kidney from a case of empyema with tuberculosis, with the tips

and axial parts of all the papillae necrosed and black, and more or

less separated from their connections.

April eth, 1886.
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6. Congenital adeno-sarcoma of the kidney.

By F. T. Paul, Liverpool.

[With Plate XI, figs. 1 and 2.]

ON January 17tli, 1885, my friend, Mr. E. N. Puglie, removed the

tumour in question by nephrectomy from a little girl aged

2 years and 4 months. He kindly invited me to be present at the

operation and to use the tumour for microscopical purposes. The

case is fully reported by him in the ' Liverpool Medico-Chirurgical

Journal ' for July, 1885. Unfortunately the child died from a

condition which it may be well to mention, as the. accident might

be repeated in the practice of any other surgeon. In removing the

colon from the front of the tumour the meso-colon was torn

through. A portion of the small intestine subsequently herniated

into this opening, became strangulated, and caused death by intes-

tinal obstruction. In all other ways the case promised well.

The tumour with the remains of the kidney weighed 2 lbs. It

had the usual soft, juicy, brain-like appearance and consistence, but

contained no cysts. It had evidently originated between the pelvic

membrane and the substance of the kidney, for the pelvis, filled

with cheesy pus, was still to be seen at the inner part of the tumour,

while the kidney itself was stretched over its external aspect.

The microscope showed that the bulk of the growth consisted of

broad trabeculse of rounded cells sui)ported by a delicate cellular

connective tissue (Plate XI, fig. 1). The latter was fi*eely supplied

with well-developed blood-vessels, which did not penetrate the trabe-

culae of round cells. The arrangement in fact was much like what one

meets with in carcinoma of the antrum or nasal mucous membrane.

Here and there in the connective tissue groups of tubes lined with

perfect cubical epithelium were met with, which exactly resembled

the tubules of a foetal kidney, and when the trabeculae of rounded

cells were examined with a high power it was quite easy to see

that they had a general tendency to form tubular structures, and
that every gradation could be traced, from perfect tubes with a con-

siderable lumen, to the more simple trabecular masses of round cells

(fig. 2). A glance at the microscopical specimens or drawings will

convey more than the most minute description, and I will therefore

only refer to one other microscopical detail, and that is to show the
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DESCRIPTION OF PLATE XI.

Figs. 1 and 2.—To illustrate Mr. Paul's case of Congenital

Adeno-Sarcoma of the Kidney. (Page 292.)

Tig. 1 shows the gradual transition from groups of simple round cells to

glandular tissue.

From a drawing by Mr. J. R. L. Dixon.

Fig. 2 shows some of the cell-groups under a higher magnifying power.

From a drawing by Mr. F. T. Paul.

Fig. 3.—To illustrate Mr. Eve's case of Adeno-Fibroma of the

Ovary. (Page 343.)

The section shows columns of spheroidal epithelium cut transversely, longi-

tudinally, or obliquely. They lie in spaces in a dense fibrous stroma, in parts

nucleated.
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complex nature of the tumour. An examination of the connective

tissue shows that it consists of, at various parts, round cells, spindle-

cells, branched cells, well-formed white fibrous tissue, and yellow

elastic tissue ; that the blood-vessels are fully developed, and even

small ones have a muscular coat ; and that here and there are bands

of spindle-cells staining deeply with eosine, unlike the connective-

tissue spindle-cells, and which are probably very young striated

muscle-fibres. Then although nearly the whole of the epithelial

structures of the tumour are of the type already described, still

there are to be met with in some parts solitary cylinders of large,

cogged, squamous epithelial cells, which can have no affinity

whatever with the other variety. Altogether it will be seen that

this tumour has a very complex structure, although the mass of it

is of the nature of developing renal tissue.

Out of the numerous cases of congenital renal tumour on record

not many can be selected which show the presence of newly-formed

renal tissue, and I am not aware that any deserving the name of

adeno-sarcoma have been published, except the two cases which

I brought forward at the annual meeting of the British Medical

Association at Liverpool, in 1883. One of these specimens is on

the table to-night. In it the two kidneys are symmetrically enlarged

from their normal size m the seven months' foetus, the age of the

case, to that of a full-grown man. The enlargement is due to an

infiltration with a growth of a somewhat similar nature to that

which I have described in the tumour to-night, and it appears to

have gone on to the development of perfect renal tissue, for there

is an immense deal more kidney structure of a normal type in these

organs than is consistent with the age of the foetus, or than one

would expect in a child of a year or two old.

In speaking of these tumours as congenital adeno-sarcomata I

wish to convey a distinct meaning, and one which entirely disasso-

ciates them from the adult adeno-sarcomata. At the present time,

when there seems to be a strong tendency to accept the opinions of

Cohnheim respecting the congenital origin of all new growths, it is

unnecessary to adduce arguments in favour of this form of com-

mencement for most of the growths known to have existed from

early childhood, though it may be very difficult to defend the origin

of adult growths from becoming entangled in this wide generalisa-

tion. If we are content to subdivide tumours into those which are

certainly of congenital origin and those which are only of possibly
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remote congenital origin, we shall have complex tumours which

may all be classed as teratomata on the one hand and simple

tumours on the other. Now, I have had the opportunity of examin-

ing a considerable number of specimens of congenital sarcoma of

the kidney, and I believe that they ought all to be classed with the

teratomata. At some part or other they will all show a tissue

which corresponds with round-celled sarcoma ; but examine them

throughout, and a high and complex development will be met with

somewhere, which is quite inconsistent with the character of a

round-celled sarcoma. What I wish to imply is that the new

growths which I refer to as emphatically congenital are congenital

not only in origin but in growth ; that they grow directly out of a

developmental abnormality, while the tissues of the embryo are

still in an imperfect state of differentiation, which no doubt

explains their tendency to complex structure. Post-congenital

growths, on the other hand, whether originating in normal or rudi-

mental tissues (personally, I do not think that one in fifty com-

mences in a i-udiment ; it is not consistent with traumatic malig-

nancy, tumours in cicatrices, chimney-sweeps' and smokers' cancers,

and other examples), in either case grow from a definitely formed

tissue, and show in their structure only the different stages be-

tween the embryonic and fully formed state of that tissue. A nor-

mal tissue is just as congenital as a rudiment, and a tumour of post-

congenital growth in the latter has therefore no special claim to be

called congenital ; but a tumour which grows in utero is in every

sense congenital. I believe that this adeno-sarcoma originated in

the primordial kidney owing to an imperfect differentiation of some

of the germinal cells in its vicinity, whose chief function it was to

form glandular tissue. I find in it embryonic kidney gland tissue

skin epithelium, various kinds of connective tissue, and perhaps

muscle. I regard it as a renal monstrosity, and as a rare form of

the large group of genuine congenital tumours.

March I6th, 1886.
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7. Carcinoma of the left kidney ; nephrectomy ; recovery.

By Jeremiah McCarthy, M.A.

A MAN aged 37 was admitted into the London Hospital March

6th, 1885, with the following history

:

He had been a ship's cook, and while at sea had always enjoyed

good health, but on land had never felt well. He had had no

definite ailment, except a slight cough which was chiefly trouble-

some in the morning, but passed off later in the day. He was of

temperate habits. In August, 1884, after a hard day's work, he felt

a sudden pain in the left groin, and on making water the next

morning he noticed that the urine was tinged with blood. The

pain in the groin continued and extended to the lumbar region.

It became so severe that he could not work or even walk. The

urine was always tinged with blood.

On admission he was pale and badly nourished. The action of

the heart was feeble and irregular. He complained of severe pain

in the left groin and in his back, across the loins. When he was

stripped it was apparent that the veins of the left spermatic cord

were varicose and that there was a slight protuberance of the

anterior abdominal wall below the tenth rib on the left side. The

protuberance was solid with bowel in front of it, and lumbar

examination proved that it was caused by considerable enlarge-

ment of the left kidney. It was insensitive to pressure^ and the

patient had not been aware of its existence. He declared that the

varicosity of the spermatic veins was subsequent to the pain in the

groin. He was kept in bed and his urine was examined daily. It

was always normal in colour, but contained a great quantity of

albumen. Microscopic examination disclosed many coloured blood-

corpuscles and crystals of uric acid. Occasionally he passed

gelatinous clots of decolourised fibrin. As the left kidney was

evidently the seat of a rapidly growing tumour, the nature of the

case was explained to the patient and the decision as to operation

was left to him. He declared that life was insupportable from the

pain and that he would risk any operation if he could get relief.

On March 17th the kidney was removed, the abdomen having

been opened in the left linea semilunaris. A drainage-tube was

passed through an opening made for it in left lumbar region.
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Antiseptic precautions were adopted, and the progress of the case

was very satisfactory. The abdominal Avound was healed by the

tenth day, and the patient was allowed to get up in four weeks.

His heart was still very feeble, and he was sometimes very despon-

dent. At his own request he was discharged May 13th, and died

not long after at his home apparently from failure of the heart.

No post-mortem examination could be obtained.

The kidney weighed 2 lbs. 4 oz. The greater part of the normal

renal structure had been replaced by a carcinomatous growth

which had apparently originated in the pelvis of the kidney.

Much of this groAvth had undergone fatty degeneration. The

result of the operation was on the whole good. The patient was

free from pain, and his urine no longer contained blood or albu-

men. His general condition was not favorable for an operation,

and the removal of the kidney was performed with the view of

relieving pain rather than of prolonging life.

November 2nd, 1885.

8. Valvular obstruction of ureter ; pyotiephrosis.

By Harrington Sainsburt, M.D.

HARRIET H— , aged 34, married, admitted into Royal Free Hos-

pital, under Dr. Cockle, January 4th, 1886.

At the time of admission the patient was in a state of mental

stupor, from which, however, it was possible to rouse her, and to

obtain rational answers to questions. Three epileptiform seizures

occurred subsequently to her admission. The stupor deepened

into coma, and she died in this condition on June 5th.

History.—Since childhood patient had suffered from epileptiform

seizures. The attacks were, however, infrequent, intervals of several

months occurring in between. In other respects patient's health

was good till a year ago, when, with an attack of erysipelas, or

immediately upon this, patient began to vomit. According to her

husband's statement the vomiting occurred the first thing in the

morning each day on rising, during the rest of the day patient being,

as a rule, free from vomiting and fairly well. Five days before

admission a considerable quantity of blood was vomited. There is no
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record of blood in the motions, but they were never observed. For

six months patient had lost flesh, and had complained of a gnawing

pain in the back between the shoulders. There was no history of

alcoholism.

On questioning it was elicited that there had been free micturi-

tion, the patient rising several times in the night to pass water.

On examination the urine was found to be feebly albuminous
;

beyond this there was nothing in the patient's condition except

some tenderness in the epigastrium. The temperature was normal.

Patient's father had died of phthisis ; her mother was still living.

Of three children patient had borne two had been stillborn ; one,

aged nine, was living and healthy.

At the post-mortem there was found some general emphysema of

the lungs, together with congestion of the bases posteriorly, and

some softening of the congested lung-tissues.

The heart appeared normal.

In the abdomen spleen and liver appeared healthy ; the alimen-

tary tract showed nothing beyond patchy congestion with slaty

discolouration. This was most marked in duodenum and stomach
;

in the latter the shorn-beard appearance was noted in places. In

the colon there were one or two patches of intense congestion with

greyish surface (? exudation or superficial slough) ; nowhere any

distinct ulceration.

G-enito-urinary system : The uterus and appendages appeared

healthy.

The kidneys were in the following condition

:

The right, granular and contracted, with thickened adherent

capsule and thinned cortex ; in the cortex advanced fatty changes.

The ureter of the kidney perfectly patent.

The left kidney in a condition of complete pyonephrosis, being

converted into a fibrous bag, divided by septa into a series of com-

partments. No trace of true kidney substance anywhere visible to

the naked eye. Filling the compartments a soft white material

like thick white paint. The ureter in its upper two thirds still

patent, but its calibre much diminished. Tracing the ureter

upwards to just where it entered the pelvis of the kidney it swelled

out rather suddenly, the appearance being just such as would result

from an injection of the pelvis of the kidney, supposing the ureter

blocked at its mouth.

On slitting up the ureter two small valve-like flaps were found
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guarding the entrance. The two were on the same level. One

exactly resembled a semilunar valve, the other, cut through in the

opening of the ureter, could not be so clearly made out. Between

them these two valves effectually closed the pelvic outlet, preventing

any escape from the kidney. The fact of the complete blockage by

these valves is established by comparing the condition of the

mucous membrane of the ureter above and below the valves.

Immediately above the valves the mucous membrane presents the

rough, crinkled surface which is found lining everywhere the renal

sac ; immediately below, the mucous surface is quite smooth.

In the lower third of the ureter a lumen could not be discovered,

nor could the opening of the left ureter into the bladder be found.

Accordingly the calibre of the ureter towards its lower end must

have been either absent or very minute. But it must be observed

that this latter change in the ureter was a potential, not an actual

cause of obstruction. The bladder was somewhat contracted.

The case presents many points of interest. In the first place the

renal inadequacy, represented by the total destruction of one kidney

and the disablement of the other, is sufficient explanation of the

symptoms present. They were in the end undoubtedly ursemic.

As to the causes of this inadequacy, we may take note of the early

occurrence and well advanced stage of the interstitial nephritis pre-

sent in the right kidney (the patient was 34 years of age). In the

left kidney we may take note of a very unusual form of obstruction

of the ureter. In some of the general text-books on medicine and

pathology I find valvular folds of the mucous membrane given as a

cause of hydronephrosis ; but in the more special treatises on this

subject I have not come across the record of such cases ^—certainly

of cases parallel to the present one, with the exception of a case

recorded by George Johnson ; but there the obstruction, though

similar, was in the urethra. Then as to the light in which one is

to regard the obstruction here present. Is it congenital or acquired ?

The narrowing of the calibre of the left ureter, if not its actual

obliteration in the lower third of its course, may have been se-

quential to the blockage higher up, or it may itself have been a

developmental error, and then would be an argument in favour of

the congenital nature of the valvular obstruction higher up ; but

the difficulty in the way of this interpretation exists in the precise

* Cases described by Coscbwitz, Haller's ' Disputationes Anatomicse ' (vol. iii,

p. 333), not comparable.
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nature of the impediment ; for though indeed valvular obstruction

is given as a not infrequent congenital cause of hydronephrosis, the

kind of valvular obstruction meant is, so far as I can discover, an

oblique entry of the ureter into the pelvis, and not the presence of

so definite a structure as that which we have here. It is precisely

this definiteness of structure which to me appears to constitute the

difficulty of the case, for the error of development, if it be one, is

not an error by excessive development, nor by defective develop-

ment, nor will it fall in with Forster's third subdivision, of mal-

formation by aberrant development, for as it stands the valve is

almost as much a new formation as a focus of new growth ; but, I

would ask, must we regard this definite structure, be it congenital

or acquired, as having always been as definite as it now is ?

It seems to me that a little redundancy of mucous membrane at

the mouth of the ureter, with some looseness of the subjacent con-

nective tissue permitting of the mucosa being thrown into folds,

and overlapping the mouth of the ureter, that such, together with

the distending force of an accumulating urine, would yield the

necessary data for the production of such a pocket as we have here.

We are familiar, throughout the body, with folds of the lining

membranes of the several hollow tubes ; in the arteries, in the veins,

in the lymphatics, in the alimentary tract, in the gall-bladder, we
meet with them. All we require, in all such cases, is that the folds

should be of sufficient size to form transverse obstructions ; they

will then, providing a distending force be present, take the shape

of pockets. Perhaps comparative anatomy or the study of the

development of valves in man would throw some light on this

point.

Lastly, I would ask, Is this case to be regarded as one of pyo-

nephrosis or hydronephrosis ? Am I right in regarding the soft,

white, creamy material as evidence of altered pus ? Ebstein

(* Ziemssen's Cyclopaedia') speaks of the contents of the hydrone-

phrotic sac as consisting, in rare cases, of a pap-like fatty sub-

stance, or of an atheromatous material ; but I have not met

elsewhere with the description of such material. It is difficult in

a case of gradual accumulation to understand the reason for

suppuration, but I would point to the presence of pregnancy (three

births) in this case as yielding a possible accidental cause for

irritation (pressure on tumour). A^ril 6th, 1886.
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9. Atresia of vesical orifice of left ureter [congenital?). {Card

specimen.)

By E. Hurry Fenwick.

THIS specimen was removed from the body of a man aged 60,

who for the last month of his life suffered agonising head-

ache. A week before death he suddenly had a fit and became

hemiplegic (right side) and aphasic. Both father and mother died of

apoplexy, and the patient was seized with a fit eight years ago, and

again with another a year ago.

Post-mortem examination revealed a large recent haemorrhage in

the left anterior lobe of the brain at the base. The anterior cere-

bral arteries were both extensively diseased, thickened, and dilated.

The middle and posterior cerebrals were also slightly atheroma-

tous. The aorta was smooth and healthy ; the heart not hyper-

trophied.

Kidneys : The right kidney was enlarged, and showed no signs

of disease. The left was the size of a goose's Q^g. It was sur-

rounded with fat and on section was seen to be completely trans-

formed into a stiff multiloculated sac containing a thin white opaque

fluid glistening with cholesterine crystals. Both the walls and

septa of this renal case were partially calcified and its inner surface

was coated with lime phosphate. The corresponding ureter was

transformed into an impervious fibrous cord, and on examining the

bladder the left ureteral orifice was found to be absent. The

ampulla of the left vas deferens contained three orange-pip-sized

deposits of calcareous matter, and there were corresponding tuber-

cular changes in the left epididymis.

This specimen is shown as an illustration of the not infrequent

coexistence of cerebral haemorrhage with defective or partially

obstructed renal excretion. March 2nd, 1886.
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10. Obstruction of ureter hy a gumma. {Card specimen.)

By W. B. Hadden, M.D.

THE specimen was taken from a man aged 55 who died of stran-

gulated inguinal hernia,

The right ureter is dilated more than twice its normal size down

to a point four and a half inches from its entrance into the bladder.

Below this point the ureter is very small and its lower end just

admits the passage of an ordinary probe. The obstructing mass

involves the bifurcation of the common iliac artery, and both

external and internal iliac arteries with the accompanying veins

are tortuous and puckered from the contraction of the inflam-

matory tissue which surrounds them.

The right kidney was entirely cystic. There were gummata in

the liver and spleen. January '\^th, 1886.

11. Contraction of the bladder after extreme dilatation. [Card

specimen.)

By E. Hurry Fenwick.

rpHE bladder is seen to be hypertrophied and inflamed. This

i specimen is a good example of the recuperative power of the

bladder, as regards its contraction after prolonged and severe

dilatation.

It was removed from the body of a woman aged 38, who
developed symptoms of diabetes insipidus five months before

coming under observation. She was believed to have an abdominal

tumour.

On admission into the London Hospital a catheter evacuated

70 oz. of urine over and above what she had passed (clear,

pale, no albumen, no casts, 1001). The vesical power imme-
diately diminished until almost complete atony ensued. 300

oz. of urine were daily removed by the catheter. After two
months she regained vesical power to some extent, the catheter still
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having to be used daily, the residual urine being a few ounces.

Six weeks before death (five months after commencement of catheter

treatment) she developed symptoms of irritative fever and died

comatose.

Post-mortem.—Acute cysto-pyelitis and acute interstitial nephritis

of both kidneys. December 15th, 1885.

12. A bladder showing a post-trigonal pouch which had con-

tained a latent calculus. {Card specimen.)

By E. Hurry Fenwick.

THE patient from whom this specimen was removed presented

himself among my out-patients at St. Peter's Hospital on

March 8th, 1884, complaining of stricture. He stated that when

sixteen years old he had received a severe blow on the perineum,

which had set up a " traumatic stricture ;" that for the last

eighteen years he had had difiiculty in micturition, and repeated

attacks of retention; that he had been in several hospitals, and

had been frequently sounded for stone ; that his stricture had been

several times dilated up to full size. At the date mentioned his

condition was as follows :
—" Stricture in membranous urethra

admitting No. 15 French ; mild chronic cystitis ; lai^e fist-sized

pyonephrotic sac on the right side ; urine is pyelitic ; no symptoms

of calculus in kidney or in bladder ; not sounded."

In May the sac discharged its contents and from that time it

remained collapsed ; the urine cleared up greatly and patient

improved in health and strength.

In December, 1884, he complained of a sudden increase in all

the old symptoms. His stricture now admitted No. 23 French

bougie. No renal tumour could be discovered in either loin. He
was sounded and a large calculus struck at the mouth of the

bladder.

He was admitted under Mr. Coulsou, who performed hthotrity.

The patient was much collapsed after the operation and sank a

fortnight after. Stone weighed 1 oz. 15 gr. (urates and phos-

phates).
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Autopsy.—1 could find no trace of lardaceous disease in any

organ, nor did the condition of the viscera excepting the urinary

organs, call for any remark.

The right kidney : The renal substance reduced to a layer not

anywhere more than half an inch in thickness. Capsule adherent

only in parts. Surface seamed and puckered but not granulated.

Pelvis and branches greatly dilated forming a flaccid sac con-

taining half a pint of puriform fluid. Mucous membrane con-

gested and pigmented. At the junction of the pelvis with the

ureter proper, the calibre was reduced to No. 12 English catheter

gauge. Towards the lower part of the ureter there were a couple

of sharp bends enclosing an ovoid sac, which might from its

appearance have contained a small calculus (circumference two

inches). Opening of ureter admitting No. 6 English.

Left kidney and ureter : Similarly but less affected than the

right.

Bladder : Somewhat of an hour-glass shape, wall thickened and
fasciculated. Mucous membrane herniated here and there, but the

saccules thus formed are small and do not extend deep enough to

be apparent from the outside.

Interureteral bar hypertrophied, standing out as a broad thick

ridge crossing has fond of bladder. Behind this ridge was a deepish

saccule formed by the pouching of the entire wall of the bladder,

and in it was found a fragment of stone which had escaped the

lithotrite. It was doubtless this post-trigonal pouch which had
lodged the calculus, and had rendered it "latent" by preventing it

falling upon the sensitive neck of the bladder and eliciting those

symptoms which are so characteristic of stone.

A stricture of large calibre existed at the membranous part of

the urethra. March I6th, 1886.

13. A case of idiopathic extraperitoneal rupture of the bladder.

By E. Hurry Fenwick.

THE following is a brief history of the patient from whom this

specimen was removed.

William S— , aged 42, married. No history of syphilis. Has
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had nine healthy children. Has always enjoyed good health up

to the date of onset of symptoms, though complaining of occasional

pain in the back for the last sixteen years. He is reported to have

passed blood (per urethram) once, twelve years ago. There is no

history of stricture.

He has always been a heavy drinker, and has played on the

cornet for years This instrument he blows with great force,

although he has been repeatedly cautioned upon the danger of the

practice by his uncle, a bandmaster.

On Friday, August 15th, 1884, he had been to a sale, and had

been excited and restless throughout the day. He had been

drinking heavily, and at 10 o'clock in the evening whilst perform-

ing on the cornet in a public house he felt " something give way"

in the lower part pf his belly. He was immediately seized with a

severe pain which " drew him double." He made his way home

with difficulty, and passed on his arrival there a large quantity of

blood and water.

He stoutly denied any accident or violence of any kind. He did

not know whether he had emptied his bladder shortly before he

felt the ** snap " or not. He affirmed, however, that there was no

desire to pass water.

The pain soon became extreme. He vomited frequently and

freely. He passed blood, though with some straining, every fifteen

or twenty minutes throughout the night, experiencing after each

act some slight relief, but his wife asserts that bright red blood

flowed freely from his urethra between the times of his passing it

voluntarily.

These symptoms continued unabated until Monday, August 18th,

when he was admitted into the London Hospital, under the care of

Mr. Waren Tay, to whom I am indebted for permission to publish

the case.

The house surgeon passed a catheter, and withdrew a quantity

of clotted blood and urine. The patient vomited whilst in the

receiving room. He was suffering acute pain in the suprapubic

and umbilical regions. His face was pallid, and sweat bedewed,

hippocratic. Pulse weak, almost imperceptible ; temperature sub-

normal.

On examining the abdomen there was marked distension, but

the percussion note differed greatly in the upper as compared with

the lower region. Absolute dulness existed below a wavy line
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drawn across the belly, an incli below the nmbilicns ;
the rest was

tympanitic. There was excessive tenderness in the supra-puLic

region.

August 19th.—Sclerotic acid, half grain, injected subcutaneously,

after which the haematuria gradually subsided. Urine now showing

much pus and oxalate of lime crystals.

23rd.—Urine extremely fetid, depositing a large quantity of

pus and shreddy necrotic tissue coated with phosphate of lime.

It was noted that on the introduction of a catheter for diagnostic

purposes a quantity of fetid gas escaped with an audible puff.

No alimentary material could be discovered in the urine. He had

perfect control over his bladder.

For twenty-one days the temperature oscillated between 102°

and 99° F., finally becoming normal. The pain and tenderness

subsided, and with the exception of the urine retaining its cystitic

character and the hne of dulness remaining constant, his condition

was that of convalescence.

On September 4th, Mr. Tay leaving for his summer holiday, the

case passed into my charge. The patient then seemed to be

rapidly improving, and as he could pass his water well I did not

examine him.

8th. He was suddenly seized with a renewal of the pain, and on

my going to see him I found him suffering with evident symptoms

of peritonitis.

He died September 10th, twenty-six days after the commence-

ment of the attack.

Autopsy.—I found the bladder surmounted and surrounded by

an enormous adventitious sac, which had been formed by the

stripping off of the peritoneum from its attachments in the lower

part of the abdomen by the sudden egress of urine from a rup-

tured bladder. Thus the peritoneum had been lifted off, in front

from the anterior abdominal wall as high as the umbilicus, and

from the posterior wall of the bladder ; behind, from the anterior

surface of the sacrum and the rectum (the intervening recto- vesical

pouch being lifted up to form the roof of the sac). At the sides

the true and false pelves were completely stripped of their peritoneal

covering.

The walls of this sac were in a state of gangrene ; long lags and

pendent bridges of necrotic tissue, freely encrusted with phosphatic

deposit, covered the roof and sides. The sheath of the right psoas

20
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muscle had been destroyed, and tlie sloughiug muscle now formed

part of the bpundaries of the sac.

Two openings were visible from witbin, one leading into the

peritoneal cavity, the other into the bladder. The former was

situated at the upper and back part of the sac ; the orifice admitted

a No. 6 English catheter, and it was evidently of recent origin.

The sac held half a pint of pus, urine, and phosphatic-coated

debris.

Bladder was large and flaccid, containing a quarter of a pint of

decomposing urine. Its walls were somewhat hypertrophied and

slightly fasciculated. Here and there on the posterior surface were

the openings of tunicary hernise of small size.

The mucous membrane was acutely inflamed. At the apex of the

bladder, and a little to the left of the median line was a florin-sized

rounded aperture, the edge of which was smooth and its orifice

traversed by a stoutish bridge of sloughing miiscle tissue.

There existed an important pathological condition of the veins

of this side of the bladder in that the left vesico-prostatic plexus

had been much distorted in its arrangement and much altered in

calibre by inflammatory changes and j^hlebolithic blockage. The

veins also draining the ruptured part of the bladder were in a

similar contracted and inefficient condition, and both systems thus

markedly contrasted with the normality of arrangement and struc-

ture of the venous systems of the opposite (right) side.

A stricture of large calibre, admitting a No. 12 catheter, existed

at the bulbo-membranous portion of the urethra.

The ureters were of normal size, texture, and course.

The kidneys were congested, otherwise healthy.

Evidences of acute purulent peritonitis were present, as well as

that of old mischief, for the great omentum and numerous coils of

small gut were adherent to the top of the extraperitoneal sac.

The heart was flaccid, its muscle friable, but otherwise healthy.

The condition of the other organs called for no remark.

This case was brought before the Society because of its rarity.

Thus, of 322 cases collected by Mr. Eivington in his ' Eupture of

the Urinary Bladder,' only eleven cases fall into the category of

" idiopathic extraperitoneal." To these eleven cases I am able to

add seven more (unpublished), five of which have occurred at ih^

London Hospital since 1832. Two have come under my notice

as Pathologist to St. Peter's Hospital for Stone during the last year.
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There are three points of especial interest in this case

:

First, the consideration of the predisposing cause of the rupture.

Was the weakened spot in this bladder caused by the disturbance

of the venous circulation, inducing primarily, congestive softening or

ulceration from ineflScient drainage analogous to a similar condition

met with in other parts ? Or was this the sequence of events : the

bladder continually "stressed" between wind and water (cornet

and drink), and doubtless at times having to overcome a congested

stricture, becoming fasciculated, then herniated, and finally the

thinnest hernia giving way ?

I would submit that the predisposing cause was a combination

of these two factors— softening and stressing—the position of the

latter being determined by the former. From the knowledge de-

rived from an extensive series of dissections of the venous systems

of normal and pathological bladders I am convinced that prostatic

and vesical disease will be found more dependent upon abnormal

venous conditions than has hitherto been admitted, or even gene-

rally supposed.

Second, it is interesting to note that the patient was able to pass

his water immediately after the accident, and continued to have

due control over his bladder up to the termination of the case. This

is unusual, and the only strictly similar case is that recorded by

Bennett (' Dublin Journal of Medical Science,' 1881, vol. Ixxii,

p. 76). There is often a certain quantity of urine passed in the

course of the complaint, but there is generally inability.

Third, the length of time which elapsed before the patient suc-

cumbed to the injury is remarkable, and ranks second in the list of

idiopathic extraperitoneal ruptures. The longest time on record

is that reported by Gouley (' New York Medical Journal,' 1872, p.

467), whose patient lived forty-four days, the rupture being due

in this case to retention of urine. Novemher Srd, 1885.
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14. Extensive ulceration and perforation of the bladder after

fracture of the spine, [Card specimen.)

By E. Hurry Fenwick.

T|HE recto-vesical pouch is seen to be divided vertically by the

adherence of the rectum to the back of the bladder, and the

rucked lower edge of the great omentum is strongly attached to

both, at their line of union ; and on separating these adhesions the

bladder is seen to be perforated at that spot.

The walls of the bladder are stiff and thick, and uncollapscable.

It will be seen that the cause of this thickening is inflammatory

and not due to muscular hypertrophy.

The perivesical and basal fat is large in quantity, stiff and con-

densed in character, firmly adherent to the bladder wall, and shows

microscopically, leucocytic infiltration. More especially are these

characters marked where the ureters and the vasa deferentia lie in

apposition to the vesical wall.

The mucous membrane of the bladder is deeply congested and

inflamed, the posterior surface is darkly pigmented and extensively

ulcerated. The bases of the ulcers are seen to be formed either of

the condensed submucous tissue, or the non-hypertrophied cleanly

dissected out muscle bundles, or in the perforating ulcer, of the

adherent rectal wall. It is noticeable that all the ulcers are post-

trigonal.

This bladder was removed from the body of a man who had died

of pyelonephritis after fracture of the fifth dorsal vertebra and

dislocation of the same from the sixth. He lived two months and

was quite paralysed below the sixth intercostal space.

December 1st, 1885.
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15. Miliary tubercle of bladder. {Card specimeji.)

By E. Hurry Fenwick.

JliNE miliary tubercles are seen scattered over the entire mucous

-L membrane of the bladder. No ulceration present. Other

coats of the viscus apparently healthy.

Specimen was removed from a man aged 39, who had died of

diabetes mellitus. The symptoms had lasted nine months, and

doubtless the urinary troubles incidental to the disease had effec-

tually masked those usually due to the presence of tubercle.

Caseous deposits, cavities, and disseminated miliary tubercle

existed in both lungs. November 17th, 1885.

16. Tubercular ulceration of bladder. {Card specimen.)

By E. Hurry Fenwick.

rilHE mucous membrane of this bladder shows tubercular ulcers

J- of varying size, shape, and depth, scattered irregularly over

the sides and apex of the viscus.

The specimen was taken from the body of a man who had died

of tuberculosis of the entire genito-urinary tract. The symptoms
had existed seven years ; initial pyuria and right reno-uretal pain

giving way on the passage of a small phosphatic calculus to extreme

perineal, penile, and supra-pubic pain. The incessant and often

futile straining to pass urine terminated in incontinence. Cysto-

tomy was performed to alleviate the suffering and was to some
extent successful. December 15th, 1885.
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17. A case of tubercular exfoliating cystitis.

By E. Hurry Fenwick.

THE patieiiu from whom these specimens were taken had suffered

for four years from evident symptoms of tuberculosis of

urinary tract. He was admitted into St. Peter's Hospital on May
19th, 1885, with a large right-sided pyonephrotic sac. His lungs

showing no evidence of disease, Mr. Coulson performed nephro-

tomy, and evacuated a quantity of pus, No calculus could be felt.

The man gradually sank.

Autopsy.—Signs of peritonitis of an asthenic character. No
tubercle apparent.

Right kidney : Pelvis dilated and full of curdy pus. Renal sub-

stance replaced by large abscess cavities communicating one with

the other. The knife had opened the most inferior and the most

isolated of these cavities, so that though this and a neighbouring

one had been drained by the operation, the others were full.

(Chromo-lithograph of this kidney may be found in Morris's ' Dis-

eases of the Kidney.')

The right ureter was coated with the usual curdy deposit, and

was almost occluded in its upper third by a mass of similar

de2)osit.

Left kidney and ureter healthy.

Bladder : On opening the bladder, it was seen that the entire

mucous membrane had been cleanly dissected off the subjacent

muscle, with the exception of the trigone.

The trigone presents a most unusual and striking appearance.

The mucous membrane forming it had been raised laterally, and

now presented a fimbriated edge, terminating at the mouth of the

bladder in two auricular-shaped appendages of scarlet colour,

evidently the injected and crumpled remains of the circumjacent

mucous membrane.

There was a small papilloma on the interuroteral bar, and it

was noticeable that the right ureteral opening had been displaced

outwards from its natural position, most likely by the circum-

ureteral tubercular infiltration on that side. There was a yel-

lowish mass of crude tubercle under the mucous membrane of the

prostatic urethra, and the right lateral lobe showed two horsebean-



PAPILLOMATA OF BLADDER. 311

sized deposits of the same material. The vesiculse seminales, vasa

deferentia, and testicles were entirely free from disease.

The comparative immunity which the mucous membrane of the

trigone enjoys in tubercular affections of the bladder is doubtless

partly due to the adherence and density of the membrane, and

partly to its freer blood supply. This immunity is well marked in

this specimen.

Microscopical preparations of the vesical wall show the muscle

to be completely and evenly stripped of its mucous membrane.

This bladder is shown as a very rare condition of vesical tuber-

culosis.

Tubercular ulcers of varying size and shape, involving more or

less of the subjacent tissue, are common enough, but for the entire

mucous membrane to be uniformly and evenly detached is most

unusual.

On searching through our English museums and the English

and continental literature from the date of M. Bosc's case (1827),

I have been able to collect about thirty cases in which the entire

mucous membrane was shed, either as a cast or in long strips.

One or two cases of Spanish and American origin I have not been
able to get access to. The greater proportion (22) occur in

women, and the most frequent cause is that of retroflexion of the

gravid uterus. Eecovery is the rule, but with diminished power
of retaining urine. In those cases which have occurred in male
subjects the sac and the stripped muscle wall have been found on
post-mortem, and the cause for the detachment has been cystitis,

set up either by stricture or spinal trouble.

Jamiary 5th, 1886.

18. Paj)iUo77iafa of bladder. [Card specimen.)

By E. Hurry Fenwick.

THIS specimen was removed from the body of a man about whom
no information could be obtained.

The bladder was opened in the routine of examination and is now
exhibited under water in order that the peculiar papillomatous
condition of its mucous membrane may be more apparent.
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Five small deeply congested growths spring from tlie posterior

third of the trigone. Two are mere thickened lappets, about the

size of large peas; the others have long pedicles and their bulbous

ends are about the size of grape pips ; the collum is quite free.

Between and around the ureteral openings, but cMefly behind the

interureteral bar, the mucous membrane has been transformed

into a shaggy subvilloid condition. This condition is sometimes

seen when a foreign body has irritated the bladder for some time,

and yet has not caused acute cystitis, e. g. phosphatic coated

catheter, a condition which I have roughly noted as '* cropped

villous." Towards the vertex this condition becomes patched, the

intervening mucous membrane being smooth and shining. There

is no muscle hypertrophy or any signs of ulceration. The prostate

is not enlarged, and contains no deposit.

March 2nd, 1886.

19. Villous growth of bladder. (Card specimen.)

By E. Hurry Fenwick.

THIS specimen was removed from the body of a man aged 70,

who for the last two years of his life had suffered from recur-

rent attacks of vesical haematuria. The amount of blood present

in the urine varied greatly in colour and in quantity. A soft pro-

jecting surface could be felt at the right ureteral orifice, but no

villoid growth ever appeared in the urine. When he came under

my care he was failing in health, and refused operation.

The bladder wall is thin, non-fasciculated. A large patch of

villous growth is situated above and around the right ureteral

orifice. The ureters are normal in size. The rest of the body,

although exsanguine, was not visibly abnonnal.

May 4th, 1886.
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20. Fibrosarcoma pohjpi of bladder. [Card specimen.)

By E. Hurry Fenwick.

rpnis bladder was removed from tliebody of a boy, E. C— , aged 8,

X who suffered for six months from painless and profuse vesical

haematnria. No tumour could be felt with the sound. A median

(perineal) cystotomy was performed by Mr. Walter Coulson, aad

large pieces of the growth removed by means of scissor-forceps.

The entire bladder was coated with polypi, varying in size and

shape, from a cherry to a small plum. A week later a second

operation was performed, and the bladder cleared as far as possible.

Marked improvement followed, and the boy gained in health and

strength, and returned home. He died six mouths after the onset

of the hsematuria, suffering latterly from incontinence.

Autopsy,—Body greatly emaciated
;
perineal wound quite healed,

but the scar was thin, purple, and bulged outwards by what was

subsequently discovered to be some of the growth, which had

passed from the bladder through the prostatic urethra.

Kidneys show acute interstitial nephritic changes, which are evi-

dently of vesical origin.

Bladder : Small and contracted ; wall somewhat hypertrophied.

The muscular ridges which form the columnse carnese are seen to

be transformed into thick columns of fibro-sarcomatous growth,

here and there relieved by large sessile polypi of the same struc-

ture. The intercolumnar mucous membrane is similarly diseased,

but not to the same extent. The ureteral orifices are seen to be

sunk, being overgrown on all sides, and stretching from opening to

opening is a curious bridge of sarcomatous tissue, which forms the

cross-piece of a T-shaped mass, which was found projecting

through the mouth of the bladder, and impinging on the perineal

scar.

The vertical limb of the T, measuring three inches, is composed

of a number of irregularly shaped sessile polypi attached to a thick

central core. The entire projection has a resemblance to a half-

eaten bunch of grapes.

The centre of the trigone has disappeared ; its place has been

taken by a smooth-walled opening, which leads into a subtrigonal
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pouch filled with pus. The peritoneum was not implicated. The

ureters were dilated. There were no secondary deposits, and the

condition of other viscera calls for no remark.

The interest of this specimen chiefly lies in the rapid reconstruc-

tion of the growth after removal, and in the very peculiar

projection of the same through the prostatic canal.

Presumably the resistant hypertophied vesical wall was a greater

obstacle to the rapid increase of the mass than the sphincter at the

neck of the bladder. We would submit that the subtrigonal pouch

just mentioned was formed b7 the first stress of the tumour before

the sphincter gave way.

The inequalities of the polypi blocking the prostatic canal must

of necessity have been obliterated by the vis a tergo of each con-

traction of the bladder, a complete retention being caused by each

spasm, but it is probable that the urine was able to trickle along

the tortuous channel during the intervals of vesical rest.

January 19th, 1886.

21. Flbro-sarcomatous polypifrom the bladder,

{Card specimen.)

By E. Hurry Fenwic^.

THESE polypi, which filled when fresh half a pint measure, were

removed by the perineal incision from the bladder of the boy,

E. C—, aged 8. They are the result of the two operations alluded

to in the report on the bladder. On removal they were plump,

semi-translucent and shiny, and appeared to be partially composed

of myxomatous tissue. But as will be seen in the microscoj^ical

specimens they are fibro-sarcomatous. March 2nd, 1886.
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22. Cancer of the bladder obstructing the ureters.

By A. Makmaduke Sheild, M.B., B.S.

mHE interior of tlie bladder is extensively affected with soft

X cancer, which thickens and infiltrates its walls, projects into

the vesical cavity as irregular warty or papillary excrescences,

covered with calcareous deposit, and obstructs the orifices of the

ureters, causing them to be much dilated. The specimen was

removed from the body of a tall, emaciated man aged 58, a patient

of Mr. T. Holmes. There was no family history of malignant

disease or evidence of constitutional syphilis.

In the year 1866 he was an inmate of St. G-eorge's Hospital, and

underwent amputation of the penis close to its root, on account of

a growth on the organ of an epitheliomatous nature. He remained

quite well until 1883, when he began to have some difficulty in

micturition from contraction of the urethral orifice, and in August,

1884, was admitted with retention of urine. The narrowed aper-

ture was dilated and he left the hospital relieved of his difficulty

in micturition, but signs of vesical disease, irritability, and hsema-

turia were now noted. In October he was again admitted, with

extravasation of urine into the scrotum, which was treated in the

usual manner. But the urine was laden with pus, blood, and

decomposing detritus of growth. Emaciation and cachexia were

marked and progressive, agonising pain was experienced in the

back and down the limbs, and the left lower extremity was oede-

matous. He died from exhaustion in a few days. At the 'post-

mortem examination the bladder was found to be fixed in a mass of

new growth, which implicated mainly the left side of the pelvis

with the iliac and sacral glands. The liver was enlarged and

studded with tuberous masses of white cancer, of a soft creamy

consistence. In the left iliac region, extending upwards in front

of the iliacus and psoas muscles nearly as high as the kidney, was

a large abscess, full of foul pus and decomposing fragments of

tissue. This had its origin in a disintegrating mass of growth in

the left iliac glands, and the colon was adherent to the front of

the abscess sac, but not perforated. The left iliac vein was com-

pressed, but contained no clot, the kidneys were small, fibrous.
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with dilated pelves, the mucous membrane being of a dull slate

colour.

Under the microscope the growth showed an alveolar structure,

the contained cells being large, spheroidal, and multinucleated.

In the liver and glands the usual characteristics of soft cancer

were evident.

Primary cancer of the bladder is mainly an affection of the

male, and is not common. In the specimen under consideration

one cannot regard the cancer of the bladder as having any connec-

tion with the growth of the penis. Indeed the long respite from

mischief, nearly eighteen years, is an important clinical fact, and

the case may be regarded as one of cancerous growths occurring in

an individual prone to the disease, in the first instance caused by

irritation about the penis, in the second by the worry and

mischief to the vesical mucous membrane, resulting from the

contracted urethral orifice and changes in the urine. It is worthy

of remark that the surface of the growth is papillary, not villous,

the masses of cancer presenting as sessile or rounded projections,

and not as pedunculated or fimbriated growths.

The formation of abscess calls for a passing notice. How rare

is it for suppuration to occur in relation with malignant disease on

the exterior of the body. Yet in the abdominal cavity the fact is

familiar to pathologists that such a result is not uncommon.

This may be attributed to the rapidity of the growth, masses of

cellular elements being formed, which rapidly die on account of

insufiicient blood supply, from haemorrhages or thrombosis into

the substance, and to the proximity of the intestine, which allow-

ing of the passage of foul gases through its coats, or in some cases

of actual perforation and faecal extravasation, renders the soft

disintegrating tissues particularly liable to foul suppurative pro-

cesses. November Srdj 1885.
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23. Carcinoma of bladder. {Card specimen.)

By F. SwiNFORD Edwards.

THE whole of the interior of the bladder, with the exception of

the trigone, is occupied by a new growth. Perforation has

occurred through the peritoneal coat, which caused peritonitis and

death.

The patient, a man aged 52, had suffered with bladder symptoms
for two years. Haematuria set in about four months before death.

Digital examination of the bladder was performed a month before

the patient died, the cystotomy affording great relief to symptoms.

January hth, 1886.

24. Large hilocular hydatid cyst springingfrom neck and back

of urinary bladder.

By E. Hurry Fenwick.

I
WAS asked by my friend Mr. Buncombe, of Mile End, to see a

patient suffering from an abdominal tumour. On examination

I found an elastic foetal-head- sized tumour springing from the

pelvis of a man aged 50. There was evidently mechanical pressure,

both upon the bladder and rectum ; but the former was proved to

be unimplicated, by means of the sound and examination of the

urine.

The following history was obtained :—Six months ago he noticed

a lump coming in his belly, which, increasing in size, caused him
" agonising pain." He was accustomed to partake freely of spirits

to relieve the pain. Operation was refused until he was too much
exhausted to allow of surgical interference.

Autopsy revealed a large bilocular hydatid cyst, situated in the

recto-vesical pouch, wedging the rectum apart from the bladder,

and pressing upon both. It was more attached to the latter than

the former. The cysts were full of secondary cysts, and were in

communication one with the other. The walls of the cysts were

densely laminated and partially calcified.
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There were hydatids in the liver, one cyst projecting just by the

WOODCTJT 8.

C, Hook holding up the bladder. P. Prostate, A. Anus. S. Sigmoid flexure*

H. Upper hydatid cyst. H". I^ower hydatid cyst.

gall-bladder. These cysts are not uncommon, and authors have

at various times collected such cases. The practical result of

investigating the literature shows that

—

First, they very rarely break into the peritoneum. If they burst

at all they burst into the bladder, rectum, or utero-vagiual canal.

Secondly, in cases of retention by pressure upon the neck of the

bladder puncture per rectum is the most successful method of ob-

taining relief and cure. Park (1817), Roux, Le Sauvage, Quain,

and Sir H. Thompson have all had cases terminating successfully

after this treatment. Jj^^'^^ 20th, 1886.
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S5. A case of calculus vesica in a female child two

years old.

By James F. Goodhart, M.D., for Lewis W. Marshall, M D.

(Nottingham),

EB— was admitted into the Children's Hospital November
• 26th, 1885, having previously been under treatment for two

months at the dispensary on account of pain and difficulty in pass-

ing water. Difficulty in micturition was first noticed by the mother

eight months ago, after an attack of whooping-cough. Always
passed an average quantity of urine mixed with " slime," and occa-

sionally blood. Her early feeding was breast-milk up to ten

months, and bread and water afterwards, until she at an early age

"took bits" with the parents. Had cut, on admission, eighteen

teeth. Previous illnesses were varicella and pertussis. Family

history was good. No rheumatism or tubercle.

On being examined under chloroform the labia minora were

found to be slightly adherent, and a stone was felt by passing a

probe through the urethra. This passage was unusually large for

so small a child, and the entrance very easily found.

December 1st.—An attempt was made to remove the stone, the

size not having been accurately gauged, but the attempt, of course,

proved ineffectual. No ill effects resulted from this procedure.

15th.—The stone was partially crushed by dressing forceps, and
some pieces removed. The stone was found to be much larger

than was at first supposed, and the instruments which could be

passed through the urethra did not appear to be of sufficient

strength to crush. The child never rallied from this attemj)t, and
died on the following morning.

Post-mortem.—The bladder was found to be large, and contained

a stone, from which a part had been removed by crushing the outer

layer. The weight of this, with portions removed before death

from the bladder, was 73 grains. The left kidney was very pale,

and twice the size of the right organ. Pelvis dilated, and ureter very

much so. Cortical substance was very pale. Right ureter appeared

to be larger than usual, but not nearly so much so as the left.

Remarks.—Stone is very common in Nottingham, especially
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amongst cliildren. I have had twenty-three cases in eight years.

May not the abuse of the farinacea and deficient supply of water

be a fruitful cause ? In this case " sop," as it is here called, was

used freely. January \dthj 1886.

26. A large urinary calculus expelled per urelliram from a girl,

(Card specimen.)

By Frederic S. Eve.

AN oval calculus, slightly flattened from side to side, apparently

composed of uric acid, covered with a layer of phosphates.

It measures an inch and a half in length and an inch in breadth,

and weighs 178 grains. At one end is a slight groove or con-

striction, which may have resulted from its impaction in the vissical

orifice of the urethra.

The patient, a girl aged 13, had suffered with incontinence of

urine for six years. The stone was suddenly expelled into her hand,

and its passage was followed by a gush of urine. The incontinence

lasted for six months, but after that she regained control over her

bladder.

The specimen was presented to the museum of the Royal College

of Surgeons by J. B. Dickinson, Esq., of Staleybridge.

Remarks.—It is probable from the above-noted constriction on

the stoue that this end had passed into the vesical portion of the

urethra, which thus may have been gradually dilated.

January hth, 1886.

J27. Stone impacted in the prostatic urethra ; tuhercidosis of

urinary tract. {Card specimen.)

By E. Hurry Fenwick.

fi^HE patient (Alf. S— , aged 25) from whom this specimen was

X removed was seized with a fit two and a half weeks before he

died. The following history was obtained from the relatives

:
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Nine years ago patient received a blow on the left testicle, which

induced a painless orchitis. This subsided without treatment or

rest. Shortly after he received another blow on the same spot,

with a similar result. For eight years he was healthy. For the last

year he has suffered from frequent " colds and asthma." Two and

a half weeks before he died he suddenly dropped off his chair in-

sensible. The "fit" lasted only a few minutes. He gradually

recovered, but was seized with another and more severe fit, in

which he died. Latterly he had complained of pain on making

water. His urine was slightly acid, sp. gr. 1015, and contained a

quarter albumen.

Autopsy showed the ventricles of the brain to be full of blood-

clot, and a recent haemorrhage to exist in the posterior part of the

left corpus striatum. There was an encysted clot of an earlier date,

situated a little anterior and inferior to this.

Lungs : Fibroid phthisis at both apices, the left apex containing a

large calcareous mass. Both pleural and pericardial cavities were

obliterated.

Genito-urinary system.—Kidneys : The right showed the effects

of backward pressure. The left was hollowed out into a number
of tubercular cavities, the corresponding ureter being completely

blocked with the caseous material.

Bladder : Small, and its wall is somewhat thickened. Trigone

congested and covered with miliary tubercle.

Prostatic urethra lodged a French-bean-sized calculus, rough,

black, and irregular in shape. The canal was here dilated, as if

the stor^e had been detained there some time.

Left epididymis and left vesicula seminalis contained caseous

masses. April 6th, 1886.

28. Case of spontaneously fracturing calculi.

By Sydney Jones.

THIS case, one of interest, came under my observation in November
last, and seems worth bringing before the notice of the

Society.

21
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John C—, aged 81, a distiller, was admitted under my care into

St. Thomas's Hospital on the 7th of November, 1885. He had

previously been under the care of Mr. Charles Sangster, of Lambeth

Terrace. He had always had fair health, with the exception of

rheumatic gout, but had not been troubled much with this for the

last twenty-four years. Nearly four years since he passed his first

stone, and has continued to pass others at intervals. During the

last two years the fragments have much increased, both in number

and size. He had passed about twelve or fourteen shell-like pieces

during the last two years. He had always succeeded in passing

them, although sometimes he had to pick them out, or have them

picked out by his wife. Four days previous to his admission his

wife had extracted a calculus with a pair of pliers. For some few

days before his admission into St. Thomas's he had much pain and

difficulty in passing water, which only dribbled away.

On the day of his admission Mr. Sangster endeavoured to remove

a large fragment impacted in his urethra, but failing to do so sent

him into the hospital. I found a calculus firmly impacted in the

penile portion of the urethra. A No. 12 catheter readily passed

down to it ; it was easily pushed back into the bladder, in which

situation it was intended later on to crush it. No. 12 was passed

on into the bladder, more than a pint of urine was drawn off, and

the catheter was left in.

On November 9th the catheter had been pulled out by the patient,

and there was some difficulty in replacing it. On the morning of

the 9th there was some oedema of the prepuce. In the evening of

the same day the scrotum and penis were much swollen and gan-

grenous, evidently from extravasation of urine. Free incisions

were made into the scrotum and penis, and the membranous portion

of the urethra opened in the median line. By forceps introduced

into the bladder several pieces of stone were removed, which, to-

gether, seemed to make up a perfect calculus. As the object of the

operation at that time was specially to relieve the extravasation,

the bladder was not further explored. The pieces of calculus which

were removed at the above operation consisted of a distinct nucleus

with seven or more water-worn fragments. These fragments for

the most part consisted of the outer layers of a calculus. The con-

dition of these fragments, with rounded water-worn edges and the

surface of the fractures, evidently not recent, made me inquire as

to the possibility of any previous lithotrity ; but he had never been
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subjected to any such operation. Tlie patient went on very well

for awhile. Gangrene stopped, and the sloughs separated on the

13th. On the 14th an abscess formed about the parotid on the

right side, and was opened. On the 15th he became delirious, had

difficulty of breathing, and died on the 17th.

At the post-mortem there were found in the bladder seven spon-

taneously fractured calculi. Each calculus had originally been

about the size of a small marble. Ten water-worn bits, crescentic

in shape, evidently the outer layers thrown off by disruption of the

calculi, were also found. In not one of these seven calculi had

disruption occurred from the real nucleus. As a curious coin-

cidence, there were found in the gall-bladder about 400 small gall-

stones.

In my experience the occurrence of spontaneous fracture in

urinary calculi is not common. When a calculus comes down into

the bladder it is generally very dense ; its first presence in the

bladder is the source of much irritation. If not at once passed

mucous inflammation is set up, and as a result, I think, imme-

diately around it is deposited a layer of softer material than the

calculus when it first reaches the bladder. A little later on, if

the calculus is retained, the bladder accommodates itself to the

lodgment of the foreign body, and a stone grows by accretion to

its surface of any elements which are in the urine. It must, I

think, have been a matter of observation that there are periods of

irritation in connection with the existence of stone, these periods

dependent on local causes, such as more exercise or jolting than

usual. I believe that most of these cases of spontaneously frac-

turing calculi have occurred in connection with calculi of uric acid

and its compounds. Such was the composition of the calculi the

subject of this paper.

It is a curious point, but, I think, a fact, that oxalate of lime

stones, with their stilted surfaces, seem to set up less irritation than

the more smooth stones of uric acid and its compounds. An oxa-

late of lime stone will not rarely go on for a length of time without

any prominent symptoms. Excess of exercise will lead to the de-

velopment of symptoms requiring an examination by which a

calculus is detected.

The periodical attacks of inflammation of the bladder in connec-

tion with the presence of stone, no doubt by the presence of more
mucus mixed with phosphates and ammonia, tend to softer layers
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being arranged concentrically in the structure of the calculus.

These softer layers with such composition no doubt determine to the

cracking, first in a radiating direction of the outer crust, and later

on to the separation of this outer crust in more or less thick flakes.

My friend and colleague, Dr. Ord, who has collected a number of

such cases of spontaneous fracture, and referred to them in his work

on ' The Influence of Colloids upon Crystalline Form and Cohesion,'

maintains, I think, that in a changed state of urine the nucleus

becomes swollen, and acts as a bursting charge in a shell. It is

difficult to believe that any influence can be exerted upon the

nucleus by the urine in the bladder so as to make the nucleus

swell. It seems more probable that the softer portions of the cal-

culus, made up, perhaps, of mucus, phosphates, and ammonia, un-

dergo occasionally certain chemical changes, leading to swelling,

cracking, and disruption. In one of these calculi, removed after

death and shown at the Society, a section had been made. In the

circumferential portions, quite outside the nucleus, which seemed

normal, cracks existed, arranged in a direction radiating and con-

centric. These cracks were filled with a deep brown stuff, which,

analysed by Dr. Bernays, showed chiefly urate of ammonia, ash

alkaline, distinct traces of carbonate and of phosphate.

The spontaneously fractured calculi and the gall-stones are

preserved in the museum of St. Thomas's Hospital.

January \9th, 1886.

29. Spontaneous fracture of vesical calculus.
(
Card specime?i.)

By H. H. Clutton.

THE accompanying fragments were passed between the ages of

65 and 70, by a man sent to me by Dr. Castle. He first com-

plained of passing " large gravel " in 1878, and at that time had no

symptoms except during the passage of a fragment. He consulted

me in 1883 when he was passing those which are now seen to be

coated with phosphates. He declined any operation for their

removal and died at home in September, 1883, with severe bladder

symptoms. No post-mortem.
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The specimen has been very skilfully mounted by Mr. Shattock.

Those in the little glass box were passed when the patient was free

from all symptoms of cystitis. They are of a yellow colour, free

from any coating of phosphates, and show very beautifully the

lamination of the original calculus. The rest of the fragments,

thirty-seven in number, which are mounted separately on the board,

are coated with phosphates. Those on the left around the glass

box were passed earlier than those on the right. The latter are

more thickly coated with phosphates than the former, while the

patient was suffering very severely from cystitis.

It can be seen by looking at two of the fragments on the right

which have been cut and polished, that the cleavage has embraced

several distinct layers. This accounts for their thickness as com-

pared with those in the glass box.

It may also be noticed that those in the glass box were the seg-

ments of a larger circle than those passed at a subsequent date.

This makes it probable that the segmentation was a gradual process,

for only the outer layers of the calculus could make these larger

circles which are free from phosphates, and the inner layers which

are parts of a smaller circle, are all coated with phosphates and

were passed much later in the course of the disease.

Dr. Castle informs me that the patient must have passed as

many more fragments as are shown here.

The chemical analysis of one of the fragments within the glass

box was made by Dr. Bernays, and proves that this part of the

calculus is entirely composed of uric acid.

January \^ih, 1886.

30. Iridescence in Calculi.

By Samuel G. Shattock.

[With Plate XII.]

THE calculi which form the chief subject of this communication

present so remarkable a physical character that a detailed

account of them, and an explanation of the phenomenon they

present, may be worth a place in the * Transactions * of the Society,
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especially also as the microscopic structure of calculi, thougli

worked at by Dr. Vandyke Carter,^ and touched upon lightly by

Dr. Ord,2 is a subject which needs further investigation, and is one

of much interest.

The calculi to which I may first refer consist of a group of fifty

or so in number ; they are of the most varied forms, and most of

them present sharp facets, indicating that they have lain in marked

apposition within one or more confining cavities. The largest is

two centimetres in its greatest measurement, the smallest are about

the size of hemp seeds. All of them have, though in different

degrees and extent, a remarkably iridescent lustrous yellow colour,

culminating in some almost to the brightness of burnished gold. In

most, this surface-character is more or less hidden by irregularly

distributed, overlying patches of hard, dull white deposit ; in

some, this layer has undergone a polish and forms portions of a

facet of which the rest approaches to the other character described.

The iridescence is most conspicuous where the surface offers the

greatest irregularities, and reaches a minimum on the flatter of the

facets ; the surface of the facets generally is shining and of a pale

reddish-brown colour, like dried albumen.

This property is confined to a distinct separable surface-layer of

pale reddish-brown colour, which in its thickest parts is not more

than a milHmetre ; the subjacent surface, as exposed after scaling

off this outer crust, is white, smooth, and shining. The deeper and

main substance of the calculi has characters which are common to

some of the ordinary forms of phosphatic calculi, and presents

nothing that needs further notice at present beyond that it is con-

structed of conical intersecting tufts of fine acicular crystals.

The history of these calculi is simply that they were removed

by the lateral operation from a man named George Smith, on July

20th, 1843, and they are called prostatic.

Chemically they consist in the main of phosphate of lime with

phosphate of magnesia and a small amount of ammonio-phosphate

of magnesia ; and they contain also carbonate of lime. A careful

examination by means of sections reveals in all the presence of a

minute spherical nucleus, laminar in constiniction, and in colour

and general characters like the external investment described, and

evidently of prostatic origin.

' ' Micro.copic Structure of Calculi,' 1873.

^ ' Influence of Colloids upon Crystalline Form,' 1879.



IRIDESCENCE IN CALCULI. 327

It is not easy to determine in this case how far the calculi are of

true prostatic formation and how far they are urinary. For although

they have a nucleus of prostatic origin, and were presumably con-

tained within the jjrostate, it is by no means certain that they were

not accessible to the urine, and that the body of the calculus has

not a combined source of formation, partly the prostatic secretion

and partly the urine. Sir Henry Thompson states that he has on

two occasions removed calculi from cavities within the prostate

during life by means of the lithotrite. In these cases the mixed

source of their formation is an obvious conclusion.

As will be presently noticed scanty collections of opaque, reddish-

brown granules enter into the microscopic construction of the body

of the calculi; these, which from their likeness to those found in

other cases, I assume to be urates, would indicate that the calculi

have in part a urinary origin.

Dr. Bernays has kindly furnished the following report upon
their composition :

—

Irregular, rounded masses, made up of layers ; one kind white

and earthy, the other light brown, translucent, with a brilliant

golden pearly lustre. The rest similar in shape, bulk, and lustre

to the original. The earthy layer inconstant.

In one sample

:

Lime 20 per cent.

Magnesia 24 „

Phosphorus pentoxide ... 32 „

In another

:

Lime 39*28 per cent.

Magnesia 2*86 „

Phosphorus pentoxide . . . 34*86 „

The pearly layers consist of

:

Nitrogenous organic matter . . 8'33 per cent.

Lime 41*33 „

Magnesia 4"58 „

Phosphorus pentoxide . . . 34*66 „

Ammonia 0*30 „

Water 10*80

100*00

The ammonia corresponds to 4'32 per cent, of ammonio-phosphate

of magnesia. The rest is principally phosphate of lime, some 64
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per cent., phosphate of magnesia, and some lime otherwise com-

bined ; this lime, as proved by the addition of weak acids beneath

the microscope, is combined as carbonate. The body of the calculus,

that is the crystalline and non-iridescent portions, contains no

carbonate.

Eenal and vesical calculi presenting this remarkable pseudo-

metallic or pearly character have been long well known in herbivora-

There are many excellent specimens of such in the museum of the

Eoyal College of Surgeons. Some of these are described in the

Hunterian MS. as " Pearls from the Ox ; " and not a few were col-

lected by Lavater, who minutely describes their curious appearance.

These specimens, without exception, consist chemically of car-

bonate of Hme, associated with organic matter in considerable

amount. In man, however, such a condition is of extreme rarity.

Indeed the only example from man that I have seen or been able to

find, which at all approaches to those shown, is one which was given

by Civiale to Mr. Liston and is now in the museum of University

College (No. 1597). This calculus is of about the size and form of

a pigeon's egg, and is composed of phosphate of lime associated

with a large amount of animal matter. It is constructed of closely

apposed, yet readily separable thin concentric laminse, which have a

remarkably compact, brittle character and highly glazed surfaces

;

in many strata the colour of these lamellae is light reddish brown, as

though thinly coated with varnish, and when viewed with a lens they

have a distinctly iridescent property. In places the exterior of the

calculus is thinly encrusted with a rough dull white deposit. There

is no history to this calculus, but it is partially crushed, apparently

by lithotrity, and from its size and form it may be assumed to have

been taken from the urinary bladder.

To examine minutely the construction of these various calculi

fine sections were ground, on a hone after embedding the calculus

in a heated mixture of Button shellac six parts, and Venice tur-

pentine one part. The sections were examined first in the dry

state without further preparation, and aftei'wards when moistened

with clove oil and mounted in Canada balsam.

Thin sections of the prostatic calculi so prepared, display two

kinds of structure, sharply demarcated from one another (fig. 1).

The outer part of the calculus, corresponding to the reddish-brown,

iridescent incrusta+ion, about a millimetre in thickness, is composed

of a great number of closely apposed homogeneous, concentric
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lamellae of great tenuity and readily transmitting light. This por-

tion of the calculus is in thin sections devoid of recognisable

colour ; in thicker it is of a pale yellow. The lamellae are in many

places cleanly fissured at right angles to the surface, an unnatural

condition due to the previous drying of the calculus and the pre-

paration of the sections.

The body of the calculus is composed of intersecting conical tufts

of long acicular crystals. In the thicker parts, the cones are set

apex outwards on the deep aspect of the external pearly crust, and

abut by their bases on a thick irregular coarsely scalloped arch of

homogeneous transparent substance inwhich are scattered collections

of reddish-brown opaque granules most probably urates. These are

in places arranged in curvilinear groups, or even in short irregularly

radiating lines. From this arcade processes pass to the spherical

laminated nucleus so as to construct a very coarse framework, the

meshes of which are occupied with cones of fine acicular crystals

which are attached to them in various directions. The processes

of the supporting framework are surrounded by bright transparent

grains by the fusion of which they appear to be formed; these

branching processes are grouped, in places, into cones, and have a

coarse crystalline look ; the fine acicular crystals, however, have

clearly an independent origin. In the thinner parts of the body

of the calculus the crystalline groups pass uninterruptedly from

the nucleus to the pearly crust.

All the calculi examined have a distinct compact, pale brown,

spherical, laminated nucleus. Towards its centre the lamination

of the nucleus is less regular, and is disturbed by the interposi-

tion of flattened groups of spherules arranged more or less con-

centrically with the centre of the nucleus. The actu^ centre

consists only of closely aggregated spherules ; these vary greatly in

size ; some are quite minute, others have four times or more the

diameter of red blood-corpuscles. In some instances the spherules

towards the periphery of the group are combined in small groups,

each of which is enveloped in a laminated capsule. Some of the

single spherules have also a concentrically laminated periphery.

The first formed lamiiise of the nucleus are very imperfect, arched

and wavy, running between groups of spherules which they

enclose between them. The construction of the nucleus is similar

to that of a small collection of prostatic calculi reported by Dr.

Ord in the Society's ' Transactions,' 1878 ; the calculi were about



S30. GENITO- URINARY ORGANS.

the size of hemp seeds and were composed of phosphate and car-

bonate of lime associated with an organic matrix.

The nuclei of the calculi are evidently therefore identical with

the minute calculi so common in the prostate. And it is interest-

ing to notice that some of these latter, at times, are iridescent.

No. 219, museum St. Bartholomew's, is such a collection ;
most of

the calculi are about the size of millet seeds, and they are all

markedly iridescent. There is a similar specimen in the museum

of the Eoyal College of Surgeons (F. 1).

Small prostatic calculi have very often a shining porcellaneous

surface, quite independent of attrition. Although this appearance

has struck many observers, the minute construction of such

calculi has not apparently been investigated with a view to

explain the phenomenon. Some few calculi of urinary origin pre-

sent a similar appearance. I have been able to examine specimens

of both.

For a typical example of the first I am indebted to Professor

Charles Stewart (F. 9, museum College of Surgeons) . A microscopic

section of one of these calculi about 3 millimetres in diameter,

shows the inner part of the body of the calculus to be constructed

of fine lamellae having a wavy and irregular course ; the parallelism

of the lamellae is in places interfered with by the presence of flat-

tened collections of granular substance, the whole being like portions

of the calculus represented in fig. 3.

In the outer part of the body, the concentric striation is for the

most part indistinct or absent ; the calculus is here composed of

zones of nebulous structure in which occur narrow bands of finely

concentrically striated transparent substance. It is only in a small

portion of the periphery that well-marked regular and parallel

striation is present, the striation being lost in the adjoining lateral

nebulous parts.

These facts show that the porcellaneous look is due to somewhat

similar causes as is iridescence, the latter phenomenon appearing

in proportion as the parallelism and numbers of the lamellae are

more marked. The porcellaneous character is due to the reflection

of white light from the surface through the thin more transparent

lamellae covering it.

By the kindness of Mr. D'Arcy Power I have been enabled to

examine some of the less common urinary calculi having a similar

surface character. These calculi (221 museum St. Baii;holo-





DESCRIPTION OF PLATE XII.

Illustrating Mr. Shattock's pajjer on Iridescence in Calculi.

(Page 325.)

From drawings by Mr, Shattock.

Fig. 1.—Part of one of the prostatic calculi described in the text. At the

bottom of the figure is an iridescent crust composed of fine transparent con-

centric JamellsB. Above this are conical intersecting tufts of long acicular

crystals, with bright granules distributed between them. Above these cones is a

coarse trabecula of homogeneous structure and containing embedded groups of

reddish-brown, opaque granules, or short rods. A second series of crystalline

cones succeeds this, and the rest of the calculus is similarly constructed in this

alternating way as far as the nucleus. The nucleus is composed of fine con-

centric lamellae like the external crust. (St. Thomas's.) Hartnack, obj. 8, oc. 2.

Fia. 2.—Portion of the calculus from the perinseum described. (St. Bartho-

lomew's.)

Fia. 3.—Part of the thickness of a section of a scale about one millimetre in

depth, from the calculus in University College. At the top is part of a broad

iridescent zone of fine transparent lamellaB ; beneath this is a nebulous zone con-

taining embedded opaque reddish-brown granules and short rods arranged in

undulatory bands. To this succeeds a narrow pearly zone, then a broad nebulous

zone containing few granules, the same alternation being repeated below.

Hartnack, obj. 8, oc. 4.

Fig. 4.—Section of an iridescent calculus from a Merino sheep, (Royal

College of Surgeons.) The part represented is towards the surface. It is con-

structed of fine transparent lamellae arranged with great regularity. In places

the parallelism of the lamellae is interrupted by the presence of spheruloids

incorporated with the rest of the calculus. Hartnack, obj. 8, oc. 4.

Fig. 5.—Portion of a slightly iridescent renal calculus of oxalate of lime

including the surface. It is composed of alternating light and dark lamellae.

In some of the dark lamellae the opaque particles are in the form of short rods

arranged at right angles to the surface. Hartnack, obj. 8, oc. 4.

Fig. 6.- -Portion of the nucleus of the preceding calculus.
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mew's), composed of fusible compound with thin layers of urate

of ammonia intermixed,^ were removed by Mr. Vincent from a sac

connected with the middle of the spongy portion of the urethra

;

they were removed from a man aged 23, who had been for ten

years subject to incontinence of urine in consequence of a kick by
which the urethra was ruptured, or otherwise injured. The
patient was in the habit of wearing a yoke to compress the

anterior part of the urethra. Six years before the removal of the

calculi he had bleeding from the urethra for several days, and he

then first perceived the swelling in the perineum, which from that

time gradually increased with the increase of the calculi ; the rest

of the calculi, altogether 146 in number, are in the museum of the

Royal College of Surgeons. The calculi are regularly laminated,

and the surfaces exposed by the successive removal of their layers

present in many cases a glazed, white, porcellaneous appearance.

Microscopic sections (fig. 2) show these calculi to be constructed

of homogeneous laminae of varying thickness, not regularly curvi-

linear and parallel as in the pearly structure before described, but

with undulating or dentate borders and separated by somewhat
broad intervals bridged across by delicate transparent branching

processes, as in the cancellated tissue of bone. The transparency

of the most transparent of the laminae is interfered with by the

presence of embedded reddish-brown opaque granules of urate,

which not far from the surface render the laminae almost opaque.

The spaces of the cancellated tissue are occupied with a transparent

nebulous or faintly granular substance, rendered more or less

opaque by embedded granules.

In the deeper part of the body of the calculus broad zones of

alternating dark, reddish-brown lines (urate) and transparent lines

(phosphate) form most of the structure ; interposed between such

zones are belts of the cancellated structure first described. But
what is of particular interest is that narrow pearl-like zones occur

through the substance of the calculus ; these are composed of fine

concentric, transparent, closely apposed lamellae, and it is to these

that the porcellaneous look of the surface of the separated

layers is to be attributed, the character being present or not

according as the cleavage happens to occur through such a zone

or otherwise.

^ On submitting thin scales to the action of dilute acid, I was able to detect

carbonic acid in these calculi.
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The second specimen, previously referred to as offering the

property of iridescence, is in University College (No. 1597). This

calculus, apparently vesical, and composed of phosphate of lime, is

about the size of a pigeon's egg, and readily admits of separation

into laminae, of which one or both surfaces are iridescent, according

to the particular strata that happen to be exposed by the cleavage.

Microscopic sections of such a lamina (fig. 3), two millimetres in

thickness, show the same structure of the iridescent parts as de-

scribed in the prostatic calculi first noticed. Fig. 3 represents part

of the thickness of the pearly layer of the detached lamina, together

with enough of the adjoining structure to exhibit the alterations,

which, so far as can be judged by the eye, obtain throughout the

body of the calculus.

The iridescent zone, which forms about half of the thickness of the

detached scale, is composed of fine concentric, homogeneous, trans-

parent lamellae, of which the regularity, however, is not so great as

in the crust of the prostatic calculi. Between the laminae are in-

terposed here and there layers having a finely granular or cloudy

look, tapering off so as to be incomplete, and incommensurate with

those between which they lie, and of which they destroy the strict

parallelism, if the word may be aj^plied to curved lines. Often

these contain embedded in them minute, reddish-brown, angular-

looking, opaque granules. To the pearly series succeeds a broad

nebulous zone or lamina, transmitting light, and holding embedded

similar opaque granules ; besides these, however, it contains em-

bedded short crystalline-looking rods, having similar properties and

arranged vertically in undulating, horizontal lines. Such zones

alternate with narrow, transparent, j)early lamellae, the degree in

which they j^resent granules and rods varying.

In this calculus also I readily detected the presence of carbonate

by the action of weak acids on microscopic portions ; and it is

interesting to notice that the carbonate exists in the pearly layers,

and that after complete decalcification the fragments retain

exactly their form and size—a proof of the abundance of organic

matrix which coexists with the organic constituents of the calculus.

Chemical analysis shows also this abundance of organic material,

as well as the existence of a small quantity of uric acid. The red-

dish, opaque granules, scattered through the nebulous parts of

the calcium phosphate are, it may hence be assumed, composed of

urates.
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By the kindness of Prof. Stewart I have been able to examine

minutely some of the iridescent calcuH or "pearls" which are

found in the urine of herbivora {v. 31a, museum of College of

Surgeons) : a number of small spheroidal calculi, with a burnished

metallic-looking surface, taken, with about four times their present

number, from the bladder of a merino sheep, near Graham's Town,

Cape of Good Hope; the largest are about the size of small peas.

A thin section of one of these calculi (fig. 4) shows that it is

throughout constructed of fine homogeneous transparent lamellae,

disposed with remarkable regularity, and strictly concentric with

the centre of the calculus. Here and there zones occur of nebu-

lous structure, arranged conformably with the rest, without dis-

turbing their regularity.

Clean vertical fissures intersect the laminae abundantly ; these

have evidently an artificial origin.

The only other noteworthy objects in the section are sparsely scat-

tered throughout its substance, singly or in groups. These, which

look something like beehives turned base outwards, might at first be

thought to represent the remains of concentrically laminated sphe-

rules which have imperfectly coalesced with their lateral neighbours,

the perfect fusion of which latter might, perhaps, be assumed to

result in the production of the regular laminae which form the

calculus. This fusion of apposed mutually attracted spherules,

which under analogous conditions was first shown to occur experi-

mentally by Rainey,^ undoubtedly occurs in some calculi. But the

simplest, and, I believe, the right explanation of the appearances

now in question is the following :—The summit of each body is in

all cases constituted by a finely-granular spherule, sometimes tend-

ing to a flattened or lenticular form ; the presence of this has led

to a localised arching up of the succeeding lamellae, less and less

marked until the general contour is re-established. The two diver-

gent lines passing from the spherule through the overlying lamellae

are optical appearances due to the altered molecular arrangement,

probably increase in density, caused by the lateral projection of

the unincorporated spherule.

The reasons for rejecting the interpretation first referred to are,

that if the case were one of the lateral coalescence of laminated

spherules the apices of the conical-looking bodies would correspond

with the centre of the sphere, and the sphere would have extended

1 ' On the Mode of Formation of Shells, &c./ 1858.
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as far in the opposite direction, or towards the centre of the calculus,

as it does towards the periphery. Now, the intimate structure of

the lamina on one side of this hypothetical centre happens in many
cases to differ from that on the other, whereas had the two laminae

resulted from the fusion of a series of contiguous spheres, the

minute structure and striation would have been precisely the

same on both the inner and the outer aspects of the equators

of the spheres. In some cases, moreover, a group of uncoalesced

spherules occurs in place of a single one, and the laminae are

correspondingly arched over, so as to enclose them, whilst the

lines below are regularly curvi-linear and concentric, not with

the group of spherules, but with the proper centre of the

calculus.

As regards the nucleus, it is composed of four spherules coalesced

so as to form a quadrilateral body, the divisions between the seg-

ments of which are still recognisable ; the outer part of this is

laminated, the inner laminated and radially striated. The appear-

ances will bear the interpretation which Rainey's discoveries suggest,

viz. that the four laminated spherules have coalesced, and that their

molecules have subsequently undergone a rearrangement, whereby

the centres of the spherules are approximated and the apposed cir-

cumferential molecules displaced outwards, so that the ultimate

lamination is rendered concentric no longer with each of the four

centres, but with the new centre of the whole mass. There are

two lacunae in the close vicinity of this nucleus, from which probably

similar bodies have fallen away, the nucleus having been compound.

One of these lacunae is included in the laminated continuous invest-

ment which surrounds the quadrilobed nucleus noticed. The first

laminae of the body of the calculus are undulatory and irregular,

and free of recognisable concentric striation.

The explanation of the pseudo-metallic character presented by

these calculi is to be sought for in the physical properties of the

lamellae which enter into their construction. The explanation rests

between these alternatives: that of "thin plates" or that of

'• diffraction gratings." I first supposed the phenomenon to be

one of thin plates, comparable to the iridescence first investi-

gated by Newton in the soap-bubble. Dr. Stone, however, who

has carefully experimented with the calculi, finds that the irides-

cence, like that of pearl, is a phenomenon of diffraction-grating.

His report is that one of the calculi, when illuminated by reflection
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and placed in front of the slit, gives, spectroscopically, a continuous

but rather short spectrum, chiefly in the yellow part and on either

side of it. When placed in the position of a diffraction-grating,

between the collimator and telescope, it gives a faint and rather

confused colour band, probably the spectrum of the first order.

There are no signs of absorption bands.

Chemically the most noteworthy fact is the large amount of

organic matter contained in the pearly structure of these various

calculi ; and it may be assumed that the presence of a proportion-

ally large amount of the colloidal ba.sis is of high importance in

the production of the homogeneity and transparency of the lamellae

which possess the property of iridescence.

In all these cases, the crystalline condition of the inorganic

material is completely modified and held in abeyance, in conse-

quence of its nascence in a colloidal medium. In Rainey's original

experiment, this abeyance of crystallisation in colloidal media was
most marked when mixtures, which by their double decomposition

gave rise to the production of ammonio-phosphate of magnesia and
carbonate of lime, were allowed to deposit in gum. Carbonate of

lime especially was found to assume the spherical form, in place of

the crystalline, in all kinds of colloids. In the pearly calculi of

herbivora the inorganic substance is invariably carbonate of lime.

In the ordinary miliary calculi of the prostate, which are at times

iridescent, the inorganic constituents are phosphate of lime with a

small proportion of carbonate (Sir Henry Thompson, ' Diseases of

the Prostate'). In the pearly parts of the prostatic calculi first

described in this paper, the inorganic components are phosphate

of lime and phosphate of magnesia, with carbonate of lime ; in

Civiale's calculus, phosphate of lime and carbonate ; and in the

porcellaneous calculi from the sac connected with the urethra,

carbonate of lime is associated with fusible compound and urate of

ammonia. The association of carbonate in all these instances with

phosphate of lime is highly remarkable, since it accords so com-
pletely with the synthetical results of Rainey's experiments. In
all these cases the most complete abeyance of crystalline form
obtains, and in all, the inorganic substances concerned are phos-

phate and carbonate of lime precipitated in the presence of an
abundant colloidal basis.

As to the colloidal basis, Dr. Ord's numerous experiments ' show
' ' Influence of Colloids upon Crystalline Forms,' 1879.
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that in proportion as a colloid departs from the typical form of

colloid albumen it has less power in disturbing the molecular

arrangements of crystals and in binding the molecules after the

first disturbance into spheres and sphere-masses. It suggests

itself from these considerations that the colloidal basis of the

pearly portions of calculi may be albuminoid. And this considera-

tion is interesting by the side of the fact that the small laminar

concretions so common in the prostate, and which consist of phos-

phate and carbonate of lime, have an albuminoid basis. From
organic analysis of the iridescent crust of the calculi first noticed

in this paper, Dr. Bernays finds that the matrix is albuminoid ; he

could obtain no amyloid reaction such as is obtainable in some

small prostatic concretions.

Is it too much to suppose that the urine, therefore, in cases in

which urinary calculi are iridescent has been albuminous, since

the most complete abeyance of crystalline form obtains in such

calculi, and this is most effectively induced by albuminous col-

loids ? Not that it is necessary to assume that the albumen in all

such cases is of renal origin ; a localised inflammation of the con-

taining portion of the urinary track would be sufficient to account

for its presence. In the case of renal calculi, the pyelitis set up

by the presence of the calculus would acount, at least in its after-

growth, for the production of an albuminous or muco-albuminous

colloid.

I was therefore very interested to hear from Mr. Pollard, in a

case of iridescent renal calculi reported last year by him in the

Society's * Transactions,' not with reference to the nature of the

calculi, but as a case of malignant disease of the kidney induced by

their presence, that ** the urine was albuminous and contained

pus ; the fluid removed from the kidney contained pus, the other

kidney was small and hard."

These calculi are composed of oxalate of lime, and contain, with

small quantities of urate and phosphate, much organic matter

;

they are spheroidal and quite smooth without tuberculation, and

they offer in a low degree the property of iridescence. As these

calculi have points of interest in their minute structure I may
describe this in detail. Microscopic sections (fig. 5) through the

middle of one of these calculi (the largest of which are about the

size of marbles) show the outer and chief part of the body to be

constructed of fine concentric lamellae, some homogeneous, colour-
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less and transparent ; others reddish brown, homogeneous and

opaque ; others granular and opaque, the granules being individu-

ally reddish brown, and representing the urate which exists in

the calculus. The lamellae are regularly curvilinear and exhibit no

undulations or other irregularities ; in places they regularly alter-

nate. In the transparent lamellae there is not the least indication

of crystalline form.

Towards the nucleus broad zones of this compound structure

alternate with broad zones which are transparent, but marked

radially with a series of short striae ; a concentric marking coexists

with and crosses the radial ; dark granular lines as well as colourless

concentric striae traverse concentrically these radially marked, trans-

parent zones. The process of radial fibrillation can be traced in

the intermediate zones extending from those in which it is most

marked. It is difficult to decide whether this radial striation is due

to secondary molecular disintegration and rearrangement, as Rainey

has explained it in the calculi artificially produced by precipitation

in colloidal media, or whether it is an indication of the fusion of

crystalline forms.

The nucleus of the calculus (fig. 6), which is surrounded by a

zone of double structure like that forming the outer part of the

body, consists peripherally of prismatic uncoloured crystals irregu-

larly arranged in groups in recesses formed by a buff-coloured

nebulous basis-substance in which are strewn reddish-brown opaque

granules. These recesses have in places a remarkably regular dia-

mond or spear-head shape, so much so that it is impossible to resist

the belief that they are really lacunae in the surrounding basis which

had resulted from the disintegration of large octohedral crystals of

oxalate of lime
; and that the small crystals occupying the recesses

result from a secondary reconstruction of a crystalline system.

This view is founded upon Dr. Ord's observations on molecular

rearrangement and multiplication of crystals. Plate VI, fig. 4,

may be referred to in Dr. Ord's work, in illustration of this. More
centrally the small prismatic crystals are arranged with a uniformity

of disorder in all directions through the dark granular basis.

The central part of the nucleus is composed of a homogeneous, light

brown basis, in which opaque granules are strewn, and in this there

is a distinct appearance of close-packed spheres, each radially

striated (compare Dr. Carter's Plate III, fig. 8, oxalate of lime).

Id one part there is enclosed, in a recess, a group of large clear

22
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crystals, comparable with the oxalate of lime figured by Dr. Carter,

Plate III, fig. 10 (loc. cit.).

The comparative coarseness of the transparent lamellae in the

outer part of the calculus, and their interposition amongst less

transparent laminae, explain the low degree of iridescence which the

calculus offers.

The structure of this calculus shows very plainly a difference

between the nucleus and the parts subsequently formed. In the

latter parts, the absence of crystalline form is complete. May this

be associated with an alteration in the colloidal basis, with the

addition of albuminous colloids to those before present on the

advent of the purulent pyelitis ?

Dr. Ord (loc. cit.) cites a highly interesting case of recurrent

albuminuria, in a patient subject to violent attacks of headache.

In this case the oxalate of lime which was passed during these

attacks was considerably modified in form by the presence of the

albuminous colloid. Did such a condition occur during the growth

of a calculus, it could not but tend to render less crystalline the

inorganic constituents deposited at the time, and would lead to a

primary lamination.

Finally, with respect to the explanation of the laminar condition

of the pearly structure. In some cases the lamination of calculi is

undoubtedly due to the lateral fusion of spherules deposited on the

growing surface, the spherules themselves being the result of the

deposition of the inorganic material in a layer of colloidal mucus,

&c., covering the calculus. The spherules are themselves, indi-

vidually, striated both radially and concentrically ; but after fusion,

by a rearrangement of their molecules, due to attraction occurring

towards the proper centre of the larger mass of the calculus, their

radial striation comes to correspond with the radii of the whole

calculus, and ceases to mark the centres of the individual spheres

;

and the circular striation in like manner comes to be concentric with

the proper centre of the calculus instead of with the centres of its

separate elements. •

This explanation, which was given by Eainey in the case of

calculi artificially formed, was applied by him to explain the

laminated structure of crab-shell and similar exo-skeletons ; and it

is equally applicable to some urinary calculi, as it is to the greater

number of biliary.

In Dr. Carter's Plate IV, fig. 5 (loc. cit.), such a fusion of
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spheres of oxalate of lime is plainly the correct method of regarding

the appearances represented ; and the same is true of Dr. Ord's,

fig. 24, from a renal calculus of carbonate of lime from the horse.

Brain-sand from the pineal body shows remarkably well, among
natural structures, the fusion of spherules into mulberry-like

masses in which the secondary striation corresponds with all the

undulating irregularities of surface so as to be concentric with the

centre of the whole mass.

In the case of the iridescent laminae considered in this communi-

cation, such a mode of accretion cannot be traced, and I believe

does not occur, in the sense that it is visibly recognisable. For, as

Eainey clearly argues, the particles, in his experiments, are, when
first appearing, too small for individual recognition, and produce a

nebulosity only, but subsequently they grow until admitting of

measurement, and it is only then that fusion into dumb-bells and
other figures can be'observed, together with their radial and concen-

tric striation, and the alterations in these markings dependent on
the change of centre resulting from their coalescence.

Hence the differences in the modes of accretion in a calculus,

between that in which accretion occurs by the fusion of recognisable

spherules, and that in which no such can be recognised, is but one

of degree ; in either case, the particles of the nascent salt or acid

are from the first spherical, as a result of gravitation, and the

different visible results depend only on the fact that in one case the

particles increase and coalesce into visible spherules before becoming

fused and incorporated with the main body of the calculus, whilst

in the other case their coalescence occurs before they attain suffi-

cient size to be recognisable, and the concentric striation of the

resulting substance appears to be primary, and not due to a

secondary molecular rearrangement. And this latter mode of for-

mation is such as will best produce the fine, parallel, structureless,

transparent lamellae which construct the pearly or iridescent portions

of the several calculi described.

November 17th, 1885.
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81. Peculiarly-shaped calculi. [Card specimens.)

By Sydney Jones.

[With Plate XIII, figs. 1 and 2.]

THE first specimen consisted of four small calculi, removed by me
from a gentleman over 70, who was the subject of retention

of urine. Attempts had been made to pass a catheter. Obstruc-

tion existed about the membranous portion of the urethra. A
median incision was made, and the four calculi shown were found

in the urethra.

The specimen consisted of four small calculi, composed of oxalate

of lime. Three of the calculi were each about the size of a small

pea. One of these three was round and smooth, the other two

were spiculated. The fourth stone was very curiously shaped. It

was brownish black, consisted of a central part about the size of a

large pea, from which in one direction ran a process which ter-

minated in a bifid extremity ; in the other direction, from the cen-

tral portion, ran two processes, not so long, each terminating in a

bifid extremity (fig. 1). This last irregularly-shaped calculus was

lying across the urethra, and was tightly fixed; the other three

smaller calculi were behind.

The other specimen had been removed by Mr. Sydney Jones

some few years ago by lateral lithotomy. It was evidently vesico-

urethral. It looked very much like the metatarsal phalanx of a

great toe, and the section very much resembled the section of such

metatarsal j)halanx (fig. 2). It was an elongated stone, about an

inch and a half in length, terminating at each end in a bulbous

extremity. The bulbous extremity which had been lodged in the

bladder was the larger. The stone was made up principally of

oxalate of lime, the bulbous ends being coated by j^hosphates.

April 6th, 1886.

S2. Lipoma of spermatic cord. (Card specimen.)

By C. Stonham.

THE specimen was taken from a man aged 46, who died from

septicaemia following the dilatation of a stricture, preparatory

to the removal of a phosphatic calculus from the bladder.
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Figs. 1 and 2 illustrate Mr. Sydney Jones's paper on Peculiarly
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From drawings by Mr. W. Anderson.

Fig. 3 illustrates Dr. Mott's paper on Malignant Tumour of Lip.

(Page 475.)

From a photograph.
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The growth is very distinctly circumscribed, but the cut end

shows that it extended higher up, and had probably originated in

the abdomen, and eventually descended into the inguinal canal.

There is no mention made of the specimen in the notes of the cases.

The patient was under the care of Mr. Marshall at the University

College Hospital. December' 1st, 1885.

33. Disuse lipoma of spermatic cord. {Card specimen.)

By C. Stonham.

REMOVED from a patient aged 45, who died from septicaemia

following acute hip disease. The cut end of the specimen

would indicate that the fatty outgrowth extended for some distance

along the abdominal part of the cord. No mention is made of the

condition in the notes of the case, which was under the care of

Mr. Heath, and subsequently of Mr. Barker, at University College

Hospital. Decemher Ist^ 1885

34. Sarcoma of spermatic cord. [Card specimen.)

By C. Mansell Moullin.

EEMOVED from a patient 32 years of age. It had grown rapidly,

and simulated closely encysted hydrocele, fluctuation beiug

perfect. On tapping it was found to be full of dark grumous

blood. When it was laid open the interior was lined with old

blood-clot, as in a blood-cyst. The anterior wall of the inguinal

canal was laid open, the cord pulled down, and tied as high up as

possible. The blood-vessels were much enlarged.

On examination it proved to be a spindle -celled sarcoma. The

patient left the hospital well (July, 1885), but cannot be traced.

April 20th, 1886.
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tJ5. Multilocular cyst of epididymis. {Card specimen.)

By Frederic S. Eve.

ARIGHT testicle with a thin-walled multilocular cyst attached to

and expanding the head of the epididymis. The loculi are

separated by membranous septa, and communicate by larger or

smaller openings. The cyst measures an inch and a half in dia-

meter ; it projects forwards, and before removal appeared as a

fluctuating tumour above and partially obscuring the testicle. It

contained a clear watery fluid, in which nothing but a few exuda-

tion cells could be found with the microscope.

At first sight its origin was referred to some foetal remains, but

subsequent examination showed on its posterior surface at its

junction with the testicle a number of small intercommunicating

spaces or cysts, evidently produced by oedema of the loose con-

nective tissue of the part. It is therefore more probable that

the larger cyst originated in the same manner, and that it is

an " exudation cyst." The body of the testicle is well developed.

The specimen is preserved in the museum of the Royal College

of Surgeons, No. 4285. May 4th, 1886.

36. Dermoid cyst of testicle. {Card specimen.)

By BiLTON Pollard.

fPHE cyst had been present since birth. It was situated in the

X left side of the scrotum between the testicles, and was adhe-

rent to the back of the left testicle. During its removal a few

fibres of the cremaster muscle were found coursing over it ; it was

situated outside the tunica vaginalis. The cyst was filled with a

putty-like material in which there were a few grey hairs. Three

grey hairs were found growing from the interior of the cyst-wall.

The wall of the cyst was composed of fibrous tissue Hned with stra-

tified epithelium. The papillae were very rudimentary ; there were

a few sebaceous glands in the cyst wall. March 2nd, 1886.
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o7. On the origin of cystic disease (cystic adenoma)

of the ovary.

By Frederic S. Eve.

[With Plate X, fig. 3, and Plate XI, fig. 3.]

IN this connnunication I propose to describe three examples of

disease of the ovaries, in which the morbid change has

assumed such a form or is observed at such a stage as to elucidate

in a striking manner the vexed question of the mode of origin of

cystic adenoma of that organ.

In 1884 Mr. Lawson Tait kindly presented to the museum of

the Eoyal College of Surgeons (see ' Pathological Catalogue,' vol.

iv, No. 4532 a) two ovaries which he had removed from a patient

with myo-fibroma of the uterus, the operation being performed

with a view to arrest the monorrhagia. One ovary was only

slightly enlarged, wrinkled on the surface, and of a uniformly firm

fibrous texture, probably as the result of sclerosis ; the section was

dotted with a few widely scattered small cysts, apparently slightly

enlarged Graafian follicles.

The other ovary was considerably enlarged and measured two

inches and a half in its long diameter, and was broad in propor-

tion. The larger portion was occupied by a rounded mass with a

close fibrous section dotted by minute puncta; the surface of

the mass abutted on the smooth outer surface of that part of the

ovary. The lesser portion contained two smooth-walled cysts of

unequal size, the larger being about half an inch in diameter. The

cysts contained a curd-like matter which was not soluble in ether

or liquor potassaB ; their walls were lined by spheroidal or cubical

epithelium of which the cells on the surface became much en-

larged and hyaline, and were ultimately destroyed by vacuolation.

The nature of these cysts is doubtful ; they are usually described

as dermoid, but the characters of their lining membrane does not

altogether accord with this view. The cysts were, however, not

ordinary G-raafian follicle cysts. From these the tumour, above

described, was separated by a band of connective tissue, which was

continued for a short distance over its posterior or free surface.

Another small cyst, of apparently the same nature, was situated

near the hilum and partially embedded in the tumour. From the
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foregoing description it will be understood that about one half of

the ovary was occupied by a tumour and the other by cysts.

Microscopic characters.— Sections were taken through the tumour

horizontally to the free surface and towards the hilum. They

showed a stroma, not greatly differing from that of the normal

ovary, enclosing numerous elongated or rounded spaces filled with

epithelium. On careful examination it was evident that the epi-

thelium was distributed in the form of straight or more or less

tortuous columns, which, in transverse or oblique section appeared

as round or oval alveoli (see PI. XI, fig. 3) ; many columns were

divided longitudinally, some extending for a considerable distance

across the field, and a still larger number transversely or obliquely.

Many of those in longitudinal section showed constrictions of

their walls at frequent intervals, and those in transverse section

deep bays, as if portions of the columns were being cut off by con-

strictions or were extending by lateral buds. The walls of the

spaces were formed by a condensed band of the stroma containing

elongated nuclei, or by a well-defined band of homogeneous tissue
;

but in the case of small spaces the stroma was unaltered. The

epithelial contents of the spaces were composed of small spheroidal

cells, with relatively large round, or oval nuclei ; the protoplasm of

the individual cells was often coalescent, and in many instances

was so scanty that the columns appeared to be made up of nuclei.

A few cells were here and there seen, which were very large, well-

defined, with abundant protoplasm, reminding the observer of the

cells in immature ovaries in process of development into ova. In

several instances the central cells of the column were undergoing a

peculiar form of degeneration similar to that described as occur-

ring in the normal Graafian follicles. The process of degeneration

is as follows :—Neighbouring cells undergo partial liquefactiou,

but threads of protoplasm remain connecting the nuclei together

in such a way that a mesh-work results ; subsequently the change

becomes general and the centre of the column is converted into a

mass of colloid material. This increases, becomes more liquid, and
the peripheral cells are pressed against the wall of the space.

Thus cysts are formed, lined by a layer of small cubical or flat-

tened epithelium. The development of cysts has not, however,

in this specimen become abundantly evident in consequence of

the degenerative changas in the epithelium being the exception.

The stroma was made up of bands of connective tissue inter-
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secting in various directions, and containing numerous small, ill-

defined spindle-cells and some round-cells.

I examined with Mr. Doran a tumour presenting some features

in common with the preceding. It was a very large solid mass,

weighing over 14 lbs,, and was removed from a girl aged 16. The

patient recovered from the operation and has remained free from

recurrence. Sections showed a coarse network of connective tissue

enclosing rounded spaces which were filled with very large, pale

and irregularly shaped epithelium, undergoing a peculiar form of

hyaline degeneration. The specimen is figured in Mr. Doran'

s

excellent work on ' Tumours of the Ovary,' p. 101, and is preserved

in the museum of the Royal College of Surgeons, ' Pathological

Catalogue,' vol. iv, No. 4540a.i The structure of these tumours is

readily explicable by reference to the mode of development of the

ovary ; of this the most trustworthy and satisfactory description

is that given by Balfour and confirmed by Klein.

Dr. Klein describes the process as follows :
—" The germinal

epithelium covering the early foetal ovary undergoes a very rapid

increase in thickness, owing to division of its cells. The thickened

epithelium becomes so permeated with vascular stroma that it is

transformed into a honeycombed network, consisting of irregularly-

shaped groups or nests of cells, connected with each other and the

cells of the surface. The nests become separated from the external

layer of epithelium or germinal epithelium, and are transformed

into Graafian follicles. Some of the epithelial cells become en-

larged and converted into ova, and by the division of these again

fresh ova are formed, which subsequently become surrounded with

epithelium, and then constitute Graafian follicles."

Comparing the condition found in the tumours with the embry-

ology of the ovary, it appears that the cell-columns in the former

correspond to the network of epithelial cells in the latter ; that in

the tumour formations development in the direction of higher modi-

fication is arrested at this point, and therefore the epithelium

remains in the form of elongated masses or columns, and is not,

for the most part, split up into groups or '* nests." It is in a high

degree probable that the tumours described above had originated

in ill-developed ovaries. In support of this we have the facts that

in the first specimen the remainder of the ovary was occupied by

1 It was at first thought that tlie tumour might be cancerous, but the subse-

quent history of the case disproved this assumption.
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cjsts of a peculiar character, probably related to dermoid cysts,

while no Graafian follicles were anywhere visible ; and in the second

specimen the early age at which the disease originated and the

structure of the tumour point in the same direction.

They may be considered as exceptions or slight deviations from

the common type, giving a remarkable insight into the mode of

development of cystic adenoma, which constitutes the rule.

In reference to the question of the immediate origin of common
cystic adenoma, some further remarks of Dr. Klein's are of much
importance, as I have previously contended in some lectures given

at the Royal College of Surgeons.^

He goes on to say : "It is to be noticed that, owing to a con-

tinued multiplication of the epithelial cells constituting these nests,

larger or smaller portions of them remain without any ova. They

may remain connected with a G-raafian follicle or not. Whether

an increase of these epithelial masses takes place also in the adult,

and whether their cells change into ova also some time after birth,

are points difficult to decide, but all appearances are in favour of

such a view, and Balfour's observations very much support it."

In sections of an ovary affected with incipient cystic disease, and

removed from a woman whose other ovary was the seat of a large

cystic tumour, I observed appearances indicative of the formation

of cysts from such nests of cells described by Klein.

These appearances are shown in Plate X, fig. 3. Above is

a rounded mass or nest of small rudimentary epithelium, and from

its side a bud-like mass of cells projects into the stroma. Below

this nest is a trilobed mass of similar cells, and placed immediately

beneath it is a minute cyst, which apj^ears as if formed from a small

lobe or bud cut off from the nest. Below and to the right hand

side of the drawing is a minute cyst lined with small spheroidal

epithelium, and filled with mucoid or colloid material. The forma-

tion of small cysts from a budding-out of cells was distinctly evident

in other parts of the section.

The nests of cells sometimes assumed an elongated or columnar

form, giving off rounded, terminal, or lateral buds. At one part

of the section were two cysts formed by tubes suddenly bent on

themselves, so as to have an exaggerated kidney shape ; near them

were several elongrted or tubular spaces. A group of three large

1 Erasmus Wilson Lectures on * Cysts and Cystic Tumours,' 1884 quoted in

Mr. Doran's work, already alluded to, p. 12.
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cysts, having smaller cysts in contact with their walls, was also ob-

served. The cysts and spaces were lined with a thick and irregu-

larly distributed layer of spheroidal or elongated nuclei, and in one

instance the peripheral cells were cubical. The stroma bounding

the cysts was slightly condensed, and formed an ill-defined capsule.

The greater part of the ovary was in a condition of sclerosis, but

in the neighbourhood of the epithelial changes described there was

an abundant nuclear infiltration of the stroma, chiefly in patches.

Some degenerated rcDiains of Graafian follicles existed, but they

appeared to have no relation to the cyst-formation.

In interpretation of these appearances it may be stated that in

this ovary there was a formation of tubular and spherical cysts

from small masses of germinating epithelium scattered in its sub-

stance ; and it may therefore be inferred that the mode of develop-

ment of cystic adenoma is merely a deviation from that by which

it is supposed that the Grraafian follicles are normally renewed.

The adenomatous origin of the common cystic disease of the

ovary is further shown by the presence in fully-developed specimens

of finger-like outgrowths from the epithelial lining of the cysts,

of which a drawing was shown to the Society. These outgrowths

are the representatives in the advanced disease of the cell-columns

and masses of the earlier stages. Their orifice of communication

with the primary cyst is closed, and they become dilated to form

endogenous or exogenous secondary cysts. Malassez and de

Sinety have described similar appearances.

Waldeyer suggests, from microscopic appearances, that embryonic

forms and follicular formations may arise in the ovary after ma-

turity. Dr. Wilson Fox^ expressed a somewhat similar view,

namely, that the origin of all the varieties of cystoid tumours must

be traced to a renewal in the adult of the normal mode of develop-

ment of the Grraafian vesicle.

Malassez and de Sinety take up nearly the same position, but

they trace the primary origin of the epithelial new formations to

the epithelium covering the ovary, which they describe as growing

down in the form of tubes of columnar epithelium into the sub-

stance of the ovary. It is, however, open to question whether the

apparent ingrowths observed by them were not produced by the

normal depressions or wrinkles common on the surface of ovaries.

May 5th, 1886.

1 'Med.-Chir. Trans./ 18G4.
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38. Broad ligament cysts above the Fallopian tube.

By Alban Doran.

IN
former communications to the ' Transactions ' of this Society, I

have endeavoured to determine, after the examination of a

large series of specimens, the origin of the different varieties of

cystic tumour which grow in the uterine appendages. The common
multilocular ovarian cyst originates in the stroma of the parenchyma

of the ovary,^ probably from morbid changes in Grraafian follicles

undergoing retrograde processes of development. This kind of

tumour often bears adenomatous intracystic growths. The large

papillomatous cysts of the ovary and broad ligament arise some-

times from the vertical tubes of the parovarium, most frequently

from the tissue of the hilum of the ovary, and in rare instances

from those relics of the Wolffian body which stray into the paren-

chyma of the ovary.2 They are, in fact, essentially products of the

Wolffian tubes, whether parovarian or ovarian.

On the other hand, I have expressed strong doubts as to the

parovarian origin of the thin-Avalled cystic tumour of the broad

ligament, which has for long been known as the " parovarian cyst."^

I shall refer to some of the evidence which I have previously col-

lected, after describing the specimen which I now exhibit (Museum

Eoyal College of Surgeons, Pathological Series, No. 4583).

It consists of the Fallopian tube and broad ligament formerly

attached to a large multilocular ovarian cyst, which was removed by

Mr. Knowsley Thornton in October, 1884, from a woman aged 40.

Between the two layers of the broad ligament is an oval thin-walled

cyst, half an inch in diameter. Under the broad ligament along its

line of reflexion over the Fallopian tube, is a similar, but somewhat

smaller cyst. When fresh, both were transparent (woodcut 9).

There can be little doubt that these two cysts are identical in

their origin, which is from the connective tissue in the broad liga-

ment. That peritoneal fold is often infested with minute thin-

walled cysts, both below and above the tube ; these cysts being

lined with a single layer of flattened cells, resembling endothelium.

> * Trans. Path. Soc.,' vol. xxxiii, p 207.

' Ibid., loc. cit., and also vol. xxxii, p. 147.

' Ibid., vol. xxxiv, p. 169.
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When the cysts are larger, the 'lining is identical.^ The larger

thin-walled cysts are very common below the tube, whilst above it

they are practically unknown.^

There are reasons, seemingly plain, why cysts above the tube do

not grow large. The connective tissue between the tube and the

serous membrane reflected over it is dense in texture, yet scanty, that

Woodcut 9.

Broad ligament cyst above the Fallopian tube. A similar cyst lies below the

tube, in the folds of the broad ligament, in the region where so-called

*' parovarian tumours" are developed. (From a sketch by A. Doran).

between the folds of the broad ligament below the tube is looser

and more abundant. For this reason, whilst the layers of the broad

ligament may be pulled apart very easily below the tube, it requires

more force to strip the ligament off the tube itself. The ease with

which ovarian growths may insinuate themselves between these

folds is well known. Above the tube, moreover, the blood supply is

' * Trans. Path. Soc.,' vol. xxxiv, p. 174.

' In no case have I ever found the slightest evidence that such cysts might be

developed from the Fallopian tube itself, see ' Trans.,' vol. xxxv, p. 249. In the

case there described, " the broad ligament has been dissected away from one side

of the cyst, which is separated from the tube by a thin layer of connective

tissue." This condition I have found to be invariable, that is to say, the cyst is

always separated from the tube by connective tissue. The solid button-like

projection sometimes seen on the upper aspect of the tube is perfectly different in

character from these cysts, and is a malformation, not a tumour; see ** Dissection

of the Genito-urinary Organs in a Case of Fissure of the Abdominal Walls,"

Journal of Anatomy and Physiology,' vol. xv, 18S1.
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relatively scanty, whilst below it large branches of the uterine

and ovarian artery inosculate freely between the layers of the

broad ligament. In this respect there is a resemblance between

broad ligament cysts and thin-walled cysts of similar character in

other parts of the peritoneum. The large omental cysts form

amidst arteries ot considerable size ; mesenteric cysts also grow

amongst large blood-vessels, generally in the posterior part of the

mesentery near its attachment, where there is abundance of con-

nective tissue between its folds. Thus these cysts develop under

conditions which also exist in the case of broad ligament cysts

growing below the tube. On the other hand, cysts, nearly always

minute, are frequently seen under the serous coat of the small in-

testine opposite the attachment of the mesentery.^ There the

subserous connective tissue is much scantier than between the

layers of the mesentery, and there are none of the large vessels

which permeate the great omentum. Thus they may be compared

to broad ligament cysts above the tube.

Not only are cysts checked in their growth when they are deve-

loped above the tube, but secondary solid deposits never attain a

large size when they form there. I exhibit this evening a specimen

of sarcomatous deposit under the broad ligament above the tube,fi*bm

a case of sarcoma of the ovary and broad ligament removed by Sir

Spencer "Wells last summer. I have never observed a similar

deposit as large as this in the same situation, although I have seen

sarcomatous nodules over two inches in diameter between the layers

of the broad ligament below the tube, independently of the large

primary tumours which force themselves between those layers.

Do broad ligament cysts above the tubes ever become large, that

is to say, as large as the average broad ligament cyst mis-called, in

my opinion, "parovarian?" There is little, if any, evidence to

support this supposition. Puzzling cases have been recorded of

cysts, pelvic in origin, that burrow under the peritoneum above the

level of the pelvis. Some of these cases might have been broad

ligament cysts developed above the Fallopian tube, in which case

1 In No. 293, Path. Series, Museum Royal College of Surgeons, one of Hun-

ter's well-known specimens of " Cysts containing air," the cysts around tlie

attachment of the mesentery to the intestine are much larger than those which

lie under the serous copt of the intestine fiu* from the mesentery. For that

reason I exhibit this evening the specimen immortalised in Sir J. Paget's Lec-

tures on Surgical Pathology.'
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the *' burrowing " theory would not be strictly correct. The absence

of the tube, a conspicuous object on the surface of an ordinary

broad ligament cyst, would mislead the operator to whom even the

normal folds of peritoneum are often sources of confusion. Such

cases could only be proved by careful dissection^ and the demon-

stration of specimens, and of this I can find no record.

The essence of my proposition is that thin-walled cysts may grow

within the connective tissue of the broad ligament above or below

the Fallopian tube. When they grow below, they may become very

large, forming the so-called " parovarian " tumour, when above they

nearly always remain minute. Their identity is, in any case, evident,

and from this it follows that the thin-walled cyst below the tube

cannot be invariably, if even as a rale, parovarian,'^ since, in the

first place as most pertinent to the subject of this memoir, the cyst

above the tube lies far from the parovarium. For other reasons

which I have brought forward in favour of this theory I must once

more refer to my paper on " Incipient Cystic Disease of the Par-

ovarium and Broad Ligament " in the thirty-fourth volume of our

Society's * Transactions.' There I spoke of thin-walled cysts which

may be seen by the naked eye to be entirely distinct from the

parovarium ; of the question of the epithelial lining of these cysts

;

of the relation of these cysts to the hydatid of Morgagni ; of the

occasional truly parovarian origin of the cysts ; and lastly of the

usual character of cysts which are really developed from the vertical

tubes of the parovarium and from G-artner's^ duct.

The parovarium is a somewhat showy structure, and it is quite

natural that it should have been taken for the origin of the thin-

walled cysts so abundant in the broad ligament. But in pathology

proximity does not always imply origin, as the above arguments

will, I believe, demonstrate.

' Even when there is an opportunity of dissection, that is to say, when the

patient dies after the operation, the true nature of the case may be entirely

concealed by pathological changes subsequent to abdominal section, and by the

mutilated condition of the parts, which defeat any attempt to prove their

relations.

2 This applies, of course, to many cysts in the broad ligament of animals, as

described in Mr. J. B. Sutton's valuable paper in the ' Transactions,' vol. xxxvi.

3 In common with many British or even German writers, I have, till recently,

written this surname incorrectly, as though it were German and not Danish.

Gartner's theories first appeared in ' Anatomisk Beskrivelse over et ved nogle

Dyr-Arters Uterus undersogt Glandulost Organ,' Copenhagen, 1822.
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Several of the outermost vertical canals of the parovarium end,

as a rule, in blind extremities, instead of running into the hilum of

the ovary. These extremities are often dilated into minute cysts,

more or less pedunculated, and generally assuming an ovoid form,

like the fruit of a berberry. These cysts of Kobelt's tubes, as the

outer vertical tubes of the parovarian are termed,^ appear to me to

be quite distinct from the common thin-walled cyst of the broad

ligament. In this respect the same arguments apply to them as to the

other parovarian tubes. The cyst developed close under the ovarian

fimbria of the Fallopian tube (' Transactions,' vol. xxxiv, PI. XI,

fig. 6) might, at first sight, appear to be a result of dilatation of

one of Kobelt's tubes, but I have found that it generally commences

near the root of the fimbria high above and external to the par-

ovarium. In other cases it arises as a cyst developed in the connec-

tive tissue of the broad ligament close behind the junction of the

point of the fimbria with the outer extremity of the ovary. I do

not mean, however, to lay down a law that a large cyst cannot be

developed, in exceptional cases, from a Kobelt's tube.

The cystoid dilatations which often completely disfigure the broad

ligaments in cases of uterine myoma, are perfectly distinct from

true broad ligament cysts. These dilatations are the " Kystes la-

cuneux" or "hygromes sous-sereux" of Verneuil. They often exist

side by side with true cysts which they conceal ; but when the parts

are removed by operation they rapidly disappear through draining

away of their serum. The true broad ligament cysts then come

into view, I have repeatedly observed this condition when assist-

ing my colleagues at the removal of uterine tumours.

Odoher 20th, 1885.

Note.—Since the completion of this paper my attention has been

called to an article in the ' Archiv fiir Gyniikologie,' vol. xxvi,

part 3 (1885), by Dr. Gustav Killian, entitled * Zur Anatomic der

Parovarialcysten.' The author comes to the following conclusion :

" In order to identify the parovarian origin of a cyst, it is important

to determine not so much its anatomical structure as its position in

relation to the tube and ovary." In relation to my contribution in

• • Der Nebeu-Eierstock des Weibes,' 1847. At p. 15 is a good description of

these outer tubes, with a drawing (Taf. i, fig. 35) which has been repeatedly

copied in text-books. It does not represent a constant condition. These outer

tubes may be highly developed, or obliterated, or cystic.
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the thirty-fourth volume of the ' Transactions,' Dr. Killian cour-

teously observed in a letter, which I received in October, 1885

:

" Dass ich dieselben bei Abfassung meiner Monographie nicht

gekannt babe, bedauere ich sehr; denn ich hatte jedenfalls meine

Theorie etwas modificirt, namentlich aber der Entstehungsgeschichte

der Cjsten des ligamentum latum genauere Untersuchungen

gewidmet, eine Aufgabe, die ich mir damals auf sp'atere Zeit ver-

schob da mir im Augenblick nicht Material genug zur Verfiigung-

stand."

39. Parovarian cyst with tioisted pedicle and intracystio

hcemorrhage. [Card specimen.)

By H. A. Lediard, M.D. (Carlisle).

THIS cyst came from a girl aged 23, and had been growing pain-

fully for twelve months. A good recovery was made after

removal.

The points of interest, which cannot be gathered from the speci-

men, are that the tumour was almost universally adherent, and very

tedious to separate, and that there was a large amount of old

blood-clot in a pulpy state within the cyst—certainly more than a

pound.

The specimen shows a thin and brittle cyst wall, which is easily

divided into a peritoneal layer and a cyst wall proper, proving

parovarian origin. Within the cyst, at the base, are dilated veins

filled with old clotted blood, one being as large as the lateral sinus

in the skull.

From the side of the base of the cyst the ovary is seen, enlarged

considerably, but free from disease, whilst attached to the ovary

by a fan-shaped arrangement of the broad ligament is seen the

Fallopian tube.

Examination of the broad ligament shows that the tumour had

become twisted, accounting for the haemorrhage into the cyst.

At the base of the cyst were a few small cysts with cheesy con-

tents. From the parovarium two minute pedunculated cysts are

seen growing. In addition to the evidence already afforded of the

23
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origin of the cyst, the fluid of the cyst was thin and watery, but

very sanguineous. March 2nd, 1886.

40, Colloid cancer of a uterineJihro-myoma.

By W. Roger Williams.

IN vol. xxxiv of the * Transactions ' of the Society Dr. Finlay has

recorded a case of uterine fibro-myoma which had become

sarcomatous.

I now show a specimen of uterine fibro-myoma which has

become the seat of colloid cancer.

The patient, a single woman aged 43, was admitted into the

Middlesex Hospital, under the care of Mr. Morris, in a very feeble

and emaciated condition. A large crater-like, quasi-epithelio-

matous ulcer occupied the left ischio-rectal region. Its edges pre-

sented the appearance of cauliflower-like, sloughing outgrowths. A
fistulous tract, communicating with the rectum, opened into its

base. Fsecal matter frequently passed through it. The left margin

of the anus was slightly involved by the periphery of the ulcer, but

not the mucous membrane of the bowel. There were no signs of

intestinal obstruction. The discharge from the ulcer was profuse

and exceedingly fetid.

There was no vaginal discharge, and on digital examination the

vagina and os uteri were normal, except that the portio vaginalis

uteri was shortened.

The patient stated that she had experienced pain and difficulty

in defsecation for the last twenty-five years. Her illness began with

the formation of an abscess in the left ischio-rectal fossa. This

was incised, but fresh abscesses subsequently formed, and ever

since she has had a fistula there. The present ulceration in the

left ischio-rectal fossa began a few months ago.

There was no history of cancer or tumour in the family.

A few days after admission Mr. Morris opened the colon in the

left loin to relieve the ulcerated surface from contact with faecal

matter.
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Subsequently abscesses formed in the left ischio-rectal region,

and large pieces of the growth sloughed away. Weakness in-

creasing, she died of exhaustion on the twenty-sixth day after the

operation.

At the necropsy, seven hours after death, the disease in the

ischio-rectal region was found much the same as on admission, only

more sloughy. On section it was obviously of colloid nature, and

of intrapelvic origin.

On opening the abdomen the pelvic contents were found matted

together. The uterus, distended to the size of a man's fist, com-

pletely filled the pelvis. To it the rectum and the ileo-csecal part of

the intestine were adherent. The former was compressed against

the sacrum. Immediately above this a fistulous tract passed from

the bowel to the ulcer in the left ischio-rectal region. The loose

connective tissue of the pelvis and around the lower part of the

rectum was infiltrated with colloid growth, but the mucous mem-
brane of the bowel was not invaded.

The vagina was normal, and so was the os and the portio vaginalis

uteri, except that the latter was much shortened. In the posterior

wall of the body of the uterus there was a distinctly encapsuled

new growth the size and shape of a lemon, presenting the appear-

ance of an intramural fibro-myoma that had become the seat of

colloid cancer. Near the periphery, in some places, strands of

fibro-myomatous tissue could be seen, which appeared little altered.

Opposite the base of the bladder its capsule had given way, and

the growth had ulcerated into that viscus. The adjacent part of

the cervix uteri, the pelvic connective tissue, and lymphatic glands

were also infiltrated.

The colloid growth presented a pale, yellowish-white, translucent,

coarsely-granular substance, somewhat like boiled sago, only more

gelatinous. In some places the new growth was exceedingly soft

and jelly like ; in others it partook more of the nature of scirrho-

colloid. The mucous membrane of the bladder had a thin coating

of phosphates, and presented signs of acute cystitis. Both ureters

were dilated. There was left pyonephrosis, with acute nephritis

and atrophy. The right kidney also showed marked wasting of its

cortex. There were no secondary deposits.

The disease had the appearance of being more advanced within

the capsule of the fibro-myoma than elsewhere. In the adjacent

part of the cervix uteri the disease appeared to be much less ad-
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vanced, whilst the portio vaginalis uteri and the rectum were quite

free from it. Hence I conclude that it really originated in the

fibro-myoma. In the normal uterus the deep extremities of the

utricular glands are known to penetrate for some distance into the

muscular wall. Is any of this glandular tissue ever included in the

substance of these fibre-myomatous tumours ? I find no mention

made of any such thing in the works I have consulted ; but, bear-

ing in mind that glandular elements have been observed in the

analogous prostatic growths, it seems to me exceedingly probable

that such is the case.

Hence I have examined several of these tumours with the object

of determining this point, but the results have been negative.

The histological analysis in this case points to the cancer being of

glandular origin.

On microscopical examination a fibrous alveolar structure was

revealed. The alveoli contained colloid substance in the shape of

oyster-shell-like masses, with parallel, wavy, concentric markings,

shrunk by the reagents so as not completely to fill the spaces. In

many of the sections remains of columnar epithelium lining the

alveoli could be traced, most of the cells being in an advanced

stage of granular degeneration. The presence of these cells lin-

ing the alveoli, together with the occasional appearance of little

altered epithelial tubules in some parts of the sections, enables

us to recognise the primitive morbid condition, on which the colloid

change has supervened, as tubular epithelioma. The sections also

show here and there typical fibro-myomatous tissue.

A few cases of cancer originating in uterine fibroids have been

recorded by Virchow and others. Colloid cancer of the uterus is a

well-recognised but exceedingly rare affection. As far as I know,

however, the condition here described is unique.

April 20th, 1886.

Report of the Morbid Growths Committee upon Mr. W. B. Williams^

s

specime7i of colloid cancer of a uterine fibro-myoma.—The Committee

agree that the growth is a colloid carcinoma ; but the evidence

afforded by the specimen and microscopic sections does not allow

them to form a decided opinion as to its origin.

Jtme 27id, 1886.
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41. Tuberculosis of uterus and Fallopian tube.

(
Card specimen*)

By Peecy Kidd, M.D.

THE specimen was taken from a girl aged 14, wlio died of pul-

monary phthisis and disseminated tuberculosis.

The vagina was healthy. The cavity of the fundus uteri was
distended with yellowish gelatinous fluid in which were abundant

caseous curdy masses. The lining membrane of this part of the

uterus was thickened and in a state of caseous infiltration, with

some irregular ulceration in places. Cervical canal free from

disease. The left Fallopian tube was much thickened, and its

walls contained caseous nodules and patches. The ovary was
undeveloped but free from disease.

Microscopical examination of caseous fragments from the uterine

wall revealed the presence of " tubercle bacilli" scattered about in

very small groups.

The patient had never menstruated. November 17th, 1885.

42. Epithelioma of the clitoris. ( Card specimen.)

By Sir William Mac Cormac.

DESCRIPTION AND REMARKS.—The spccimeu consists of a tumour
the size of a walnut, and is pedunculated in form. It

occupied the position of the clitoris of a woman aged 61, and was
excised December 10th, 1881.

The patient states she was married for twenty-four years, and
had been a widow for fourteen. She never had any children.

She has always enjoyed excellent health. There is no family

history of tumour. Three years ago two small tumours were

removed from the left side of the vulva in the Chelmsford

Infirmary. Lately she has been getting thinner.

The tumour is nodular and hard, and the surface superficially

ulcerated, associated with a fetid discharge. Its attachment
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exactly corresponded to the position of the clitoris, and the

peduncle seemed to be formed by the elongated body of the organ,

the disease having probably commenced in the extremity or glans

in a manner quite similar to that in which epithelioma usually

manifests itcelf in the male organ.

The mucous membrane around was free from implication, the

urethra was not involved. The lymphatic glands of the groins

were somewhat enlarged. The duration of the present growth is

two years. A more rapid increase has taken place in the last two

months. No difficulty was experienced in excising the tumour and

the patient made a good recovery.

Mr. Shattock has carefully examined the growth, and a section

of it will be found under the microscope. It presents the distinc-

tive characters of epithelioma.

Cases such as this one of epithelial cancer limited to the clitoris

and apparently commencing in the extremity of the organ in the

position where cancer most frequently occurs in the penis, must, I

apprehend, be rare and warrant me in presenting this specimen to

the Society. November Srd, 1885.

43. A case of early puberty. {Card specimen.)

By W. Bruce Clarke, M.B.

OAMTJEL W— , aged 3|-.

O History.—Mother has five children, aged respectively 7, 5, Si-

years, 1 year 9 months, and 2 months. This boy, who is 3|-, is a

long way the biggest of the five. Suckled till nine months of age

and appeared quite like any other child till the age of twelve

months, when quite suddenly he began to eat voraciously, his

appetite being larger than tbat of a full-grown man. He bolted

his food and nothing appeared to satisfy him.

Hairs grew upon the pubes, and the penis rapidly acquired the

character of a man's, and was often observed to be erect. No
seminal emissions Uave ever been noticed.

All these changes took place in about five months, during which

time his growth was prodigious. In fact it was only at this time
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that any increased rapidity of growth was noticed. " At the

present time he is a well-developed muscular lad, looking about

twelve or thirteen years of age. His tibiae are bowed outwards as

in rickets. He has but little hair on his arms or face and none in

his armpits. Height 3 ft. 8i in. Weight 62 lbs. Well-marked

Pomum Adami. His voice is cracking, and he laughs with a pecu-

liar horse croak. Grirth of head round occipital protuberance

21 in." (Note taken in August, 1885.)

A birth certificate dated May 17th, 1882, was obtained from

Somerset House, and all other evidence, viz. that of his relations

and of the doctor where he lives in Cambridgeshire, point to the

truth of the facts stated.

November, 1885.—Both his tibiae have been straightened by the

operation of osteotomy, and he is perfectly well and weighs 70^ lbs.

January 19th, 1886.
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1. Arrest of development of upper end of humerus following

on dislocation in infancy. [Card specimen^

By Arthur E. Barker.

A A— , aged 17, was pulled up by the arms when six montlis

• old, and suffered injury of left shoulder. It was diagnosed

as dislocation of the head of the humerus, and this appears to

have taken place (?). An abscess followed, and was opened pos-

teriorly ; the dislocation was not reduced, and seems to exist still.

The left humerus is four inches shorter than the right. The

movements of the arm are remarkably good in all directions.

December Ibth, 1885.

2. On thiniiiny of tlie hones of the skullfrom pressure

produced by intracranial tumours.

By W. Hale White, M.D.

THE series of skulls I show this evening is intended to illustrate

the effect upon the bony walls of the skull, in cases of great

increased intracranial pressure from the growth of intracranial

tumours. If the best marked example be examined it will be seen

to show the following characteristics. The bones are very light

and thin, and if held up to the light are transparent in parts, with

the course of the vessels beautifully marked. Whenever this

change is found the vertex is always affected and sometimes also

the bones of the base ; in one specimen it will be seen that the

absorption of bone has been sufficiently great to lay open the

internal ear. It may be general, or may be represented by a
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by a patchy thinness here and there, but be it ever so thin it is

never soft. The exterior of the skull is normal, but the interior

may be roughened like sand paper, and sometimes the dura mater

is also ; occasionally this roughness amounts to the actual presence

of bony spicules. In none of these cases did the tumour itself

press directly on the bones. The calculation of the amount of

pressure is, owing to the very irregular shape of the skull, to its

division by processes of dura mater, and to the varying consistency

of the brain, a matter of impossibility, but this at least we know,

that it must be enormous, and it is probably as irresistible as the

force with which damp wood swells. Wernicke, it is true, has

attempted to calculate the amount of pressure, but his data are so

untrustworthy that his results are valueless. It is to be remem-

bered that the growth of the tumour, and also the hydrocephalus

with which so many of the cases are complicated, are both potent

factors in producing the absorption of bone. As might be

expected, this condition is rare in young children, for in them the

increased pressure merely separates the bones as we see in hydro-

cephalus. There is very little liability of this condition being mis-

taken for any other, for its being usually general distinguishes it

from craniotabes, and its being inside the skull distinguishes it

from syphilis.

Subsequently to showing the above-mentioned specimens I pub-

lished a full account of all the cases we have had at Guy's, in the

' Guy's Hospital Reports ' for 1885. February IGth, 1886.

3. On a peculiar condition of the bones of the skull of an infant

{trabeculated skull) .

By W. Hale White, M.D.

[With Plate XIV, fig. 1.]

JAMES T. T— , aged 3 months, was admitted into Guy's Hospital

under Mr. Clement Lucas on September 9th, 1885, for a large

tumour projecting upwards from the anterior half of the head.

This had existed at birth, and had increased in size till now. De-

livery was not instrumental.

On admission the swelling measured from before backwards over
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the top, six inclies and three quarters, from side to side eight inches,

and round the base eleven inches ; it was of conical form, and

pushed the two halves of the frontal bone and the two parietal

bones upwards and outwards. The anterior fontanelle was placed

at its apex. This fontanelle measured three and a half inches in the

antero-posterior diameter, and two in the lateral. The temporal

bones bulged out symmetrically. The posterior fontanelle was closed.

The skull had several small projections over it. There was distinct

pulsation at the anterior fontanelle. The tumour was not painful.

The eyes were very prominent, so that during sleep the eyelids did

not close completely. Ten days after admission 1^ oz. of cerebro-

spinal fluid was drawn off ; this diminished the size of the tumour

slightly. As a result of this the fluid seemed gradually to drain

off from the tumour and collect underneath the scalp, so that about

six weeks after the operation there was a considerable tumour on

the right side and under the scalp. This was tapped, and about

5 oz. of cerebro-spinal fluid were withdrawn, and a small drainage-

tube was put in for the rest of the child's life. A large

amount of cerebro-spinal fluid continued to drain, but the child

gradually sank and died on November 7th in convulsions. The

tibiae were slightly rickety, but there was no evidence of con-

genital syphilis. I made the post-mortem examination a few hours

after death. The body was much wasted. The eyes were very

prominent. There was a transverse depression across the skull

from ear to ear, forming a shallow furrow. The frontal bones were-

widely separated from all their opposite borders, except at the ex-

treme lower part ; the separated edges presented a few deep and

large indentations, and the interval was bridged over by membrane.

The space between the two frontal bones was diamond shaped, about

three inches from before backwards, and an inch and a half across.

In the membrane covering it was a round punctured hole, rather to

*the right of the middle line, and about half way along the length

of the space ; internally it pierced the dura mater ; externally it

communicated with a large space between the pericranium on the

one hand, and the frontal bones and the membrane bridging over

the interval between them on the other. It was in this space that

the fluid lodged when it was exterior to the skull. The other bones

of the skull were firmly united ; this was most noteworthy, so close

was the union that in many parts the line of suture could not be

traced ; this was especially the case at the junction between the
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DESCRIPTION OF PLATE XIV.

Fig. 1.—To illustrate Dr. Hale White's specimen of Trabecu-

lated Skull. (Page 361.)

From a photograph.

Figs. 2, 3, and 4.—To illustrate Mr. D'Arcy Power's specimen

of a Central Sarcoma of the Shaft of the Femur. (Page 377.)

Fig. 2.—Diagram of the swelling in the femur made before the removal of the

limb.

Fig. 3.—The femur with the tumour removed. The large excavation and the

irregular line of fracture are well seen.

Fig. 4.—The femur with the tumour in situ. The sarcomatous growth

extended some distance down the shaft of the femur below the seat of fracture.
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frontal and parietal bones. The two parietal bones themselves

were close together, but the sagittal suture was the best marked of

any. The space between the two frontal bones did not extend at

all between the two parietal.

All the bones of the vertex were remarkably thin, in some places

being no thicker than the shell of a hen's egg, the thinnest were

the parietal and the front part of the occipital, the thickest being the

frontal and the squamous part of the temporal. The bones of the base

were normal. In the parietal and that part of the occipital in front of

the foramen magnum a most peculiar condition of things existed.

The bones for the most part retained their primitive membranous

condition, but going across the membrane, in all directions, were tra-

beculse of osseous tissue. The average width of these was one sixth

of an inch, and they formed prominent ridges to be seen on the

interior of the skull (Plate XIY, fig. 1). The ridge was often a third

of an inch high, and its summit was quite sharp. The trabeculae

varied from these large and prominent ones to the merest sprinkling

of osseoiis substance in the membrane, which was cut up by them

into a number of areas, some rounded, some polygonal, and varying

in size from a mere point to a threepenny piece. The dura mater

followed these ridges accurately, so that they could be very well

seen before it was pulled off. Seen from the exterior, the trans-

parent membranous areae were very evident, and in some places

slightly bulged outwards ; there were, however, no ridges on the

exterior, but occasionally a slight thickening of the bony margin of

a membranous area. On the petrous portion of the temporal bone

the prominence of the semicircular canals was most striking, the

superior and posterior being most plainly visible, even through

the dura mater nearly the whole arch of the posterior could be made
out. The external was not to be seen. They were all firmly ossi-

fied. The cochlea was not visible. The frontal bones were small

in comparison with the rest of the brain. All the cerebral convolu-

tions were well marked, and were not compressed, either from within

or without. No wound on the brain, indicating the position of the

trocar, could be seen. The lateral ventricles, the third ventricle,

and the foramen of Munro were slightly dilated ; the aqueduct

was not. The rest of the body was healthy.

The ;post-mortem examination did not clear up the case at all.

The ventricles were so nearly normal in size that the fluid can

hardly have come from them, and the normal appearance of the
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cerebral convolutions seemed to point strongly against any large

collection of fluid inside the skull, but outside the brain, so that it

is impossible to give an opinion as to the origin of the fluid ; but

then the condition of the vertex of the skull is strongly suggestive

of great intracranial pressure, which has either led to the preven-

tion of the proper ossific deposit in the membranous bones, or to its

absorption after its deposition, and on this view the condition would

be closely allied to the cases of thinning of the cranial bones from

increased intracranial pressure which I have exhibited at this

Society, and also recorded in the ' G-uy's Hospital Reports ' for

1885-86; but I there pointed out that increased intracranial

pressure in young children leads, not so much to a thinning of the

bones of the skull, as to their spreading out from the sutures like

the petals of a flower, whilst in this case the majority of the sutures

were very firmly united. Furthermore, that hypothesis would not

explain why the absence of ossific deposit should be patchy, for if

the condition were due to intraventricular pressure the convolutions

would be so flattened that there would be no sulci ; hence the tra-

beculse cannot correspond to them. The cause of the extreme

prominence of the semicircular canals also is very obscure.

March I6th, 1886.

4. The calvaria of an infant with membranous opercula

in the hone.

By James F. GtOOdhart, M.D.

THE specimen comes from an infant of 6 months under Mr.

Bryant's care who suffered from spina bifida, and who died

after the injection of Morton's fluid. A gradually increasing

swelling in the lumbar region of the spine had been noticed since

birth. It was treated by injection on April 5th, and died four

days later.

The body was that of a healthy infant. At the lower part of

the back was a flattened rosette-like excrescence of skin about two

inches in diameter. The spina bifida was dissected by Mr. Poland

and is now in the museum of Guy's Hospital, Prep. 1002^^
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The skull was in an unusual condition. There was well-marked

craniotabes over the squamous part of the temporal bone and also

elsewhere, but what was chiefly noticed was that in many parts of

the vault the calvaria was pierced by holes or spaces which were

covered in by membrane. They were most often either circular or

oval in shape, and had sharp edges beneath the scalp, but on the

cerebral aspect their edges were bevelled off from thick ridges of

bone which ran between them. Many of them had evidently

closed in by a thin plate of bone ; the membrane filling

the remainder being thin and the brain distinctly seen through

it. The anterior fontanelle was large and ran forward between

the two halves of the frontal bone for some distance. On
the inner aspect of the skull the bone had a peculiarly trabecu-

lated build and a mottled appearance, some parts being quite dark

coloured from vascularity. These parts,—which appeared to be

the original bone, formed as it were in arches in the membrane,

—

were porous looking and felt granular when the membranes were

stripped ; and the cerebral aspect of the base of the skull presented

a similar appearance. In this respect the skull is quite like that

which has been described in congenital syphilis ; but there was no

corresponding state of the surface.

All the other bones of the skeleton were examined carefully.

There was no trace of rickets, and notwithstanding the porous

state of the floor of the skull and the craniotabes, I think the

apertures in the skull are due to want of formation of the bone,

not to reabsorption, and to be a part and parcel of the malforma-

tion of the spina bifida. It is such a condition in fact as one

sometimes sees in hydrocephalic skulls where Wormian bones are

found. But in this case there were no Wormian bones. The

bone was apparently slowly closing over from some primary

arches.

Except in their number these apertures are very similar in

appearance to those seen in some so-called syphilitic skulls and

which are regarded as an extreme condition of craniotabes. But

as I have said, I do not think this view tenable in this case. There

was no evidence of congenital syphilis in the body.

March 16th, 1886.
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5. Caharia from a case of hydrocephalus showing

perforations. [Card specimen.)

By C. A. Ballance, M.S.

THE child was affected witli spina bifida which was cured by

Morton's method. Subsequently hydrocephalus carried off

the patient at the fourth month.

The skull shows several small circular perforations, and at

various other parts the bone is very thin. The deficiencies,

whether partial or complete, correspond to the summits of convo-

lutions. The holes are filled with membrane which externally is

on the same level as the rest of the skull, but internally is situated

at the bottom of depressions. Where the bone is hollowed out it

seems to be in a stage less advanced than in those places where

perforations are visible. At the circumference of the depressions

ridges of bone are seen corresponding to the position of sulci of

the brain surface. These ridges appear to be more marked than

would be accounted for by the formation of hollows and indicate

some formation of fresh bone. May Wi, 1886.

6. Skull of chronic hydrocephalus. {Card specimen.)

By Norman Mooee, M.D.

FROM a male child aged 1 year and 4 months, which died in St.

Bartholomew's Hospital. There were no signs of rickets.

The brain was enormously dilated and contained in the lateral

and the third ventricles more than five pints of fluid. The iter was

closed and there was no increase of fluid in tlie central canal of

the cord. Besides widely open fontanelles the skull shows several

patches of craniotabes. May 4th, 1886.
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7. Traheculated calvaria from a child who was the subject of a

large frontal meningo-encephalocele. {Card specimen.)

By Samuel G. Shattock.

THE calvaria on the inner aspect is prominently ridged in serpen-

tine lines corresponding with the sulci of the cerebral con-

volutions. In six situations the bone is perforated at the bottom

of the depressions, the margins of the perforations being thinned

off from the inner aspect.

In the frontal region, the inner surface is hardly more than

naturally marked with the form of the cerebral convolutions. The

groove for the longitudinal sinus deviates to the right, and its lips

are unnaturally prominent.

In the anterior part of the left parietal bone is a large triangular

aperture about two inches in its extreme measurement. The pos-

terior side is thin and sharp, the outer and inner sides are smoothly

everted and produced externally into high ridges. In one spot the

new-formed bone rises a quarter of an inch above the general level

of the outer surface. The ridge is continued around the whole of

the aperture externally, although along the posterior side it springs

from the bone about three quarters of an inch behind the edge

itself ; and secondary ridges pass forwards from this across the in-

tervening bone to the margin of the aperture. The osseous sub-

stance is throughout of normal density.

During life the protrusion formed a mass as large as the head

itself ; its limit when it overlay the surface of the skull is indicated

by a low sharply-edged ridge of new bone continued from the

lateral sides of the everted margin of the triangular aperture,

around the greater part of the frontal region. The specimen is in

the museum of St. Thomas's Hospital. May Mli, 1886.
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8. Intercondyloidfracture of thefemur. {Card specimen^

By H. A. Lediaed, M.D. (Carlisle).

TAKEN from a limb amputated four months after date of injury.

A man aged 59 fell twenty-three feet, and sustained a com-

pound fracture of the femur together with longitudinal separation

of the condyles and extensive comminution of the lower end of the

shaft.

An ineffectual attempt to save the limb by antiseptics nearly cost

the patient his life. Traumatic arthritis and numerous abscesses

formed.

The condyles are largely denuded of cartilage, and no effort at

union between them is evident. A large piece (three inches by one

inch) of the shaft which had been depressed is wedged between

the condyles and firmly united to the cancellous tissue just above

the external condyle.

The upper portion of the fractured femur shows the sawn

end {%. e. sawn primarily to admit of reduction of the fracture) in

process of separation. Eecovery was comj^leted about four months

after amputation. October 20th, 1885.

9. Haemorrhage itito the long bones in a case ofpurpura hcemor-

rhagica. [Card specimen.)

By W. Hale White, M.D.

A MAN aged 30 was admitted into G-uy's Hospital with high

temperature, epistaxis, and retinal haemorrhages. The red

corpuscles were only one-eighth of the normal number ; there was

no actual increase in the number of white. For forty-eight

hours before death the temperature varied between 105° and 106°.

At the post-mortem, the spleen was large but not larger than could be

explained by the pyrexia ; it was rather soft. There was haemor-

rhage into the lungs and also into the medullary cavity of the left

femur, both tibiae, both humeri ; the right ulna and clavicle were ex-

amined but nothina: abnormal was found. In those bones that were
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affected the medulla was one mass of dark clot, evidently recent,

for it was undergoing no softening nor change in colour.

November 17th, 1885.

10. Tivo specimens of osteitis deformans.

By D'Aecy Power, M.B.

THE first specimen is a femur which was sent to me by Dr.

Tayler, of Trowbridge, with a statement that he found it

some years ago amongst a number of bones collected by his prede-

cessor, an old practitioner in the town, who in his younger days

had been an active collector of pathological curiosities. He sup-

poses that at least forty years have elapsed since the specimen was

procured. I have therefore brought it before the Society as an

interesting example of a class of cases referred to by Mr. Lunn in

his paper upon osteitis deformans,^ as being '* bones from cases of

this disease, of more or less ancient date, which are scattered about

in museums, but have only been examined in a vague and piece-

meal way." I may further add that I have shown the specimen to

Sir James Paget, who agrees with me in believing it to be a true

case of osteitis deformans, though he thinks that it was probably

preserved as a good instance of chronic periostitis.

The specimen is a well-developed adult femur, whose shaft has

a marked antero-posterior curvature, and is flattened from before

backwards. The lower half of the bone is more affected by the

disease than the upper portion. The shaft is very considerably

thickened, its circumference two inches above the adductor tubercle

measuring no less than six inches, instead of the four or four and
a half inches which a normal femur should measure at the same
point. The surface of the bone presents the roughened tubercular

appearance and the enlarged Haversian canals which are familiar

in cases of chronic periostitis.

On section the increase in girth is seen to be due to a deposit of

dense, ivory-like bone, which is more compact at the periphery

than towards the centre. The bone nearest to the medullary canal

! 'St. Thomas's Hospital "Reports,' vol. xiii, p. 4P.

24
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is porou8 as if it were undergoing a process of rarefaction ; whilst

the medullary canal itself is increased in size and its cancellous

tissue is much coarser than usual.

The second case appears to be an example of that variety of

osteitis deformans which attacks a single bone, and of which Mr.

Bowlby showed a specimen before this Society in 1883.^ It is the

upper half of the tibia of an old man aged 74, who died from

the effects of prostatic hypertrophy. He had no evidence of gout

or chronic osteo-arthritis, and at the post-mortem examination no

other part of the body was found to be affected in a similar manner.

The bone is characteristically curved, and has undergone very

considerable thickening. The thickening is due in great measure to

the deposit of dense periosteal bone and in part to a rarefaction of

the existing shaft. This change has been accompanied by an absorp-

tion of the walls of the medullary cavity. The portion of bone which

has undergone rarefaction presents the same porous appearance as

the bone in the preceding case, but the process has gone further

;

it cuts easily, and the pores are occupied by a soft pinkish material,

consisting, as microscopic sections show, of embryonic medulla.

The outer surface of the bone is roughened and the Haversian

canals are enlarged.

Histologically the bone presents many of the appearances de-

scribed by Dr. Sharkey in his examination of Mr. Lunn's case,

whilst in most of its details it appears to be identical with the sec-

tions from Sir James Paget's classical case examined by Mr. Butlin.

The entire bone, even up to the periosteum, has undergone a

process of rarefaction. The Haversian canals have merged one

into another until they present large ragged gaps whose edges are

rendered sinuous by Howship's lacunae. The concentric arrange-

ment in the Haversian systems has entirely disappeared, and has

been replaced by a much more complex system of curving and inter-

lacing rows of bone-corpuscles. The lacunae are small and without

canaliculi ; the Haversian canals have in many cases dwindled to

the most minute dimensions. The large sj^aces, formed by the fusing

of the Haversian canals, which almost resemble the cancellous tissue

of membrane bones, are occupied by embryonic medulla. This

medulla consists of a very delicate fibrous reticulum containing

developing cells of every form, from simple round-cells like in-

different tissue, to branched corpuscles as complex as a ganglion cell.

1 ' Transactions of the Pathological Society,' vol. xxxiv, p. 192.
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In many cases the branched cells appear to form part of the reti-

culum as is the case in adenoid tissue. Numerous multinucleated

cells lie in the fibrous meshes and in some instances they appear to

be forming for themselves Howship's lacunae.

The specimens are preserved in the museum of St. Bartholomew's

Hospital, Series I, Nos. 74, c and d. November 17th, 1885.

1 1 . Necrosis of the patella from injury.

By Jeremiah McCarthy.

A
BOY aged 8 was admitted into the London Hospital February

26th, 1885, with acute synovitis of the right knee. He had

fallen a week previously, and had struck his knee against a stone.

It became very painful and swollen, and as it did not get better he

was brought to the hospital. The joint was kept at rest by a back

splint, and an ice-bag was applied. The synovitis subsided in a

few days, but the bursa over the patella was distended, red, and

painful. An incision was made into this, and some pus was evacu-

ated. The cavity was washed out with carbolic lotion, and the

wound was dressed with iodoform and wood wool. Healing was very

tedious, but on April 11th a piece of necrosed bone appeared at the

orifice of the wound, and, being quite detached, was easily extracted.

The joint had not been opened. The patella appeared to have been

replaced by a thick fibrous lamina, which could be freely moved
vertically and laterally. By lateral compression it could be bent

upwards in the median line.

The wound healed rapidly, and the fibrous lamina gradually

became hard like bone.

On May 4th the lad was discharged from hospital with a perfectly

normal knee. November 2nd, 1885.
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12. Intraosseous or central necrosis of the femur, [Card

specimen.)

By D'Aecy Power, M.B.

THE lower two thirds of the left femur in longitudinal section.

The bone is thickened, more especially at its upper and poste-

rior portion, by a deposit of new bone derived from the periosteum.

The lower portion of the bone has undergone a process of sclerosis,

which has led to the filling up of the medullary canal with a deposit

of bone.

In the upper portion of the shaft the bone has undergone lamellar

necrosis, and a portion of cancellous tissue has died with it. The

dead bone has not, however, become separated, but is in many
places invaginated by deposits of bone derived both from the

endosteum and the periosteum.

At the time of amputation the medullary canal contained pus in

its upper portion. The pus burrowed behind the semi-mem-

branosus muscle, and opened into the knee-joint. The epiphysis is

healthy.

History.—A boy, aged 17, who had experienced shooting pains in

his left hip for seven months previous to admission. Soon after

feeling the pain he noticed a fulness about the hip, accomj^anied by

tenderness, heat, and redness. He kept his bed for three months.

After amputation the patient made a good recovery.

The specimen is preserved in the museum of St. Bartholomew's

Hospital, Series I, No. 167a. November 17th, 1885.

13. Cotiffemtal syphilitic necrosis of vomer.

By F. Churchill, M.B.

THESE fragments of the vomer were removed in separate but

large pieces from the pharynx of a child aged 8, where it

had lodged aftei a fit of coughing. Several smaller pieces came

away at the interval of two or three months.
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The father contracted syphilis five years before marriage. He
says he had no bubo, skin eruption, or any secondaries. The

mother considers that she received the disease from the father,

having suffered from ulcerated sore-throat, ecthymatous vesicles

and papules, loss of hair, and serious illness for some years after

marriage. She had four miscarriages in succession. This boy is

the only surviving child. He had snuffles and ecthymatous erup-

tion, with intertrigo as an infant. At five years of age the cornese

became steamy and the sight blurred, as a consequence of the

interstitial keratitis.

He came under my care during the vacation in September, 1885,

complaining of very offensive breath and constant headache. He has

had no meningitis. He has been almost absolutely deaf for many
years. The glands of the neck have been enlarged. When the

bone was separating he had some rigors and slight fever. He
has radiating scars and fissures around the mouth, and pegged

teeth, with transverse fissures showing deficiency of enamel.

The larger pieces came away about Christmas-time. There is no

destruction of either hard or soft palate, no collapse of the nose,

and no alteration of the voice.

Posterior rhinoscopy was attempted after painting the palate

with cocaine ; but, the boy being absolutely deaf, he could not

be brought under control, and the results were unsatisfactory.

P.S.—After twelve months' treatment with iodide of potassium

and tonics, the health is much improved and the disease appears

arrested. The palate remains normal. January 19th, 1886.

14. Multiple sarcoma of bo?ie.

By W. Arbuthnot Lane, M.S.

11HE subject of this disease was a feeble old woman, whose body
was dissected in the dissecting room of Guy's Hospital. I am

indebted to the medical ofiicer of the infirmary in which she died

for brief clinical notes of the case.

She had been an inmate of the infirmary for some time. She was

bedridden, and was also deaf and blind. No paralysis or mental

aberration had been observed. She seemed to sink from old age.
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In the body of the seventh cervical vertebra a sarcoma was found

occupying almost the whole of its bulk. It presented a well-defined

margin in front, where it encroached on the anterior surface of the

body of the vertebra, being exposed for an area as big as a three-

penny piece. Posteriorly it had destroyed a portion of the posterior

surface of the body and the left pedicle and articular process. The
cord was not compressed by the growth, which did not project

into the spinal canal, nor did it appear that the sixth or seventh

cervical nerves had become involved by it.

There was a sarcoma as large as a walnut in each innominate

bone. They were placed exactly symmetrically, their seat cor-

responding to a point in the middle curved line, two inches from

the iliac crest. They were apparently central in origin, as the

growth had extended as far through the inner layer of compact

tissue as it had through the outer.

In the left ischium, immediately above and in front of the

tuberosity, was another central sarcoma, about as large as those in

the iliac bones.

In the ninth, tenth, and eleventh ribs of the left side three other

similar growths were seen arranged in a vertical line.

No other growth was found in the other bones or in the organs,

though the body was dissected throughout.

The growths consisted of small round- and spindle-cells, and have

undergone considerable osseous change. They did not appear to

have affected the duration of life, and from their position their

presence would neither have been suspected nor observed during

the course of an ordinary jpost-mortem examination.

December I5th, 1885.

15. Ossifying sarcoma of radius.

By Bernard Pitts, MB.

THE patient from whom these specimens were taken was a young

man aged 21, a coachbuilder. He first came under my notice

as an out-patient on June 24th, 1885. He was then in good

general health, but complained of a swollen right wrist. There

was nearly three quarters of an inch increase in the measurement
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taken just above the styloid process of the ulna. The lower end

of the radius was distinctly enlarged, and the skin over was

slightly reddened, and much hotter than the surrounding parts ; he

complained of a good deal of aching pain at night, and the swollen

lower two inches of radius were tender to touch. Movement at the

wrist was free and gave rise to no pain. The patient stated that

his attention was first directed to his wrist about six weeks

previously, by finding it painful after work and somewhat stiff ; he

noticed it was a little swollen, and this swelling gradually

increased. There was no evidence of direct preceding injury or

of any syphilitic ta,int ; but after careful questioning he remem-

bered that he had sprained the same wrist two years previously.

He was, however, soon able to resume work, and had felt no after

inconvenience until the onset of his present trouble.

The arm was placed in a splint and iodide of potassium given,

but no improvement took place, and a fortnight later there was

slight increase both of his pain and the swelling. Thinking that

he had some inflammatory mischief near the epiphysis, I sent him

into the hospital and he was admitted into one of Mr. Mason's

beds on July 18th. Ten days later he again came under my care,

when I took charge of beds for the summer vacation. I found

that in spite of treatment he was decidedly worse. The measure-

ment had increased by half an inch, and a tender hard gland could

be felt at the bend of the elbow, and there was some tenderness in

the axillary region. His temperature was normal.

On July 30th I made an exploratory incision over the back of

the radius, and after cutting through a quantity of newly-formed

soft bone, exposed the shaft. There was no suppuration, but one

found what one believed was a portion of dead bone, with a com-

mencing line of separation. The absence of suppuration was
peculiar, but several of my colleagues who were present agreed

with me that the- new bone was undoubtedly of inflammatory

origin, and all previous suspicion of the possible malignant cha-

racter of the swelling seemed to be groundless. Trusting that the

free incision into the bone would relieve the pain—and possibly

save the joint—I dressed the wound with antiseptic precautions

and felt quite satisfied. There was no inflammatory disturbance

following the operation, but the man did not experience any relief

from his pain.

On August 11th a small pedunculated exostosis was discovered
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accidentally on tlie upper end of the left fibula, and a few days

later another one was found below the right great trochanter.

These had all the characters of simple exostoses, and one thought

it was possible that he had them for a long time, and that the pre-

disposition to bone formation might possibly explain the unusual

amount of new bone that had been formed secondary to his sup-

posed inflammation at the lower end of the radius. During the

next week, however, there was a marked change in the condition

of his arm, and there could no longer be any doubt as to the

malignant nature of the case. A hard nodulated mass could now
be felt extending for three or four inches up the radius, the

circumferential measurement had increased, and the gland at the

bend of the elbow was larger and of bony hardness. And one

could feel a similar gland in the axilla.

On the 26th there was evidence of fluid in the left pleura, and

three pints of blood-stained fluid were withdrawn by the aspirator.

From this time he became rapidly worse, the forearm increased

greatly in size, and one could feel that the bony growth was

extending the whole way up the radius, the glands enlarged very

rapidly, and he died on September 29th from extension of the

disease in the thorax.

At the post-mortem examination the growth was found to extend

the whole length of the radius and to present the appearance of

soft bone. In the adjacent muscles, however, were found several

nodules of soft growth. At the bend of the elbow and in the axilla

were found several large and very hard glands, which on section

seemed bony throughout.

The sternum and costal cartilages were found to be intimately

adherent to the pleura on the left side, and only removed with

difficulty. On their removal it was seen that the left pleura was

greatly thickened, nodular, and of a stony hardness, and inti-

mately adherent to the thoracic wall, to the diaphragm, and to the

pericardium. On its removal with the lung it formed a complete

cast of the cavity of the left side of the chest.

The right pleura was non-adherent and free from new growth.

The left lung was compressed, and on section contained bony new

growths. These grow^ths are found in relation with the branches

of the pulmonary artery and vary greatly in size ; they are very

numerous.

The surface of the right lung was covered with nodules, umbili-
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cated and of a stony hardness. On section there were strands of

new growth running along the connective tissue of the lung, which

was resonant on percussion. No other evidences of growth were

found.

Microscopical examination of the growth showed large round-

cells arranged in an alveolar matrix, the alveolar walls being com-

posed of calcified intercellular substance, which is apparently

undergoing ossification as shown by the irregular occurrence of

osteoblasts in the calcified trabeculae.

The primary growth of the radius is evidently a subperiosteal

sarcoma which has undergone direct osteoid change. This mortar-

like material is extremely friable, and the outline of the tumour is

broadly and irregularly tuberous. The ulna is quite separable

from the tumour of radius, and merely ensheathed by it. The

lower end of the ulna shows evidence of periosteal irritation.

The portion of shaft exposed by the operation is covered up by a

new growth which is rather darker than the rest of the tumour.

A point of interest in this case is the entire absence of soft

structure at the time of the operation, and that even after an ex-

ploratory operation one should have been mistaken in one's early

diagnosis.

The lymphatic glands in this case were evidently directly

affected. The gland at the elbow was enlarged at the time of

exploration. I do not think that one increased the infection by the

operation, which gave rise to no inflammatory symptoms whatever.

March 2nd, 1886.

16. Central sarcoma of the shaft of the femur.

By D'Aecy Power, M.B.

[With Plate XIV, figs. 2, 3, and 4.]

THE specimen which I exhibit to-night is a somewhat unusual

example of a class of tumours which is more frequently read

about than seen. It is a primary sarcoma growing from the centre

of the femur of a young man.

I am indebted to Mr. Langton, in whose practice the case
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occurred, for the following clinical history :—A. B— , a male aged

28, complained of pain in his right thigh for four months. He
was treated for sciatica at Buxton by baths and friction, but

derived no benefit therefrom. In September, 1885, Mr. Langton

discovered a tumour in the long axis of the right femur. The

swelling was broader above than below, where it tapered oft into

the natural thickness of the bone (Plate XIY, fig. 2). There was

slight tenderness at one spot. On September 24th, whilst turning

in bed, the right femur broke. On the 25th the leg was amputated

through the lower part of the lesser trochanter, leaving the insertion

of the psoas and iliacus muscles. The operation was performed by

Furneaux Jordan's method. The medulla in the head of the bone

was scooped out as far as possible, and the patient made a good

recovery and has up to the present time remained free from recur-

rence, either locally or in other organs.

The specimen consists of the shaft of the femur for three inches

downwards from the level of the lesser trochanter. Throughout

its whole extent the centre of the femur is hollowed out into a

conical cavity (fig. 3) which is filled by a firm tapering mass of new
growth, projecting for a distance of nearly four inches below the

end of the bone (fig. 4) . The new growth must therefore have exca-

vated the shaft of the femur to a corresponding depth. Near the

lesser trochanter the bone has been sawn across, whilst its lower

portion has sustained an irregular transverse fracture. At the

upper part the medullary canal is closed by a deposit of sclerosed

bone the result of chronic inflammation, except at the centre, where

the new growth has caused absorption.

At the fractured distal extremity, where the new growth has

caused the greatest amount of absorption, it will be seen that the

bony wall is very thin on the internal anterior and posterior

surfaces, whilst on the external sui^face it has become locally

thickened in such a manner as to form an oval swelling. This

thickened portion was sawn through after the operation to facili-

tate its removal from the amputated limb.

The new growth is a mass measuring five inches in length by an

inch and a half in diameter at its thickest part. It is only loosely

attached to the interior of the bone. It consists of two distinct

portions, a broad blunt lower part which is undergoing some

secondary change and which is, I believe, the older, and an upper

loose and more friable which is still actively growing.
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Microscopically the friable upper portion is a round-celled

sarcoma, whilst the lower part has a large quantity of fibrous

tissue intermingled with its sarcomatous tissue and is undergoing

a process of calcification. No myeloid cells were found.

The points of interest about the specimen appear to me to be :

(1) The comparative localisation of the tumour due, I suppose, to

the rapid onset of secondary changes in the growth.

(2) The position of the growth, viz. at the centre of the shaft of

the femur, a position so unusual that it might well have been

diagnosed as a case of central necrosis without suppuration.

(3) The slight expansion which the femur has undergone com-

pared with the large amount of absorption which has taken place.

The compensatory thickening at one spot appears to be unusual,

for in this case the tumour, which was observed before the

removal of the limb, was due rather to hypertrophy of the bone

than to its expansion.

Lastly, as I am not quite certain of the nature of the secondary

changes which the growth has undergone, I should be glad, with

the consent of the Society, to refer the tumour to the Morbid

Growths Committee with a view to its further examination. I

think that this would be the more advisable as it is a case which

could easily be followed up, and as such tumours are sufficiently rare

to render it of interest to know what may be their termination.

The specimen is preserved in the museum of St. Bartholomew's

Hospital, Series I, No. 479 a. December Ibth, 1885.

17. Cylindrical cancer of the humerus.

By Jonathan Hutchinson, jun.

[With Plate XVI, fig. 1.]

THE patient, a Jewish lady aged 50, came under the care of Sir

Andrew Clark for " rheumatic pains" about the left shoulder,

which had followed a fall against a table, in which the part received

a contusion. After some little time a swelling developed in the

upper third of the arm, and Sir James Paget agreeing as to the ad-

visability of an operation, my father made an exploratory incision to
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the bone, and found a small, toTigh, white growth adherent to the

periosteum, near the deltoid insertion. During the manipulation

the bone snapped. The diagnosis of tumour being now fully con-

firmed, amputation at the shoulder-joint was at once performed.

The part healed well, but soon after the patient suffered from attacks

of abdominal pain ; she became more and more asthenic, and died

some six months after the operation.

There was good reason to believe an intra-abdominal growth

existed, but, unfortunately, although Dr. Dyte (who was attending

the case) made every endeavour to obtain a jpost-mortem he was

unsuccessful.

The tumour had certainly started in the medulla of the humerus,

had crept through some minute canals to the periosteum, and from

this had invaded the deltoid insertion and the surrounding fat. It

was a hard, white growth, and probably had existed some five

months ; it filled about two inches of the medullary cavity ; above

this the medulla was very soft and congested, the head of the bone

appearing quite healthy.

The interest of the case lies in the microscopical structure, which

in the central part of the tumour consists of regular cylinders or

tubes, lined with one or more layers of cubical or cylindrical cells.

The central cavity is formed by the fusion of vacuoles developed in

the interior of the masses of cells, finger-like ^^rocesses of which run

in amongst the surrounding tissues. At parts the tubules resemble

closely normal kidney ones (Plate XVI, fig. I).

It is tempting to try to regard the growth as a very unusual pri-

mary one of the bone ; clinically it appeared to be such ; it followed

a blow on the part, and its method of spreading would agree with

Battler's illustration of the early stage of cylindroma. Sattler him-

self is doubtful as to the true nature of this form of tumour, but

thinks the cells of epithelial rather than connective tissue nature.

Billroth describes cylindroma, both under cancer and sarcoma;

Mr. Butlin regards it as a sarcoma.

In Mr. Butlin' s case (I believe the only one recorded in this

Society's * Transactions') the tumour was soft, and grew from the

posterior ligament of the knee-joint. Paget mentions a case occur-

ring in the humerus ; most of the others have been found in the

orbit or the parotid gland. But the ultimate structure of

the present tumour is not that of true cylindroma, and a more

natural explanation is that it was a secondary cancer, the pri-
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mary one being, perhaps, situated in some part of the alimentary

tract.

There was no family history of tumours ; no tumour certainly

existed in either breast, nor was there any evidence of intestinal

obstruction. It is worth noting that in 1863 Dr. Tyler Smith re-

moved an ovarian tumour from the patient ; the long interval

(eighteen years) which elapsed, however, almost puts out of the

question this being the primary growth.

The following case throws some light on the matter :—The

patient, a man aged 51, was admitted into the London Hospital in

March, 1885, under Dr. Sutton, suffering from pain in the hepatic

region, which he attributed to a severe chill. Jaundice rapidly

supervened, he lost flesh, and had diarrhoea alternating with ob-

stinate constipation. In August ascites came on, and he was twice

tapped, eleven and thirteen pints of fluid being drawn off.

At the post-mortem the liver was found to weigh 6f lbs, ; it was

firm. The gall-bladder was much dilated behind a tight band. The
capsule was speckled with white spots. Close to the small bile-

ducts were found in various parts tubules and small cysts, which

resembled dilated ducts, but which were, I think, secondary growths,

which had been developed by means of the lymphatics from a small

primary nodule at the pylorus. The lungs contained many small

growths, precisely similar to the one already described in the first

case. The pancreas, spleen, and kidneys presented nothing worthy

of note.

The perfect resemblance to gland tissue must serve to place this

form of tumour amongst the most highly-developed cancers ; and I

think it might well be grouped with the well-known case reported

by Mr. H. Morris in vol. xxxi of the ' Transactions,' in which nume-
rous secondary growths occurred in the bones, the primary one being

in the thyroid gland. February 16th, 1886.
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18. Carcinoma invoicing both superior maxillce. {Card specimen

By G. H. Makins.

SPECIMEN reiuoveJ from a female patient aged 54. The patient's

mother died at the age of fifty-two with a mammary cancer.

Patient came under notice in February, 1884. Two years pre-

viously a " lump " had been noticed in the left nostril. This slowly

increased in size, occasional haemorrhage occurring, and was removed

by avulsion twelve months after its first appearance. The growth

recurred accompanied by foul discharge, and six and half months

prior to admission into hospital three or four polypi were again

removed ; one was noted as very firm, the others were considered

ordinary mucous polypi. Shortly after this, thickening of the

alveolar margin led to her being admitted into hospital, and the

tumour exhibited was removed by Sir William Mac Cormac.

The new growth is springing from the alveolar portion of each

upper jaw, extending laterally on each side to the line of the first

bicuspid tooth ; upwards, to within half an incb of the orbital

margin ; it is more abundant on the right than on the left side. It

is especially prominent in the mid line, and here encroaching upwards

on the opening of the anterior nares it considerably increases the

depth between those openings and the base of the incisor teeth.

The cartilage of the nose is here implicated in the growth. The

whole of this portion is covered by a continuous capsule. The left

nasal cavity is entirely blocked by large polypoid growths, springing

from its floor in connection with backward extension of the growth
;

these extend backwards far enough to block the posterior nares,

while their lateral extension has encroached on the antrum, and

entirely closed the left side of the nose. No enlarged glands are

present. A small oval elevation, about three quarters by half an

inch, exists immediately to the right of the mid line of the hard

palate just behind its centre.

Microscopic examination of a section of one of the polypoid growths

shows alveoli crowded with rounded epithelial cells, presenting the

usual acinous arrangement. The centre of some of these contain

blood, the alveolar tissue is abundant, and very succulent in

appearance. March 2?trf, 1886.
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19. Double displacement of the head of the femur in a child.

{Card specimen.)

By John H. Morgan.

rPHE cliild, a girl aged 11, is the youngest of a family of ten, all

-L of whom, with this exception, are healthy and well developed.

Up to the age of three she was able to walk well. After this her

gait was observed to be imperfect and it has gradually deteriorated

until the present time. She now walks very awkwardly ; there is

considerable lordosis and the pelvis, in walking, sinks more on the

left side than on the right. The left thigh is, in walking and in

standing, thrown inwards so that the left knee passes in front of

the quadriceps extensor of the right thigh. The head of the left

femur can be felt distinctly prominent upon the dorsum ilii, and

that of the right can also be felt, though not so distinctly, when she

is standing. There is no sign of the existence of any paralysis of

any set of muscles.

It is a question whether this case is one of congenital origin, or

whether it may have resulted from any disease causing effusion into

the joint. Of this, as on other points, the history is very imperfect.

January 19th, 1886.

20. Old suhcoracoid dislocation of the right shoulder-joint.

{Card specimen.)

By John Poland.

SPECIMEN shown as indicating in a typical manner the changes

which take place in the bones after subcoracoid dislocation of

the humerus when left unreduced. It was obtained from the body

of a woman aged 60, who was brought into the dissecting room of

Guy's Hospital.

A new shallow cup (1^ X 1^ inches) has been formed upon

the front of the neck and adjacent part of the venter of the

scapula. The inner lip of the new socket extends a quarter
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of an incli beyond tlie inner side of the root of the coracoid

process ; its outer part has been formed by absorption of the

anterior margin of the glenoid cavity. There remains about one

half of this cavity which in the recent state was still coated with

cartilage. The scapula thus presents the double articular surface

characteristic of this form of dislocation described by Mr. Flower

in vol. xii of the ' Transactions,' p. 187. The head of the humerus

also presents changes similar to those given in this writer's paper,

though in a more marked degree, the groove between the head

of the bone and the great tuberosity being exceedingly broad, and

formed for the most part by absorption of the posterior part of the

latter process. To the prominent outgrowth from the remains of

this process the teres minor, infra- and supra-spinatus muscles were

attached.

One third only of the head of the humerus is gone. In the

recent state the subscapularis muscle was stretched over the re-

maining anterior part and much atrophied. The circumflex nerve

wound round the newly-formed capsule over the inner aspect of the

head of the bone. The long tendon of the biceps could be followed

on the outer side as far as the capsule to which it was attached.

No traces of it were to be found inside the joint.

A few osseous nodules were found in the capsule about the infra-

and supra-spinatus tendons, but none around the margins of the

normal articular surface. There was no eburnation of any of the

osseous surfaces. The coracoid process was normal.

The articular surfaces of the two bones were so adapted as to

allow but little movement except in one direction, that of vertical

rotation of the head of the humerus. Lateral rotation was almost

entirely prevented by the locking of the projecting great tuberosity

against the posterior mai'gin of the glenoid cavity and by the

muscles attached to that process.

The restricted movements of the joint had to a considerable

extent been compensated for by the acromio-clavicular joint.

G-reat movement in all directions was allowed at this joint, the

capsule being large and the articular surfaces evident.

May 4//i, 1886.
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21. Diastasis of cervical spine. (Card specimen.)

By G. H. Makins.

TAKEN from the body of a male patient aged 20. Twenty-four

hours before death knocked down in a street brawl, his head

struck the paved tramline, and he became unconscious. He was

subsequently severely kicked. No more precise details could be

obtained.

When admitted he was conscious. There was entire loss of

motor power from the neck down, and of sensation below the third

rib. Respiration entirely diaphragmatic
;
pulse 60, regular ; tem-

perature 95° in axilla. Semi-erect condition of penis. Complained

of tenderness over the mid region of the cervical sjDine when the

fingers were passed along the processes. No deformity. He
vomited occasionally, and was troubled with a catch in the breath.

The temperature began to rise eight hours after admission, and

rose to 106° shortly before death, which occurred in twenty-four

hours.

Post-mortem.—A considerable amount of dark blood effused into

the muscles and coverings of the spine in the neck and upper dorsal

region of the spine. On examining the bodies of the vertebrae,

there was distinct gaping between the bodies of the fifth and sixth

cervical ; they were still attached, however, by a portion of the an-

terior common ligament. When this was divided the head at once

fell back, the bodies gaping widely, the intervertebral disc remain-

ing attached to the under surface of the fifth vertebra.

There was some effusion of blood between the bones and the

dura mater, but the sheath was untorn. March 2nd, 1886.

22. Dislocation of knee-joint outwards. {Card specimen.)

By John Poland.

TAKEN from a man aged 40, who was caught in some machinery

and received, besides the dislocation of his left knee-joint,

several severe injuries—crushing of the right arm, multiple frac-

25
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tures of tlie ribs, &c. Amputation of tlie arm was performed and

tlie dislocation reduced. Deatli took place from pneumonia nine

days after the accident.

The knee (tibia and fibula) had evidently been incompletely dis-

located in the outward direction. There was a large rent on the

outer side of the joint ; the skin and fascial tissues being separated

from the outer tuberosity of the tibia, formed a cavity full of

blood.

The outer head of the gastrocnemius was much lacerated ante-

riorly at the level of the head of tibia, and just below this the

outer part of the soleus was in the same condition. At the same

level the popliteus was found to be torn quite through.

The ligaments connecting the tibia and fibula being completely

divided allowed the head of the fibula to be slightly displaced for-

wards. The styloid j^rocess of the latter bone was broken off and

drawn upwards with the external lateral ligaments.

The fascial structures on the outer side of the joint were exten-

sively lacerated, and all the tissues, including the coronary ligament,

stripped from the outer tuberosity of the tibia, thereby leaving the

external interarticular fibro-cartilage almost free in the joint, the

posterior attachment of the cartilage being also separated. Both

the crucial and the posterior ligaments were torn off, the former

from their upper and the latter from its lower attachment, as far

as the posterior limit of the internal lateral ligament, which was

intact.

The external popliteal nerve was torn across and detached from

the main trunk in the upper part of the popliteal sj)ace. The

popliteal artery and vein uninjured.

The joint contained some blood, and its synovial membrane

swollen and inflamed. February 16th, 1886.
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23. The causation and pathology of the so-called disease

rheumatoid arthritis, and of senile changes.

Bj W. Arbuthnot Lane, M.S.

IN a paper ^ published in tlie * Transactions of the Pathological

Society,' 1884, I discussed at some length the relation which I

thought Charcot's disease bore to rheumatoid arthritis, and I

attempted to prove that Charcot'' s disease was rheumatoid arthritis,

altered in character hy modifications in the vitality of the osseous and

nervous systems. The opinion of the large majority of those who
spoke at the discussion on the subject which took place about

a year later at the Clinical Society was in favour of the identity of

these two conditions.

In this paper, though I will assume that this identity has been

proved, yet I will at the same time consider both diseases or con-

ditions with reference to the chief factor in their causation. At
the time I wrote that paper I was strongly of opinion that rheuma-

toid arthritis and Charcot's disease ivere neither of them diseases in

the true sense of the term, hut that they are as much the direct result

of injury as are hedsores, fractures, and dislocations. I am using

the term injury in its broadest signification, and I think that if we

do not consider the above-mentioned conditions as diseases, neither

should we include in that category rheumatoid arthritis, rheumatic

gout, or Charcot's disease.

I believe that pressure or force applied in one form or another is

the chief if not the sole factor in the production of these so-called

diseases, and that the variations which are seen are due to the presence

of factors of very secondary importance, such as modifications in the

vitality of the osseous and nervous systems at different periods of life

or in diseased subjects as in ataxic or paralysed patients.

I abstained from giving any definite opinion on the subject till I

had been able to acquire a more thorough knowledge of the

modifications which bones and joints undergo under the influence

of injury or pressure, either applied at one time, as by a single

blow, or exerted repeatedly over a long period of time, as in carry-

ing heavy loads, &c. I have therefore devoted much time to this

1 " Mollities OssiuiD, Rheumatic Arthritis, and Charcot's Disease."
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subject, and I will endeavour to state my case as briefly as

possible.

I will first define the conditions whicb are usually accepted as

the pathological indications or expression of the disease rheuma-

toid arthrii^is. They vary considerably according to the amount of

mohility of the joint affected. I find that in describing this disease

authors limit themselves almost entirely to the consideration of

the changes that ensue in arthrodial or enarthrodial joints, and I

believe that it is largely due to this fact that we have acquired the

habit of regarding these conditions as a definite disease.

In movable joints, as in those of the shoulder and hip, this

affection is said to be characterised by a fibrillation of the articular

cartilage, and by its gradual removal. (I will show later that this

fibrillation and removal of cartilage is not always present in in-

stances of the so-called disease rheumatoid arthritis.) This de-

structive process is accompanied by an increase in the thickness

of the subjacent articular lamella of bone, and, on the complete

removal of the cartilage covering it, by its eburnation.

Coincident with these changes, bone is deposited on the margins

of the opposing articular surfaces, and later in the ligaments and

even in the synovial membranes. In an enarthrodial joint, fusion of

the opposing bones but rarely ensues, but in arthrodial joints, as in

those of the tarsus and spinal column, bony union is more common.

In locomotor ataxy the amount of eburnation or osteophytic

growth is slight. In some cases the process is purely destructive,

there being no bone deposited in the opposing bony surfaces ren-

dering them eburnated, or on the margins of the articular surfaces.

This variation from what may be regarded as the normal or

more usual condition is due to the very feeble nutrition of the

osseous system, which is owing in great measure to the modifica-

tions of ordinary sensation present in that disease.

In more fixed joints, as in those of the spinal column and pelvis,

besides the destruction of the intervening cartilage and the

marginal osteophytic growth frequently forming large bosses or

processes which extend towards and often fuse with similar pro-

jections from adjacent bones, not uncommonly the opposing bony

surfaces, freed from the intervening cartilage, fuse together through

a portion or through the whole of their extent.

At first I was much struck by the extraordinary freqvfency with

which I found rheumatoid arthritis to be present in dissecting-
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room subjects. I saw that it affected men more frequently than

women, and those that had been accustomed to perform hard

manual labour much more than those who had been engaged in

less arduous occupations; also that the amount of eburnation and
osteophytic growth depended directly upon the vitality of the

osseous system of the individual ; that, while in feeble subjects the

disease was characterised by changes which seemed to be chiefly

destructive, there being little or no attempt to obviate the pro-

gressive destruction of the opposing bony surfaces, in largely-built,

powerful porters, there was but slight destruction of bone, very

considerable eburnation of the opposing bony surfaces, an exten-

sion of the area of the articulating surfaces by the growth of dense

bone on their margins, and when the destructive process led to a

tendency to the displacement of the articular surfaces, bone was

developed largely in the ligaments and in the synovial mem-
brane.

I also noticed that the joints affected were those on which the

greatest strain was thrown. In the labourer, they were the joints

of the spinal column and pelvis, the sterno-clavicular joints, the

articulations in the ossified first costal cartilages, the shoulder- and

the acromio-clavicular joints, to a less degree the hip-joints, less

still the knee-joints. The joints which were affected varied with

the particular form of heavy labour. In feeble old subjects who
had evidently never performed any hard labour, the disease was

occasionally present. Here we had the weight of the body alone

bearing upon bones and cartilages whose vitality was very low, and

those joints were affected on which pressure was exerted at a

mechanical advantage. I have discussed these changes in old people

very fully in the sequel to this paper, and I think I have succeeded

in proving that most of the changes which are defined as indications

of the presence of the so-called disease rheumatoid arthritis are purely

physiological and in no way the product of any disease. They consist

chiefly in what might be called accommodation changes. Masses

of bone develop in the floor of cavities as the olecranon and

coronoid depressions, which, owing to the absence of movements of

extreme flexion and extension in the feeble old subject are at no

time occupied by the corresponding bony processes.

As I have just stated, in every body of every labourer who
had worked hard, I found these so-called rheumatoid changes

present, that their amount depended directly upon the heaviness
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of their labour and consequently upon the amount of pressure to

which the bones and joints had been exposed.

On going thoroughly into this subject of pressure changes, pro-

duced by the occuj)ation of the individual, I found that the patho-

logical conditions which had up to that time been described as

constituting the disease called rheumatoid arthritis of the spinal

colu7nn, pelvis, and annectant joints were not due to any disease, hut

were the simple mechanical alterations which the hones and intervening

soft parts would naturally undergo under the influence of great

pressure, as instanced hy transmitting great weight. I succeeded in

classifying and grouping these changes into three separate and

distinct classes, according to the special kind of heavy labour per-

formed. Later I was able to add to them a fourth class of labour

change, besides many modifications and combinations of each. I

have published a comprehensive paper on the subject in the ' G-uy's

Hospital Eeports,' 1886—" Some Points in the Physiology and

Pathology of the Osseous System of the Trunk and Shoulder-

girdle ;' and in it I have collected and added to material published

in previous papers. I would refer the reader to it for details on

points which are necessarily but briefly alluded to in this paper.

The changes in the sJceletons of these labourers are perfectly charac-

teristic of each group, and hy the examination of these so-called rheu-

matoid changes one is able to determine the previous labour history and
occupation of the individual. The reason that they have been re-

garded as instances of a supposed disease is that they have been

observed from a local standpoint, and not regarded as part of a

physiological process universal through the body.

Specimens labelled as examples of rheumatoid arthritis of the

various vertebrae, or synostosis of certain joints as the result of rheu-

matoid arthritis, rheumatic gout, and arthritis deformans, which
are characteristic examples of labour changes, abound in our

museums.

It is possible that the presence of rheumatism may in some cases

affect the mobility of a joint, and in this way influence the amount
of bone thrown out, but in most cases this agency must be of little

importance in comjmrison with the more purely mechanical causes.

In the end of this paper I will describe briefly some of the changes

produced by rheumatism. I do not see the least reason for

regarding the changes I have referred to as other than physiolo-

gical, nor for describing them as instances of a disease whose
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connotation in the mouth of the most accurate pathologists is

remarkably vague and comprehensive. In this paper, though I

am discussing the condition which is commonly designated by the

terms rheumatoid arthritis, arthritis deformans, rheumatic gout,

and Charcot's disease, the characters of which I have already enu-

merated, I do not feel myself called upon to explain every obscure

clinical instance of joint trouble arising in bedridden subjects, &c.,

and which may have been designated with the name I'heumatoid

arthritis.

I know that it will be urged against my hypothesis that rheuma-

toid arthritis will sometimes develop in paralysed, bedridden

subjects whose joints could not have been exposed to pressure of

any sort. This assertion is very fallacious, as, instead of being

opposed to my theory, it is really a strong argument in its favour.

In such a subject we are perfectly familiar with the remarkable

ease with which necrosis of the skin and bedsores ensue under the

influence of very slight pressure, and we know also that, even with

the greatest care, it is often extremely difficult to prevent pressure

causing the local death of a structure like the skin, which is highly

vascular, and possessed of much more vitality than the articular

cartilages of the joints. We know that the articular cartilage of

the old subject possesses but very feeble vitality ; in fact, in a large

proportion of bedridden people I have found large areas of cartilage

rendered villous and degenerated, and I fancy that many patholo-

gists regard this senile change in the articular cartilage in all cases

as the early stage of rheumatoid arthritis, though I believe they

might quite as reasonably ascribe the loss of colour of the hair and

baldness of the scalp to the same complaint. This tendency to

death of the skin as the result of pressure varies directly with the

helplessness of the subjects, and in some forms of paralysis it is

very marked indeed.

Now, are any other structures besides the skin covering the

prominent sacrum, &c., liable to suffer from pressure ? While in

the recumbent position in what two joints in the body are the op-

posing surfaces of articular cartilage kept applied to one another

with the greatest force, so that this structure is severely and con-

tinually compressed, its vitality being on that account lowered ?

Or, putting the question in another form, when the body is lying

flaccid on the back, what two joints are continually retained in a

position of over-extension ? Naturally the same joints are more
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liable than any others to injury should the patient be moved, as in

introducing a bed-pan. Before answering these questions I will

add a third, namely, What are the two joints that are especially

affected by this so-called rheumatoid arthritis, or Charcot's disease,

as it occurs in paralysed, bedridden patients ? I think the same

answer will satisfy these three interrogations. The joints on which

most strain is thrown are the hip and knee. The hip-joint in these

cases is in a position of over-extension, the thigh being at the same

time rotated somewhat outwards. The weight of the thigh and the

tension of the ilio-femoral ligament causes the opposing surfaces

of the head of the femur and acetabulum to be kept in firm apposi-

tion. In the knee this condition of over-extension in the supine

position is also very obvious.

In analysing the differences between the clinical symptoms of

rheumatoid arthritis under different conditions we must not forget

the very great difference in the vitality of the osseous system in

the aged or paralysed subject and in the vigorous adult, and the

consequent variation in the manner in which each reacts to pres-

sure. I do not think that I can exemplify this better than by

comparing the different manner in which a long bone reacts to

pressure in the vigorous adult and in feeble old age. In the latter

the weight of the thorax and its contents acts upon the ribs at a me-

chanical advantage, and at the points of greatest strain the ribs

undergo a process by which the bone becomes converted into

fibrous tissue. This change extends slowly through the whole thick-

ness of the rib, and accompanying this process of decalcification

and conversion into fibrous tissue there is also a deposition of de-

calcified lamellae of bone by the endosteum and periosteum. As the

results of these changes what appears to be an ununited fracture

ensues. The endosteal and periosteal deposit is an attempt to

obviate the results of the process of decalcification, and to strengthen

the new joint formed in the length of the shaft of the bone. The

low vitality of the system is unable to supply a calcified or bony

callus under the influence of the continual strain. But if we ex-

amine the first ribs of a labourer in vigorous adult life, who is

accustomed to carry heavy loads, we find that these ribs, instead

of yielding at the point of greatest strain, become much stronger,

and their compact layer becomes thicker and denser than in the

ordinary subject. This increase in the thickness of the compact

tissue of the first rib over that of the other ribs at the point of
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greatest strain is well shown in a transverse vertical section through

the side of the chest.

One should remember this very considerable difference in the

mode in which healthy bone and cartilage of different degrees of

vitality react to pressure, when one discusses too critically the

variations in the clinical symptoms presented by rheumatoid arthri-

tis in the vigorous adult and in the ataxic, in which last condition

one has other factors to consider besides the diminished vitality.

I will digress a second time in order to show briefly the influence

exerted hy pressure upon hyaline cartilage. I have shown ^ that the

first costal cartilage undergoes conversion into bone long before any

osseous change appears in the other true costal cartilages ; also that

the conversion of this cartilage into bone at a relatively early date is

due to the immense strain to which it is exposed by the leverage

action of the clavicle. The cartilage is converted into bone in this

manner. Its cortical layer in the immediate vicinity of the manu-
brium is converted into bone, and this process gradually extends

outwards. In a similar way bone extends from the first rib into

the cortical layer of the outer extremity of the cartilage. As the

cartilage becomes rigid by its gradual conversion into bone the

cartilaginous core fibrillates at a point about half an inch from the

outer extremity of the cartilage, so that the two pieces of cartilage

with their bony sheaths, become connected to one another by a ver-

tical antero-posterior plane of fibrous tissue which has been pro-

duced by a fibrillation of the cartilage. Still later, as the cartilage

is rendered completely rigid by the increased formation of bone in

its substance, the fibrous tissue is removed, and the opposing sur-

faces of ossified cartilage are covered by a synovial lining. As the

joint is gradually altered from one which is amphiarthrodial in

character to one which is arthrodial, and which allows of free move-

ment, much bone is deposited on the margins of the opposing planes,

so as to increase the area of the opposing articular surfaces, and to

allow of greater freedom of movement without risk of displacement.

It is obvious that the necessity for the presence of this joint arises

in the upward and downward movement of the sternum in respira-

tion, I have described the development of this joint here in order

to show that pressure can determine the direct conversion of hyaline

cartilage into bone, and at the point of greatest strain into fibrous

* "' Some Points in the Physiology and Pathology of the Osseous System of

the Trunk and Shoulder-girdle," ' Guy's Hospital Reports/ 1886.
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tissue, and also to show that this prominent elevation, produced by

the presence of the joint in the first costal cartilage, which has been

ascribed to the influence of the disease rheumatoid arthritis, is the

result of a process which is purely physiological in character, and

can in no way be regarded as the indication of a disease. The

greater the amount of osseous change in the cartilage, and its con-

sequent greater rigidity, the more extensive are the oj^posing areas

of the surfaces forming the articulation, and the more prominent

the surface bossing which indicates its presence, and the more

marked are the indications of the presence of the so-called disease

rheumatoid arthritis.

I will next allude here to that form of ununited fracture of a long

bone in which the opposing fragments are connected together by a

strong fibrous capsule, lined with a synovial membrane, forming an

enarthrodial joint. This ball and socket-joint has been formed by

the gradual rounding of one fragment and the corresponding ex-

cavation or cupping of the other, an articular cavity being subse-

quently formed between the bones and a synovial membrane

developed. This all results from the movement of the fragments

upon one another after they have been united by a fibre- cartila-

ginous tissue, and the process is very similar to that by which the

amphiarthrodial or arthrodial joint is developed in the ossifying

first costal cartilage.

I have referred to this condition as we have also in this newly-

formed joint the insecure and variable articular cavity, the abundant

marginal deposit of bone on the edge of the articular cavity, the

development of additamentary bones in the fibrous capsule, with the

presence of loose fringes of synovial membrane, frequently branched,

and sometimes containing nodules of cartilage or even bone.

This condition is similar in character and appearance to the later

stage of rheumatoid arthritis in a vigorous subject, and the factors

which have determined these changes which are seen here can

hardly be regarded as a disease. It is extremely probable that the

same factors produce the -almost identical changes which are seen

in what was originally a healthy joint, but which is practically

altered to the condition of an ununited fracture by the removal of

the articular cartilage and by the mutual and progressive destruc-

tion of the opposing exposed surfaces of bone by their continually

grinding upon one another.

I will now analyse the changes that ensue in the bony skeleton
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as the result of the transmission of exaggerated pressure, and in

doing so I will discuss, firstly, those which result from the repeated

infiuence of pressure exerted over a considerable period of time, and

secondly those ivhich follow heavy pressure exerted at one time, as by

a severe hloiu or strain. After that I hope to show that the trans-

mission of pressure and its expression rheumatoid arthritis are most

important factors in the transition stages of development from species

to species.

In the case of the spinal column, thorax, and pelvis, I think that

there is no difficulty in coming to a positive conclusion as to the

identity of the changes which are evidently the result of pressure

with those which are said to be characteristic of the disease rheu-

matoid arthritis, since it is perfectly impossible to draw any line

between the most marked and extreme cases of rheumatoid

arthritis of this portion of the skeleton and the least marked

obvious result of pressure.

In the ' Guy's Hospital Eeports ' for 1886 I have shown that

the vertebral column and the joints connected with it react to

pressure in three different ways according to the manner it is

exerted upon the bones and joints.

In the first class the changes are produced by the direct trans-

mission of pressure. The bones as in all forms of labour, are ren-

dered dense and strong by the pressure, and this increase in

strength is most marked at the points of greatest strain. The soft

structures which intervene between the opposing bones transmitting

the pressure are removed, whether they be the interarticular fibro-

cartilages, the articular cartilages covering the articular surfaces of

the articular processes, or the interspinous ligaments or ligamenta

subfiava connecting the spinous processes and laminae. As the

cartilage is removed the subjacent bone becomes still denser,

and bosses and sharp rims of bone project from the margins

of the opposing bony surfaces. The formation of these sharp

prominent bony growths are best observed on the margins of the

facets on the articular processes, and particularly well on the

margins of the opposing facets of the odontoid process and atlas.

The bosses of bone are best seen on the margins of the bodies of the

vertebrae, where they very frequently fuse with those from the

margins of the adjoining \ertebr8e and form a partial synostosis of

the vertebrae, rendering the column rigid. The amount of osteo-

phytic growth varies within wide limits both as regards quantity
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and density of structure. After the intervening soft structures

have been wholly or partly removed, the opposing surfaces of exposed

bone usually fuse together through the whole or portion of their

extent, so that the bodies of the vertebrae may be seen to be fused

completely together, and frequently also the laminae, spines, and

articular processes. Less commonly the fibro-cartilage is split hori-

zontally, a thin layer being left covering either surface of bone.

By this means an arthrodial joint is formed, the bodies of the

vertebrae being held in contact by a strong fibrous capsule. For

instances of these conditions and of others I will describe later

I would refer the reader to my paper in the ' Gruy's Hospital

Eeports,' 1886. Should there be any displacement or tendency to

displacement of any portion of the column, the amount of bony

growth which acts as a supporting callus, tending to obviate further

displacement, is very abundant. In a similar manner the sacro-

iliac synchrondosis, and more rarely the pubic symphysis, are

obliterated in a portion or through the whole of their extent, a

prominent ridge of bone often marked by a delicately serrated line

indicating the original position of the former joint.

In the second group of changes in which ligaments and hones

sustain great tension, a condition the reverse of the transmission of

pressure, the spinous processes and laminae increase in density and

in size, encroaching " upon the normal area of the ligaments con-

necting them either uniformly or by means of processes or laminae

of bone which grow from the surfaces of adjoining bones.

This is shown very clearly in an increase in the depth of the laminae

and spinous processes, and by the bony growth from their margins

where it is necessary to strengthen an antero-posterior curve that has

to support much weight. In some cases the laminae and spinous

processes are united by extensions of bone from one another (see

Fig. 4, p. 341, ' Guy's Hosp. Eep.,' 1886). Included among what

may be described as tension and transmission changes are many of

the conditions of the spinal column described as "synostosis."

These changes are frequently due to other causes besides labour, as

they are well seen in instances of iriegularity in the length of the

legs due to disease or to the shortening being more than compen-

sated for by the thickness of the added sole. Instances of these

conditions I have described elsewhere in detail. When the spine is

over-extended ossification of the anterior common ligament may
ensue, and fixation of the vertebrae result from this ossification.
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In the third group of changes, as, for example, in an upper dorsal

antero-posterior curve (see Fig. 9, p. 357, ' Guy's Hosp. Ee-

ports,' 1886) produced by carrying very heavy loads on the upper

part of the back and on the neck, where pressure is exerted obliquely

to the plane of the upper and lower surfaces of the bodies of these

dorsal vertebrse, destruction of cartilage, forward displacement of

the vertebral bodies, and the consequent very considerable diminu-

tion in the size of the cavity of the chest, is obviated by the for-

mation of an abundant and dense callus, which connects the

adjoining margins of the vertebrse firmly to one another, bridging

over the fibro-cartilage, which shows but slight pressure changes.

Much of this freedom from pressure change in the cartilage is due

to the presence of the spinous and articular processes, and of the

sternum and the powerful leverage action of the upper ribs, which

are kept in that position by the external intercostal muscles and

the other muscles which raise these ribs.

All these changes have been regarded as the products of the disease

rheumatoid arthritis. I thinh I have now brought forivard sufficient

evidence to show that they are the results of the transmission of pres-

sure. We will now consider in detail the changes produced by
pressure of an exaggerated character, acting repeatedly over a long

period of time, upon joints other than those of the spinal column.

I will commence with the hip-joint. What are the changes that

are produced in this joint by the frequent transmission of great

pressure ? In most labourers who perform hard work the head of

the femur is, at an early period of adult life, materially altered in

form. In some cases, as age advances, changes of a more radical

character take place in the joint. Subsequently I will describe

and show in Woodcuts 10 and 11 the mechanism of the slio'hter

and more ordinary changes that occur, and in Woodcuts 12 and 13

the more advanced condition.

First the cartilage covering those portions of the opposing sur-

faces of the head of the femur and the acetabulum, through which

the pressure is transmitted, is removed, and the subjacent lamella

of articular bone is rendered much thicker. The cotyloid ligament

bounding the portion of the acetabulum which receives this large

share of vertical pressure is loosened from its attachment to the

acetabular margin, and on this portion of the margin of the aceta-

bulum new bone is deposited. This is evidently with the view of

preventing the head of the bone being displaced upwards on the
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dorsum behind the vertical level of the anterior superior spine of

the ilium.

Coincident with this growth on the margin of the acetabulum

deposit of bone takes place along the margin of the anterior and

upper aspect of the head of the femur, so forming an extension of

the original articular surface of the head outwards over the neck

of the femur.

Under the influence of still greater pressure the whole upper

aspect of the head of the femur becomes densely eburnated, as does

the opposing surface of the acetabulum. The amount of bone de-

posited on the upper margin of the acetabulum is abundantly

increased, and this deposit of bone formation increases as the oppo-

sing eburnated surfaces of bone grind upon each other, and mutu-

ally destroy each other.

After this process of mutual trituration has gone on for some

time, the relative levels of the head of the femur and the trochan-

ter have altered, owing to the removal of a portion of the head,

which was originally above the level of the trochanter, by this

prolonged friction under the influence of grea.t transmitted pres-

sure. The acetabular cavity is extended upwards because of the

destruction of its upper margin, and coincident with this exten-

sion you get an increased deposit of bone bounding the extension

of the cavity upwards and serving as an obstacle to the further

upward progress of the head. As this condition is symmetrical,

the direction of downward transmission of pressure is not altered.

This destructive change progresses much more rapidly if the

vitality of the osseous system of the individual is lowered by want,

rheumatism, any wasting disease, or by old age.

I do not see in what particular the conditions I have described

and very frequently followed out do differ from the condition

called rheumatoid arthritis. It must be remembered that the oppo-

sing surfaces of bone, freed from the cartilage which allows them to

glide freely upon one another as long as the transmitted pressure

is not sufficient to interfere "svith the vitality of the cartilage, can

no longer be regarded in the light of a normal joint, since their

mutual action is destructive by its friction to the opposing bony

surfaces. During vigorous adult life, owing to the general vitality

of the osseous system, the articular and subjacent bone becomes

sufficiently eburnated and dense to withstand the process of con-

tinual trituration, so that the opposing bony surfaces are not. very
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extensively destroyed, nor are they much displaced from their original

relative position. Should the subject become enfeebled by want or

disease, or by advancing age, the vitality of the osseous system is

lowered, and a slight amount of pressure will account for consider-

able destruction of the opposing articular surfaces, and for much
displacement of the structures which enter into the formation of the

joint. Obviously the individual may suffer considerable pain and

discomfort from the grinding together of the exposed bony surfaces

;

and it is often hardly necessary to require the presence of rheuma-

tism to explain this pain and its exacerbations during damp and

depressing weather. The same increase of discomfort or pain under

similar changes of weather is also observed in most injuries, as

ununited fractures, unreduced dislocations, &c.

In Woodcuts 10 and 11, I have indicated diagrammatically the

Woodcut 10. WOODCIJT 11.

anterior surfaces of two femurs. Woodcut 11 represents the

normal femur of a man who has performed no hard bodily labour,

and Woodcut 10 the femur of a coalheaver. I will first call

attention to the apparent alteration in the obliquity of the neck of

the femur, as shown in Woodcut 10 ; but if the drawings be care-

fully compared, it will be seen that the appearance of diminished

obliquity is due to the extension outwards on to the front and
upper surface of the neck of the articular surface of the head of

the femur, and that the direction of the neck does not differ from

that in Woodcut 11. In a more advanced instance of this change

produced by labour, and represented in Woodcut 12, this appear-
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ance of diminislied obliquity of the neck is rendered more marked

by the removal by friction of a portion of the upper surface of

"Woodcut 12.

the head, and by an increase in the extension outwards of the ebur-

nated articular surface of the head on to the neck.

Though in very many instances the gradual development of these

pathological indications of the so-called disease rheumatoid arthri-

tis is indicated by the removal of the articular cartilage, the

eburnation and destruction of the subjacent bone, and the exten-

sion of the area of the articular surface of the head
;

yet in a

large proportion of cases the head of the femur msiv undergo all

the alterations in form which I have just described, and the layer

of articular cartilage covering it will be quite intact at every point,

Woodcut 13.

and will present no villous degeneration of any sort. At the same

time in our museums these changes are comprehended imder the terai

rheumatoid arthritis. Woodcut 13 represents such a specimen.
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In my paper on ** Mollities Ossium, Eheumatoid Arthritis, and

Charcot's Disease," to which I have already referred, there is a

drawing of a vertical transverse section of the upper extremity of

a femur, in which the head has become enlarged and mushroom-

like, but whose articular cartilage is quite intact. These facts alone

show that the removal of cartilage is not always a necessary com-

ponent of the rheumatoid change.

I have observed that this alteration in the form of the head of

the femur, without any destruction of its articular covering, occurs

in those labourers who have commenced their heavy work while

comparatively young, and whose systems have never been lowered

by disease or want.

It is now generally acknowledged that extensive rheumatoid

change may be present without being accompanied by much pain,

and this is particularly noticeable in old people and ataxics. Sub-

sequently I will show in this paper that changes similar in cha-

racter to the above occur in old people, but to a less degree. The
hip-joint in feeble old age is during walking retained in a position

of flexion, whose angle is about equal to that at which this joint is

kept in many labourers in carrying their loads or in doing their

work. In the old person the weight of the body acts upon the

articular cartilages and bones of this joint, the vitality of both of

which is extremely low, and under its influence they fibrillate and

are destroyed at the points of greatest pressure. The amount of

new bone thrown out varies considerably, but in the majority of

cases this is slight, the process being chiefly destructive.

At the same time, even in the old subject, the area of the arti-

cular surface of cartilage and bone may be increased without any

destruction.

This, added to the occasional congenital variations in the ob-

liquity of the neck of the femur, are the chief conditions that have

led observers to describe the femur of old age as having its neck

placed at a smaller or less oblique angle to the shaft than in

vigorous active life.

We are well aware of the much greater frequency with which

rheumatoid arthritis occurs among the poorer classes, so much so

that it is often called **poor man's gout." When this disease is

seen among people in good circumstances it usually affects only

one joint, when it is, as I will show later, always the result of injury.

It is obvious that the frequency of this disease among the labour-

26
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ing classes is due primarily to the strain to wliicli these joints are

constantly exposed, and secondarily to the diminished vitality of

their tissues, owing to the labourer being frequently unable to

obtain good and sufficient food, &c.

I have also observed that this so-called disease arises at an

earlier date, and is more destructive in its progress, in feeble as

compared to vigorous subjects, also that the same is true of those

in whom the general nutrition of the body has been lowered by

habitual exposure to the vicissitudes of climate under unfavorable

circumstances.

Owing to its superficial position the sterno-clavicular articulation

presents during lifetime, in the labouring classes, the earliest in-

dications of the so-called disease rheumatoid arthritis. The change

is never very extensive, but the marginal lipping of the articular

surface is usually very distinct. The changes in this joint are so

obvious and are so easily explicable as being due to pressure that I

shall describe its causation in detail.

As I have described in the earlier portion of this paper, the

clavicle exerts upon the first costal cartilage a very great trans-

mitted pressure even in the ordinary individual, but in .those

labourers who carry loads upon their shoulders this pressure

exerted by the clavicle is simply enormous. We have seen that the

first costal cartilage, under the influence of this pressure, becomes

ossified at a comparatively early period of vigorous adult life long

before there is any sign of osseous change in any of the other

costal cartilages ; that as the cartilage becomes rigid an amphi-

arthrodial and, later, an arthrodial joint develops in its substance

near its outer extremity, and the area of the oj^posing surfaces of

ossified cartilage which form this articulation becomes very much
in excess of the sectional area of the ossified cartilage in the imme-

diate vicinity of this joint ; that this increase over the general sec-

tional area is due to an abundant deposit of bone on the margins

of the articular surfaces, and the amount of bone deposited depends

directly on the amount of ossification and rigidity of the cartilage,

and consequently upon the severity of the labour performed by the

individual. There are other factors to be considered in this, such

ns an early tendency of the cartilage to undergo osseous change,

owins: to a low condition of the vitality of the individual, which

may be due to many causes. If the opposing articular surfaces

were no broader than the sectional area of the original cartilage at
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the same point, it is obvious that the opposing surfaces would be

dislocated with comparative ease when the manubrium was rotated

round an antero-posterior axis, or the rib depressed by the leverage

action of the clavicle.

We have, however, discussed the subject sufficiently to show that

the early ossification of the first costal cartilage, the formation of

the arthrodial joint in its substance, and the prominence of the

seat of this articulation are due to the mechanical action exerted by

the clavicle, and its amount directly influences these conditions.

Now, the inner end of the clavicle at its lower part is subjected

to very severe pressure since it acts as the most prominent portion

of the fulcrum of the lever, consequently at a comparatively early

period this portion of the articular surface is deprived of cartilage, the

articular lamella and subjacent bone becomes densely eburnated, and

marginal osteophytic growth is abundantly deposited. There may
be very considerable lipping of bone without the removal of any

of the articular cartilage. This process later extends higher up
along the inner extremity of the clavicle. This condition, which

I have shown to be so evidently the direct result of pressure,

constitutes so-called rheumatoid arthritis of the sterno-clavicular

articulation. I may say that I have always found these changes in

this joint most advanced in labourers whose function it has been to

carry heavy loads upon the right shoulder, when it is very much
more marked on the right side, and the left side much more

affected in persons who carried loads upon the left shoulder.

Before leaving this region of the chest, I will describe the pressure

changes in a joint which certainly displays the characters described

as being characteristic of the disease rheumatoid arthritis. I refer

to the joint which so often exists between the manubrium and gla-

diolus. The changes that take place in this articulation as the

result of pressure seem to have altogether escaped the notice of

observers, as I can find no description of them in surgical or medical

works. Maissonneuve has stated that osseous union of these bones

only takes place in extreme old age. This union in extreme old

age I have been unable to verify. In a paper in the * Transactions of

the Pathological Society,' 1884, " One Mode of Fracture of the

Sternum," I described the mode of formation of this joint, and its

variations, together with the other joints which form in connection

with the sternum. I showed in that paper that when the manubrium

and gladiolus united by bone, they did so in comparatively early
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adult life, and in the same manner as did the other pleurostea

forming the manubrium and gladiolus. I made that statement for

the reason that I found not unfrequently that the manubrium had

become fused to the gladiolus before the subject had reached the

age of thirty years. This was sufficient to disprove Maisonneuve's

statement. Later I found that the extremities of the bones forming

this joint reacted like similar joints to the very great strain thrown

upon them in some forms of very heavy labour, and that the changes

produced in this joint by pressure were identical in character with

changes described as being characteristic of the disease rheumatoid

arthritis. They consisted in the gradual, partial, or complete de-

struction of the fibro-cartilage, the induration and ebumation of

the subjacent bone, the increase in breadth of the opposing bony

surfaces, "in some cases by the gradual deposit of bone on their

margins, and in other cases by the formation of large bosses of

bone which approached and fused together, so sheathing in the

remaining fibro-cartilage, and in very many cases even by the de-

velopment of small masses of bone (resembling in character

additamentary bones) in the back part of the fibro-cartilage, between

the manubrium and gladiolus. The prominences which result

from these changes are very distinct, that on the anterior surface

of the sternum being usually much more marked than that on the

posterior surface. I have described the changes (so-called rheu-

matoid) in this joint as they are so obviously the result of pressure,

and also because they have escaped observation up to the present

time. This seems to me the more remarkable, as the bossing on

the anterior surface of the sternum, produced by the deposit of

bone, is by no means uncommon, and can be readily recognised in

the living subject.

I would refer the reader to my paper in the * Guy's Hospital

Reports,' 1886, for full details as to the mode of transmission of

pressure to this joint, and for the variations it undergoes in dif-

ferent forms of heavy labour. Figs. 5 and 6, p. 344, represent

vertical sections of sterna obtained from the bodies of labourers,

and illustrate many of the changes I have described above. They

also show very well how much easier it is to demonstrate in a com-

paratively fixed joint that the so-called rheumatoid changes are

really pressure changes, as there is not the same extensive mutual

destruction of the opposing bony surfaces, the consequent tendency

to misplacement, and alterations in the direction of the transmitted
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pressure, whicli cause an increased trituration, and call for a more

abundant deposit of bone in the capsule, and in the margins of the

articulating surfaces to oppose further displacement.

The hnee-joint of the labourer is exposed continually to very-

great strain, as he walks overburdened with his heavy load. It is

obvious that in the pursuit of his daily occupation immense pres-

sure is exercised by the patella upon the portions of the condyle

with which it articulates, as during walking the knee-joint is con-

tinually in a partially flexed position. The patellar portion of the

knee-joint is also particularly liable to direct injury in people of

this class especially, so that the opposing cartilaginous surfaces

are readily contused. As a matter of fact I find that in labourers

who carry very heavy loads that this portion of the knee-joint

very frequently shows changes which are characteristic of the

presence of the so-called disease rheumatoid arthritis. The car-

tilage is removed from the opposing surfaces of patella and

condyle, and the subjacent bone is removed to a variable extent

by the friction of the opposing bony surfaces, and densely ebur-

nated surfaces of bone replace the original smooth articular

cartilage. These changes are more marked on the anterior surface

of the outer condyle than on the inner for obvious reasons. There

also projects from the margins of the patella and condyles, and

especially from their outer borders, a marginal growth of dense

bone which serves to increase the original area of the articular

surfaces of the patellar joint and so tends to obviate displacement

of the opposing bones.

It is usually not till a later stage that the tibial aspect of the

femur and the cartilage of the tibia and the interarticular fibro-

cartilages are affected by these frictional, or more commonly called

rheumatoid changes. In almost every case of rheumatoid arthritis

in the vigorous adult that I have examined the change was either

limited to the patellar articulation or was more advanced in it than

in the rest of the joint, and the reason of this is obvious from the

extreme liability of this portion of the joint to direct and indirect

injury exerted as a single strain or repeatedly over a long period

of time. These cases are peculiarly absent as specimens from our

museums, but this fact certainly is no criterion at all of the fre-

quency or rarity of the condition.

I will now refer to the condition of eversion of the great toe

which is produced by the repeated and prolonged pressure exer*
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cised upon the toe by a badly-fitting boot, and I will describe the

changes that ensue in the metarso-phalangeal articulation in

consequence of the outward displacement of the base of the first

phalanx, and of the pressure exerted by the boot upon the exposed

articular cartilage of the head of the metatarsal bone. These will

be seen to belong to the group of changes comprised under the

term rheumatoid arthritis. It is quite evident that the alterations

in the character of the joint are the result of pressure alone, and

that the displacement cannot be regarded in any way as being

secondary to the changes produced by the affection of the joint by

the disease rheumatic arthritis.

As one would naturally expect, this joint suffers much more

frequently among the labouring classes, whose boots are heavy,

thick, and badly made and whose work is very heavy, than

amongst those whose every discomfort or ailment meets with

immediate attention and alleviation.

My hypothesis will probably be met here by the argument that

it would be just as reasonable to attempt to show that gout, which

so frequently affects this articulation, is dependent on pressure as

its primary determining factor, and that I might just as reason-

ably attempt to argue that therefore gout is not a disease, but

simply the result of pressure. I think that this objection will be

seen to be fallacious after we have carefully analysed the changes

which result from pressure in this and similar articulations. If

there is no displacement of the phalanx from the head of the

metatarsal bone, the joint is so carefully guarded by the presence

of the sesamoid bones that the articular cartilages rarely show

any degenerative change even in extreme old age. In the labourer

and in the poorer classes generally it is not at all uncommon to

find the great toe displaced outwards in a horizontal plane, and

resting upon or beneath the neighbouring toes. This displace-

ment is due to the ill-shaped, thick, unresisting boot, and in the

labouring classes the changes are much exaggerated by their pro-

longed and frequently very heavy labour. The base of the first

phalanx and the sesamoid bones are no longer in contact with the

normal articular surface of the head, but rest upon its outer

aspect. The articular cartilage covering the inner portion of the

head of the bone receives the pressure of the boot, and this is

often exaggerated by the carrying of heavy loads.

What happens in the joint is this. That portion of the car-
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tilage which is no longer in contact with the base of the phalanx,

and which does not sustain the direct pressure exerted by the boot,

undergoes in patches a change into a loose areolar tissue and

synovial membrane, while that portion which is pressed upon

undergoes all those changes which are described as typical of

the presence of rheumatoid arthritis, and which I have previously

enumerated. This gives the bone a somewhat mammillated appear-

ance, especially in the marginal portion of the original articular

surface.

I will digress at this point to state that this form of conversion

of the articular cartilage, from a cessation of its normal func-

tion, into what appears to be synovial membrane and areolar

tissue must be distinguished from the villous degeneration of car-

tilage which is so frequently seen in old age, and which, when the

cartilage is more completely removed, presents changes compre-

hended under the term rheumatoid arthritis. This change is not

a degeneration, but an alteration in the function of a tissue. For

instance, if in any joint the articular cartilage remains unused for

any length of time, that is if the accustomed friction is not

exerted upon it by the normally opposing layer of articular carti-

lage, it undergoes a conversion in the whole or in portions of its

area into a tissue identical in appearance with synovial membrane

and its subserous areolar tissue. In fact when this change com-

mences at the margin of the articular cartilage, it may be seen

to undergo a direct conversion into synovial membrane. When
the conversion of the cartilage takes place in patches, the articular

cartilage of the unused area is seen to present depressions with

well-defined limits and lined with synovial membrane.

The reverse process may be frequently seen, namely, the conver-

sion of synovial membrane into hyaline articular cartilage, and, as

one would expect, it occurs under conditions the reverse of those

that determine the conversion of cartilage into synovial membrane,

namely, the acquisition of greater freedom of movement in a joint,

or the partial displacement of surfaces of articular cartilage which

were originally in opposition, as in the displacement outwards of

the great toe we have been examining, so that in this condition we

have instances of conversion of cartilage into synovial membrane,

and even into fibrous tissue, and of conversion of synovial membrane

into hyaline cartilage. Besides these two changes we have a third,

namely, that produced by pressure, the fibrillation and removal of
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the articular cartilage, and the eburnation of the subjacent lamella

of articular bone.

Later the opposing surfaces of the displaced phalanx and meta-

tarsal bone show marked pressure changes. This displacement of

the great toe may exist for a long time in the young subject, and

be accompanied by the two first changes, the cartilage of young life

appearing to possess much more vigour and vitality than that of

more mature age, and to be able to resist for a longer time those

changes which are produced by pressure. This fact explains the

infrequency of marked changes of a so-called rheumatoid character

in young subjects. It may be urged against the theory of the de-

pendence on pressure of the so-called rheumatoid changes in the

metatarso-phalangeal articulation of the great toe that this joint is

particularly liable to be affected by the disease, and that the dis-

placement of the great toe is secondary to the development of the

disease in the joint. It may also be asserted that pressure merely

determines the onset of the disease. The last proposition would

be tantamount to asserting that the changes that ensue from pres-

sure in any part of the osseous skeleton represent the development

of a disease, whether it be the formation of a false joint in the

feeble bone of an aged subject, or the thickening and strengthening

of the same bone in a vigorous subject. This is, on the face of it,

absurd. That this so-called disease usually affects only the first

metatarso-phalangeal articulation because it is the one which is

most liable to injury is proved by the examination of a very well-

marked instance of ** hammer toes," which I obtained from the

dissecting room, and which presents many points of very consider-

able interest bearing upon this question. In this sj^ecimen, owing

to the displacement of the bases of the first phalanges on to the

dorsal aspects of their corresponding metatarsal bones, all the

articular extremities of the latter bones have been exposed to the

same direct pressure as was the head of the first metatarsal bone

in the condition we have just analysed. It will be seen that the

changes that ensued in this case are identical with those in the

other, and that they are explicable on the same simple physical

basis.

As the condition was almost exactly symmetrical on both sides I

shall confine myself to giving a detailed description of the right

foot alone. I obtained these feet from the body of an old woman

in the dissecting room. The bones were tolerably strong, and there
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was not even any villous change in the articular cartilage of her

joints, so that I think I may fairly say that, with the exception of

the metatarso-phalangeal and interphalangeal articulations her

joints were not affected by the disease rheumatoid arthritis.

Woodcut 14 represents the outer aspect of the right foot.

The first phalanges were all displaced from the heads of the

metatarsal bones, so that their bases rested on the upper aspect of

Woodcut 14.

the corresponding metatarsal bones, at a distance from the head

varying from a quarter of an inch to one inch. The base of each

phalanx was altered in form to accommodate it to its new position.

It presented an antero-posterior groove, the cartilage having been

removed, and the exposed bone being relatively eburnated. Loose

capsules connected the phalanges to the metatarsal bones.

The heads of the metatarsal bones were consequently exposed

to the direct pressure of the boot, and showed in a marked manner

the changes which resulted from this pressure. The heads of the

third and fifth metatarsal bones had been driven through the skin,

and had undergone a sort of dry caries. Those of the first and

second received the greatest pressure, and presented in consequence

well-marked rheumatoid changes.

The extremity of the second metatarsal presented a flattened

facet, which looked directly forwards, and whose surface consisted

of bone which was denser than elsewhere. The rest of the anterior

aspect of the head presented a mammillated appearance, little

prominences of bone projecting from between depressions lined by

areolar tissue. There was no remnant of cartilage.

The head of the first metatarsal presented the same changes,
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but they were distributed over tbe inner and under aspect of the

head, as well as over the anterior aspect. The reason of the differ-

ence in the two bones is obvious from the fact that the anterior

aspect of the second metatarsal bone was the only portion of it that

received the pressure of the boot. The second phalanges were

flexed at an acute angle upon the first, so that the articular sur-

faces of the first phalanges were no longer in apposition with the

bases of the second, but received instead the direct pressure of the

boot. Consequently they also showed changes of the so-called

rheumatoid type. In parts they were flattened and dense, while

elsewhere they were mammillated. The cartilage had been re-

moved. The central slip of the extensor tendon, which normally

passes over the dorsal aspect of this articulation, had been removed

by friction, but the lateral slips crossed the sides of the articula-

tions. The third phalanges were extended upon the second, so that

they were practically in the same straight line.

Besides the destruction of the central slip of the extensor tendon

the insertions of the extensor tendons had been considerably

altered. Instead of the tendons passing freely over the dorsal

aspect of the first phalanges, they had acquired insertions into the

whole length of each, but chiefly into the bases, so much so that

the tendons appeared to be inserted solely into the bases. This

condition is analogous with the destruction of the long head of the

biceps, where it crosses the shoulder-joint, and with its acquired

attachment to the margins of the bicipital groove.

Does not this dissociation of a portion of a tendon and its

altered attachment, as the result of pressure exerted during portion

only of a lifetime, help us to explain many other dissociations seen

as part of the process of evolution, such as the sej^aration of a

portion of the tendon of the pectoralis minor to form the coraco-

humeral ligament ? In extreme flexion of the shoulder-joint the

upper surface of the coracoid process comes directly into contact

with the under surface of the clavicle; and I have shown else-

where^ that, in some forms of labour, the clavicle and coracoid pro-

cesses are marked by corresponding facets, which are surrounded

by a capsule lined by a synovial membrane. Is it not probable

that the pressure exerted in this movement of extreme flexion has

caused the dissociation of a portion of the tendon of the pectoralis

minor ?

' ' Guy's Hosp. Rep.,' 1886.
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Returning to the specimen of hammer toes, the flexor muscles,

like the extensor muscles, had shortened and accommodated them-

selves to the altered position of the parts. The flexor tendons

reached the phalanges by passing upwards between the metatarsal

bones. In this case, whether we regard the displacement of the

phalanges as being congenital, or, what is much more probable, as

being produced by the pressure of short boots, it is evident that

the changes present, which would be described as the expression

of the disease rheumatic gout, are, as in the case of the everted

great toe, the result of pressure.

I will attempt to verify this still further by describing another

remarkable specimen which I obtained from the body of a woman
in the dissecting room, and in which the same articulations were

affected as in the last case. The condition was exactly symmetrical

on both sides, and consisted in the displacement outwards not only

of the bases of the first phalanges of the great toes, but also of all

the toes in the same horizontal plane, so that each toe formed with

its metatarsal bone an angle but little greater than a right angle.

I thought it probable that this outward displacement of the toes

had resulted from stage dancing, but I was unable to trace her

earlier history. It was, however, obvious that the displacement of

the toes outwards must have resulted from pressure, and that the

heads of the first metatarsal bones alone were exposed to the direct

pressure of the boot, as the others were completely sheltered*

More minute examination showed this to be true. The base of the

first phalanx articulated with the outer aspect of the head of the

first metatarsal bone, while the remainder of the head presented

the mammillated and sclerosed aspect characteristic of the so-

called disease rheumatoid arthritis.

The synovial membrane formed little folds and fringes, which

projected into the joint, and the base of the phalanx and the

opposing portion of the head of the metatarsal bone were some-

what modified in form to suit one another. The heads of the other

metatarsal bones showed but slight change. The phalanges articu-

lated with their outer aspects, and the cartilage which was left

uncovered presented an opaque appearance, owing to the gradual

conversion of its surface into what was apparently synovial mem-
brane.

In this case, then, it is perfectly evident that the so-called rheu-

matoid changes which are limited to the metatarso-phalangeal
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articulation of the great toe are solely tlie result of pressure,

and tliat the displacement of the phalanx is not secondary to the

appearance of a destructive disease in the articulation, and that

displacement alone without the direct exertion of pressure upon the

articular cartilage will not produce these rheumatoid changes.

I think that I have shown that pressure exerted repeatedly over

a considerable period of time produces changes which are identical

with those we have been accustomed to look upon as the expres-

sion of a disease which receives the several names rheumatoid

arthritis, rheumatic gout, and arthritis deformans.

I will now proceed to the consideration of the results of the

single application of great pressure, as by a severe blow or fall,

and I will take as examples of these changes the conditions which

are occasionally observed to arise in the hip- and shoulder-joints

after a severe blow.

I will first describe the changes that ensue in the hip-joint

after a fall on the great trochanter or on the outer aspect of the

thigh, and then their corresponding changes in the shoulder-joint.

I have a good many clinical instances of this injury and its con-

sequences. The symptoms are these. The patient falls heavily

on the side, frequently bruising the outer aspect of the thigh.

Much pain is felt in the upper portion of the thigh and about the

hip-joint, and this pain is increased by exercise. On measuring

the legs no shortening is perceptible on the injured side. In a

short time, varying from some days to some weeks, the local i^ain

and discomfort diminishes, and may completely disappear, but

after an interval of some months the patient becomes aware that

the limb on the injured side is shorter than its fellow, and this is

verified by measuring them.

At this time the patient may or may not complain of dis-

comfort in this joint, or he is only troubled during wet weather.

If the joint be examined grating will probably be obtained on

moving the articular surfaces upon one another, but there may

be very extensive rheumatoid change present without one's

being able to obtain any grating. The shortening increases,

and the spine and trunk generally may become much deformed

owing to the increasing and considerable difference in the length of

the lower limbs. Tb^.s shortening and deformity is more likely to

become extreme in those who have to work hard for their living.

This condition is recognised by surgical authors, who seem to regard
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it in different lights. Some style it " rheumatoid arthritis due to

injury," while others speak of it as an ** interstitial absorption of the

neck of the femur." The subject is, however, treated in the most

vague manner possible ; and this strikes me as being the more

curious, as instances of this condition do not apppear to be excep-

tionally rare. For instance, in Mr. Pickering Pick's work on * Frac-

tures and Dislocations,' I find the following reference :
" In some

cases, it is said, interstitial absorption of the neck of the femur

follows a simple contusion of the hip. If this is true, it would be

impossible, some time after the injury, to know that a fracture has

not taken place," and in the article on " Injuries of the Lower Ex-

tremity" in 'Holmes's System:' "It must not be forgotten, however,

that the morbid changes in the neck of the thigh-bone which lead

ultimately to shortening and lameness are sometimes set up by a

blow or fall on the hip, and on this account it may become a ques-

tion at a future time whether the bone was not really broken by

the accident and the nature of the injury overlooked or mistaken

at the time (fig. 162)." Fig. 162 refers to a drawing of a specimen

in the museum of Westminster Hospital, which is described as

*' Interstitial absorption of the cervix femoris."

The writer of the article does not describe the pathology of the

morbid changes in the neck of the thigh-bone which he says lead

ultimately to shortening and lameness, and which he designates by

the phrase interstitial absorption.

I will not criticise the evident vagueness or inaccuracy of these

Woodcut 15.

statements, as the description of a specimen which I obtained
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from the dissecting room, and its comparison with the drawing

in 'Holmes's System,* fig. 162, will render the condition ob-

vious. On examining the anterior surface of the specimen (Wood-

cut 15), it suggests to one the appearance that the neck of the

femur had yielded somewhat. The upper surface of the head is

flattened and densely eburnated, and there projects inwards from

the lower and inner limit of the head a shelf of bone, which we

will see later has articulated with the innominate bone internal to

the cotyloid foramen. There is much irregular bossing of bone

around the margin of the head. On making a vertical transverse

section through the head, neck, and trochanter, as in Woodcut 16,

Woodcut 16.

4

we see at once what has taken place. The upper portion of the

head, whose outline is indicated by the dotted line 4, has been

removed and the surface of the remaining portion of bone repre-

sented by the firm line 3, has been rendered densely eburnated.

The inner portion of the head, whose outline is indicated by the

firm line 1, is intact, and the triangular shelf of bone marked 2,

which projects inwards from it, is attached to it.

The acetabulum also presents very considerable change. Its

cartilaginous covering has been almost entirely removed, but in-

stead of the cavity being increased in an upward direction as in

the condition previously described, it extends directly inwards.

^
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The bone from which the cartilage has been removed has been exca-

vated, and where it forms the floor of the inner portion of the

extended cavity it is dense and eburnated. Still more internally

there is a depression in the margin of this cavity, which receives

the projection from the lower and inner part of the head. Here

we have the conditions mentioned in the text books. The appear-

ances are those described as characteristic of rheumatoid arthritis,

and apparently of interstitial absorption of the neck of the

bone. The history of the pathology of this condition is evi-

dently this. As a result of the very severe bruising of the

cartilage covering the bony surfaces which have transmitted the

force of the injury, this soft structure and the subjacent bone are

destroyed, and this destruction proceeds to a variable extent. But
owing to this destruction of cartilage and bone this limb is made
shorter than its fellow, so that much more weight is thrown upon

this hip, or rather, the same weight is transmitted to it much more

abruptly for the reason that the pressure is no longer transmitted

more or less vertically through the upper boundary of the aceta-

bulum, but through its inner part, and this pressure acting on bones

which are uncovered by cartilage causes their mutual destruction

by friction. As this shortening of the limb proceeds, the acetabu-

lum is increased in size by the destruction and excavation of its

inner boundary, and this progresses steadily with time. None of

the other articulations of the extremities presented any change.

The consequent deformity of the trunk in this case was extreme, and
I have described it in detail in my paper on the ** Pathology of Bone "

in the ' Guy's Hospital Eeports,' under the heading of ** Changes

in the Spinal Column Consequent on Shortening of one Leg." It

will be seen there that the right sacro-iliac joint presented very

marked rheumatoid change as the result of the exaggerated pressure

thrown upon it. All the fibro-cartilage which originally intervened

between the bones had been removed, the opposing bony surfaces

had been rendered dense and their margins were thickened by
the deposit of bone and everted. The changes in the column
consisted of alterations in the curves, and fusion of many of the

vertebrae together, all of which changes are more accurately

included under the term pressure changes than under the less

comprehensive term rheumatoid arthritis.

In this case the neck had been only just reached by the process of

destructive frictional change, but it is easily seen that in time it
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might have been encroached on considerably. It certainly cannot

be described as an instance of " Interstitial Absorption of the Neck

of the Femur," which phrase it is perhaps easier to quote than to

explain. I think that if the specimen which is figured in ' Holmes's

System/ page 1006, vol. iii, were examined in vertical transverse

section it would be found that the upper portion of the head had

been removed before the neck had been touched by the friction

mutually exerted on each other by the head of the bone and floor

of the acetabulum, both of which have been deprived of their arti-

cular cartilage by the primary injury.

I would, however, call attention to two very important points

with regard to treatment, which one learns from the examination

of the pathology of the life-history of this and similar injuries to

joints. They are, firstly, that after an injury of this sort it is

advisable to keep the patient completely at rest for some time,

removing all pressure from the injured joint, and so obviating as

much as possible the destruction and removal of the articular

cartilage which has been severely bruised by the blow. Also to

enable the cartilage to recover before pressure is again transmitted

through the joint, as in walking, since it is apparent that nothing

can be more deleterious to the recovery of the contused cartilage

than its exposure in its injured state to friction and pressure.

Secondly, that should the case not be seen till shortening has

been noticed, the difference in the length of the limbs should be

accurately compensated by a thick sole, and any further increase

in the shortening be carefully looked for and at once removed.

By these means you obviate the more rapid destruction of the

opposing surfaces, and pre"«ent the very considerable deformity of

the trunk which arises as a consequence of the shortening of one

limb and the displacement inwards of the head of the femur.

The next specimen was taken from a male subject in the dis-

secting-room of Guy's Hospital. His spinal column and joints

generally showed slight pressure changes of a character to indicate

that he had performed a variety of labour, and had not confined

himself to any particular occupation. The left shoulder was some-

what flattened, and the deltoid was less developed than its fellow.

The head of the humerus was much altered in form. It was almost

entirely deprived ol its cartilaginous covering, and so flattened

that it presented a slightly convex surface which was directed

directly inwards. The surface of the bone was dense, but there

t
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was not so mucli eburnation as one finds in tlie head of the femur,

where much more force is brought to bear on the opposing layers

of bone. The head did not articulate with the under surface of

the acromion, but appeared to occupy its normal level. The glenoid

cavity was also much altered. The area of this articular cavity

was much increased in breadth by the deposit of bone on its

margin. The anatomical neck of the scapula had been encroached

on somewhat by the formation of this extensive cavity. The
articular cartilage had been completely removed, and the bone

which was exposed resembled the head of the humerus in appear-

ance. The under surface of the acromion was not grooved by
frictional change. The history of the injury is apparent from the

specimen. The man evidently fell heavily on the left shoulder

and the head of the humerus was driven very forcibly against the

glenoid cavity. The vitality of the articular cartilage suffered

from the blow, and it, with possibly a certain amount of the sub-

jacent layer of bone, was removed as the immediate result. The

microscopical changes which take place in this case are probably

closely similar to those that take place under the influence of

repeated pressure, namely, fibrillation of cartilage and subjacent

bone and its gradual removal. After the cartilage and subjacent

bone had been removed from the centre of the articular surface of

the head, the two opposing rough layers of bone produced by

their continual friction upon one another a gradual but pro-

gressive alteration in the form of the head of the humerus
and of the glenoid cavity of the scapula, and this change in

the latter bone was accompanied by the gradual marginal de-

posit so as to accommodate the cavity to the altering form of

the head.

The deltoid appears to have suffered at the time of the injury,

but though much wasted and fibrous, it was not altogether converted

into fibrous tissue. This absence of abduction movements in the

shoulder-joint accounts probably for the peculiar flattening of the

head of the humerus, and the absence of frictional changes on its

upper aspect and on the under surface of the acromion. The
acromion had not been fractured.

In Woodcut 17 I have represented diagrammatically a specimen

similar to mine. It resulted from a fall upon the shoulder, and it

shows the changes I have just described even better than my
specimen does. The dotted lines indicate the original outline of

27
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the bones, and the firm lines the condition which has ensued from
the injury.

Woodcut 17.

If an old case of fracture of the acromion be examined, it will

be seen that the head of the humerus, glenoid cavity, and fre-

quently also the under surface of the acromion and clavicle, present

those changes which are said to be characteristic of the disease

rheumatoid arthritis. This fact seems to be very generally known,

and to have puzzled writers who have described it. For instance,

I find in the first volume of * Holmes's System,' on page 953, the

following statement :
** There seems to be some, as yet, unexplained

connection between this condition (of ununited fracture of the

acromion process) and the disease called rheumatoid arthritis of

the shoulder-joint, as they are often found associated." It seems

strange that surgeons, who are ready enough to assert that rheu-

matoid changes are set up in the hip-joint and elsewhere as the

result of injury, find any difficulty in explaining the connection

when the shoulder-joint is in question. I have shown^ that fi*ac-

ture of the acromion may be produced artificially in the dead body

" Fracture of the Acromion—Points in the Pathology and Physiology of the

Osseous System," • Guy's Hospital Reports,* 1886,
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by a blow, whose direction may vary from a line at right angles

to the plane of the outer end of the clavicle to one in the direction

of its plane, and that in the living subject a fall upon or a blow

on the shoulder may produce the same effect.

A fall or blow of sufficient force to cause such a fracture would

also cause severe bruising of the shoulder-joint, and so interfere

very materially with the vitality of the articular cartilage, especially

of those portions which would be brought into violent contact by

the force of the blow. It is not difficult to understand that in the

shoulder-joint, after the removal of the articular cartilage, changes

almost identical in character with those we have observed in the

hip-joint should take place, and that as the result of the severe

contusion you get first destruction of cartilage, and then tritura-

tion and destruction of the subjacent bone, its eburnation, the for-

mation of marginal osteophytic growth, and the gradual ascent of

the head owing to the continual tendency to upward displacement

of the head in advancing age. For the mechanism of the ascent

of the head of the humerus, I would refer the reader here to the

portion of this paper which treats of senile changes in the shoulder-

joint. The ascent of the head of the humerus, the frictional

changes in the under surface, and the destruction of the supra-

spinatus and adjoining muscles are more marked and take place at

an earlier age in subjects in whom the shoulder-joint presents

rheumatoid changes than in those in whom it is free from very

marked pressure change. As the head ascends, it rasps and

destroys by its pressure the muscles that intervene between

it and the under surface of the acromion, while they themselves

tend to degenerate owing to the limited power of abduction in

old age. Beaching the acromion the frictional pressure exerted

by the rough surface of the head of the humerus causes destructive

changes in it, the periosteum being removed and the subjacent

bone rubbed down and eburnated.

I think I have successfully disproved in the paper in the * Guy's

Hospital Eeports,' the assertion started by Hamilton and repeated

by English surgeons, that many of the specimens which have been

regarded as ununited fractures of the acromion are really separa-

tions of the epiphysis.

I find the following rather startling assertion in page 168 of Mr.

Pick's book on * Fractures and Dislocations,' for which, I believe,

Pr. R. Adams is primarily responsible :
" Dr. Adams has pointed
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out that in cases of chronic rheumatoid arthritis of the shoulder-

joint a disunion of the epiphysis from the rest of the bone occa-

sionally takes place." It is difficult to understand the foundation

on which this statement was made, and on what grounds it was

repeated. In what manner could this so-called disease cause sepa-

ration of an epiphysis which had for some time united with the

rest of the bone, and the development with it of a movable joint ?

I have now shown that the two chief groups of conditions which

are said to characterise the so-called disease, rheumatoid arthritis,

are simply the result of the transmission of force, and depend for

their differences on the manner in which it is exerted upon the parts

affected. I will now consider the question, Why is it that this so-

called rheumatoid condition is so common in man, while one sees it so

rarely in the lower animals ? This question is easily answered,

Man leads the most artificial life of all animals. He performs hard

labour in its severest form; he follows certain definite occupations,

and supports and carries loads, the weight of which is transmitted

to his trunk and to his lower limbs in a manner which is quite

peculiar to the erect position. These heavy loads are carried in

a manner to necessarily produce change in the osseous system. The

vitality of his osseous system varies within limits which are unknown

among the lower animals, for the reason that while the feeble and

aged amongst human beings are guarded and cared for, among

lower animals they are either destroyed by man purposely or through

negligence, or they fall a prey to other animals, or they die on

account of their inability to obtain food. Also, from his artificial

life, his erect position, and the peculiar formation of his body, his

joints, as the hip and shoulder, are much more liable to severe con-

tusion than are the corresponding joints of other animals. Conse-

quently in the lower animals we would expect to find those so-

called rheumatoid changes, or, as I will speak of them generically,

pressure changes (which name includes a larger group of condi-

tions than the term rheumatoid arthritis), more commonly among

animals whose life has been rendered artificial, and which have

been made to carry or draw heavy loads, and also in those wild

animals which are liable to the exertion of a sudden and severe

strain. Do we find this true ? It certainly is so. I have frequently

seen in horses changes exactly similar in character to those denomi-

nated as rheumatoid arthritis in man. I have found that these

coarser changes, besides the less obvious alterations in the form of
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articular facets, &c., which I have described in nian,^ all follow the

same simple mechanical laws as they do in man, and differ in no way

from these processes.

Then, as I said above, some animals are liable to the influence of

a sudden and severe strain ; and this is seen occasionally in the

serpent, where in some severe struggle the ribs are sometimes

levered against the bodies of the vertebrse, and changes ensue in

the costo-vertebral articulations identical in character with those I

have described elsewhere in the same region in man, and in this

paper in the hip-joint, as the result of severe injury. I will not do

more than refer to these two instances of pressure changes in

animals other than man, for the reason that I have been able to

examine comparatively few specimens of so-called rheumatoid

arthritis in animals ; and when one considers its comparative infre-

quency in man, with his very artificial life, his laborious existence,

and his osseous system, possessed of a very varying vitality, one

cannot be surprised at its rarity in animals.

I will now pass to a third result of the influence of pressure,

which bears only indirectly upoD the subject under discussion,

namely, rheumatoid arthritis ; but the connection with it is suffi-

ciently obvious to claim our attention. It is this : How does

pressure, acting with much less severity than in the cases described,

and extending in its action over periods of time of immense length, as

compared to the period of a lifetime, affect the joints and the bones

upon which it acts, and through which it is transmitted? I will

take for example the pressure changes in the lumbar spine and

pelvis.

Normally in man the convex lumbar curve is attached to the

upper surface of the sacrum by the lowest interarticular carti-

lage. If the plane of the facet on the upper surface of the normal

sacrum in vigorous adult life be prolonged forward it is seen to

pass about an inch and a half to two inches over the upper margin

of the symphysis. The direction of this plane is obviously the

most satisfactory for the transmission to it of the superjacent weight

of the trunk, and through it to the pelvis and lower limbs in the

erect position. I have shown in previous papers that the direction

of the plane, together with the normal function of the lumbo-sacral

articulation, can be artificially altered in one of two opposite direc-

1 " Pressure Changes in the Lower Part of the Spinal Column," * Trans. Path.

Soc.,' 1885.
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tions. In old age, owing to the position of acquired flexion of the

trunk upon the pelvis, and of the pelvis on the thighs, the direction

of the line of transmission of force through the lumbar spine and

pelvis is altered, with the result of a marked alteration in the

character of the lumbo-sacral articulation. The acquired change

in the direction of the transmission of force through this joint

results in an alteration in its relations in one of three ways ; either

the last lumbar vertebra is displaced for^vards from the uj^per

surface of the sacrum, producing spondylolisthesis (''Pressure

Changes in the Lower Portion of the Spinal Column," ' Transac-

tions of the Pathological Society,' 1885), or the sacrum yields

transversely through its centre, forming a gradual curve (as in

fig. 12, p. 365, " The Physiology and Pathology of the Osseous

System of the Trunk and Shoulder-girdle," * Guy's Hosp. Rep.,'

1886), or the sacrum yields at the junction of the first and

second pieces, as in fig. 11, p. 364, in the same paper. As a result

of either of the last two changes the plane of the upper surface of

the sacrum, if continued forwards, no longer passes above the sym-

physis, but through it or below it.

The practical outcome of this is that in feeble old age the posi-

tion of the centre of gravity of the trunk is displaced forward on

account of the body being retained continually in the flexed position,

and the alteration in the direction of the forces that act upon the

lumbo-sacral articulation tends to produce fusion of the last

lumbar vertebra and sacrum. This forms an artificial retrocession

of the attitude of the higher ape, and to the condition of sacrum

so common in those animals.

This alteration in the direction of the transmission of forces

through the lumbo-sacral articulation is seen in a much more

marked degree in labourers, who, during the performance of their

labour, retain the heavily-laden trunk in a position of flexion. I

refer esi)ecially to such labourers as the coalheaver, the changes in

whose bones and joints I have fully described in my paper on
" The Pathology of Bone," in the ' Guy's Hospital Eeports,' 1886,

and in it I have figured instances of this condition.

The greater portion of the spinal column of such a labourer is

shown in two aspects in figs. 7 and 8, and vertical median sections

of the lower parts of a similar column are shown in Plate V, figs.

2 and 3, in the same paper. The first of these drawings, figs. 7 and

8, hardly suggest what I intended, as wliat appoara in them as great
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broad interarticular fibro-cartilages are really marginal bosses of

bone which have formed on the margins of the bodies of the

vertebrae, have become approximated to one another, and fused

together. Therefore the dark transverse lines must be taken as

indicating the everted margins of this osteophytic growth.

It will be seen that the frequent retention of the trunk in a

position of semiflexion upon the thighs, and overloading it by

placing on the back of the head, neck, and thorax a very heavy

rigid load produces a condition or habit which may truly be re-

garded as artificial. This is so much true that we find that the

whole, or almost the whole, bony skeleton undergoes very general

and important modifications and alterations to suit the abnormal

strain thrown upon it. While the dorsal curve is straightened by

the pressure of the heavy, rigid load, and the extension exerted by

it on this portion of the column, the convexity of the lumbar spine

is altered. The anterior portions, especially of the intervertebral

substances and bodies of the lumbar and the last dorsal vertebrae,

suffer from the great pressure which they transmit, and the soft

fibro-cartilage which intervenes between the bones is gradually

altered in character and appearance, and is removed to a greater

or less extent, and an abundant growth of bone takes place on the

margins of the vertebrae. The amount of this marginal growth,

its density, and the extent to which it fuses with that from adja-

cent lumbar vertebrae varies in different subjects. The result of

all this is to render or to tend to render the lumbar spine rigid,

and in that manner to cause the several vertebrae which compose

it to transmit force as through a rigid rod. The depth of the

anterior surface of the bodies is sometimes very considerably

diminished.

The lumbo-sacral articulation is very much altered by the severe

strain thrown upon it by the overloaded trunk placed in its semi-

flexed position upon the spine. The components of this pressure

act in two directions, vertically to the plane of the facet on the

upper surface of the sacrum, and in a forward and downward
direction, tending to displace the fifth lumbar vertebra and

superjacent lumbar spine forwards from off the sacrum. As
the result of this pressure the fibro-cartilage is removed almost

entirely, and the opposing surfaces of lumbar vertebrae and

sacrum are seen, as in fig. 3, Plate V, before alluded to, to be

united together by irregularly serrated opposing surfaces, whose
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depressions and elevations fit into one another, and are con-

nected by a very scanty thin layer of dense fibrous tissue. In some

parts this fibrous connecting tissue may be completely removed and

the bones become fused together. The body of the fifth lumbar

vertebra is displaced forwards to a variable extent from its normal

position on the upper surface of the sacrum, and that portion of it

which projects forwards beyond the anterior margin of the sacral

facet is supported below by an abundant osteophytic growth which

grows from the front of the sacrum. There are many other

variations in the other portions of the vertebrae besides the bodies,

but these are sufficient for the subject under discussion. The result

of the compression of the last fibro-cartilage and of the upper sur-

face of the sacrum is to alter the general direction of the plane of

the surface which corresponds to the facet on the upper surface of

the sacrum, so that if its direction is continued forwards it no longer

passes an inch and a half above the symphysis, as in the normal

pelvis, but through or below it. The continual exertion of great

pressure upon the sacro-iliac articulation causes the partial or the

complete removal of the fibro-cartilage intervening between the

opposing bones and the formation of a large and abundant mass of

bone along the upper and anterior aspects of the synchondrosis,

producing a typical rheumatoid condition. In this mass a delicate

serrated line may often be found, indicating the junction of the

two bones. The greater and lesser sacro-sciatic ligaments are seen

to be strong and dense, aud apparently diminished in extent, by

an increase in the breadth of the sacrum and in the prominence

of the spine of the ischium and the sharp inner margin of the tuber

ischii, as if at their points of attachment they had undergone partial

ossification.

The fibro-cartilage of the symphysis is very scanty, the bones

being in close apposition and the symphysis very deep.

The changes I have described in this coalheaver's skeleton are

undoubtedly usually recognised as the products of the disease rheu-

matoid arthritis. If the hip-joint were examined it would be de-

scribed as being affected by rheumatoid arthritis, and in a similar

manner the sacro-iliac and other joints.

It is apparent that the forces which, acting through the lifetime

of the coalheaver, have produced so-called rheumatoid changes, or,

more accurately speaking, definite pressure changes, which have

resulted in the fusion of, or in the tendency to the fusion of, the



CAUSATION AND PATHOLOGY OF RHEUMATOID ARTHRITIS. 425

last dorsal, lumbar, and sacral vertebrse, the sacro-iliac synchon

drosis, and the symphysis pubis, acting in a less degree but over

long periods of time in a succession of individuals, must produce

important evolutionary changes in bones and joints. Instances

of this are seen in the bird, whose trunk may be said to be

continually flexed or semiflexed upon the thighs. Consequently,

their relatively delicate bones and joints are subjected to pressure

as above, and the results produced are very similar in character.

To show this in detail I will choose as a better instance the

skeleton of the huge extinct sloth the Mylodon rohustus, for the

reason that its skeleton resembles much more nearly that of

man in its details than does the skeleton of the bird, also because

in this sloth pressure is only occasionally exerted in the manner

described, as when the animal raises its huge trunk into the

erect or semi-erect position, as in climbing, &c. We have in

these animals the weight of the head, fore-limbs, and upper

part of the thorax, which must have been enormous, acting upon

the lumbar spine and pelvis, and I think we shall see on examining

the skeleton that the changes produced by the normal weight of

the body alone are almost identical in character with those I have

described in the coalheaver.

The last dorsal and the lumbar vertebrse are united to the

ordinary sacrum by confluence of the neural arches and spines,

and, with the exception of the last dorsal vertebra, also by con-

tinuous anchylosis of their bodies. The length of this enormous

sacrum is two feet four inches ; it gradually expands in breadth to

the sacro-iliac synchondrosis, and after a slight contraction again

expands to join the ischia. The synchondrosal articulations of the

sacrum with both these parts of the ossa innominata are oblite-

rated by continuous ossification. The symphysis pubis is also

obliterated, the pubic bones being fused together. The great and
lesser sacro-sciatic ligaments are represented by bone, so that the

innominate bones, with the sacrum, the lumbar vertebrse, and the

last dorsal vertebra form one single bone. For full details I

would refer the reader to Professor Owen's monograph on the

subject.^

Given that we had to suppose the condition of the osseous sys-

tem of such an animal with the habits of life of the Mylodon, and
knowing the changes produced in the very similar skeleton of man

^ * Memoir on the Mylodon/ by Richard Owen, p. 64.



4)^6 OSSEOUS SYSTEM.

by overloading his semiflexed trunk, would we not have expected

to find the conditions of the osseous system that we see are present ?

I would ask the reader to carefully analyse the changes in each

and compare them, when I have no doubt he will agree with me.

Grranting this, it is difficult to follow Professor Owen in the fol-

lowing points which he uses in his argument to show that the

sloths are more nearly allied to birds than to primates (p. 166).

" Most interesting, therefore, becomes the discovery that in one of

the huge extinct Sloths another character, heretofore deemed pecu-

liar to the class of birds, should have been repeated, viz. the bony

confluence of the last dorsal and lumbar vertebrae with the sacrum.

All these indications of a transition to a lower class harmonise

with the Cuvierian view of the zoological position of the Sloths

as members of the lowest or most aberrant orders of Mammalia,

and all oppose themselves to the promotion of the Sloth to the Pri-

mates, and to their separation from the terrestrial Edentata, &c."

It appears to me that as regards the Mylodon this condition

of fusion of bones is really an argument against Professor

Owen's hypothesis. Does it not merely indicate the habits of the

animal as it does those of the coalheaver ? Do we not find conditions

of the pelvis and lumbar spine closely analogous to this among the

primates as we ascend through the several sections of this order ?

Do not very definite alterations take place in this portion of the

skeleton as the animal gradually acquires the habit of raising its

trunk from the horizontal to the erect position, and are not these

alterations similar in character to those we observed in the skeleton

of the coalheaver and the Mylodon ? I think they are ; but since

the primates are more slightly built than the latter, and not over-

burdened as the former, the changes are slighter and less extensive.

These changes are very commonly observed in the gorilla and the

chimpanzee, and occasionally in man. To illustrate this I do not

think that I can do better than describe an instance of this condi-

tion in man, in whom it may be regarded as a retroversion to an

earlier and transitional type in the ape, in the same manner that I

showed^ that sternal and costal asymmetry was a retrocession to the

normal condition of these parts in the orang-utan. I will describe

an example in which the changes are not extreme, but at the same

time sufficiently well marked for our jmrpose. I obtained this

specimen from the body of a male subject in the dissecting room.

* " Sternal and Costal Asymmetry," ' Journal oi Anat. and Phys.,' 1884.
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The man was younger than the majority of dissecting-room subjects,

being only forty years old. His osseous system showed no pressure

changes, and from the examination of it I concluded that he had

never performed hard manual labour. The last lumbar vertebra

forms the first piece of the sacrum, its transverse processes being

expanded to form the upper portion of the lateral mass of the

sacrum, therefore the fifth lumbar nerve passed through the first

sacral foramen. The body of the fifth lumbar is joined to the first

sacral in front and behind by a thin layer of bone which covers in

the remaining intervertebral substance. The spinous process of the

last lumbar is closely connected to the sacral spine by a thin layer

of dense ligamentous tissue. The facets on the upper articular

processes of the fifth lumbar are directed directly backwards.

The plane of the upper surface of the fifth lumbar, when continued

forwards, passes about four inches above the symphysis, while that

of the upper surface of the first sacral vertebra crosses above it at

a distance of about three quarters of an inch, its normal interval

being about an inch and a half.

The upper surface of the sacro-iliac synchondrosis is covered

by a prominent mass of very dense bone, which shows no indication

of the presence of a suture, so that the synchondrosis had been

practically obliterated. The margin of the sacrum where it joined

the synchondrosis in front is lipped and very dense.

The sacrum is broad, the spine of the ischium is very prominent,

and the sacro-sciatic ligaments are short, broad, and remarkably

strong.

The symphysis is deeper than usual and the amount of fibro-car-

tilage which intervened between the two pubic bones was very

scanty. The conjugate of the brim is increased.

I would ask the reader to compare the conditions present in this

specimen, as it also represents the condition so common in the

higher apes, and the tendencies which it indicates to the more

extensive anchylosis, which is present in the Mylodon and coal-

heaver, and I think he will find that the factor determining the

fusion in all cases is pressure ; that while in the one case, as the

coalheaver, this pressure, which is exerted over a short time and

with great severity, produces changes described as the indications

of the disease rheumatoid arthritis, that in the other, as the

Mylodon and ape, the pressure, which is more gradual and exerted

probably over a succession of individuals, and for very long periods
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of time, produces changes in the character of the bones and

joints, and that in fact it is a most important factor in the process

of evolution.

I will now refer to a condition which is in a manner the reverse

of that I have just described. It is the dissociation of the first

piece of the sacrum as a separate vertebra, which resembles the

normal last lumbar in appearance, and articulates Avith the re-

mainder of the sacrum, forming with it a joint similar to the nornial

lumbo-sacral joint. This is evidently also the result of a modifica-

tion in the mode of transmission of pressure through the lower

portion of the spinal column and pelvis, and may, I think, be

regarded as being of a higher type than the condition which is

normally present in man.

I have been much struck by the relative frequency with which I

have found this dissociation of the first sacral vertebra present in

man. It is evident that its frequency has escaped observation for

the reason that on superficial examination the pelvis and lumbo-

sacral articulation present nothing very striking, so that the con-

dition is not suspected, and also because in the dissecting-room the

body is divided as the dissection proceeds, so that the increase

in the number of vertebrae is not observed.

On making vertical median sections of pelves I found that

in many the direction prolonging the plane of the facet on the

upper surface of the sacrum differed from the normal,—that instead

of its passing an inch and a half above the symphysis, it passed

through it. This deviation in this plane very often results from

pressure, but in a very fair proportion I found that it indicated

a dissociation of the first sacral vertebra, and that the plane

was in reality that of the upper surface of the second sacral

vertebra. When I found this alteration in the plane of the sacrum

and was able to exclude pressure, I always found that there was an

extra vertebra which possessed the characters either of a dorsal or

of a lumbar vertebra, or, as in a very interesting case^ I published

in the * Journal of Anat. and Phys.,' 1886, of a cervical vertebra

bearing ribs.

From this it would appear that as the ape gradually acquires

the habit of raising itself into the erect position the pressure

1 " Supernumerary Cervico- dorsal Bearing Ribs, &c.," ' Jouru. of Anat. and

Phys.,' 1885 -,
" Varietieb in the Human Skeletou," ' Journal of x\.uat. and Phys.,*

1886.
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exerted upon the lumbar spine and pelvis causes fixation of the

lumbo-sacral and pelvic articulations. When the erect position

becomes habitual, as in man, the fixation is no longer necessary,

unless, however, man leads for a lengthened period an artificial

existence in which he overloads his trunk, and retains it in a flexed

position on the thighs, as in the case of the coalheaver. In man
as a more advanced condition the first sacral vertebra may be

separated from its rigid connection to the remainder of the sacrum,

and may form with it an amphiarthrodial joint resembling the

normal lumbo-sacral articulation. This liberation of the first sacral

vertebra is due to the fact that its body is made to transmit less

pressure. This is owing to the centre of gravity of the body being

thrown somewhat behind the point through which it normally

falls. On this account the spinous processes of the lumbar vertebrae

and sacrum take upon themselves a large share in the direct

transmission of the superjacent weight, and the bodies of the ver-

tebrae and intervertebral substances lose a corresponding portion

of their weight-transmitting functions.

Can this condition of forces be produced artificially during the

lifetime of an individual by the influence of exaggerated pressure ?

It can be, and I will refer the reader to the paper in the ' G-uy's

Hospital Reports,' 1886, where this condition is described very

fully. I do not mean that the dissociation of the first piece

of the sacrum can be produced, but what I intend to convey to

the reader is that such an alteration in the relative force-transmit-

ting functions of the spines and bodies of the sacral and lumbar

vertebrae results from forces which, if acting over a succession of

individuals, would also produce dissociation of the first piece of the

sacrum. Such changes, though usually of a less degree, are very

common among labourers, and they occur among those classes

which carry loads upon their shoulders or heads. Fig. 1, Plate Y,

in the paper just referred to, illustrates a typical .example of this

result of pressure. That drawing shows extremely well the im-

mense relative increase in the depth, thickness, and density of the

sacral and lumbar spinous processes, and the manner in which a

large share of the superjacent weight is transmitted through thetn.

It will also be seen that the plane of the upper surface of the

sacrum is altered, and that its direction, if prolonged forwards,

would cross above the symphysis at a level higher than in the

normal pelvis ; also that the upper margin of the sacral spine is on
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the same horizontal plane as the upper surface of the sacrum ; also

that beside the direct downward pressure there is another pressure

acting in a backward direction and tending to displace the body of

the fifth lumbar vertebra backwards from the upper surface of the

sacrum. This displacement is present to a marked degree in the

drawing, but less marked instances are commonly met with. It

seems curious that this backward displacement should have

escaped the notice of observers who have written so largely upon

the pelvis and its development, as the alteration of the direction

of the lines of transmission of force through the lumbo-sacral and

sacro-iliac articulations varies within such wide limits, as in the

case of the two extremes of forward and backward displacement of

the fifth lumbar vertebra, that it complicates a problem whose

detail, regarded even in its simplest form, is difl&cult to understand

clearly.

By this last illustration I think I have shown that while exag-

gerated pressure acting during the lifetime of an individual may

produce well-marked pressure changes, pressure of a less degree

acting in a similar direction upon a succession of individuals may

produce radical alterations in bones or the separation of a portion

of a bone, as the first piece of the sacrum, i. e. it may cause a

separation of a bone into its component parts as well as the fusion

of several bones to form a single bone.

Another explanation of this dissociation of the first sacral

vertebra in man which I would put forward is that the direction

of the pressure in the lumbo-sacral and pelvic articulations can be

altered not only by carrying loads but by varying artificially through

many generations the antero-posterior plane of the foot, and conse-

quently also the position of the centre of gravity of the trimk, by wearing

hoots. On account of the relative increase of the height of the

heel over that of the tread of the foot by this artificial means, the

centre of gravity of the body is necessarily displaced backwards,

and the direction of the pressure transmitted through the lumbo-

sacral articulation altered very considerably.

I have no doubt in my own mind that this hypothesis explains

the majority of the cases of dissociation of the first sacral vertebra,

which I have shown to be so common in the human subject.

To this pa])er I will add a sequel on
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Senile changes in the human subject

y

as they bear a very important relation to the so-called disease

rheumatoid arthritis, in fact very many of the changes which

ensue in extreme old age are included under that heading.

I have briefly referred to some of them in a paper I wrote many
months ago, and which is published in the ' Gruy's Hospital Reports,

1886, " Flexions of the Fingers, Dupuytren's, &c.," and I have

alluded to the spinal, thoracic, and pelvic changes in the paper on

the pathology of bone, in the same volume of the reports. Here I

will describe the chief alterations that take place in old age in

the skeleton and point out their bearing upon the question of the

causation of rheumatoid arthritis.

We will find that the changes which are purely the result of

senility are much affected by pressure in some instances, so that

distinct pressure changes are also produced. Besides these changes,

which are the direct result of pressure, we have many changes

which result from the absence of accustomed pressure, and it is

often very hard to separate the results of the absence of normal

pressure from those produced by abnormal pressure, for the reason

that they so frequently coexist. This we have already observed in

the displacement of the great toe outwards, where we found

changes in the exposed surface of the articular cartilage of the

head of the metatarsal bone, most of which were produced by the

direct pressure of the boot, while others were due to the absence

of the normal function of the articular cartilage and its consequent

alteration of structure.

In examining a large number of the partial dislocations which I

have shown to take place in old age, these two conditions, namely, the

alteration of a tissue from the loss of its normal function, i.e. from the

absence of accustomed friction and pressure, and the alteration it

undergoes on account of the influence of exaggerated and unaccus-

tomed pressure, will vary in different specimens. As the result of the

first, articular cartilage and the subjacent layer of bone undergoes

a conversion into areolar tissue producing depressions in the plane

of the original articular surface. Should the margin of the arti-

cular surface be the portion which undergoes these changes the

surface of this cartilage is seen to lose its opaque white appear-

ance, to become softer and slightly movable upon the subjacent
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cartilage, till finally this tissue tindergoes a conversion into syno-

vial membrane, the subjacent layer of bone subsequently wasting.

If, however, pressure be exerted upon this exposed cartilage the

changes which ensue vary according to the variations in the direc-

tions of the pressure to which it is exposed. When the direction

of the pressure is constant in one direction that portion of the

cartilage which receives it remains as a flat facet, while the mar-

ginal portion of the articular cartilage alters in character up to the

edge of this facet. Instances of these changes will be seen in the

several specimens as I describe them.

Another change which will also be frequently observed, and which

is similar in character to those I described as tension changes in

the spinal column, occurs under the same conditions in old age,

but to a less degree. The deposit of new bone is found on

or around the margins of surfaces which were originally in apposi-

tion, but which had become separated from one another by a

constant tension. The purpose of this deposit of bone is here, as

in the case of the spinal column, &c., to render the changing

articulation more secure. Practically this change is regarded as

the product of the disease rheumatoid arthritis, and the senile

changes which normally ensue are very often said to be secondary

to the appearance of the disease. In the analogous case of the

outward displacement of the great toe I showed the absolute fallacy

of this supposition. There seems to be throughout the whole of

pathology a strong tendency to mistake cause and effect, and to

regard the results of simple and physiological processes as the

cause of the process itself.

In old age the active movements of extreme flexion and extension

(especially the latter) are practically abolished. The body and its

parts throughout fall into a position of general flexion, the action

of the flexor and adductor muscles being unopposed by the habitual

action of the extensor and abductor muscles. The flexor muscles

become gradually shorter, while the length of the extensors is in-

creased to a less degree. Much of the strain is in consequence

taken off the feeble muscles, which by their tonic contraction

maintained the several parts in a balanced condition upon one

another in the vigorous adult, and it is now thrown on the

bones and ligaments, which in consequence arrange themselves to

transmit this strain, and in doing so undergo many pressure

changes.
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I will commence with the changes in the hand and wrist, and will

describe only well-marked instances. In very old people the hand is

retained in a position of adduction and slight flexion at the wrist, the

metacarpo-phalangeal articulations of the two, three, or four inner

digits are flexed to an angle which is equal to or less than a right

angle, and this flexion is always more marked in the inner than in

the outer fingers. The metacarpo-phalangeal articulation of the

thumb is also flexed in a similar manner, and the thumb is adducted

so as to press firmly against the index finger. The interphalangeal

articulations are kept extended or but slightly flexed. Besides the

condition of extreme flexion of the metacarpo-phalangeal articula-

tions of the fingers by which the bones of the first phalanges are

displaced upwards so that they rest only on the upper limit of the

articular cartilage of the head of the metacarpal bone, or more

usually quite above it, the base of the phalanx is also displaced

inwards and each finger is very much adducted from the position

of normal flexion in the active subject.

The heads of the metacarpal bones form large rounded eminences

beneath the skin, and project beyond the bases of the corresponding

phalanges. On attempting to extend the metacarpo-phalangeal

articulations this movement is opposed, not by any definite band

of contracted fascia, as is usually the case in Dupuytren's contrac-

tion, but by the condition of acquired and compensatory shortening

of the palmar fascia, flexor muscles, anterior and lateral metacarpo-

phalangeal ligaments, and by the displacement upwards and inwards

of the base of the first phalanx. On removing the skin from the

palm, the palmar fascia appears perfectly healthy, the vaginal

sheaths are not thickened, and are only altered to accommodate

themselves to the acquired condition of continual flexion and dis-

placement ; the tendons present no adhesions, and the synovial

sheaths are not thickened. The articular cartilage covering the

heads of the metacarj^al bones is usually altered in character, as it

no longer retains its original function. It frequently presents

deep depressions, due to the conversion of the cartilage into a

tissue resembling the synovial membrane, which lines the bottom

of these depressions.

Sometimes the whole surface of the cartilage undergoes this

change, and the synovial membrane is seen to become continuous

over the head of the bone. Should the base of the first phalanx

rest upon a portion of the head of the metacarpal bone, the

28
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opposing surfaces of articular cartilage are usually unclianged.

That portion of the anterior surface of the metacarpal bone upon

which the displaced base of the first phalanx usually rests is

covered by a loose areolar tissue. The base of the phalanx may
have undergone slight modifications in form to accommodate it to

its new function.

The ligaments surrounding the joints are not thickened. The

lateral ligaments lose their well-defined form, and blend with the

anterior ligament to form a fibrous capsule. In some cases the

condition of the heads of the metacarpal bones is quite different

from that just described. They resemble in character the changes

I described in the heads of the metatarsal bones, in the case of

hammer toes, on p. 409, except that in the old subject the changes

are relatively less marked. The reason of the change is obvious.

A new factor, namely, the influence of direct pressure, has been

brought to bear upon the exposed articular surface of the heads of

the metacarpal bones, and pressure has produced its definite and

characteristic changes. Its mode of appUcation may be observed

by watching a feeble old woman with this deformity of the hand

as she raises herself from the sedentary to the erect position, or

rather to the semi-erect position of extreme old age. In some

instances it will be seen that she presses with her closed hand

upon any firm support, as upon a table or chair, to assist herself

in getting up and in moving from place to place, and that the

heads of the metacarpal bones are the points of bone which press

directly upon the hard unyielding wood, &c.

In such cases the cartilage remains comparatively unchanged

where it covers the lower aspect of the head of the metacarpal

bone, or else this area becomes ebumated ; but elsewhere it is

removed, leaving a mammillated condition surrounding a flat area

of cartilage or ebumated bone. In this condition a large bursa

often lies over the flat prominent head of each metacarpal bone,

and sometimes communicates with the joint cavity.

In cases of extreme flexion of the metacarpo-phalangeal articula-

tions, the extensor tendons no longer pass over the metacarpo-

phalangeal articulations, but pass forwards and downwards between

the adjoining heads of the metacarpal bones.

In some cases the opposing cartilaginous surfaces of the pha-

langes are connected to one another by patches of fibrous tissue.

In my paper on '• Dupuytren's Contraction of the Palmar Fascia,"
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in tlie * Guy's Hospital Reports,' 1886, 1 contrasted the changes and

appearances of that condition with those presented by the hand of

an aged person. I showed that in the former, in the condition of

fixed flexion of the metacarpo-phalangeal and interphalangeal

articulations, that portion of the articular cartilage which no longer

performs its normal function undergoes changes whicli are identi-

cal with those I have described in the old subject. I may say that

since I wrote that paper I have had opportunities of dissecting

several more examples of Dupuytren's contraction, and have been

able to verify still further the statements I made in it.

On opening the joint between the carpus and radius, the obliquity

of the plane of the lower extremity of the radius is seen to be

altered by the deposit of bone on the outer portion of its under

surface. The interarticular fibro-cartilage connecting the radius

to the ulna is much wasted, and tbe carpus aj^pears to be rotated

around an antero-posterior axis which passes through its centre, pro-

ducing the adduction of the wrist already described. When the old

person has used the arms and hands very much as a means of

support, the bones of the carpus and the opposing surface of the

radius present those pressure changes described as characteristic of

rheumatoid arthritis, namely, the removal of the articular cartilage

in part, and the trituration and eburnation of the subjacent bone.

It is obvious that in the feeble old subject, in whom the vitality of

the bone and cartilage is at its lowest ebb, comparatively little

pressure will materially interfere with the vitality of the cartilage,

causing its removal and slight eburnation of the surfaces of

bone exposed, so that in the wrist-joint we have frequently at the

same time the result of pressure changes, namely, removal of the

cartilages and eburnation or condensation of the subjacent bone,

and tension changes producing a deposit of bone on the outer

surface of the radial facet, which renders this articular surface

more oblique than in the vigorous adult.

The movements of pronation and of supination of the forearm

are very limited in extreme old age, the forearm being retained

continually in a position intermediate between complete pronation

and supination, or rather nearer the former, and on this account

the inferior radio-ulnar articulation presents very definite altera-

tions, which vary very considerably in degree. In a slightly marked
case the cartilage covering the limited portion of the ulnar facet

which remains in contact with the radius is unaltered, while the



436 OSSEOUS SYSTEM.

portions in front of and behind tliis undergo a conversion into a

tissue resembling synovial membrane.

In more marked cases tliis central portion of tlie facet is ebur-

nated, while the portion of this facet, in front and behind it, is

elevated and bounded by a shai-p margin, the articular cartilage

having been completely removed over the remaining area, so that

a new facet is formed whose surface is almost plane, and whose

margin is consequently elevated above the plane of the original

articular surface.

In the elbow-joint the earliest change observed is a limitation of

the movements of extreme extension and flexion, the latter appear-

ing earlier, and being usually the more marked. As a rule the

resistance to more complete movements of extension and of flexion is

due to a gradual thickening of the bone which intervenes between

the olecranon and coronoid depressions produced by the more or less

uniform deposit of bone upon the floor of each, or to the formation

of little condylomatous elevations of bone in the same positions.

It would seem that these depressions, being deprived of the pres-

sure exerted during vigorous adult life upon them by the corre-

sponding processes of bone in the movements of extreme flexion

and extension, are liable to undergo change, bone being developed

in their floor and in the synovial membrane. Owing to the same

cause a certain amount of bone may be deposited on the margins of

the coronoid and olecranon processes. As the amount of flexion and

extension movement becomes still more limited, the portion of the

articular cartilage which no longer performs its original function

being unused, apparently undergoes conversion into bone, and upon

it still more is deposited, so that, as in the inferior radio-ulnar arti-

culation, a new facet is formed which consists of a portion only of the

original facet, and it is limited in front and behind by prominent

elevations of bone. The radial head and the cartilage covering the

head of the radius undergo relatively little change. In some cases

still further change ensues. On flexing and extending the fore-

arm in an extreme case it is noticed that instead of the forearm

lying in a plane which joins that of the humerus at a very oblique

angle, it lies on the same vertical plane. On opening the joint the

level of its plane has lost its original oblique direction, and

is often quite transverse in direction. This alteration in the

obliquity would i»,ppear to be due to the partial removal of the

inner portion of the trochlea, probably caused by the pressure
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exerted upon it bj the ulna in the acquired position of flexion and

adduction of the forearm, which is the habit in old age. The
coronoid process shows similar but slighter change than the ole-

cranon.

Changes in the shoulder-joint.—These are extremely interesting

and important, as the upward displacement of the head of the

humerus that takes place in the joint in feeble old age bears in a

very important manner upon the similar upward displacement seen

in this joint when it presents changes which are usually character-

ised as rheumatoid. In the dissecting room it is unusual to find

a simple example of this condition of upward dislocation of the

head of the humerus unaccompanied by pressure changes in the

shoulder-joint, since the class from which our old subjects is drawn
is one which is very much exposed to injury in every form.

I will give a detailed account of these changes, and from it the

reader can draw his own conclusions. I need not remind him or

describe to him the very familiar appearance of the shoulder in

the living subject in feeble old age. On examining such a joint

it is at once apparent that there is a distinct alteration in the

relative positions of the bones from the condition present during

vigorous adult life, and that the head of the humerus is in imme-
diate contact with the under surface of the acromion. The scapula

is rotated around an antero-posterior axis, so that the acromion

presses firmly upon the anterior portion of the great tuberosity, and

upon the upper surface of the lesser prominence. The upper arm
is seen to be forcibly adducted to the side of the chest after a

time, and the continuous pressure exerted by it produces con-

siderable alteration in the form of the thorax.

Instances of a simple character are found more frequently in old

women than in old men. I will now describe a typical instance of

the changes in the relative position of the head of the humerus in

which there was no so-called rheumatoid change in the shoulder-joint,

I emphasise this particularly since it will be seen that the upper

surface of the head of the bone and the adjacent tuberosities

present irregularities and changes which are directly and indirectly

dependent on pressure for their existence, and these changes are

of such a character that they would be included under the term

rheumatoid arthritis. They extend, however, beyond the articular

limits of the original shoulder-joint.

The cartilage of the glenoid cavity, as well as that covering the
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head of the humerus, is intact, and presents no rheumatoid or

pressure change.

The upper part of the articular surface of the head is pro-

longed outwards to the greater tuberosity, and if a vertical trans-

verse section of this bone be examined in Woodcut 18, whic

Woodcut 18.

represents a vertical transverse section through the anterior portion

of the great tuberosity, it will be seen that this extension is

formed by a direct continuation of the normal articular cartilage

and subjacent articular lamella of bone. The outer free margin

of this newly-developed articular surface is usually very irregular

in outline. This extension from the original articular surface of

the head is evidently an accommodation change, and it is in this

manner that the upper surface of the humerus is rendered capable

of moving freely upon the under surface of the acromion, from

which it is separated by the atrophied muscle and capsule.

The anterior half or more of the great tuberosity is completely

atrophied ; a smooth fiat surface represents the position of the

original prominence of the tuberosity. This surface may some-

times present small mammillary processes of bone scattered over

it, or these may be limited to its anterior margin, where a few

separate tendinous bands, the entire remains of the broad tendon

of the supraspinatus muscle, of the capsular, coraco-humeral, and

gleno-humeral ligaments are attached to these separate promi-

nences. When the surface is smooth and plain nothing is attached

to it. A portion of the anterior part of the insertion of the

infraspinatus has also been removed and its prominent facet forms
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a part of tlie atrophied smooth surface just described, but the chief

portion of this muscle, with the whole of the teres minor, are

inserted normally. The amount of these muscles destroyed varies

within wide limits.

The biceps tendon has usually acquired a new attachment to the

adjoining mammillated margins of both tuberosities. The portion

of the tendon above this is adherent to the inner surface of the

capsule and projects inwards into the cavity of the joint, and is,

with the remains of the capsule, attached to the mammillations on

the humerus. This divorced portion of the biceps tendon forms

a second gleno-humeral ligament. The upper portion of the

lesser tuberosity has undergone the same atrophic changes as the

anterior portion of the greater. At its lower limit it presents a

variable condition of mammillation, into which little eminences,

and into the surface of the humerus below and internal to the

position of the original lesser tuberosity the remainder of the

subscaj)ularis muscle is inserted, that portion of it which is inserted

into the mammillated elevation being attached by little separate

tendons which project from the inner or deep aspect of the mass

of the tendon as ridges in the wall of a bursal cavity.

It is perfectly obvious that the extension outwards of the arti-

cular cartilage of the head of the humerus, and of the subjacent

bone, also the destruction of the supraspinatus, and portions

of the infraspinatus and subscapular! s, are due to the ascent

of the head of the humerus and the compression of these soft

structures between this and the under surface of the acromion.

The wasting, flattening, and mammillation of the lesser tuberosity

and of a varying portion of the great tuberosity are due to the loss

of function of the muscles attached to them, so that there is no

longer any need for their presence. Their wasting is accelerated

by the pressure exerted upon them by the head of the humerus
and the acromion. The changes which the upper surface of the

head and tuberosities of the humerus have undergone in the

above instance in order to enable the upper extremity of the bone

to accommodate itself to its new articular cavity which is formed

by the under surface of the acromion, separated from it by the

wasted abductor muscles and capsule, and by a variable area of the

upper portion of the glenoid cavity, are exactly analogous to those

changes in form in the head of the femur (which I have already

described on pp. 400 and 401), and which in like manner would be
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regarded, by those wlio maintain the existence of rheumatoid

arthritis as a disease, as its symptoms, or rather as the expression

of its presence. I think, however, that the reader will conclude

that the changes I have described cannot be regarded as in any way a

^product of disease, and that it is im])ossible to regard the upward

displacement of the head as being secondary to the destruction of the

gleno-humeral articulation by rheumatoid arthritis, since this joint,

in the instances I have just described, presents no change whatever

which cannot be explained on physical grounds. The shoulder-joint

of the feeble old person can no longer be described as a ball-and-

socket joint since the movements of abduction are almost com-

pletely destroyed, and others are very much limited by the altera-

tion in the position of the head of the humerus and the change in

the muscles.

The question which now arises is this,

—

What causes the head to

leave the glenoid cavity, and to ascend and articulate with the acromion

in the manner I have just described ? In the wrist, metacarpo-

phalangeal and interphalangeal articulations it was obvious that

the alteration in the normal relative position of the component

parts of the articulation depended upon the unopposed action of

the flexor muscles, and there is no reason why the same force

should not be regarded as the prime, if not the sole, factor in the

case of the shoulder-joint. The biceps and coraco-brachialis draw

the head of the humerus directly upwards, while the pectoral and

other adductor muscles approximate that bone to the side. Besides

raising the humerus these two flexor muscles by rotating the scapula

depress the acromion to meet the head. In old age the j^ower of

abduction is practically lost, and the deltoid, whose action is no

longer opposed by the exercise of the normal functions of the arm

and hand, as in carrying or lifting, also approximates the acromion

to the ascending humeral head. The aproximatiou may be further

assisted by the direct upward pressure which is exerted when the

patient supports himself or herself with a stick. As the power of

abduction is lost the supraspinatus wastes, while its tendon is also

destroyed by the compression exerted upon it by the head of the

humerus and the acromion. As the muscle uo longer exerts its

normal traction power upon the tuberosity, the tuberosity also

wastes, and disappears, as is shown in my diagram.

The divorce of the intracapsular portion of the tendon of the

biceps and its conversion into a gleno-humeral ligament, partly
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as the result of compression, and partly as it no longer exercises

any function with regard to the joint, is of extreme interest, for it

shows how, during the lifetime of an individual, and as one of the

normal changes that take place in old age, a portion of a tendon is

separated from the remainder of the muscle and forms a supporting

ligament of a joint.

I have now proved that the upward dislocation of the head of

the humerus can and does take place without the presence of

changes which are regarded as characteristic of rheumatic gout. I

have also shown that injury to the shoulder-joint which has resulted

in fracture of the acromion is always followed by the develop-

ment of rheumatoid changes, and that these rheumatoid changes

may be produced in the shoulder-joint without any upward dislo-

cation from injury to the shoulder in which the acromion has not

been fractured.

Therefore it is obvious that the presence of the so-called disease

does not stand to the displacement in the relation of cause and effect.

I will now describe the changes which ensue in the temporo-maxil-

lary articulation in feeble old age after the teeth have fallen out.

These changes are frequently very marked. The fibro-cartilage is

very often completely removed, the only relic of it to be found being

a fioibriated margin attached to the inner aspect of the loose capsule.

In other cases the cartilage is rendered thin throughout its extent,

and in others, again, it is perforated internally and posteriorly.

The appearance presented by the articular surface of the head of

the jaw varies considerably. In some cases the head, while not

diminished in breadth, loses its convexity, and is instead flattened

on its upper surface, the flat facet being quadrilateral in form.

It may present a partial covering of cartilage, but in very many
cases the bone presents instead a porous granular aspect. In such

cases the eminentia is usually quite removed, the original elevation

being replaced by a flat surface, which is continuous with that

forming the back part of the glenoid cavity. This surface is usually

completely deprived of its articular cartilage.

Sometimes the head of the jaw is much constricted transversely,

and presents a slight rounded convexity, which articulates with the

inner part only of the glenoid cavity, having cut for itself a longi-

tudinal channel through the inner portion of the eminentia articu-

laris, the outer portion of this convex surface of bone presenting

but slight changes.
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These changes are due to the loss of teeth and to the consequent

modifications to the normal movements of the temporo-maxillary

articulation, and the general atrophy of the muscles of mastication,

especially of those that serve to approximate the jaws, namely, the

masseter and internal pterygoid. It is owing to the action of these

two muscles that the form of the angle of the jaw varies at different

periods of life. As these muscles are used with great vigour

during young adult life, the surfaces of bone into which they are

inserted become strong and dense, and marked by vertical ridges

indicating the attachment of the tendinous insertions of the muscles^

especially of the masseter, and it is owing to the action of the

latter muscle that the margin of the ramus is everted. As these

muscles atrophy and become almost, if not completely, function-

less, the portions of the bone into which they are inserted lose their

prominent ridges and their everted margin, and become rounded

and wasted in a similar manner to that in which that portion of

the great tuberosity of the humerus which receives the insertion

of the supraspinatus atrophies in feeble old age. It is this atrophy

of the angle which causes the ajjpearance of the jaw peculiar to

edentulous old age.

The atrophy of the fibro-cartilage is due partly to an atrophy

common to it and the muscle inserted into it, and partly to the loss

of the movements of flexion of the temporo-maxillar^ articulation,

and to their replacement by a simple antero-posterior movement of

the opposing surfaces of bone upon one another. After the fibro-

cartilage is removed the articular cartilage is also destroyed; the

surfaces of bone being brought into direct contact. By their

mutual friction they destroy one another, and the amount of

destruction will depend on the amount and character of the move-

ment to which the bones are exposed, and the vitahty of the

osseous and nervous systems.

When this normal senile degeneration in the temporo-maxillary

articulation is well marked, and occurs in an ataxic patient, the

condition is described as Charcot's disease. This joint, more than

any other in the old subject, undergoes great modification in its

form and character.

The character of the spinal column, tlioraa;, and pelvis alters very

considerably in feeble old age. Like the changes we have seen in

the upper extremity, they are chiefly due to the gradually assumed

position of continued flexion, which is never opposed by any con-
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siderable movement of extension. For this reason the curves of

the spinal column increase in convexity, especially in the upper

dorsal region, in order to take as much strain as possible oflt the

extensor muscles and to throw it upon the bones and ligaments,

producing a varying amount of pressure and tension changes.

The ribs are closely approximated to one another, and with the

sternum are all depressed very considerably below their normal

level, the relations of the intrathoracic and intra-abdominal

viscera to the surrounding skeleton and to each other being very

much altered.

Each side of the chest presents a vertical groove, so that instead

of its transverse section being transversely oval as in the vigorous

adult, it is now oval in the antero-posterior direction, and this oval

form presents a central transverse constriction.

On account of the position of continual flexion of the trunk its

superjacent weight is transmitted to the sacrum and pelvis through

a point anteriorly to the normal, and a change occurs in the form

of the sacrum or of the lumbo-sacral articulation. The changes

produced may be one of three kinds and they all serve to diminish

the conjugate diameter of the lesion of the true pelvis.

They are either a forward displacement of the fifth lumbar

vertebra from the upper surface of the sacrum producing spondy-

lolisthesis, a yielding of the sacrum around a transverse axis so

that its anterior surface becomes much more concave in a vertical

plane, or the sacrum yields abruptly at the junction of its first and

second pieces. (See figs. 11, 12, and 14, ' Gruy's Hosp. Rep.,' 1886.)

The form of the pelvis is also affected by upward pressure, as

exerted by the chair or couch upon which the old subject sits

during a considerable portion of the day. This upward pressure

bends the lower end of the sacrum and coccyx upwards, and may
or may not approximate the coccyx to the lower margin of the

symphysis. It increases the curvature of the anterior surface of the

sacrum, and diminishes the depth of the true pelvis. It may
sometimes cause the apertures of the anus and vagina to be dis-

placed forwards and crowded together in the diminished interval

between the symphysis and coccyx.

This last deformity of the sacrum and coccyx, which is very

frequent in feeble old people, must interfere very considerably with

the eni'ptying of the rectum during defsecation, since the rectum forms

an increased antero-posterior curve following the curve of the
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sacrum, whicli with the coccyx forms a kind of pouch in which the

rectum is embedded.

If an antero-posterior section of such a pelvis be made it is

apparent that a very large portion of the expulsive force which is

exerted by the abdominal muscles upon the contents of the abdo-

men, and which would be most effective in the normal pelvis, is

quite lost in the deformity which I have just described, the loaded

^ut being driven against the solid bone and the free escape of

faeces from the anus is rather interfered with than assisted. The

uterus is also driven directly downwards, and while tending to

i:)rolapse it also interferes with natural defaecation. As one would

expect in these cases, the rectum is enormously dilated, as is often

the sigmoid flexure and occasionally the descending colon.

The physical points are well worth remembering clinically, as

there is a strong tendency to ascribe this continual and trouble-

some constipation solely to an absence of tone in the muscle walls

of the abdomen and gut, and one finds the condition of distended

and atonied rectum in the old subject described in surgical and

medical works as due to this condition, and the treatment sug-

gested is in accordance with such an explanation. Combinations

of drugs are ordered which are supposed to act by relaxing spasm,

and by causing tonic contraction of the involuntary muscle-fibre of

the gut, but when one applies this clinical treatment to cases with

the very frequent deformity that I have described, one finds that

the result is less satisfactory than one would wish, and this is

perhaps not surprising. The deformity suggests a treatment

which would be applied under the same physical conditions to a

faulty drainage system outside the body, namely, the free and

regular flushing with water, and this treatment, though often

troublesome and requiring much patience, will be found the most

efficient.

I would just mention here that these alterations in form of the

chest and pelvis are occasionally much more exaggerated by the

development in the ribs, vertebrae, and pelvic bones of what'appear

to be ununited fractures. I described a well-marked instance of

this condition in the ' Transactions of the Pathological Society ' for

the year 1884, p. 264, but I was unaware at that time that they

were the result of pressure or strain applied over a long period of

time, and not the result of a single blow. The process is one I

have referred to earlier in this paper, and consists in a local decal-
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cification at the points of greatest strain, and this is seen in a more
marked manner in mollities ossium.

It has been asserted over and over again in anatomical works

that in feeble old age the neck of the femur yields, and so loses its

normally oblique position, forming with the shaft a right angle, also

that this change in the direction of the neck renders it more liable

to fracture. I have certainly found that in extreme old age the

neck of the femur is occasionally found to form a right angle

with the shaft, that this condition is more often present in old

female than in old male subjects, and that by rotating the shaft

of the femur inwards that portion of the neck immediately

adjacent to the head yields readily, the bone appearing to cruDible

away rather than splinter. Though I grant that this is true I

would maintain that the horizontal position of the neck of the

femur is not peculiar to old age. I have met with the same

deviation from the more common obliquity of the neck in vigorous

adult life, especially in women, and in quite as marked a con-

dition as any I have seen in any feeble old subject that I have

examined. (I must here exclude the apparent change in the

obliquity of the neck due to an alteration in the form of the head

of the femur by an extension of its articular surface. This I

will allude to shortly.) Again, in the most feeble old subjects,

which showed in a marked manner every other senile change I have

described, I have found the neck of the femur to be quite as

obliquely placed as in almost any case I have examined during

vigorous adult life (I say almost any, as I have found one or two

instances in which the femur presented a remarkably oblique neck)
;

also that these oblique necks are just as fragile as those more
horizontally placed, and can be artificially fractured by an equal

amount of force. As the neck is usually less oblique in woman
than in man, and as women usually become more feeble with age,

and their bones weaker than men, this fragility is for that reason

usually more marked in the more horizontal neck. The explanation

of the great relative fragility of this portion of the bone in feeble old

age is obvious, if the femur be examined in vertical transverse sec-

tion. It is then seen that the neck, like the remainder of the bone,

wastes in old age, and since it possesses only a very thin wall of

compact tissue, and consists almost entirely of cancellous tissue, it

becomes the weakest part of the bone, and as the layer of compact

tissue gradually diminishes in thickness till it reaches its limit at
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tlie junction of the head and neck it is obvious that this portion of

the neck will yield more readily than any other part of the bone

to any movement of rotation of the shaft upon its axis. This

simple physical fact is quite sufficient to explain the yielding

of this portion of the neck under the influence of a very slight

amount of force applied to the femur.

As to the neck of the femur yielding during the progress of

advancing age, I would deny it absolutely, as far as my experience

has gone, and I have examined most minutely a large number of

very old subjects, which have shown extreme senile changes else-

where, and in all of these I have found the form and minute struc-

ture of the neck intact. In fact it is difficult to see from the

examination of a vertical tranverse section in what manner the neck

could perform this curious movement. It does occur in rickets and

moUities, but in those diseases the conditions are altogether dif-

ferent, and do not bear upon this.

In old subjects an apparent diminution in the obliquity of the

neck is sometimes produced by an alteration in the foim of the

head of the femur by an increase in the extent of its articular

surface similar to that which I have described as occurring in the

labourer, and in the head of the humerus in feeble old age. This

appearance might lead a superficial observer to suppose that the

neck itself had yielded, whereas it had not.

The feeble old person, as in some classes of labourers, walks

with the body flexed upon the adducted thigh, and the same

alteration in the form of the head and extension outwards of its

articular surface takes place.

The result of this alteration is to give the neck the appearance

of having yielded from the oblique position, but a transverse

vertical section shows that it has not done so. I will again repeat

that in my experience I have never seen one instance of a femur of

an old person in which it was apparent that the neck had altered

its direction from that which it occupied during vigorous adult life.

Nor can I see the least argument or reason why it should alter its

direction under the circumstances.

Before ending this paper I will allude briefly to the

Injlucnce exerted by Chronic Hhcximalism.

An attack of chronic rheumatism places the part affected in a

condition resembling closely that present in feeble old age. The
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Tcange of movement in the affected joints is limited as much as

possible, all movements of extreme flexion and extension being alto-

gether avoided. For instance, the hand and forearm assume all the

appearances and changes,! described as ensuing in feeble old age,

and I have several times seen in comparatively young and vigorous

subjects the upper extremities alone affected in a marked degree

by this premature senile change.

In the more fixed joints of the trunk the pain produced by

movement of the affected part may of itself cause the develop-

ment of callus about the painful articulations, these reacting

upon the system as if they were practically so many fractures.

Still this callus-like material, which produces some of the con-

ditions described as rheumatoid arthritis, cannot be regarded apart

from the products of pressure generally, since it acts in the same

mechanical manner, limiting movements which would increase or

call forth pain produced by the affection of the fibrous tissues by

the factor rheumatism.

The presence of rheumatism frequently complicates and influences

the amount of ordinary pressure changes, as in the condition called

spondylitis deformans. I have already given abundant proof that

the fixation of a joint by the limitation of its movement causes

changes in the form of that joint tending to its obliteration, and it

is obvious that rheumatism may be regarded as an adjuvant.

I will not discuss this subject further at present, as I have already

considered sufficiently its bearing upon the question of the exist-

ence of a so-called disease rheumatoid arthritis.

December 1st, 1885, and A^pril 20th, 1886.

I

24. Loose bodies in osteo-arthritic joijits. {Card speci7nen.)

By Walter Edmunds.

THE specimens are the two knee-joints of a patient aged 33, who
in 1882 came under observation for symptoms, of nine years'

duration, of loose bodies in the left knee-joint. Two bodies were

removed under antiseptic precautions ; the joint soon healed, and the

patient never subsequently had symptoms in that joint ; although
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latterly he has had some symptoms in his right knee. The patient

died in April, 1886, of sarcoma in cervical glands, spleen, intes-

tines, peritoneum, and lungs.

On examining the left knee-joint it is seen that the edges of the

condyles of the femur are lipped as in osteo-ai*thritis ; that a large

patch of the cartilage on the inner condyle is becoming fibrous

;

that a rounded protuberance, consisting of bone and cartilage, and

springing from the notch between the condyles, is freely movable

;

and that close to it another similar protuberance, about the same

size (I X i X J inch), is also movable, and fits into a deep indenta-

tion in the outer border of the inner condyle.

In the other (right) joint there is also seen the osteo-arthritic

lipping of the edges of the condyles, and a protuberance in the same

position fitting into an exactly similar groove on the inner condyle,

with degeneration of articular cartilage around, the changes being

quite symmetrical. At the posterior edge of the condyle is a pouch

in the synovial membrane and dent in the bone, in which lie two

quite detached loose bodies. There is a similar pouch in the left

joint, but it is empty. It is supposed that the bodies removed

came from this pouch. (Vide Barker, 'Holmes' System,' vol. ii,

page 355.) The specimen is preserved in the museum of St.

Thomas's Hospital. May 4th, 1886.



VII. DISEASES, ETC., OF ORGANS OF SPECIAL
SENSE.

1. Case of rhinolith.

By GrEORGE Stoker.

EMILY B— , aged 43, presented herself for treatment at tlie

Throat Hospital on August 29th, 1885. She complained of

soreness and dryness of the pharynx ; was troubled with " hawking,"

2ind expectorated thick greenish-coloured mucus. On examination

she was found to have well-marked follicular pharyngitis and post-

nasal catarrh. Anterior rhinoscopy showed the right nostril to be

completely blocked up with a hard, brittle, brownish-coloured mass.

Several endeavours were made to remove it ; at first only debris

came away. A strong forceps was then applied and the whole

mass removed.

It was rough, corrugated, and brown in colour, and of an irre-

gular quadrilateral shape. It measured an inch and an eighth by

half an inch, and half an inch in thickness.

On section it was found to contain a bright-coloured nucleus

(probably a blood-clot), around which were arranged concentric

laminae of white and brown matter. It was composed of phosphate

of lime with traces of iron. It produced no marked symptoms,

except those usually connected with post-nasal troubles.

It is believed to have been in the patient's nose for many, she

says for—thirty years. Sometimes, if sleeping on her back, she

was awakened with a feeling of stoppage in her nose, as if the

rhinolith had dropped backwards. December 15th, 1886.

29



VIII. MORBID GROWTHS AND TUMOURS.

1. Congenital fatty tumours of sole of the foot and fatty tumour

from palm of hand.

By C. B. LocKWOOD.

THE first case was that of an infant thirteen months old, who,

according to the mother's statement, had had tumours upon

the soles of its feet ever since its birth. Examination showed that

the sole of each foot was occupied by a prominent elastic swelling,

over which the skin displayed the dimpling typical of fatty

growths. Since the tumours were growing, and seemed to impede

walking, they were removed. It was found that they were super-

ficial to the plantar fascia, and were not encapsuled except near

the inner ankle. At that situation the fat lobules were large and

easily separable, but elsewhere it was hard to tell where tumour

ended and normal fat began. Histological examination showed

that an ordinary lipoma was in question.

The only case the same as the above is one described by the late

Mr. Gay, who, in an early volume of the * Transactions of the

Pathological Society,' mentions a case in which he amputated a

child's foot for a fatty tumour of the sole.

The second case was a fatty tumour which Mr. WilHam Adams
removed from the palm of the hand of a young lady aged 18 years.

It was not noticed until the patient was four years old, and had

slowly increased until it interfered with the movements of the

hand. Situated under one of the muscles of the thenar eminence,

the growth sent prolongations through the palmar fascia, and

although encapsuled, Mr. Adams informs me that it took a long

time to remove. Excepting its great rarity and the perplexity

which it caused to those who endeavoured to diagnose it, the

tumour had no exceptional qualities, and it seems not improbable

but that it was congenital. Ajjril 20th, 1886.
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2. Lipomata in hernial regions.

By Jonathan Hutchinson, jun.

[With Plate XV.]

SMALL fatty protrusions through the linea alba and at the um-

bilicus are well known, but although Pelletan, in 1780, fully

described cases of fatty tumour in the inguinal and femoral canals,

and pointed out their close resemblance to omental hemiae, little

notice of the subject is to be found in English works. It has only

once been specially referred to in the ' Pathological Transactions

'

(by Mr. Gay, 1872, p. 95).

Having obtained, through the kindness of Mr. F. Treves, one of

the largest specimens of the sort that has yet been described, it

seemed to me that a short notice of the whole subject might be

worthy of the Society's attention. I have been fortunate enough

to obtain a considerable number of specimens from post-mortem

examinations, and by means of them have studied two chief ques-

tions with regard to fatty tumours in hernial positions. 1. Do
they as a rule originate from the subperitoneal fat and travel down

the inguinal or femoral canals ? and 2. Have they any share in

producing ordinary hernia by drawing down a process of perito-

neum ?

1. This question is best studied in the long track of an ingainal

hernia. It is admitted that fatty tumours rarely develope except

where fat is normally present in considerable quantity. Thus, Sir

J. Paget states that " they are rarely, if ever, formed in parts at

or near the trunk where very little fat naturally exists, as the eye-

lids and the greater part of the scrotum." Within the coverings

of the spermatic cord there is, as a rule, extremely little fat. Thus,

out of twenty-two dissections I found it practically absent throughout

the whole length of the cord in eleven cases, in six a few lobules were

scattered around the vas and spermatic vessels, in four cases there

were small outgrowths at the upper end (not large enough to be de-

tected during life) , which had apparently come through the ingui-

nal canal, and in one a similar protrusion was connected with the

transversalis muscle.

In connection with the latter. Professor J. Wood has kindly re-
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ferred me to two cases under his observation (one operated on) in

wMcli the '* fatty outgrowth seemed to grow down from the groin,

so as to invade the region of the dartoid muscle, which was pushed

down before the tumour. The growth was connected with the

fascial coverings of the cord as it emerged from the ring." Mr.

Maunder also, in the 'London Hospital Keports,' vol. i, p. 121,

records the case of a woman aged 26, who had worn a truss for a

supposed inguinal hernia on the left side. It was operated on, and

was found to be a fatty tumour adherent to the external ring. Mr.

Curling relates eight cases of '* lipoma of the spermatic cord," but

does not suggest that they have any connection with the subperi-

toneal fat, and Annandale particularly states that they have not.

However, I feel sure that in the great majority of cases the opposite

view is the right one, that the fat is situated within all the coverings

of the cord, and that, as the names given to them in Germany and

France (Fettbruch and Hemic graisseuse) would imply, they are

really hernial protrusions. Hence arises the great difficulty that

exists in diagnosing them from omental hernise, even when exposed

by an incision, the coverings being the same except that the peri-

toneum is replaced by a capsule, which may closely simulate it.

A neck usually connects them with the abdominal contents, and an

impulse on coughing may be present or not in either case.

The view that they are originally subperitoneal is held by Paget

(* Surgical Pathology,' p. 451), and is, I believe, generally adopted

abroad. Thus, Tillaux ('Anat. Topogr.,' p. 705) writes: "Hernia

commencing in adult life is produced by a double mechanism—the

pressure from within of the viscera and the traction caused by fatty

lumps which engage themselves little by little in the rings, dis-

tending them, and thus predisposing to a rupture." See also

Wernher in ' Virchow's Archives' of July and August, 1869. In

this region, if anywhere, one would expect the travelling propen-

sity of fatty tumours to show itself. In nearly all the cases I have

dissected it was quite easy to trace the connection with the sub-

peritoneal fat. Thus, in the specimen exhibited (PI. XV, fig. 1) the

fatty mass, which hung down half way to the testicle, could be fol-

lowed up to that on the wall of the sigmoid flexure. In connec-

tion with this fact one of Mr. Curling's cases is of interest. A
gentleman had a lipoma excised five times from his left spermatic

cord ; it used to become tense and painful before each evacuation

of the bowels, afterwards returning to its former state.
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DESCEIPTION OF PLATE XV.

To illustrate Mr. Jonathan Hutchinson, jun's., paper on Lipomata
in Hernial Regions. (Page 451.)

From drawings by Mr. Hutchinson, jun.

Fig. 1.—Subperitoneal lipoma growing down in front of the cord and within

all its coverings.

I. Lobules of fat.

c. Spermatic cord.

f. Sheath reflected.

Fig. 2.—Lipoma {t), the upper part of which is concealed by the peritoneum

{p), the lower part rests on the psoas and iliacus {il.) muscles, and on the femoral

vessels {v. and a.).

s. c. Spermatic cord.

tr. Transversalis muscle.

i. 0. Internal oblique.

ext.oh. Aponeurosis of external oblique.
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In the table appended of twenty-five cases of inguinal lipoma, a

striking preference for the left side of the body will be noticed.

Out of eighteen in which the side was recorded the fatty outgrowth

was found thirteen times on the left only, three times on the right,

and twice on both. Endeavouring to ascertain the reason for this

I examined the relative size of the external rings in a large

number of subjects, but found no very marked preponderance of

either side.

From the list of cases I have excluded all in which the fatty

outgrowth was too small to have been detected during life, and also

several doubtful cases, especially those of supposed " omental sacs."

It seems, however, very probable that some of the latter are really

composed of subperitoneal fat. In a case recorded in these ' Tran-

sactions ' by Mr. William Adams, this explanation was suggested

at the time of operation. Mr. John Couper lately operated at the

London Hospital on a case of femoral hernia in a man, in which a

arge amount of fat concealed the strangulated intestine ; the former

was excised, and was at first believed to be an omental sac. On sub-

sequent dissection the greater part of the fat was clearly ascer-

tained to be outside the peritoneal pouch. The capsule in some

cases very closely resembles peritoneum, the chief difference being

that it usually gives off many septa which lie between the contained

lobules of fat. Sometimes, however, the capsule is so thin that it

can hardly be detected. The contained fat differs only from omentum
in that it is usually in large lobules unconnected together by a

distinct membrane.

In the very interesting case recorded by Mr. Butlin in these
* Transactions ' (vol. xxvi, p. 186) a pyriform mass of fat was re-

moved from the left labium of a woman aged 45 ; it was thought to

have probably originated from the omentum, though none of the

latter structure was clearly made out. Free haemorrhage had occurred

into its substance, a feature which is noted in one of my cases

(No. 24), no doubt due to force used in previous taxis.

2. If it be granted that most of these lipomata are in their

origin subperitoneal, it is only reasonable to expect that occa-

sionally they will draw down in their descent pouches of peri-

toneum. In one case that I dissected, a large fatty outgrowth

extended down the entire cord, and in its upper part an empty
pouch was found, some four inches in length. On the other side

of the body there was no lipoma and no trace of any peritoneal
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protrusion. I found a similar combination in another specimen,

and Cloquet records the same in a case of inguinal lipoma, and

figures it in femoral and ventral outgrowths. In fact, if one exa-

mines the common pouches at the femoral ring, met with post-

mortem, I do not think much doubt will remain as to the frequent

influence of fatty outgrowths in their production. The existence

of a very thick layer of fat around a small femoral hernia has often

been noted by operators, and Professor Annandale, in the ' Edin-

burgh Medical Journal ' of March, 1870, has especially drawn

attention to the danger of overlooking the intestine and of believing

the fat to be omentum and its sac peritoneum. He records and

figures several cases, some were operated on, others found in the

dissecting-room. In two cases he was on the point of making the

mistake referred to. The specimen now shown (one of a small

hernial sac surrounded by a local hypertrophy of fat) was obtained

by my father from a case of Littre's hernia in an old woman.

Embedded in this fat is a small blind peritoneal sac quite shut off

from the one containing the intestine, a curious condition which

is not very uncommonly met with, and which was present in the

case of Mr. Couper's, previously referred to. In one of Professor

Annandale' s cases the fat attained the size of a small orange.

The specimen from which fig. 2 is taken, was obtained from

a patient of Mr. Treves' at the London Hospital, and it was before

the patient's death unhesitatingly regarded as a femoral omental

hernia, especially as the man gave a history of its having suddenly

descended, some years before, during a straining effort. He was

rather a thin subject, nor was the subperitoneal fat elsewhere

much developed, hence the unusual size of the tumour is the more

remarkable. It measured five inches from above downwards, three

and a half inches across, and weighed over 10 oz. It was com-

posed chiefly of very firm large lobules, and a narrow neck passing

under Poupart's ligament, in front of the femoral artery and crural

nerve, separated it into two nearly equal parts. The portion nearest

the iliacus had completely liquefied, and if that had been included

the total ^veight would have nearly attained a pound. On the

opposite side (the right) there was nothing abnormal in the groin.

The resemblance of the capsule below Poupart's ligament to peri-

toneum was extremely close, but for the septa given off from it.

In the abdomen the fat raised, and was in immediate contact with,

the peritoneum.
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In Mareli, 1885, a man, aged 34, was admitted to the London

Hospital under Mr. Rivington's care with a painless round swelling

(the size of a Tangerine orange) in the position of a right femoral

hernia. He could give no history as to its first appearance, and it

had never caused him any discomfort. Being regarded as an

omental hernia it was cut down upon, the " sac " could hardly be

made out, and the contents (soft fatty lumps) were removed. The
wound healed quickly and a truss was applied.

In 1879 an elderly woman was admitted to the London Hospital

in extreme abdominal collapse, being just conscious enough to state

that she had been ill for thirty hours and that the bowels had not

acted for two days previous to that. A small rounded lump was

found below the right Poupart's ligament towards its inner end,

with the long axis (one inch) parallel to that structure. The skin

over it was thought to be hotter than that of the opposite side, and

there were a few congested veins round the tumour, which was

naturally suspected to be a femoral hernia. No operation was

performed on account of the patient's dying condition. At the

post-mortem a small rounded sac was found in the femoral canal,

adherent by a narrow imperforate pedicle to the fascia lata. It was

smooth inside and contained fat, and had no connection with the

peritoneal cavity. It was suggested to be an omental hernia which

had become shut off, but was in all probability a small lipoma.

The cause of death was a perforating gastric ulcer.

In the case which J. G-ay reported to this Society, a similar

small subperitoneal lipoma was operated on in the belief that it

was a strangulated femoral hernia, the patient dying of internal

obstruction.

Lipomata of sufficient size to be detected during life are very

much rarer in the femoral than the inguinal region, nevertheless

their occasional occurrence may lead to great difficulty with regard

to diagnosis and treatment.

To summarise the chief points :

1. Fatty growths are not very uncommon in the position of

inguinal and femoral hernise.

2. It is almost impossible to distinguish them from omental

hernise. Several of the cases recorded had been operated on, and

others had worn trusses.

3. There is good reason to believe that they generally originate

from the fat lying just outside the peritoneum, and that in
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their descent they sometimes draw down a process of that mem-
brane.

4. Lipomata of the cord have a marked tendency to occur on the

left side rather than on the right.

5. They are found in both stout and thin subjects, and seem fre-

quently to depend on local hypertrophy of fat.

In conclusion, I have to thank Mr. Treves, Mr. Eivington, and

Mr. Couper, for permission to refer to cases under their care, and

to Dr. Turner for allowing me full opportunities of investigating

the subject in the ^ost-mortem room.

Lipomata in the Site of Femoral Hernia.
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forward by tlie growth. The child was nine years of age, small

and spare. When asleep the palate muscles, being no longer in a

state of tension, the tumour impinged upon the epiglottis, partially

obstructing the orifice of the trachea. The breathing was so imper-

fect during sleep, that air entered the chest by a series of intermit-

tent explosions.

Microscopic characters.—The surface of the growth was almost

uniformly oval, and covered with ciliated and columnar epithelium.

The stroma consisted of a fine reticulum of interlacing fibres. A
vertical section under the microscope showed a few sparsely dis-

seminated mucoid corpuscles of a spongiform character distributed

in the matrix of the growth. These cells or corpuscles were of a

uniform character, without any sharply defined outline or investing

membrane.

Some of them were crenated slightly at the margin. Many of

the nuclear growths were connected by fine fibrils to the neigh-

bouring cells or connective tissue. The outrunning filaments

formed a delicate plexus of fibres throughout the growth.

As regards the removal of the tumour, the attachment of the

pedicle to the floor of the posterior nares was so firm, that having

seized the tumour with vulsellum forceps I drew it forward through

the mouth, intending then to ligature it by passing a slightly

curved aneurism needle, armed with silk, through the pedicle.

This firm traction and torsion upon the tumour sufiiced to tear

through the connections. The child being under chloroform careful

sponging was required to keep the blood from entering the

trachea. There was no recurrence of the growth.

January 19th, 1886.

4. Neuroma of the parotid.

By Jonathan Hutchinson, Jun.

[With Plate XVI, fig. 2.]

FOR this specimen I am indebted to the kindness of Mr. Waren
Tay, under whose care the patient (a servant girl aged 20)

came at the London Hospital.
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Slie had noticed a small rounded swelling behind the left side of

the lower jaw for two years, and as it was quite superficial, and was

slowly increasing in size and projecting somewhat under the skin,

Mr. Tay decided to remove it. A short incision having been made,

the tumour, an oval, firm one, about an inch in the largest diameter,

was removed with great ease, and with trifling haemorrhage. The

facial nerve was not seen, nor any other important structure, for

the tumour seemed to be situated only just within the capsule o^

the parotid. The wound healed quickly, but unfortunately facial

paralysis on that side was noticed shortly after the operation, and

has persisted in spite of galvanism, &c.

Externally the tumour was not unlike an enlarged gland, but on

section it split into concentric layers like those of an onion. This

curious feature was borne out on examining sections by the obvious

lines or cracks seen between some of the oval bodies of which it

was chiefly composed, and between the layers of connective tissue

which formed its capsule, and were present throughout its structure.

Vessels were very sparingly found.

The great majority of the oval bodies referred to were round or

oval, though some were altered in shape by pressure, whilst others

were elongated and continuous with the fibrous tissue which sup-

ported them.

In nearly all a concentric arrangement was obvious, and in many

a peculiar spiral appearance was seen at or near the centre (see

PI, XVI, fig. 2). Their diameter varied from 2?jStj*^ *^ ^iu^^ ^^ ^^

inch, most of them being about the latter. A minute clear circle

with a stained centre was frequently observed at one j^art of the

globe, sometimes in its outermost layer. These could only be sec-

tions of nerve-fibres, and both size and structure of the globes (of

which there must have been many thousands in the whole tumour),

strongly suggested end-bulbs or corpuscles. In confirmation of

this view medullated nerve-fibres were found scattered throughout

the sections, lying between the bodies referred to.

That the tumour was intimately connected with the facial nerve

was shown by the complete paralysis which followed its removal,

and it seems probable that it may have been derived from some

sensory branch running with the former.

According to Miiller, even the facial trunk above the parotid

possesses slight s"nsation, and Sappey suggests that this is due to

the nerve of Wrisberg ; but in the situation of this tumour various





DESCRIPTION OF PLATE XVI.

Fig. 1.—To illustrate Mr. Jonathan Hutcliinson, jun's., case of

Cylindrical Cancer of the Humerus. (Page 379.)

From a drawing by Mr. Hutchinson, jun.

Section taken through the tumour substance filling up the medullary canal of

the humerus. A spicule of bone is shown about the centre ; lying against its

sides are seen four of the cylinders which are the chief feature of the tumour.

In one a lumen is just visible ; the further development into perfect tubes with

large central spaces is seen in other parts of the sketch. The vacuolation of the

lining cells which led to the lumen formation is also indicated.

Fig. 2.—To illustrate Mr. Jonathan Hutchinson, jun's., case of

Neuroma of the Parotid. (Page 459.)

From a drawing by Mr. Hutchinson, jun.

In most of the bodies represented a concentric arrangement can be observed,

and in many of them there is an indication of nerve-fibres; sections of the latter

are also seen in the intervening connective tissue.

Fig. 3.—To illustrate Mr. Barker's case of Dermoid Cyst of

Finger. (Page 478.)

From a drawing by Mr. Barker.

It shows three layers:

—

a. Fibrous. (3. Rete layer of rounded or square

epithelial cells, k. Surface or keratinous layer lining the cyst, and thrown into

folds by the shrinking of the latter in spirit.

In the interior of the cyst was a quantity of soft, creamy, sebaceous material,

consisting of epithelial debris, fatty granules, and cholestearine crystals.
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branches of the fifth have joined the facial, and the latter author

states that twigs from the auriculo-temporal and ascending

branches of the superficial cervical plexus terminate in the parotid

gland.

The tumour had not been noticed to be very sensitive; but,

granted that the globes were some more or less perfect forms of

nerve-endings, the thick capsule would hinder this symptom being

present.

Whether the theory put forward as to its nature be granted or

not, this form of tumour is a very unusual one in the region of

the parotid. Bruns, Vanzetti, Bardeleben, and Eanvier have re-

corded cases of fibromata in this situation, in which they are the

rarest form of new growth. Thus of 44 parotid tumours, 16 were

found to be sarcoma (including myxoma) , 13 enchondroma, 8 carci-

noma, 3 adenoma, 2 cystic, and 2 fibroma. Both the latter cases

were noticed in patients under twenty years of age. (* Diet. En-

cyclop, des Sciences Medicales,' Article " Parotide.")

Billroth, Despres, and Eobin have described as fasciculated

sarcoma a tumour which is probably quite apart from the present

case since it infiltrates the gland, and by pressing on the small ducts

produces a number of little cysts in its interior. The same feature

has been noted in fibroma of the parotid.

In other parts of the body this arrangement of a tumour into

minute globes seems equally exceptional. Eindfleisch, in his

' Pathological Histology ' (vol. i, p. 162), writes :
" Billroth has

described a fibroid tumour of the eyelids (which he afterwards sent

to me for examination), consisting of a number of sausage-like

cylinders, in whose axes the remains of minute nerve trunks were

distinctly traceable. Treading in his footsteps Czerny has recently

separated a group of sarcomata, under the name of *' plexiform

tumours," adding the announcement that the branches of vessels

might occasionally serve, as well as those of the nerves, to determine

the singular composition of the growth." Billroth, however (' Sur-

gery,' vol. ii, p. 369), with reference to these plexiform tumours,

specifies that the concentric arrangement is of firm, closely-woven

fibrous tissue, and his drawing presents but little resemblance

to the condition found in the present case, in which the globes

are very minute compared with the bundles of fibres seen in the

former.

Neither in the ' Pathological Transactions * nor in the chief
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modern works on Pathology have I been able to find reference to

any similar tumour. May, 1886.

Report of Morbid Growths Committee on Mr. Hutchinson, jun.^s,

specimen of neuroma of the parotid.—We agree in the main with

Mr. Jonathan Hutchinson, jun.'s, description of the tumour, and,

although conclusive evidence on this point is wanting, think that it

probably originated in connection with a nerve. The concentric

" globes " which he describes appear to be for the most part tortuous

columns divided transversely, as is shown by the existence of figures

of columns cut across longitudinally or obliquely. And the ex-

planation which best explains these appearances is that single, and

groups of two or three, nerve-fibres have been surrounded by con-

centric layers of connective tissue, produced by an overgrowth of

their endo-neurium. Surrounding the tumour was a thick layer of

fibrous tissue containing many elongated nuclei ; it was to a great

extent separated by a space, probably a lymph space, from the

central part, and may be taken to represent the thickened peri-

neurium. On this view the tumour should be classified as a rare

and probably unique form of fibro-neuroma differing essentially

from the usual form of fibro-neuroma.

Seymour J. Sharkey,

Frederic S. Eve.

5. Large and rapidly growing granulation growth following a

bite on the upper lip, {Card specimeii,)

By John H. Morgan.

THE patient, a printer, aged 30, was bitten in the upper lip by a dog

three weeks ago. The wound was small, jagged, and pene-

trated the lip. The wound was at once bathed and sewn up. It

healed in three days, a small scab forming over it. From under

this a mass has gradually risen, and is now, in little over a fortnight,

the size of a walni.t. It is covered by a thick crust, and there is

some sero-purulent discharge from beneath this. A punctiure pro-
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duced nothing but blood, and tbe growth is presumably caused by

a mass of cedematous and rapidly increasing granulations.

This presumption was fully corroborated by microscopical exami-

nation. October 20th, 1885.

6. Multiple sarcomata projecting upon the surface of the head.

By W. H. Dickinson, M.D.

ON the 5th of August, 1884, 1 saw, with Mr. Humphrey, of Bickley,

a boy, aged 12, who had recently developed two small soft

lumps, one on each parietal bone, and had more recently become
blind with protrusion of the eyes and ecchymoses around them, as

if from haemorrhages into the orbits. The history was as follows :

He had had good health, and been to school until the preceding

March, when he complained of soreness at a certain spot on the

head, a httle to the left of the vertex, in the position of a tumour,

which subsequently attained larger dimensions and will receive

further description. When first noticed the lump on the left

parietal bone was described as of about the size of half a nut, and
soft to the touch. It then nearly, it was said quite, disappeared,

but after a week resumed its former bulk. A second similar lump
then presented itself on the right parietal bone.

The swellings on the head gave at first Httle pain, but there was
much aching in many joints, shoulders, elbows, wrists, knees, and
hips, which was thought to be rheumatic. The joints were said to

have been tender but not red or swollen. Later, nine weeks before

I saw him, he began to lose the sight of both eyes in a somewhat
interrupted manner, the eyes at the same time protruding much
as in G-raves' disease, while the skin about the orbits displayed

ecchymoses like recent bruises. There was now much pain on the

top of the head and about the eyes, and he had become totally

blind.

On the 5th of August he was emaciated, pallid, and weak enough

to be always in bed. The lumps on the head were soft and dis-

tinctly fluctuated as if containing liquid. They were not so tender but

that they could be freely handled. The eyes were prominent, and

surrounded by the marks of extravasated blood. The only patho-
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logical possibilities which presented themselves were growths and
haemorrhages. The evident haemorrhages about the eyes, the vary-

ing loss of sight, and the remarkable diminution of the lumps on

the head, were indications of extravasation and absorption, and sug-

gestions of scurvy or purpura. But there was no evidence of scurvy

either in the gums or in the history, nor were there signs of purpura

about the trunk or limbs, or in the excretions, and the conclusion

was confidently formed and expressed that the disease consisted of

multiple growths, with which haemorrhages were associated. These

were looked upon as probably of sarcomatous nature. I urged the

removal of the boy to the hospital, which was accomplished on the

18th of September.

He then had little pain in the limbs, but some in the head in

the neighbourhood of the protrusions. In addition to the soft

swellings were now several nodules of bony consistence on various

parts of the vault of the skull. The frontal veins were swollen, as

if from obstruction, and on the middle of the sternum was a small,

soft, tender swelling like those on the skull. The wasting, anaemia,

and weakness had increased. On the 22nd of September, Mr.

Frost was kind enough to examine the eyes, and reported that a

soft, non-pulsating, intra-orbital growth could be felt on the left

side, not on the right, that there was no optic neuritis, but that

the disc on the right side was pale.

Briefly to describe the later phases of the illness, the lumps on

the parietal bones increased in size, that on the left side to about

that of half a lemon, and others appeared, notably two, one on each

side of the frontal bone. These fluctuated, as did those on the

parietal bones. They were disposed more or less similarly on the

two sides, but not with exact symmetry. The swelhng in the

frontal veins became very conspicuous. The exophthalmos was

unequal on the two sides, and was clearly due to tumours bulging

in the orbits, but it was never such as quite to prevent the closure

of the lids. There was no paralysis, unless a persistent openness

of the mouth was to be so considered. There was no convulsion.

What pain there was was somewhat generally about the head. He
occasionally vomited, but until near the end took food fairly well.

The intelligence remained clear until a few days before death, when

he became delirious, and then semi-comatose. Latterly the emaci-

ation was extreme. He died on the 19th of November, 1884.

An objection to a post-morteni examination was only partially
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overcome, aud one was made by Mr. Shield, the curator, with the

following results

:

The body was much emaciated. The head was much distorted

by a number of outgrowths, which occupied mainly the frontal and

parietal regions, and caused protrusion of the eyes. There was a

fluctuating swelling on the right tibia near the knee. The lungs

were hard and congested, as if partially infiltrated with a new

growth ; they were not minutely examined. The swelling in front

of the tibia consisted of pus, the bone beneath being to the naked

eye carious.

On reflecting the integuments of the head the skull was seen to

be covered with a number of growths, firm in some parts, in others

soft. These were livid in colour, some were circumscribed, others

running into those adjacent. The growths varied in size from

filberts to small oranges. These were all beneath the pericranium

and incorporated with the bone. Similar masses projected into

the orbits and temporal fossae. The anterior two thirds of the vault

of the skull were removed and formed the specimen shown to the

Society. The superior longitudinal sinus was full of new growths.

The whole of the inner surface of the portion of skull removed

was covered with masses of new growth, more soft and diifluent

than those on the outside. These were covered by the dura mater,

on removing which most of the masses of new growth came

away with it as irregular lumps of brain-like consistence, leaving

the corresponding surface of bone porous, reticulated, and with

delicate spinous projections of bone. In the right parieto-occipital

region was a large excrescence, which had burst through the dura

mater and impinged upon the surface of the brain. The skull was

nowhere perforated ; the growths appeared to involve only the

external and internal tables, neither involving the diploe nor ex-

panding the bone. The body of the sphenoid was infiltrated, and

the floor of the left orbit destroyed. The brain was normal on

surface and in section. There was no flattening of the convolutions.

Microscopically the growth proved to be a round-celled sarcoma.

It appeared to have grown from the pericranium and dura mater

rather than from the bone.

An exhaustive examination of the skull and bones was prevented

by the objection which had been raised to a post-mortem exami-

nation, October 20th, lb85.

30



466 MORBID GROWTHS.

7. Tumour of finger.

By J. F. Payne, M.D., for E. H. Jacob, M.D., Leeds.

THE tiimour was the size of a small walnut, oval shaped, situated

on the inner side of the little finger of the right hand,

slightly towards the palmar aspect. The patient was a healthy

woman of about fifty, who had had the growth about twenty

years.

During the past year it had grown rather larger, and as it got

occasionally accidentally injured she wished it removed. It caused

otherwise no pain or annoyance. It was hard to the touch, sug-

gesting a fibrous or cartilaginous growth.

On making an incision through the skin the growth easily came

away, there being no adhesions to the skin; it was apparently

loose in the connective tissue.

"When a section was made in the fresh state it was pinkish white,

looking rather like a sarcoma with no juice.

Hardened in Miiller's fluid, and subsequently in chromic acid

and spirit, it showed a well-marked alveolar structure. The

matrix, however, though in some places of fibrous consistency, was

on the whole of a hyaline substance, in which the cells were

arranged in three different ways :

1. In well-marked *' nests," clearly defined from the surrounding

ground substance.

2. In less clearly-defined masses, but still grouped.

3. Scattered through the matrix isolated, or in groups of small

number, the matrix in this case being less hyaline, but looking

as though the cells formed part of the same tissue rather than

arising from a different source.

The first impression given by the specimen is that of an epithe-

lial growth (adenoma or carcinoma) in a fibrous matrix which has

undergone hyaline degeneration.

The following considerations are opposed to this :

1. The specimen was quite unconnected with any tissue from

which epithelial proliferation could arise.

2. The naked-eve appearances, consistency, &c., were not that of

an epithelial growth.
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3. On examining the larger cell-nests it will be found that while

there is no regular ** bird's-nest " grouping of cells, in many
places the cells are of a distinct spindle shape, resembling cells of

the mesoblastic sarcoma type rather than the flattened plates of

the ordinary " globe epidermique." In many places it appears as

if the cell element were becoming organised and forming the matrix

substance, the cells becoming spindle shaped, and (in specimens

stained with picrocarmine) taking a diffuse crimson stain, the

nuclei becoming very indistinct.

The cells are in some few places large, polygonal and granular,

resembling somewhat liver cells, but the prevailing type is round

and clear, with a well-defined nucleus. March 20th, 1886.

Report of Morbid Growths Committee on Dr. Jacob's specimen of

tumour of the finger.—We have examined the microscopic speci-

mens submitted to us, and agree on the whole with Dr. Jacob's

description of them. We think that the tumour is of connective-

tissue origin, and that it closely resembles the cylindroma of Bill-

roth, and a specimen so-named, exhibited by Mr. Butlin at a meeting

of the Pathological Society, and described and figured in vol. xxxii of

the * Transactions,' p. 210. There are, however, certain appearances

which do not entirely agree with the descriptions of this class of

tumours. Thus, the cells are not definitely polygonal. They are

chiefly spheroidal, but in places are oval, and arranged in tracts

or bundles as in a spindle-celled sarcoma. The cells vary much in

size and character in different parts of the tumour. Those of

spheroidal shape are large and epithelioid, the nucleus being placed

close to the margin and the cell-body filled with a homogeneous

mucoid or colloid material. The oval cells are better defined,

smaller and granular. The homogeneous material forming, in

part, the matrix appears to us to be produced by a mucoid or

colloid degeneration of the cells composing the growth, for in the

midst of this hyaline matter cells in process of degeneration and

in all stages of the process may be seen. This conclusion is

strengthened by the presence of the colloid material in the cells

already described. The cells are either arranged in masses sepa-

rated from one another by large tracts of hyahne substance, or

are scattered throughout the latter, as described by the author.

We do not detect any formation to which the term of " cell-nests
"

can be fitly applied. The matrix of the growth is for the most
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part hyaline or faintly granular, but in places is fibrillated and

contains blood-vessels. The alveolated appearance mentioned by

Dr. Jacob is evidently produced by masses of cells being left

unchanged in the process of degeneration. It is of secondary

formation, and is not an essential feature of the growth.

Anthony A. Bowlby.

Charters J. Symonds.

8. Round-celled sarcoma of skin.

By F. SwiNFORD Edwards.

rpHis case of multiple round-celled sarcoma of the skin is of

X interest on account of its rarity, for although several cases of

sarcoma of skin are recorded they mostly belong to the spindle

-

celled variety, and of the few instances of round-celled sarcoma the

features they present differ markedly from those in the case I am
bringing before the Society.

Ellen M— , aged 45, was admitted into the West London Hos-

pital, under my care, on the 26th of last January.

The patient stated that she was quite well up to ten months

before admission, when ten days after her confinement she noticed

a small pimple on the inner aspect of the right thigh, which dis-

appeared in a week or two. This was followed by another in the

same place, which increased in size and ulcerated, spreading up and

down the thigh for some distance. Poultices and a lotion of car-

bolic acid were applied but with no good effect. After consulting

a medical man, who gave her some medicine and ordered a continu-

ation of the poultices, she came into the hospital. She was then

weak and feverish, temp, being 102 "2°.

Over the inner part of Scarpa's triangle on the right side, and

extending downwards to the junction of the lower with the middle

third on the inner aspect of the thigh, was a raw surface of a

bright-red colour, glistening and somewhat raised. The skin

around was pigmented and the subjacent tissues indurated. Ad-

joining were sevexul nodules of various sizes in different stages of

development, some subcutaneous, of a darker colour than the sur-
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rounding parts, otliers raised and covered with a scab, whilst

others again had ulcerated, presenting a remarkably circular cir-

cumference, depressed saucer-like centre, and indurated base.

On the lower part of the abdomen over the hjpogastrium and

right iliac region were a few ill-defined spots of a papular nature,

which showed no signs of breaking down.

There was no discharge nor the slightest trace of any foetor from

the large sore on the thigh, which had evidently been formed by

the coalescence of many nodules, and had this peculiarity, that

although forming one mass each nodule retained its distinct and

accurately circular outline, thus giving it what I must, for want of

a better descriptive term, call a basaltic appearance.

Previous history.—Patient married for twenty-five years. Hus-

band still alive. Has had eleven children, ten of whom are still

living. During the latter part of her married life has had three

miscarriages, but has since borne a healthy child. Her father died

of old age. Mother still alive. No trace of tumour, cancer, nor

of skin disease amongst her blood relations.

Looking at the case as possibly having a syphilitic origin, the

patient was placed upon a mixture containing ten grains of iodide

of potassium and two grains of quinine three times a day.

Six days after admission the lesion on the thigh had somewhat

altered in appearance, the contiguous rings not being so marked,

and the whole mass was slightly more prominent.

On the eighth day, thinking typhoid fever might be present. Dr.

Herringham was asked to see the patient, but he gave a negative

medical report.

Since admission some fresh nodules had appeared. She was

delirious at night. A powder, consisting of equal parts of iodoform,

oxide of zinc, and calomel, was applied to the part.

The note on the twelfth day says that the ulceration was rapidly

healing in places but fresh spots continued to appear. During the

following week the patient continued in the typhoid state. Tre-

mors of head and hands. Muttering delirium. Involuntary

evacuations. The urine at this time was acid, 1012, with a trace of

albumen. The patient took nourishment well. Death took place

on the twenty-third day, the temperature, which had fluctuated

between 99° and 103-4°, rising a few hours before death to 105-6°.

Diarrhoea was present on some six or seven days.

I may mention that the patient was seen whilst in the hospital
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by several dermatologists, amongst them being Drs. Liveing,

Stowers, and Eadcliffe Crocker, also by Dr. Wickham Legg and

nearly all the staff of the hospital, most of whom, not having seen

a similar condition, were puzzled to give it a name.

For the notes of the post-mortem examination I am indebted to

Mr. Dunn, our pathologist. Dr. Klein was present, and has

kindly cut some sections of the growth.

Autopsy.—Weather, dull, damp. Examination six hours after

death. Body well nourished. Rigor mortis commencing. Head
and spine not examined. Slight recent adhesions at bases of

both pleurae, no fluid. Bases of both lungs hypersemic, but not

markedly so. Heart: JVil. Abdomen: Liver Nil; spleen soft,

hypersemic. Intestines : Transverse and descending colon dilated.

At the junction of sigmoid flexure and colon the gut was markedly

contracted for a distance of three or four inches. This contrac-

tion was not due to any pathological condition and was probably

congenital. There was considerable hypertrophy of the longi-

tudinal muscular fibres at this part of the intestine. The gut

below the contraction was largely dilated but otherwise healthy.

Kidneys : Hypersemic, otherwise normal, the capsule strips easily

in both.

At the situation of Scarpa's triangle on the right side, and

extending beyond this part in all directions, the integument is the

seat of a curious hypertrophic ulceration. For the most part the

surface is covered with a thick, faintly fetid discharge, which in

places has dried into a scab. On cleansing the part thoroughly

the definite characters of the disease come clearly into view. It is

seen that whilst the disease exhibits no definite features in the

centre, beyond a smooth raised ulcerated surface, its circumference

shows the manner in which it has probably developed. Here we

notice several isolated patches, circular and raised, which in many
respects are by no means unlike the patches of condylomata which

occur about the anus. At some situations, and notably at the

upper and outer portion of the specimen which is here shown, the

patches are seen in various stages of their coalescence with the

main part of the disease, by which their distinctive characters are

lost except upon their outer semicircular margin. The disease

seems to have involved both the skin and subjacent connective

tissue, inasmuch as the section at the upper and inner angle of the

specimen reveals extensive undermining, so much so that the



ROUND-CELLED SARCOMA OF SKIN. 471

whole of the central portion of the disease is practically lying

detached upon the fascia lata. There was no enlargement of the

lumbar glands ; slight fulness, however, of the superficial femoral

and inguinal was discernible. There was no trace of septic

infection.

A high temperature was recorded before death, and to this is

probably owing the hyperaemia of the organs which was found.

I append here the report of the microscopical examination of the

disease, which was kindly made by Dr. Klein. " The material has

been carefully examined, and as far as the microscopic appearances

go, I should certainly pronounce it a round-cell sarcoma.

Kobner, in the * Archiv fiir Dermatologie und Syphilis,' 1869,

mentions two cases of spindle-celled sarcoma of skin, neither of

which were limited to the skin and subcutaneous tissue. He also,

in the * Berliner klinische Wochenschrift,' 1883, No. 2, gives

another case, which is said to have been cured by the injection of

Fowler's solution of arsenic. Here there were multiple tumours

of the size of a pea, bluish-red in colour. The microscope showed

spindle cells.

Hardaway, in the * Journal of Cutaneous and Venereal Diseases,'

records a case of alveolar sarcoma of skin of face and another of

fibro-sarcoma.

Hebra gives an interesting account of five cases of idiopathic

multiple pigmented sarcoma. In all his cases the nodules first

appeared on the dorsum or sole of the foot, and soon afterwards

on the hands.

Dr. Hyde, of Chicago, in the * Vierteljahresschrift fiir Dermato-

logie ii Syphilis,' 1885, Heft 2, records a case of multiple round-

celled sarcoma affecting the skin of body, Hmbs, and face. Six

months after the malady was first noticed the patient's features

were completely obliterated and his body and limbs converted into

a mass of tuberculated growths, dusky-red in colour but with no

pigment, many of them breaking down and exuding a fetid dis-

charge. A constant pyrexia now developed and he died comatose

a month later. One of Hebra' s cases also had constant fever for

ten days previous to death. In this respect these two cases resem-

bled mine.

There is a foot-note at the end of vol. iv of * Hebra' s Skin Dis-

eases,' which refers to a case of multiple sarcoma of skin recorded

by Dr. Port, who thought the case resembled the mycosis of
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Alibert. The patient was a man aged 36, and was under the care

of Professor Ziemssen. From the age of five he had suffered with

papular and squamous eruptions. When he was thirty-two the

eruption used to weep. Six weeks before Professor Ziemssen saw

him broad, weeping, condylomatous patches made their appearance

on all parts of the body. Appetite at last failed and he died five

months afterwards. No lymphatic glands had become affected,

and no lesion of any internal organ of any importance was dis-

covered. The tumours were found to consist of cells of small size,

though larger than those ordinarily met with in granulation tissue,

held together by a small amount of stroma. There was no

evidence of syphilis. There is no mention made as to whether

pyrexia was present or not.

The case of Ellen M— , although bearing a likeness to Dr. Port's

case, differs in the limited extent of the lesion as well as in the

peculiar features presented by that lesion.

December Ibth, 1885.

9. Primary sarcoma of the femoral lymphatic glands.

[Card specimen.)

By H. A. Lediard, M.D. (Carlisle).

THE enlarged coloured photograph was taken from a woman
aged 24. A lump had been growing in the left groin for

three years with considerable suffering.

A few weeks before admission to the hospital tlie tumour burst

and a fungating sore formed, which bled frequently.

The patient was under observation for three mouths, and suf-

fered from extreme anaemia, vomiting, fever, haemorrhage, and

profound weakness.

No primary disease was found elsewhere.

Patient was removed a short time before death, and no post-mortem

was made ; but d^iring the last day or so of life the skin and

tissues generally seemed to shrink, and the tumour fell to about
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half the size seen in the photograph. The colour of the mass was

dark chocolate, and contrasted markedly with the pallor of the

surrounding skin.

Microscopic examination showed the growth to be a round-celled

sarcoma.

No family history of cancer was traceable.

October 20th, 1885.

10. Osteochondrosarcoma of breast.

By William Henry Battle .

THE woman from whom this growth was removed was admitted

into St. Thomas's Hospital, under the care of Mr. Mackellar,

on the 25th of August, 1885, and remained in the hospital twenty-

eight days, leaving twenty-five days after amputation of the breast,

from which she had perfectly recovered.

She was aged 73 years, had had five children, was in good health,

and could give no cause for the formation of the tumour. The
family history was good.

The tumour, which had grown painlessly, commenced as a hard

lump to the inner side of the nipple six years before ; it was

then the size of a pea, and did not grow for two years. During

the next three years it increased to the size of a hazel nut, and

attained its present size during the last year.

Examination of the right breast showed the presence of a hard

tumour, about the size of a large orange, occupying chiefly the

inner part. It consisted of two portions, an inner, very hard and

rounded, about the size of a walnut, which the patient had noticed

for a long time, and an outer, more elastic, the size of a large egg^

—a more recent development. There was no fluctuation. The
nipple, which was situated to the lower and outer part of the

tumour, was much retracted. The skin was movable over the

tumour, except at the inner part, where it was adherent, red, and

tense. There was no discharge from the nipple. One small, hard,

freely movable gland could be felt in the axilla.

Section of the tumour after removal showed the larger portioi)
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to consist of soft, friable, extremely vascular growth, in which

there had been numerous haemorrhages, and of a smaller, very

hard portion, which resembled bone, and could not be cut with a

knife.

Microscopical examination showed it to consist, in the softer

part, of round and spindle-shaped cells, presenting no definite

arrangement, and, in the harder portion, of cartilage, which had in

parts developed into true bone, the section showing well-marked

Haversian canals. The gland, which was removed, was unfortu-

nately lost, but the naked-eye appearances did not give evidence

of new growth.

This variety of breast tumour is extremely rare, and I have been

unable to find any similar case in the * Tranactions ' of the Society.

In 1882 Mr. Bowlby brought before the Society a case of chondro-

sarcoma of the breast, and mentioned four others which he had

collected from different sources, but in none of these had the

tumour undergone the osteoid change which had taken place in

the tumour which I show.

I may mention that Mr. Mackellar, who has recently seen his

patient, says that she is in good health and without any evidence

of recurrence. May ISth, 1886.

11. Osteo-chondroma of thigh.

By William Henry Battle.

THE patient, a stableman, aged 25, from whom this growth was

removed, was admitted into St. Thomas's Hospital, under the

care of Mr. Croft, March the 5th, 1885, and left cured twenty

days later.

He stated that three and a half months before admission he had

been kicked by a horse in the left groin, and knocked down by the

blow ; he was, however, able to continue work though a good deal

bruised. A fortnight later he noticed a lunij^ the size of a walnut

where he had been kicked, and the tumour, which I show, had

painlessly developed to the present size, but had not prevented

him following his occupation.
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DESCRIPTION OF PLATE XVII.

Fig. l.—To illustrate Mr. F. W. Mott's case of Malignant

Tumour of the Lip. (Page 475.)

Portion of primary growth magnified 400 diams., showing alveolar spacea con-

taining closely-packed nests of large epithelial cells. The nucleus is seen to be

very large, and in some cases has undergone division. Some of the peripheral

cells of the alveoli are pigmented. The alveoli are formed by a loose fibro-cel-

lular connective tissue in which the melanotic deposit is for the most part

found. It will be noticed that the stroma does not penetrate between the cells

of the alveoli in this particular part of the growth.

From a drawing by Mr. F. W. Mott.

Figs. 2 and 3.—To illustrate Mr. Bilton Pollard's case of Duct

Papilloma of Breast. (Page 483.)

Fig. 2.—Papillary portion.

Fig. 3.—Adenomatous portion.

From drawings by Mr. Bilton Pollard.
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On examination a tumour of stony hardness, witli a slightly

irregular surface, was found in the left thigh, situated in the angle

made by the divergence of the sartorius and tensor fasciae femoris

muscles, and apparently under the deep fascia. It was movable

laterally, but not from above downwards. It measured three

inches from side to side, and four inches in its long axis.

At the operation it was found lodged in a bed of areolar tissue

without any definite connections, being easily and quickly removed

from under the deep fascia. It was Yery hard aud required a saw

to divide it.

Examination of the tumour after section showed a hard surface,

the hardness being, however, unequal in different parts, and de-

pending upon the distribution of the constituents of the growth,

there being a bony part of great hardness occupying chiefly the

centre, but also scattered irregularly throughout the section, forming

almost an equal proportion with the cartilage. Whilst in various

parts, nearly always where the cartilage and bone pass into one

another, rarely isolated in either, are patches of well-marked, white

calcareous deposit.

I have shown this specimen because of the rarity of such growth

in the position occupied by this one before its removal.

May I8th, 1886.

12. Malignant growth of the lip with melanosis.

By Feederick W. Mott, M.B., for G. W. Steeves, M.D.

[With Plate XIII, fig. 3, and Plate XVII, fig. 1.]

Jane H—, aged 37, single. Patient came to me on January 2nd,

1884, suffering from a small growth on the upper lip situated

midway between the right angle and middle line. She had only

noticed it for two weeks, and it had occasionally been painful at

night. Previously she had always enjoyed good health. There

had been no pigment spot or mole in this situation. Family history,

nothing noteworthy.
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The tumour presented the following characters :—It was for the

most part situated in the substance of the lip, and projected only

slightly externally at the muco-cutaneous junction as a dark-

purplish button-like protrusion, the immediately surrounding skin

being pale and thin. The central portion was quite soft, and the

tip of the finger could be made to sink into it. The circumference

was firmer. There was no pulsation, and the tissues around the

growth were free from induration. The mucous membrane inside

the lip was unaffected.

The general appearance of the patient was somewhat cachectic,

and she complained of debility and disturbed sleep.

She came to me occasionally till the 12th February, when she

consented to have the growth removed. In the meantime it had

considerably increased in size, being now as large as a small walnut

and of a dark-purple colour. It was somewhat constricted at the

base, where the edge of the thin surrounding skin joined it.

The growth was removed by a large V-shaped incision carried

into the healthy tissues beyond. There was considerable haemor-

rhage. Wound healed readily in a few days.

April 22nd (ten weeks after removal of primary growth).—

A

small, purple, subcutaneous nodule, size of a bean, was noticed in

the right cheek, and the right submaxillary gland became enlarged.

This side of the face was very painful, esj^ecially at night.

A little later (May 7th) a similar nodule appeared behind the

right ear. The patient refused to have any further operation

performed.

June 13th.—A small growth appeared in the old cicatrix, and

the left submaxillary gland became swollen, hard, aud painful.

The growth in the right cheek was increasing in size and was very

painful.

September 1st.—The growth by this time had extended in size

considerably. She was seen occasionally, aud in the following

June a photograph was taken. This shows the tumour to be

principally on the right side, although the left submaxillary region

is swollen. Its surface is seen to be nodular. (Plate XIII, fig. 3).

Measurements . Circumference at base 12 inches.

Transversely 8^ „

Vertically 7i „

July 7th.—A small purple tumour, size of a filbert, appeared to

the left of the occipital protuberance.



MALIGNANT GROWTH OF THE LIP WITH MELANOSIS. 477

September 20th—Deafness on the right side, and the large

growth began to ulcerate over the most prominent part.

October 28th.—Deafness in both ears, and hsemorrhage took

place from the ulcerated spot. Patient became much weaker, and

on November 8th, one year and ten months from commencement

of disease, another haemorrhage came on, and she gradually sank

and died.

Autopsy (twenty-four hours after death).—With the exception of

the tumours already noted there were none in other parts of the

body. The internal organs, although atrophied, presented no signs

of disease.

The points of interest in this case are, I think, three in number

:

1. The situation. Although the skin is, with the exception of

the eye, the most frequent seat of melanotic growths, yet primary

growth from the lip must be rare, as I can find very little mention

of melanotic tumours of the lip in pathological works.

2. Melanotic tumours are generally followed by secondary de-

posits ; this growth only spread locally.

3. The structure of this growth is interesting, and I have termed

it a malignant growth of the lip with melanosis, being undecided

in my mind as to whether it should be called a carcinoma mela-

nodes, or an alveolar sarcoma with melanosis.

The naked-eye appearance of the tumour on section.—The melanosis

is unequally distributed around, and oval white medullary masses

of various sizes, from a Tangerine orange downwards, are seen with

pigment around. No pigment is to be found in these soft masses.

Microscopically.—The primary growth was found to consist of a

pigmented fibro-vascular stroma and large, nucleated epithelial

cells, many of these containing pigment granules. The relation

of the epithelial cells to the stroma varies in different parts of the

growth.

In one part of the growth the cells are more or less isolated

by stroma, although here and there we see an attempt at an

alveolar structure, and relatively there is much more pigment

deposit.

In other parts, as shown in the drawing (PI. XVII, fig. 1), the

large epithelial cells are arranged in distinct alveoli, but no stroma

exists between the individual cells. Those cells which are pig-

mented are situated near the periphery. Many of the cells contain

numerous nuclei showing active proliferation.
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On referring to various authors on this subject, e. g. Comil and

Eanvier and Liicke, I find they nearly all recognise the difficulty

of deciding whether many of these subcutaneous melanotic tumours

should be classified as sarcomata or carcinomata. Certainly in this

case a carcinoma might have commenced in one of the buccal glands,

and on referring to ' Die Hautkrankheiten,' by Kaposi, I find his

description of carcinoma melanodes corresponds very closely with

the course of events, the naked-eye appearances, and microscopical

structure of this tumour.

On the other hand, Ziegler figures a specimen of alveolar sar-

coma with melanosis quite similar to the accompanpng drawing.

Either this must be considered an exceptional case of melanotic

sarcoma or carcinoma, or a combination of the two.

May 4th, 1886.

13. Dermal cyst offinger.

By Arthur E. Barker.

[With Plate XVI, fig. 3.]

THE tumour from which this drawing was made was removed

from the palmar aspect of the proximal phalanx of the right

middle finger of a young man. Some years before he had had the

ungual phalanx of the same finger injured to such an extent as to

require amputation at the distal joint. Since then a swelling had

appeared at the point alluded to and had steadily grown. As it

was causing some inconvenience from pressure during the use of

the hand the patient was desirous of having it removed. It was

excised through a straight incision in the middle of the finger, and

was found to lie under the skin and upon the sheath of the ten-

dons. It came away Avithout difficulty and the wound healed by

first intention. The cyst, which was about the size of a small

cherry, was invested with a tough fibrous capsule.

On section it was found to contain a quantity of soft, creamy,

sebaceous material, consisting of epithelial debris, fatty granules,

and cholesterine crystals. It was at once placed in strong spirit,

and when hardened was examined under the microscope. The ac-

companying drawing, which I made from one of the clearest sec-
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tions, shows its structure. The cyst wall is seen here to consist of

an external fibrous coat, on which there lies a stratum of irregular

epithelial cells, those Ijing next the fibrous coat being somewhat

cuboid, and those coming next taking a more oval or flattened

form. Upon this stratum there lies a layer of homy epidermal

cells, thrown into folds by immersion in spirit. This layer forms

the lining of the sac, and is next to the soft creamy contents.

The tumour, then, appears to be a typical dermal cyst formed of

an infolding of all the layers of the skin.

It is worth emphasising that in this case, as in others which have

been observed, there is a history of antecedent injury to the mem-
ber in which the dermal cyst was found. This suggests various

explanations in regard to the mode of origin, but until a larger

number of cases have been carefully examined it would be unsafe

to lay down any law on this point. November drd, 1885.

14. Peculiar epithelial tumour of skin near rectum.

By H. H. Glutton.

[With Plate XVIII.]

A
WOMAN, set. 60, came under my care in the out-patient room of

St. Thomas's Hospital, during the summer of 1883, for some

large sebaceous tumours of the scalp which she had had for twenty

years. These were removed, and the wounds healed by first inten-

tion. She then told me that she had a similar tumour near the

anus, which she had noticed for two or three years. For some

weeks this swelling had increased in size, and become very painful

;

on examination it seemed to be an abscess. It was incised, and

gave exit to what appeared to be pus. At first it diminished con-

siderably, but in the course of a few weeks it again increased and

became more solid ; she was, therefore, admitted into hospital. On
examination there was a tumour situated about 1^ inches from the

margin of the anus, freely movable on the deeper tissues, but con-

nected with the skin by an open mouth or sinus. It projected

from the surface like a sebaceous cyst. Through the aperture in
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its centre could be seen a number of granulations, springing appa-

rently from its interior. On moving tbem about with a probe they

proved to be elongated and pedunculated, like warty growths. No
sebum had at any time been seen, the discharge always appearing

to be purulent, but the microscope was not used for an examination

of this secretion. There were no enlarged glands to be felt in the

groin or in the pelvis. It was quite free from the rectum, although

so closely placed to the anus. The tumour was removed about two

months after it had been incised, and was found to be separated

from the bowel by an interval which precluded the possibility of its

springing from the rectal mucous membrane. The wound healed

by first intention, and, as far as I know, she has had no return of

the disease.

The interest of this tumour rests chiefly on its microscopical

characters and the naked-eye appearance of its cut surface. The
tumour has been divided into two halves, and mounted on a sheet

of mica. In the specimens thus prepared the upper part of each

half shows the incision by which it was removed from the body.

On the under surface of the lower half can be seen the sinus re-

sulting from the first operation. In this section also can be seen

the general arrangement of the different parts. It looks as if there

had been a central cystic cavity which had been subsequently

filled with new growth. In the upper specimen the surface has

been skilfully refreshed by Mr. Shattock till one is enabled to see

a great deal of its structure, especially if it be examined with a

hand glass. It will be seen when carefully examined in this way

that the growth is closely connected with the skin only at its lower

part, which, as we have already shown, was the centre of the pre-

senting surface previously incised. In the description of the

microscopical examination it will be seen that there is some evi-

dence to show that the growth started from this part of the skin.

In the rest of its circumference the tumour appears to be circum-

scribed and separated from the skin by a distinct interval. In the

central parts of the cut surface two or three cavities can be seen,

which look as if their walls were compressed together by a growth

from without. These might well be the remains of one large cyst,

into which had projected the solid growth which we see in the

section. The main part of the tumour is made up of a tissue

which is studded with small globular cj^sts, which will be seen on

microscopical examination to be due to mucoid degeneration. A
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DESCRIPTION OF PLATE XVIII.

To illustrate Mr. Glutton's paper on Peculiar Epithelial Tumour
of Skin near Rectum. (Page 479.)

Fig. 1.—Naked-eye appearance of the cut surface of tumour. (Natural size.)

Prom a drawing by Mr. Sliattock.

FiO. 2.—Microscopical section, showing on the left the skin sending prolon-

gations from the rete Malpighii, and on the right the more fully developed

growth. (Hartnack, obj. 3, oc. 3.)

Fig-. 3.—Microscopical section from the most central part of the tumour,

showing mucoid degeneration. (Hartnack, ohj. 3, oc. 3.)

,
Pigs. 2 and 3 from drawings by Alice Boole.
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drawing (Plate XVIII, fig. 1) which has been kindly made for me
by Mr. Shattock, shows these points extremely well.

The microscopical specimens have been taken from the part

where the growth involves the skin, and include in the same sections

the central part of the tumour, so that the transition from one to

the other can be well studied. The description can, perhaps, be

best followed by referring to these drawings which have been made
for me by Miss Boole. In fig. 2, the first and largest drawing,

which has been taken under a low power, the skin will be seen to

the left sending prolongations down from the rete Malpighii into

the subcutaneous tissue, and on the right is a large mass of epithe-

lial growth which seems to be of exactly the same nature, but more

fully developed. This mass to the right projected, I believe, into

the central cavity, which secreted the purulent-looking fluid. Each

of the finger-like processes to the left is lined externally by a layer

of columnar epithelium, and internally contains cells of a spheroidal

tj^pe, but no lumen. A limiting membrane or space can, in parts,

be seen between the columnar epithelium and the connective tissue,

but it is not generally well defined. The connective tissue or

stroma appears to be that of the part in which the tumour orig-

inated, and is infiltrated with leucocytes, especially round the

small blood-vessels, but there are no small collections of epithelial

cells at a distance from the skin or the larger central mass, except

such as may be considered to be direct prolongations from the

parent stock.

The same columnar epithelium is seen to limit the growth to the

right as it advances into the deeper tissues, and its appearance

leads one to suppose that it has originated from the skin in the

same way as the processes on the left. The large mass of growth

is composed of spheroidal epithelial cells of the same nature as

those in the interior of the tubular prolongations from the skin.

But it also contains a number of cavities, some of considerable

size, and others so small as only to be faintly indicated under a

low power. In one of the epithelial processes from the skin on the

left is a similar cavity. They are in most cases lined by a layer of

columnar epithelium, and contain mucus, appearing, therefore, to

be the result of degenerative changes.

In fig. 3 the drawing has been taken, also under a low power,

from the most central part of the tumour, and shows this

mucoid degeneration still further advanced. In some of these

31
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mucoid cysts the columnar epithelium is partially or completely

absent, but in other fields of the microscope all the cavities will be

found lined in this manner.

Another drawing has been made of small portions of the tumour

under a higher power, which show that the growth is epithelial in

character. It will be noticed that there are no well-defined " birds'

nests," but here and there may be seen an attempt at such a for-

mation. It may be pointed out that in the early stage of the epi-

thelioma of the skin, which goes by the name of rodent ulcer, the

same peculiarity is observed.

I do not feel able to give a decided opinion as to the nature of

this tumour. I thought at first that it was an epithelial growth

arising within a sebaceous cyst, but the total absence of sebum

makes this view of its origin most improbable. It would not

appear either to be an adenoma of any of the cutaneous glands, for

the reason that none of the epithelial ingrowths showed any trace

of a lumen or central space. The cavities that are found in the

more advanced and fully developed part of the growth appear to

be due to secondary changes, and not to any primary condition.

On the whole, it seems to me to be more allied to the early stage

of a rodent ulcer, but none of the glandular structures of the skin

appear to be primarily involved. But this, to my mind, is not an

invincible objection to the theory that it is an epithelioma of the

skin, for there is no reason why such a growth should not start

from the skin without the intervention of any of the glandular

appendages.

The presence of mucoid degeneration is a much more formidable

difficulty. This change has been observed in the epitheliomata of

the jaw, where mucous membrane or its representative may be

present, but, as far as I know, it has not been recorded in epithelio-

mata of the skin. Is it possible that the proximity of the growth

to the rectal mucous membrane is the cause of this change ?

I have much pleasure in thanking both Dr. Sharkey and Mr.

Shattock for much help in the consideration of this subject.

February I6th, 1886.
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15. Duct-papilloma of breast.

By BiLTON Pollard.

[With Plate XVII, figs. 2 and 3.]

THE specimens are, I think, of interest by reason of their rarity,

and because the microscopical appearances suggest a possible

method of development of the adeno-fibromata so commonly met

with in the mamma.
The first specimen was sent to me by Mr. Farnell, of East-

bourne, by whom it had been removed. The patient was a female

aged 50. She was married and had had six children. Twelve

years ago, when six months advanced in pregnancy with her last

child, she first noticed a slight discharge of blood from her left

nipple ; this continued for three years without any other symptom,

but at the end of that time a soft warty growth, about the size of

a pea, projected from the nipple. This was ligatured and re-

moved, but it soon grew again. It was next burnt off, but it still

continued to grow, and the blood-stained discharge from the nipple

persisted. Three and a half years ago caustics were repeatedly

applied to the warty growth. The patient was first seen by Mr.

Farnell two and a half years ago ; at that time there was a hard

lump in the breast around the nipple, and extending for about two

inches on its outer side. There was a blood-stained discharge

from the nipple, which was increased on pressure. The skin was

not adherent, and there were no lymphatic glands to be felt in the

axilla. In October, 1885, the whole breast was removed by Mr.

Farnell, but the axillary lymphatic glands were left.

On section the growth, which was surrounded in some parts by

healthy breast substance and in others by fat, was everywhere, ex-

cept at one part of its superficial surface, invested with a distinct

capsule of fibrous tissue. In the fresh state the greater part of

the growth had a dark red colour, a granular appearance, and a

very friable consistence, but a small portion which projected be-

neath the skin was pale and dense. Microscopical sections made

from the first portion of the growth referred to at once fell to

powder in water, and it was only by means of the paraffin process

that complete sections could be obtained. The appearances then
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disclosed were those of epithelium-lined tubes lying closely packed

together and separated from one another by very delicate fibrous

tissue. By cutting rather thicker sections without paraffin, and

allowing them to fall to pieces in water, sufficiently large fragments

for microscopical examination were obtained, and then the structure

presented wa s that of an arborescent papilloma (PI. XVII, fig. 2) ;

there was a very delicate stem of fibrous tissue with innumerable off-

shoots, all lined with two or three layers of epithelium identical in

arrangement with that which had been previously thought to line

tubes. In some places adjacent papillary processes could be seen

bending towards one another as though about to coalesce at their

extremities ; in others the appearances indicated that a junction

had been effected ; and in others, again, secondary villi were visible

sprouting into the included spaces.

The paler and firmer portion of this growth was included within

a cavity, from which it could be shelled out just like an adenoma of

the breast Fine sections cut from this portion had no tendency to

break up in water, and under a low power of the microscope (fig. 3)

the general arrangement of the tissues bore a striking resemblance to

that of the softer portions of the tumour ; but the fibrous tissue was

more abundant, and there were distinct spaces lined with epithelium,

so that the total appearances were those of an adeno-fibroma.

I would suggest that the apj^earances described as belonging to

the softer or truly papillary portions of the growth are but stages

in the development of the denser or adenomatous portions. If in

the former more of the arborescent processes had coalesced, and the

fibrous tissue framework had become more abundant, then its

appearance would closely resemble those of the latter, and the epi-

thelium, which had originally formed a superficial lining to the

papillary processes, would have its representative in that which

lined the duct-like spaces. This method of development has a

further bearing on a well-known and rather anomalous fact, viz.

that there are no main or excretory ducts in connection with an

adenoma of the breast. If the process of growth here suggested

be correct, a ready explanation of this would be found, for in that

case the only connection with the rest of the gland would, of course,

be vascular and fibrous.

The second specimen, for which I am indebted to Mr. Godlee,

exhibits a tendency to a malignant type, though there were no

clinical signs of malignancy. There had been no bleeding from the
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nipple. On section in the fresh state this growth appeared like

altered blood-clot contained in spaces separated from one another

by fibrous tissue, or surrounded by fat, into which the growth

appeared to be penetrating, and from which it was not separated

by a fibrous capsule. By the action of the spirit in which the

specimen has been preserved the red colour has been destroyed

and the blood has been washed from between the papillary pro-

cesses, which are now evident to the naked eye. The microscope

only shows the growth to be composed of papillary processes, lined

by columnar epithelium, and containing blood-vessels in which red

blood discs are visible. There were no enlarged lymphatic glands

detected in this case, but I am inclined to think that the extension

of the growth into the fat is an indication of malignancy.

In 1876, Mr. G-odlee brought before this Society, under the title

of an anomalous blood cyst, an apparently identical case, and, in

that, secondary growths were found in the axillary glands. Cornil

and E-anvier describe a similar growth under the title of villous

carcinoma.

These specimens appear to me of interest as suggesting that

papillomatous growths within the mammary ducts may, under

certain conditions, develop into simple tumours, adeno-fibromata,

and, under other conditions, develop into true duct-cancers.

May ISth, 1886.

16. Tumour involving the hard and soft palate chiefly on the

left side ; removal ; recovery.

By Sir William Mac Cormac.

ELLEN F— , admitted December 31st, 1885, discharged February

9th, 1885, aged 35. Occupation, laundress ; single.

Family history.—Mother alive. Father died suddenly of " twist

in the gut."

Previous history.—Had low fever, after which her hair came out.

No history of syphilis.

Present illness.—Some months ago patient noticed that she felt

weak and could not do the same amount of work as formerly ; she
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also noticed that her voice was unnaturally thick ; this she attri-

buted to the effects of the steam in the laundry. Seven weeks

ago she caught cold and suffered from a sore throat, her mother and

sister being affected with ulcerated sore throats at the same time,

but about a week later, five or six weeks previous to admission, she

noticed a lump in her mouth projecting from the palate on the left

side, which she took to be a gumboil. This lump gradually in-

creased in size, without causing her pain, but producing slight

difficulty in swallowing and articulation. She thinks she has been

losing flesh.

As an out-patient she had been given iodide of potassium for a

week without any change being observed in the growth. On admis-

sion she appeared to be a florid, healthy-looking woman.

The tumour which as about the size and shape of a Tangerine

orange occuj^ies the left three fourths of the palate, being firmly

attached to the hard palate and alveolar arch on the left side and

jDassing considerably over to the right side of the median hne. It

projects into the mouth so as entirely to obscure the fauces. It is

firmly attached to the posterior half of the hard palate, and appears

to involve the whole of the soft palate. It is just possible, how-

ever, to get the finger behind it. On the left side it extends down-

wards between the pillars of the fauces. It is smooth and rounded,

very tense and elastic on palpation, and has a purplish colour with

evident blood-vessels ramifying on the surface.

At the most dependent point there is a superficial ulcer about

the area of a threepenny piece. Considerable enlargement of the

lymphatic glands at left angle of lower jaw can be felt.

There is no protrusion of the eyeball, no epiphora. The patient

can swallow solids without difficulty, but her speech is rendered

somewhat thick and indistinct.

January 7th.—Sir William to-day made an exploratory puncture

with a fine trocar and found the tumour to be solid ; nothing

escaped save a few drops of blood.

16th.—The patient being put under the influence of chloroform,

Sir William removed the tumour completely. As a safeguard in

the event of any great haemorrhage a preliminary tracheotomy was

performed, and a Trendelenburg's tam2:)on-cannula introduced.

An incision was made through the left cheek from the angle of

the mouth backward? for about two and a half inches, thus giving

ample room, and very completely exposing the tumour.
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The soft parts around the base of the tumour were then divided

in front and at the sides with a scalpel and the tumour drawn

forwards, the posterior connections being rapidly cut through

with scissors. The haemorrhage was at first very copious, the

cavity of the mouth being immediately filled with blood, necessita-

ting a rapid completion of the operation, which was fairly easy as

the tumour appeared to be distinctly encapsulated. So soon as the

tumour was removed the bleeding could be controlled by pressure

and the use of the thermo-cautery.

A large gap was now apparent in the hard and soft palates ; the

remaining lateral portions of the latter were, however, drawn to-

gether by sutures.

The wound in the cheek was then closed, and an iodoform plug

left in the cavity in the roof of the mouth from which the tumour

had been removed.

The tracheotomy tube was withdrawn, and the edges of the

opening in the trachea accurately drawn together by sutures ; a

drainage-tube being inserted in the external wound it also was

closed by suture. The wounds in the cheek and neck were then

dressed with iodoform gauze, and the patient put to bed.

At 9 p.m. temperature was 100*6,° patient quiet and comfortable

17th.—Temperature 100"4° morning and evening, 99*6° at mid-

day. There was no haemorrhage.

18th.—Temperature 99° in morning, 100*4° in evening. Pulse

full and quiet. Slept five and a half hours during night. Diet

:

milk, eggs, and beef-tea. Most of the stitches were removed from

the cheek, and the drainage-tube from the tracheotomy wound.

19th.—The rest of the stitches were removed. Temperature in

the evening 100'8.°

23rd.—Temperature normal. Wound dressed with boracic acid

lotion.

February 1st.—Both wounds healed. The stitches in the palate

have given way, and the wound gapes considerably.

9th.—Presented. Cicatrix in cheek firmly healed, lip slightly

uneven at junction. Large V-shaped gap in soft palate, starting

rather to the left of the centre, and running backwards and to the

right, involving the uvula. The patient speaks fairly distinctly,

but with a nasal twang. The glands at the left angle of jaw are

still enlarged.

March 8th.—Came up for examination. Expresses herself as quite
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well. She is wearing a plate in the palate, which improves her

power of articulation, and enables her to swallow without difficulty,

Mr. Shattock was kind enough to make a careful examination of

the tumour, which he pronounces to be a carcinoma.

The histological characters are as follows :—The tumour consists

of hyaline connective tissue traversed by an irregularly branching

network of ej^ithelial cells. The relative proportion of these two

constituents varies in different parts. In some the cells are in con-

siderable groups, everywhere devoid of lumen. In others the
hyaline connective tissue stroma is in the larger proportion, the

cell columns being narrow, and often tapering off to the tenuity of

a single cell. These latter parts are closely like some forms of

cylindroma. The stroma of the tumour is in other spots myxoma-
tous, the cell groups ramifying through the mucous tissue (" car-

cinoma myxomatodes ").

Primary new growths are comparatively rare in the palate.

Primary sarcoma or carcinoma is very rarely met with, and ade-

nomata are also infrequent. Fibromata usually develop on the

upper surface of the palate. Papilloma is, perhaps, the most com-

mon form of tumour observed in the palate.

Mr. Treves, ' Path. Trans.,' 1885, p. 397, mentions two cases of

primary tumour of the soft palate. One he removed after prelimi-

nary ligature of the left common carotid artery, partly with the

knife, partly with the thermo-cautery. It was the size of a large

walnut, for the most part covered by healthy mucous membrane,

occupying the left half of the palate, faintl}^ encapsulated, fleshy,

homogeneous and pink on sedtion, and pronounced microscopically

to be alveolar sarcoma. The microscopical report, indeed, presents

some marked similarity to w^hat was found in the growth presented

by myself.

The second tumour was removed after preliminary ligature of

the right common carotid artery. It was covered by healthy

mucous membrane, and was in a similar position to the other, but

on the opposite side of the palate. On examination the structure

was that of adenoid carcinoma.

It appears that in the * Transactions ' of the Society only three

other examples of primary tumour of the palate are recorded. One
is a cancer of the soft palate removed by Mr. Birkott, another a

papilloma presented by Dr. Wilks, and the third a dermoid tumour

in a child of three, by Dr. White.
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Tillaux removed an adenoma from the upper surface of the soft

palate of a woman aged 49. There was no difficulty in enucleating

it after dividing the palate. It seems to have existed for at least

eleven years. (* Gazette des Hopitaux,' March, 1885.)

Mr. Deakin, * Brit. Med. Journal,' August 30th, 1884, reports a

case where he removed part of the upper jaw for a fibro-myxoma

arising from the posterior part of the hard palate in a young man
of eighteen.

In the discussion on Mr. Treves' communication in the * Lancet,'

December, 5th, 1885, Mr. G-odlee mentions four cases of tumour of

the palate, two of them papillomata, which had come under his

notice, and Mr. Hulke, in the same discussion quoted three others,

Dr. Semon, in * St. Thomas's Hospital Reports,' vols, xii and xiii,

reports a case of fibroma of the anterior pillar of the fauces, a

papilloma of the uvula, and three cases of papilloma of the soft

palate.

Dr. Mackenzie also reports cases of papilloma.

Gr. Schmidt reports an angio-sarcoma of the palate, * Diss. Inaug.,'

March, 1885, and Malmsten an adenoma, ' Hygeia,' May, 1885.

Fonnegra, ' These de Paris,' 1883, describes two cases of what he

calls encysted glandular epithelioma, a species of encapsulated

adeno-carcinoma occurring in Verneuil's practice, and quotes the

record of fourteen cases of tumour of the soft palate. He states

that this particular variety is always found on one side of the

median line, and always on the buccal, never on the nasal, surface

of the palate ; that the tumour originates in the submucous glands,

and is surrounded by a capsule, which renders its enucleation com-

paratively easy. The investing mucous membrane is usually un-

changed ; the tumours are not painful, and they vary in size from a

hazel nut to a hen's egg. They are of slow growth and of innocent

nature, not being prone to recur after removal, or to involve

adjacent glands. The cells resemble those of normal gland epi-

thelium.

Magitot, ' Gazette des Hopitaux,' 1884, p. 324, records two cases

of tumours of the hard palate. They appear to have been cysts,

each containing a tooth which had been irregularly developed.

Two fatal instances of fungating tumour of the palate, in which

the common carotid artery had been ligatured, are recorded by

Pilz, ' Langenbeck's Archiv,' vol. ix. March 16th, 1886.
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17. Two cases of adenoma of the palate with exceptional

clinicalfeatures .

By Jonathan Hutchinson, F.R.S.

[With PI. XIX, fig. 1.]

THE two cases which I wish to describe are examples of adenoma

of the palate ; but they presented features which differed con-

siderably from the accounts given by authors. I have never myself

seen any other cases exactly like them, and the two were in all

features exactly like each other. I find references to the subject of

adenoma of the palate in most of our systematic works on surgery,

and the tumour is usually described as being distinctly encapsuled,

soft in structure, and easily shelled out after an incision across it.

In my cases the growth was very firm, deeply ulcerated in the

middle, and having diffused margins.

The subject of my first case was a lady of about 30. The tumour

had been growing for more than a year ; it was on the left side just

at the junction of the hard palate with the soft, and consisted of a

firm, elastic, round swelling, somewhat larger than a shilling. In

its middle was an ulcer, through which the probe touched bone.

It was absolutely painless, and showed no tendency to fungate.

Its boundaries were ill-defined. Having never seen any ulcer or

growth in this situation presenting precisely the features which it

did, I obtained a consultation with Sir James Paget, who agreed

with me as to its very exceptional features. The absence of in-

flammatory action seemed to put the suggestion of a hard chancre or

an ulcerated gumma out of the question ; both of which suppositions

had, in the first instance, been entertained. I subsequently removed

the growth very freely, taking with it the periosteum of the bone

to which it adhered, and using the cautery freely to the exposed

surface. A portion of the bone afterwards exfoliated, but the

wound eventually healed well, and, as far as I know, the patient is

still without return. It is nearly ten years since the operation.

The subject of my second case was a gentleman of about 50

from Lancashire. He had known of the growth for about eighteen

months, and had seen the leading surgeons in Leeds and Liverpool

before coming to London. He had been told by all who had seen
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DESCEIPTION OF PLATE XIX.

Fig. 1.—To illustrate Mr. Hutchinson's case of Adenoma of the

Palate. (Page 490.)

On the left side of the drawing the gland acini and a duct are shown ; on the

right a lymph follicle, of which there were many in the tumour ; hetween these

some vessels and connective tissue intervenes.

From a drawing by J. Hutchinson, jun.

Fig. 2.—To illustrate Mr. Eve's specimen of Myxo-sarcoma

(so-called " Colloid Cancer ") of the Omentum. (Page 496.)

It shows rounded spaces, bounded by loose connective tissue ; two of them

are filled by the products of mucoid metamorphosis, in which the figures of

branched, round, and spindle-shaped connective-tissue cells are still visible. The

contents of the other two spaces have fallen out. Magnified 230 diameters.

From a drawing by J, G. Eve,

Fig. 3.—To illustrate Mr. Eve's specimen of Carcinoma Myio-
matodes of Breast. (Page 493.)

The figure shows spheroidal and botryoidal masses of "colloid" substance lying

in a scanty stroma. Some of the masses exhibit a concentric lamination. To

the right is a group of ill-defined epithelial cells.
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him that his condition was one to which they had not seen the

exact parallel before. The growth was larger than in the preceding

case, and passed further back on the soft palate, but in all other

respects it was exactly like it. It had a deep ulcer in the middle,

which was destitute of granulations, and showed no tendency to

spread, looking indeed much like a large open follicle of the tonsil*

To complete the resemblance, I removed from the bottom of it a

fetid, cheesy pellet, such as are so often seen in the tonsil. The

growth was more than half an inch thick at its thickest part, and

was about three quarters of an inch in width. It was quite im-

possible to define its boundaries. In its removal I was obliged at

one part to take away the whole thickness of the soft palate. The

wound healed well in the course of a few weeks, and the patient is

now, at the end of six months, free from any indication of return.

I am sorry that I have not at hand any notes as to the micro-

scopic examination in the first case. In the second my eldest son

made a careful examination, and I append his report with a sketch

from the microscope (PI. XIX, fig. 1).

The features to which I wish to ask special attention are these

;

that the growths, while slow and painless, still showed a remarkable

tendency to ulcerate deeply in the centre, and that they possessed

but a very indistinct limiting capsule, it being quite impossible to

enucleate them.

The structure of the parts removed from the second case was of

a mixed adenomatous type. Together with a few ducts there were

immense numbers of acini like those of the salivary glands, and, in

addition, oval cavities filled with lymph-cells. The latter cavities

possessed a regular fibrous wall, which gave o:ff here and there

septa to support the contained adenoid tissue. They were generally

met with in groups of three or four together, and are probably of

the same nature as the lymph-follicles found in the tonsil, tongue,

&c. I cannot ascertain that their presence has been noted in

adenomata of the palate before. M. Eobin described the gland

acini, their ducts, and the occasional presence of calculi in the

latter. The fibrous tissue in the present case was not excessive in

amount, and it seemed to form a sort of ill-marked capsule round

the periphery of the tumour.

In the * St. Thomas's Hospital Eeports ' for 1879, p. 36, a very

large tumour is described as having been removed from the palate

of a woman aged 22, it measured 3|" x 3". No details as to mi-
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croscopical features are given, except that there were distinct

patches of glandular structure with large quantities of fibrous

tissue. The ' Pathological Transactions ' do not appear to contain

any reference to adenomata of the palate. For a full account of

previous cases, with references, see ' Diet. Encyclop. des Sciences

Medicales,' article " Palais." May 18th, 1886.

18. Secondare/ epithelioma of lower jaw.

By BiLTON Pollard.

THE specimen was removed by Mr. Heath at University College

Hospital from a man aged 55. The primary growth was first

noticed in the lower lip two years and a half before admission to

the hospital ; it was excised six months later. After an interval of

a year the secondary growth began to form beneath the angle of

the jaw, and on admission to the hospital there was a swelling

surrounding the body of the lower jaw, and involving the tissues

in the left sub-maxillary space. The tissues removed consisted of

the left half of the body of the lower jaw together with the angle

and a small portion of the ramus, considerable portions of the

masseter, internal pterygoid, and mylo-hyoid muscles, and the

left submaxillary gland. The jaw was superficially diseased by

extension of the growth to it. The patient's recovery was rapid

and complete. The growth was a squamous epithelioma, and the

only unusual feature of it was that, though it must have commenced

in a lymphatic gland, it had so encroached on the jaw as to simu-

late a primary growth in that bone. May 18th, 1886.
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19. Two cases of carcinoma myxomatodes {or so-called colloid

cancer of the breast), one containing large '' colloid bodies."

By Frederic S. Eve.

[With PI. XIX, fig. 3.]

OTH of the specimens I am about to describe have been pre-

sented during the last two years to the museum of the Royal

College of Surgeons, in which they are preserved.

Case 1.—The specimen^ was removed from a lady aged 78 or 80

by Mr. Hulke, who kindly furnished me with the following notes.

He says :
'* We regarded it as cancer softer than the common

varieties of scirrhus, and, apprehending that the bosses would soon

break, fungate, and bleed, advised the removal of the breast, not-

withstanding the lady's advanced age, the rather as we could not

detect in armpit or root of neck any evidence of glandular in-

fection, and she was remarkably vigorous for her years." The

tumour was first noticed three years before the operation. The in-

crease, slow at first, had latterly been somewhat rapid. Her mother

died of cancer of the breast in about her fiftieth year, and her

father of cancer of the throat in about his fifty-sixth year. After

the operation union occurred by first intention, except at the opening

for the drainage-tubes, which had closed in a fortnight.

The tumour was situated below and to one side of the nipple.

.In section it was pale, soft, and contained much colloid material.

In minute structure it was composed of narrow columns of sphe-

roidal epithelium, of which the nuclei were large, and surrounded

by a thin layer of cell-substance. The cell-columns were supported

by connective tissue, which was undergoing mucoid degeneration.

It appeared either as broader hyaline bands in which the figures

of round or elongated nuclei of connective-tissue cells were still

visible, or as narrower trabeculae ; these were usually separated

from the cell-columns by a space left apparently by the solution of

the intervening connective tissue. The presence in parts of numerous

round- and some spindle-cells testified to the activity of growth of

the stroma. Distributed throughout the tumour, and exclusively

in the stroma, were hyaline, well-defined, transparent bodies about

the size of, or larger than, one of the epithelial cells. In one part

1 See ' Royal College of Surgeons Museum Catalogue,' vol. iv. No. 4815.



494 MORBID GROWTHS.

of it, composed exclusively of mucoid connective tissue, these bodies

were very large and numerous. They were of a bright yellow colour,

for the most part round, with tolerably smooth outlines, but some-

times were crenated or formed botryoidal masses ; many showed a

distinct concentric lamination, with occasionally lines radiating from

the centre. Caustic potash and strong hydrochloric acid had no effect

on them, the latter producing no effervescence. Their origin, as far

as it could be traced with the microscope, appeared to be by mucoid

or colloid degeneration of groups of small round connective-tissue

cells. The epithelial elements were exceedingly well preserved,

only here and there showing vacuolation ; and they evidently were

in no way connected with the formation of these peculiar spheres

which (while admitting our ignorance of their real nature) it may
be convenient to term colloid bodies. If really composed of a colloid

the fact must be noticed that they did not effervesce with acids, and,

therefore, they probably contained no crystalline substance ; for it

may be stated as a general rule that a colloid only becomes lami-

nated when a crystalloid is also present.

Billroth, in his article on " Diseases of the Mammary Gland,"

('Deutsche Chirurgie,' Lief. 41, S. 90), reproduces a drawing after

Ackerman of a scirrhus cancer of the breast studded with '* sand-

grains," showing concentric lamination. Their origin was ascribed

to calcification of epithelial pearls (?). He also describes a " pearl-

tumour " or " cholesteatoma, which he thought either originated

in a lobule of the mammary gland, or in a deeply seated cutaneous

sebaceous gland. It was taken from the body of a woman aged

46, and had long existed as a painless, encapsuled, movable tumour

of the size of a pigeon's egg ; it had not appreciably grown for

a long time. The remainder of the breast was entirely converted

into adipose tissue, and the tumour laid beneath, but was not ad-

herent to, the skin.

Cornil and Eanvier (' Pathologie Histologique ') speak of bodies,

called by Yirchow physalides, being fonned by colloid transforma-

tion of cells.

Ziegler ('Pathology,' trans, by Macalister, p. 243) describes

under the name of cylindroma myxomatodes, a peculiar form of

cancer which he has only met with in the lachrymal glands. It is

characterised by the formation of homogeneous spherules in the

cell-nests ; they are possibly to be regarded as masses of colloid

substance.
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Case 2.—This specimen was presented to the museum^ of the

Royal College of Surgeons by Mr. Savory. It comprises a breast,

occupied by a " colloid cancer," which was removed from a woman
aged 35. The tumour had been noticed four years ; its section

showed mucoid material supported by a wide mesh-work of connec-

tive tissue, and intersected by a few bands of fibrous tissue.

Microscopic sections showed that the growth consisted chiefly of a

homogeneous or finely granular stroma of connective tissue which

had undergone mucoid degeneration. The stroma enclosed rounded

columns of closely crowded and very indistinctly defined epithelium,

but, for the most part, these had fallen out. Owing to its relative

scantiness, and the ill-defined character of the cells, the epithelial

elements were very inconspicuous. The mucoid material contained

many corpuscles of G-luge.

I have also had the opportunity of examining another tumour of

the breast, clinically termed colloid cancer, in which with the

microscope nothing could be discerned but connective tissue trans-

formed by degeneration into a homogeneous jelly-like material in-

tersected by a few delicate fibrous bands.

I am unable to express any opinion as to the relative frequency

of carcinoma myxomatodes (the form here described) and that in

which the degeneration of the epithelium predominates ; but on

looking over the descriptions of many of the published cases of

" colloid cancer," I am inclined to think that the degenerative

change has often been wrongly ascribed to the epithelium.

The explanation of the occurrence of mucoid metamorphosis of

the stroma of cancers of the breast may probably be traced to the

existence of a layer of mucous connective tissue immediately around

ducts and acini in the normal gland. January 19^A, 1886.

' See ' Pathological Catalogue,' vol. iv, No. 4816.
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20. Myxosarcoma, or so-called colloid or hydatid tumour of the

great omentum ; and case of tubercle of the great omentum.

By Frederic S. Eve.

[With Plate XIX, fig. 2.]

The specimen^ comprises a mass of omentum greatly thick-

ened and enlarged by an affection known as colloid or

*' hydatid disease " of the old nomenclature. It is sixteen inches

in length from above downwards, nine to ten inches in width, and

in some parts it attains the thickness of two inches or more. Its

surface is very uneven, flocculent, and shreddy, the flocculent

appearance being produced by the projection of rounded masses of

gelatinous material attached to the surface by shreds of tissue.

The section has the appearance of a finely spongy texture, which re-

produces a close mesh-work of narrow bands of indistinct connective

tissue enclosing rounded masses of the same gelatinous material.

With the microscope this alveolar structure is very marked.

The elements of the stroma are, for the most part, very indistinct,

as if undergoing degeneration, but, in parts, in which the change is

less advanced, it is found to be finely fibrillar and encloses scattered

clumps of large, round, finely granular cells, probably germinating

connective-tissue corpuscles, with a few wide scattered nuclei.

The alveoli are of moderate size, well defined, and rounded or oval.

In sections prepared in the ordinary manner by passing them

through alcohol and oil of cloves, the alveoli are quite empty ; but

on mounting them in glycerine or glycerine jelly, it is found that

each alveolus is filled with a homogeneous, gelatinous material, in

which, in some instances, beautiful figures of minutely branched

connective-tissue cells and spindle-shaped nucleated cells, prolonged

into long, slender processes, are clearly visible. In some of

the contents of the alveoli a concentric lamination appears. In

scrapings from the surface of the morbid growth the hyaline contents

of the alveoli separate, and are seen under the microsco2:)e as sphe-

noidal ellipsoid bodies, often showing concentric lamination. The

peritoneal fluid removed from the patient by tapping contained

myriads of these bodies, of which the form suggested that the en-

largement was due to hydatids.

* See ' Royal College of Surgeons Museum Catalogue,' vol. iii, No. 2360a.
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With regard to the nature of this tumour, it must evidently have

originated either from the endothelial covering or from the con-

nective-tissue constituents of the omentum. The former hypothesis

may be excluded, no trace of endothelial cells having been found

either in the alveoli, or infiltrated in the tissues of the tumour,

although sections were taken from different parts of it. The name

colloid cancer is clearly inappropriate, as it is neither an epithelial

nor endothelial tumour. The disease, however, is still described as

cancer in the most recent and trustworthy treatises on pathological

anatomy, as in that of Cornil and Eanvier.^ It must, therefore, be

classed among the connective-tissue tumours, and myxoma or

myxo-sarcoma would appear to be the most appropriate name.

This conclusion is borne out by the evidences of hyaline degenera-

tion in the fibrillar structures of the tumour, by the persistence of

connective-tissue cells, and of traces of fibrils in the hyaline mate-

rial filling the alveoli, and lastly, by the absence of any appearances

pointing to an overgrowth of endothelium.

I had not the opportunity of testing the nature of the degenera-

tion before the immersion of the specimen in alcohol, but it is pro-

bably mucoid, that being the usual form of degeneration of connec-

tive tissues ; it also was rendered semi-opaque by alcohol, which

does not affect colloid substance.

The specimen was removed from a publican, aged 37, by Mr.

Lawson Tait, who sent it to the College Museum, and has kindly

furnished me with the accompanying notes of the case. The patient

came under observation in August, 1884, complaining of loss of

energy and distaste for food ; no enlargement of the abdomen was

observed. In November he had lost flesh, his abdomen was fuller than

natural, and he was suffering from piles ; his urine was scanty. He
continued to lose flesh, and complained of a dull, dragging pain in

the right hypochondrium and back, with tenderness in the epigas-

trium. Fluid soon began to accumulate in the peritoneal cavity. At
Christmas, 1884, his abdomen measured 41 inches in circumference

at the umbilicus. At this time " a lump, widening behind the um-
bilicus and cartilage of tenth rib on left side, was discovered. It

moved with the diaphragm, and resonance was diminished over it

:

it was not tender, and did not seem to be connected with the liver

or spleen."

^ See ed. 1869, p. 965 ; also translation of later edition by A. M. Hart, vol. i,

p. 434, 1882.

32
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January 7th, 1885.—He was only passing ten ounces of urine

daily, and was suffering with a good deal of dyspnoea. Emaciation

continued. With the view of relieving the pressure on the kidneys

he was tapped, and seven pints of amber-coloured fluid, containing

multitudes of bodies like sago grains, were drawn off. The fluid

contained the ordinary constituents of peritoneal effusion, and no

booklets. Afterwards the urine became normal in quantity and

quality. Other lumps were discovered in the region of the um-

bilicus ; these gradually increased in size, and the fluid reaccumu-

lated until, on February 27th, the abdomen measured 43 inches

at the umbilicus. Abdominal section was then performed. The

omentum was incompletely removed, the operation being abandoned

when the splenic corner was reached, owing to alarming sinking.

Quite recently a portion of a rapidly growing omental tumour,^

of which 8 lbs. were removed by operation from the abdomen, was

sent to me for examination by Sir T. Spencer Wells. Like the

foregoing, it is in minute structure a myxo-sarcoma Its surface is

covered by rounded bodies of various size, the largest nodules being

half an inch in diameter. They are attached to the chief mass by

threads, like currants on a stalk. They have a softish homogeneous

section, and microscopically are composed of hyaline bands of con-

nective tissue, forming a wider or closer imperfect mesh-work, of

which the spaces are filled by branched connective tissue and round

cells. Many of the cells are swollen and indistinct m outline from

mucoid degeneration, and the connective-tissue bands also are un-

dergoing the same change ; but the degenerative process is scarcely

discernible to the naked eye.

True colloid cancer of the omentum is seen as a secondary affec-

tion, usually to disease of the ovary, but there is, on anatomical

grounds, reason to believe that, if growths from the endothelium

are excepted, primary cancer of this structure does not occur. I

have placed in the museum of the Eoyal College of Surgeons a

good example of true colloid cancer of the omentum (Catalogue,

No. 2356) which was secondary to a most t}^ical colloid cancer

affecting both ovaries. Specimen No. 2359 in the same museum

appears to be of the same nature.

Case of tubercular thickening of the great omentum.—Tubercle

may ^^ive rise to such a degree of thickening of the omentum that

1 The specimen is preserved iu the museum of the Royal College of Surgeons,

No. 2354b.
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the disease may easily be mistaken for one of the forms of growth

described above. This condition is well shown in specimen No.

2343a in the Koyal College of Surgeons' Museum. The omentum

is much enlarged, reaching in parts to a thickness of three eighths

of an inch, firm on section, with a smooth surface. It was removed

by Mr. Lawson Tait from a woman who had symptoms of acute

peritonitis. She recovered from the operation, but three months

later died with a " disease of the abdomen of undoubtedly tuber-

cular kind." Sections of the omentum examined with the micro-

scope showed the usual characters of tubercle with a large amount

of fibrous tissue.

Clinically the diagnosis between tubercular disease and tumours

of the omentum might present insuperable difficulties, but on ex-

amining the omentum by means of an exploratory incision, a dis-

tinction should be possible. In tubercular disease the omentum is

firm, and either smooth on the surface or lowly tuberculated. In

the commonest forms of tumour, namely myxo-sarcoma and secon-

dary colloid cancer, its structure is usually spongy or medullary,

and either infiltrated with mucus or studded with cysts containing

colloid matter. It would obviously be necessary to ascertain the

condition of the ovaries. January 19th, 1886.

21. Teratomafrom an infant.

By P. H. Pye-Smith, M.D., F.R.S.

THE child who was the subject of this monstrous growth was

brought to Guy's Hospital in July, 1885, when five months

old. Her mother had noticed the abdomen to be unusually large

since birth, and the child, which was brought up by hand from its

sixth week, had never thriven. Fluctuation was felt, and a trocar

and cannula brought away a few ounces of clear watery fluid, un-

changed by heat, and resembling that of a hydatid cyst.

The mother and infant were then sent into Mary Ward under

my care. I found a thin but otherwise healthy child with an

abdominal tumour, continuous with the liver, painless, dull on per-
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cussion, extending as far as the umbilicus, and leaving the lei

hypochondriac, the right and left lumbar, and the hypogastric regions

resonant. Three smooth prominences could be felt, the most pro-

jecting of which was a semi-globular swelling in the epigastrium,

which gave clear fluctuation. There was no ascites or jaundice,

the spleen and lymph-glands were not enlarged, and the urine was

perfectly healthy. I drew off with an aspirator six ounces of a

transparent limpid fluid, containing chlorides and albumen, and

depositing a scanty sediment, which under the microscope showed

a few leucocytes, and large, globular, clear, nucleated cells. There

was no trace of scolices or booklets, and this, with the chemical

characters of the fluid, and the unlikelihood of the ova of the

echinococcus tapeworm gaining an entrance to the stomach of an

infant,! made it clear that the cyst was not, as I at first supposed,

hydatid.

Other cysts appeared before long in various parts of the tumour,

which gradually extended downwards, pushing the intestines before

it and keeping the ascending colon behind. These were from time

to time tapped to relieve pressure. The contents drawn off varied

in amount from six or eight to fifteen ounces, or even more ; the

largest quantity taken from a single cyst was a pint and six ounces.

The fluid was usually clear, occasionally opalescent, or even turbid
;

it contained varying quantities of albumen, from the merest trace

to a thick cloud. It was usually neutral in reaction, sometimes

faintly alkaline. It contained chlorides, but no sugar or urea
;

the specific gravity was usually 1005, sometimes 1007 or 1010;

occasionally it was thick and gelatinous, and twice so thick that it

would not run through the tube. Under the microscope a very

scanty deposit showed a few leucocytes, sometimes still fewer

blood-discs, large spheroidal epithelial cells, and occasionally a

flake of fibrin. Meanwhile there was no ascites, and except for

increasing emaciation the child showed no change. At last the

growth filled the entire abdomen, and pushed up the heart and

lungs. The tenth and last tapping brought away 8 oz. of thin

curdy pus.

The child died, a mere skeleton and less in bulk than the tumour,

on the 18th of March 1886, being a little more than twelve

months old.

^ There are, however, cases of echinococcus recorded in children under four

months old.
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Except occasional diarrhoea there was during life no sign of im-

plication of other organs than the liver. The child took food well

although it steadily emaciated. It was not feverish, and only suf-

fered from the distension of the abdomen just before a fresh tapping.

There was never ascites, or pleurisy, or jaundice. The superficial

abdominal veins became much enlarged.

The increase of the tumour was downwards and to the left from

the right hypochondrium, and the middle line of the abdomen was

followed as it grew downwards, so that when it had reached to

within an inch or so of the pubes the flanks were still resonant.

At death it filled the whole abdomen except part of the left lumbar

and iliac regions and the right flank far back, which remained

resonant. The surface was then irregular by reason of numerous

smooth fluctuating elevations. Measurement from the ensiform

cartilage to the umbilicus gave 7, from the umbilicus to the pubes

4 inches. The circumference of the abdomen, taken 3| inches

above the navel, was 21|^ inches, taken 2 inches below, 20 inches.

It appeared from the physical characters of the growth that it

was itself an enlarged liver, or at least closely connected therewith,

and this assumption accorded with the statement of the child's

mother, that she first noticed the lump in the chest on the right

side. I therefore conjectured that the disease was a multicystic

congenital enlargement of the liver, such as was described for the

first time, I believe, in 1856, when Dr. Bristowe and Dr. Wilks

each showed to this Society a specimen of this remarkable disease

(' Path. Trans.,' vol. vii, pp. 229, 235). Frerichs and Eindfleisch have

since added cases, and I have reported one in our ' Transactions

'

for 1881. It will be seen that this supposition was wrong, and

that the tumour, though closely adherent with the liver, was en-

tirely independent of it in structure.

The post-mortem examination was made under difficulties which

rendered necessary the removal of the abdominal viscera at once,

while the rest of the body was taken away. On examination of the

thoracic and abdominal organs thus rescued, I found that the uterus

and ovaries, the bladder, and the rectum had been left in the pelvis.

Hence it was impossible to ascertain whether there had been any

connection of these viscera with the tumour, but I believe there had
not ; and certainly there was no trace of ovarian structures to bie

found.

The mass was closely adherent to the liver, and the stomach
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was spread out upon its front surface ; the kidneys were closely

compressed behind it, and squeezed into irregular, angular shapes,

while the intestines, both large and small, were pushed downwards

by its growth. So that there can, I think, be no doubt, from the

anatomical relations observed on dissection, as well as from the

physical signs during life, that the tumour was unconnected with

the ovary, and had grown downwards and forwards from an original

seat in or near the lesser bag of the omentum. It showed no trace

of connection with the vertebrae or parietes of the abdomen, and

was in all probability an independent autogenous growth.

The large cyst last opened was found to be in a state of suppu-

ration. This had led to secondary abscesses in the liver, and also

in the lungs. The pus in the hepatic abscesses was thick and curdy,

but their number, their size, their lining membrane, and their

position, in the depth as well as on the surface of the liver, showed

them to be pyaemic, and not tubercular, foci. By what vessels in-

fection had taken place was not clear, but no doubt some at least

of the blood supplied to the tumour was derived from gastric and

intestinal vessels, and returned to the portal vein. There were no

other abdominal abscesses, and no suppurating mesenteric or portal

glands, but some of the smaller cysts of the tumour were suppu-

rating like the largest one.

The lungs presented a remarkable aspect. There was no pleurisy

and no obvious pneumonia, but they contained numerous small

abscesses with the same curdy tenacious pus as that observed in

the liver, and in addition still more numerous firm grey nodules

resembling miliary tubercles. The absence of caseous infiltration

of the bronchial lymph-glands and of the other lymphatic structures,

and the fact that the hepatic and pulmonary abscesses were certainly

pysemic and not tubercular, were against these being true tubercles,

and an examination of microscopic sections, which was made by

Dr. Hale White, proved that these firm nodules were produced by

foci of vesicular catarrhal pneumonia, and in all probability would

have been softened into abscesses in their further development.

The heart, spleen, kidneys and intestines were all perfectly normal.

The pericardium contained some serous fluid.

The entire tumour when separated was considerably larger than

the child's head, and probably weighed nearly as much as the rest

of the emaciated body. It chiefly consisted of a series of cysts,

some closed, others opening into one another, one larger than a
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•

cricket-ball, others as small as a marble, but none smaller. Three or

four were filled with thin puriform material, containing shreds of

fibrin ; several with clear watery fluid like that of a hydatid, in

some cases rendered only opalescent by heat, but in others showing

abundant albumen. A third variety contained thick, colourless,

gelatinous material, hke that of a thyroid or an ovarian cyst.

None of the cysts were filled with fatty or sebaceous matter, and

none contained cholesterin or blood. During life, however, the

gelatinous fluid occasionally drawn off was once observed to be

dark in colour, and once a few cholesterin crystals were noticed in the

deposit. Several cysts presented a thin, smooth, endothelial hning,

and the suppurating cysts a thicker pyogenic membrane, but others

were clearly dermoid cysts, for their inner surface was covered

with flat stratified epithelium, and showed all the structures of true

skin. Moreover, fine hairs grew on it, and it was covered, in some

cases thickly, with adherent sebaceous matter like the vernix

caseosa. In the deeper parts, moreover, pieces of bone and of car-

tilage were found, sometimes forming nodules, which, covered with

skin, formed projecting bosses in the cysts, sometimes deeply em-

bedded in the intercystic connective tissue. Most of these had no

definite form or mutual relation. One irregular mass of bone had

a slight,but no doubt accidental, resemblance to an os innominatum

;

it measured from half an inch to an inch and a half along each of

its three branches. In one of the largest cysts, however, appeared

two ill-formed but unmistakeable feet, each covered with skin, and

showing a heel, a sole, and toes, five on one and six on the other.

These last were minute, and the smallest scarcely more than indi-

cated, but they possessed rudimentary nails. Each foot measured

about an inch and a half in length ; there was no trace of ankles,

legs, or pelvis. I failed to discover any trace of teeth, and there

was complete absence of the long hair often found in such cysts,

and of the still more frequent abundant collections of fatty matter.

The remarkable growths, of which this is a curious example, are

now generally known as teratoma. This term includes not only

ovarian "tumours," in which skin, hair, sebaceous material, teeth,

or bone are found, but all similar, eminently heterologous masses

wherever found. The fact that they are far from confined to the

ovary is decisive against the explanation of their occurrence by re-

ference to the process of reproduction by gemmation, to that of
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parthenogenesis, or to a reproductive nisus in tlie ovary, even if

there were ground for admitting such explanations in the case of

mammalian, not to say vertebrate, organisms.

The more obvious hypothesis, that such tumours are the result of

irregular development of an ovum impregnated in the ovary is re-

futed, not only by their occurrence outside the ovary, but also by

the numerous and well-established cases of their being found in

the ovaries of virgins, and even of infants ; moreover, they are not

confined to the female sex.

We must, therefore, explain a certain number of tumours,

varying in complexity from a " dermoid cyst " to one like the pre-

sent (with organs as well as tissues developed) independently of

ovarian physiology ; and it therefore seems better not to seek an

explanation in that direction, even when the ovary is the seat of the

tumour.

It is possible that some of the dermoid cysts filled with serum

and cholesterin which are occasionally found under the jaw and

near the hyoid apparatus, are the product of portions of embryonic

epiblast, accidentally isolated in the formation and subsequent

closure of the branchial clefts of the embryo. This seems

probable from such cysts not occurring elsewhere near the

surface of the body. It may also apply to the sebaceous cysts,

which are sometimes discovered by discharging their contents into

the rectum or bladder ; for here, also, we have the cloacal invagina-

tion to supply epiblastic tissues.

But all the more complex tumours occur in parts of the body

where no epiblastic elements have ever been present. Nevertheless,

not only skin with its appendages is found, and such connective

tissue as bone and fat, but nerves and teeth, and more or less im-

perfect limbs ; the tumours are morphologically, as well as histo-

logically, diverse from the parts in which they occur.

A specimen like the present appears to me to form an important

link between internal dermoid cysts, whether ovarian or not, and

the monstrous masses which are obviously imperfectly developed

twins.

An extra finger or toe may be ascribed to an abnormality of deve-

lopment by excess. The division of the distal end of the manus or

pes is then abnormally exceeded, as it might be normally in any

higher vertebrate, as it was in extinct reptiles. The limb is an out-

growth of comparatively late date in embryonic hfe. The tissues of
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the extra digit only repeat those of its neighbours and of the limb on

which it grows. But no such principle of " abnormality by excess
"

will explain the appearance of foreign tissues, organs, and even

limbs in the abdominal and thoracic cavity. They always imply

the presence of epiblast, and frequently of visceral arches of a ru-

dimentary somatopleure, and of the blastema from which limbs

are formed.

The only hypothesis hitherto put forth which appears to me to

answer the facts, is that these '* teratomata" are not ** tumours " or

" diseases " or " malformations " of the individual organism in which

they are found, but are products of a second impregnated ovum,

included at an early period of development within its twin embryo,

but more or less checked in its subsequent course of development.

Fusion oftwo impregnated ova, is obviously necessary to account for

l^artially united embryos, as in the case of the famous Siamese twins.

A similar explanation applies to bicephalic monsters like the '* two-

headed nightingale," and to the cases of division below the waist

producing a monster with one head and body, two pelves, and four

posterior extremities.^ Nor can any other hypothesis apply to

another variety of malformation, where the one twin attains normal

development, while the other remains as a more or less imperfect

organism adherent to, and apparently growing out from, the body

of its brother, but obviously a second organism. Such is the case

figured by Thomas Bartholin (' Hist. Anat. rariorum,' Cent i et

ii, 1654, historia Ixvi,) of a Genoese whom he saw with a brother

growing from his chest, provided with a head, two imperfect arms,

and a single rudimentary leg. The bigger, and probably elder,

twin was named Lazarus, the younger John Baptist Colloredo.'^

Sometimes only half an imperfect body is seen attached to the

twin. We have a series of paintings of such monstrosities by a

Chinese artist in the museum of Guy's Hospital, and they have

been recorded and figured in every degree of separate development

down to a mere projecting limb.

1 An early instance is thus given in Evelyn's ' Diary,' under April 20tb, 1644

—

" In the ' White Lion,' at Orleans, a cat littered on my bed in the night, and left

a young one having eight legs, two bodies from the navel downwards, and two

tails.

^ *' Erat autem Lazarus justa? statural, corpore decenti, nioribus humanis et

ad aula) morem ornatus. luducto pallio, fratris tegebat corpus .... Mortem

fratris timebat quod se fffitore et putrediue exstinguendum quoque pra;sagiret."

I



506 MORBID GROWTHS.

In these cases we must suppose a second impregnated ovum to

have become adherent externally to a first, or to have become con-

nected with the yolk-sac, and thus to have been drawn in, so as to

be internally connected to it by occupying a position in the pri-

mitive pleuro-peritoneal cavity.

Whether such teratomata are more frequently connected with

the ovary than with other organs is not perhaps quite certain ; in

other situations they would be less likely to come under notice

during Hfe. But however this may be, even when forming ovarian

tumours, it appears to me the more probable hypothesis to regard

true teratomata as produced, not by the ovary in which they are

found, but by the parent ovary of both the " tumour " and the

" patient " twin organism, one of which has gone on to full develop-

ment, while the other has been arrested in its growth.

It is still possible that some of the simplest dermoid cysts of the

ovary without bones, teeth, or organs, may be derived from the

obscure primordial mass of blastema from which ovaries and uro-

genital organs are developed, and that the epidermis aad sebaceous

glands are only extreme aberrations from mesoblast towards epi-

blastic structures, in the same way as the testes, kidneys, and

ureters, with their mucous glands, are examples of organs resem-

bling hypoblastic products in all but their origin. Or the con-

jecture, often hazarded, that portions of ej^iblast may possibly be

included in the protovertebral masses where the somatopleure and

splanchnopleure are united, might offer an epidermic origin for

these dermoid cysts.

But w^iether or no it will be possible to separate these from the

more complex forms of dermoid ovarian cysts it appears to be most

satisfactory to connect at least the latter with teratomata like the

one here described, and those again with included, and more or

less fused, twin organisms. April 6th, 1886.

f̂
:



IX. DISEASES, ETC., OE THE DUCTLESS GLANDS.

1. Intracystic papilloma of accessory thyroid gland.

By BiLTON Pollard.

[With Plate XX, figs. 1 and 2.]

THE specimen exhibited was removed in March, 1885, by Mr.

Barker from the neck of a patient in University College

Hospital. The patient was a man aged 35. He stated that he

first noticed the tumour two years before admission to the hospital.

It was then about the size of a pea, and was situated in the right

anterior triangle of the neck, about two inches from the middle

line at the level of the upper border of the thyroid cartilage. It

increased in size gradually, and, about four months before admis-

sion to the hospital, it was about the size of a hen's eg^. Since

then it had grown rapidly, and when the patient came under ob-

servation the tumour nearly filled the anterior triangle of the neck.

It was freely movable, and did not alter in position during deglu-

tition ; the anterior and upper two thirds of the growth were

cystic. There were two enlarged glands in the right posterior

triangle just above the clavicle. The upper cystic portion was as-

pirated by Mr. Barker and three ounces of dark blood were with-

drawn. A small shred of tissue was detected in the fluid. This

was examined by Mr. Barker, who found that it was composed of

a small blood-vessel covered with cubical epithelium. The tumour

was so deeply attached that in its removal it was found necessary

to excise along with it over two inches of the internal jugular vein

and the middle third of the scalenus anticus muscle. The enlarged

glands were removed and found to have a homogeneous stnicture,

but they were mislaid and lost before a microscopical examination

of them had been made. The tumour consisted in the main of a

cyst about the size of an ordinary orange. The cyst was lined with

a smooth membrane, and from the lower and outer part of it
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several villous growths projected into the interior of the cyst.

The lower solid portion of the tumour was about the size of a

Tangerine orange. Its colour on section was pinkish white, and

its consistence was soft ; it was divided by fibrous septa into com-

partments, which were closely packed with a soft granular sub-

stance, which fell into small fragments when a section of it was

made. These fragments were found on microscopical examination

to be composed of branched vessels lying in a little delicate fibrous

tissue, and lined with a single layer of cubical epithelium cells. (PI.

XX, fig. 2). Sections prepared by the paraffin process showed the

greater part of the growth to be composed of spaces of various

sizes lined by cubical epithelium, and filled with similar villous

growths. In some places the growth was composed of small round

spaces and tubes lined with cubical epithelium, and enclosing a

homogeneous material like colloid (fig. 1). In one section made

from the border of the growth the tissue was composed of small

round cells, in which there were spaces filled with cubical cells
;

the appearances of . this part were those of a carcinoma, but a

similar structure was nowhere else visible. The tumour was hmited

from the surrounding tissues by fibrous tissue.

The origin of this tumour is doubtful, but I think its micro-

scopical appearances are fully explained by supposing that it grew

in an accessory thyroid gland, that cysts had first been formed, and

that subsequently they had become filled with delicate papillary

growths. March 2nd, 1886.

2. Carcinoma of the thyroid gland.

By E. E. Carrington, M.D.

THE case which I bring before the Society this evening is, I

believe, one of considerable rarity, and for that reason I have

judged it well to place it on record.

The interest is mainly pathological, and therefore I shall not

trouble the meeting with any great clinical detail, but shall

simply content myself with indicating such points as seem to be of

interest.





DESCRIPTION OF PLATE XX.

Figs. 1 and 2 illustrate Mr. Bilton Pollard's paper on Intracystic

Papilloma of Accessory Thyroid. (Page 507.)

From drawings by Mr. J. Collins.

Fig. 1 magnified 60 diameters. Fig. 2 magnified 500 diameters.

Fig. 3.—To illustrate Report of Morbid Growths Committee

upon Dr. Norman Moore's specimen of Tumour of the Thyroid.

(Page 513.)

From a drawing by Mr. Shattock.

The tumour consists of sarcoma-tissue, which has largely under-

gone hyaline transformation.
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The patient was a man 47 years of age, who was admitted into

Gruy's Hospital on June 30th, 1885, under the care of Dr. F. Taylor,

who has kindly permitted me to record the case.

The family history was as follows :—His father and mother had

both died of '* paralysis," the former aged 50, the latter 60. He
has four brothers and sisters, all alive and well, and has lost none.

He had always been a healthy man, and had had no previous illness

of any note.

The clinical report states that the tumour had commenced thirty

years before by a small lump under the left ear, and that this had

gradually increased in size in an anterior direction. I cannot but

think that, judging by what was subsequently found, there must

have been some error as to the date of onset.

The patient was admitted with a large swelling around the root

of the neck, the circumference of which, from side to side, measured

sixteen inches.

The tumour extended on each side from half an inch below the

auricles to the clavicles. Its upper border was parallel with and

nearly as high as the base of the lower jaw. In the centre it

moved about half an inch in deglutition. The left portion was
freely movable, the right fixed slightly.

There was nothing further in the clinical history of importance,

save that he had had a cough with much expectoration for five

months. He was restless, sleepless, and delirious, and his death,

five days after admission, was probably due to the renal condition

presently to be described.

The autopsy was made by myself twenty-two and a half hours

after death. The body was fairly nourished. The front and sides

of the neck were occupied by a large tumour, which had the

normal shape of the thyroid body greatly magnified. The right

lobe measured from above downwards five inches, and two and a

half from side to side. The isthmus was represented by a globular

body measuring three inches vertically, and two and a half inches

transversely. The right lobe was extremely hard, and in parts cal-

careous. The left lobe was of similar shape to the right, but soft

and pulpy. It measured seven inches from above downwards, and
three inches from side to side. It passed continuously into a mass
of softened enlarged glands. The retro-pharyngeal glands were

also enlarged, infiltrated with growth, soft, and pulpy. The lower

part of the tumour, on the left side, contained a sac, the size of a
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small orange, with X3ulpy, shreddy walls, filled with purulent fluid,

under considerable pressure, for when incised the contents were

ejected quite two feet in height.

The trachea did not appear to have been compressed. Its

mucous membrane was intensely injected, and where the tube was

conterminous with the growth it presented numerous discrete white

nodules, varying in size from a millet to a hemp seed, which

appeared to be secondary growths arising by direct continuity.

The lungs were extremely oedematous, and the tubes full of

muco-pus,

The heart weighed 26 oz. All the cavities were greatly hyper-

trophied. The valves were healthy, the muscular fibre good.

The carotid arteries were patent and healthy. The left internal

jugular vein was full of brown, softened, adherent thrombus, but

the right was healthy and patent.

The oesophagus, stomach, intestines, liver, spleen, and adrenals

were healthy.

The kidneys weighed 21 oz. Their capsules stripped readily.

Their surfaces were of a deep chocolate brown, mottled with stellate

veins. There were small cysts, from the size of a pea downwards,

in the cortex of both organs, but not more than about a dozenm all.

The structure of the cortex was blurred, indistinct, and in a con-

dition of epithelial nephritis. There was no granulation of the

surface. The right organ contained two secondary growths, one

the size of a marble, the other smaller. These growths exactly

resembled the diseased cervical glands.

I think it will be allowed that the structure of the tumour is

characteristically that of carcinoma.

Sections of the growth—which are under the microscope in the

adjoining room—show an abundantly nucleated stroma, forming

alveoli filled with epithelioid cells. In the softer part of the growth

the cellular element is much more abundant.

Malignant disease of the thyroid body appears to be very rare.

I find, in the * Pathology ' of Wilks and Moxon, the following

statement :
— ** It is generally agreed that cancer of the thyroid is

very rare. Walshe estimates the proportion of thyroid to other

cancers as 1 to 1000. We have found it only on three or four

occasions, and in all but two the fact of the neighbouring lymphatic

glands being implicated made it questionable whether the disease

had not commenced in them,"



MALIGNANT DISEASE OF THYROID. 511

I venture to think that the shape of the growth, which is exactly

that of an enlarged thyroid body, except where it abuts upon the

implicated glands, points out indubitably that the original growth

was really in this body, and the soft and pulpy nature of the dis-

ease in the glands seems to point to their much more recent

implication. December Ist^ 1885.

3. Malignant disease of thyroidfrom a case of myxcedema.

By G-. Gulliver, M.B.

THIS preparation is one of the larynx, trachea, oesophagus, thyroid

gland, and adjacent parts, taken from the body of a woman
who was affected with myxcedema. The thyroid, instead of pre-

senting the atrophied condition usually found in this disease, is

larger than in the healthy state. Without producing any noticeable

compression of the trachea, it is gradually creeping round it, so

much so that a very well-marked constriction of the oesophagus

may be noticed posteriorly. This enlargement of the usually atro-

phied gland is due to carcinomatous infiltration of its substance.

I have placed under the microscope a section of the gland showing

the ordinary appearance of cancer of this organ. On the right

side the sterno-thyroid muscle is a,dherent to the gland and,

without doubt, infected with the new growth. The glands in the

neighbourhood are also extensively infiltrated, especially those at

the right side of the neck, and those in the vicinity of the arch of

the aorta inferiorly.

The patient from whom this specimen was taken was a woman
aged 44, who presented all the characteristic features of a case of

myxcedema. There was nothing remarkable in the family or

previous history. The symptoms of her disease dated from four

years back. There is no record in the notes of the duration of the

glandular swelling in the neck, which was the only part of the

malignant mischief which could be detected during life. To the

best of my recollection she could give no definite account of the
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swelling, but it was without doubt of a duration much less than

that of her constitutional disorder.

On admission there was stridor more intense than could be

accounted for by the swollen condition of the mucous membi'anes,

and without doubt she was suffering to some extent from pres-

sure on the trachea, which, however, was never sufficiently urgent

to call for operative measures. She was in the hospital for about a

month, and gradually sank and died from asthenia, delirium super-

vening shortly before her death.

At the post-mortem the above-mentioned disease of thyroid and

adjacent lymphatic glands was observed, but beyond that the

appearances were those usually seen in myxoedema, there being no

secondary tumours other than those in the glands.

This case is interesting, and to a certain extent unique. In the

first place, Dr. Hadden, who is a member of the Myxoedema Com-
mittee, informs me that malignant disease as associated with

myxoedema, has hitherto not been recorded. This, of course,

considering the comparative rarity of myxoedema, is perhaps not

very remarkable, but it must be remembered that we have on record

several cases of its association with tubercle. In the second place.

it appears interesting in a general way as illustrating the partiality

which cancer seems to have for atrophied organs, or at any rate

those whose period of functional activity has ceased, a point which,

I believe, has btjen insisted on by Sir James Paget, Dr. Creighton,

and others, drawing their illustrations from the mammary gland

which has ceased to perform its functions, and the undescended

testis which is incapable of so doing. To further emphasise this

point I may be allowed to mention that Mr. Shattock has kindly

given me a note of a case of that disease which is so closely allied

to if not identical with myxoedema (I allude to sporadic cretinism)

in which the thyroid was affected with carcinoma. His case was

one of a lad, aged 18, affected with sporadic cretinism in the usual

way, with the exception that the thyroid was chronically enlarged

instead of atrophied. The case was originally recorded by Dr.

Hilton Fagge, but died under private care. The thyroid was

examined by Mr. Shattock and proved to be affected with the

typical form of cancer found in that organ, and obviously, as in

my case, of much more recent date than the chronic affection of

the gland. I venture to think that the fact of the only two cases

of carcinoma occurring in the cretinoid state being cases of carci-
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noma of the thyroid, gives weight to the views just mentioned,

that this disease invades by preference atrophied or functionally

inert organs. March 2nd, 1886.

4. Primary new growth in thyroid.

By Norman Moore, M.D.

[With Plate XX, fig. 3.]

FROM a woman aged 46, who was under my care in St. Bartholo-

mew's Hospital. The new growth formed a huge mass which

had ulcerated through the skin and into the larynx, and also

through the upper wall of the aortic arch, but without causing

haemorrhage. It completely compressed one recurrent laryngeal

nerve and pressed on both carotid arteries. Secondary masses

were found on the kidneys, on one rib, and in the brain. The
duration of the growth was about four months.

On the patient's admission to the hospital a large cyst projected

from the right lobe, and from this blood-stained fluid was let out

but rapidly returned. After a month the tumour burst through

the skin and appeared as a fungating mass. There was some
dysphagia and partial aphonia, but never urgent dyspnoea.

Microscopically the growth showed a great variety of structure

in different parts. There were a few collections of large epithehal

cells like those of the loculi of the thyroid gland, and there was

some general increase of the structures of the gland itself, but the

main part of the growth was made up of inflammation cells and
small elongated cells, without any well-marked or definite stroma.

I feel some difficulty in determining its true pathological type. Is

it primarily a carcinoma developed from the epithelium of the

loculi, and causing great connective-tissue formation and inflam-

matory exudation, or is it a growth of mixed type, or is it really a

sarcoma in which some degenerative changes have taken place and

associated with some overgrowth of the gland tissue ?

May 6th, 1886.

Report by the Morhid Growths Committee on Dr. Norman Moore's

specimen of tumour of the thyroid.—We have examined sections of

33
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the tumour of the thyroid and of the kidney, cut from material

handed over to us by Dr. Norman Moore.

Portion of the thyroidal tumour examined was obtained from
the superficial part of the growth, and portion from the posterior

lateral aspect.

The tumour of the thyroid we consider to be a well-marked

example of spindle-celled sarcoma.

.

In the portions examined there was no trace of the original

gland tissue.

The tumour of the kidney is of a similar nature, but in certain

places there is a large proportion of hyaline intercellular substance

traversed by irregular group of cells having a plexiform disposition

(Cylindroma). [See Plate XX, fig. 3.]

During the exhibition of intra-cranial tumours before the Society,

during the present session, Mr. D'Arcy Power showed a secondary

tumour of the brain from the same case, and independently

described it as a spindle-celled sarcoma.

Robert Wm. Parker.
May ^\st, 1886. Samuel G. Shattock.

5. Yellow tubercle in suprarenal body, {Card specimen.)

By W. B. Hadden, M.D.

THE left suprarenal body is converted into a solid caseous mass.

It still preserves its natural cocked-hat shape. The right

suprarenal was affected in the same way, but was not so large as

the left. No normal structure could be made out in either on

section.

The specimen was taken from a man aged 27, who had suffered

since childhood from scrofulous affections. He had no symptoms
of Addison's disease. After death he was found to have caries of

sacrum, disease of the left sacro -iliac joint, pulmonary phthisis,

and tubercles in various organs. May 18^^, 1886.
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6. Carcinoma of both suprarenals, {Card specimen.)

By W. B. Hadden, M.D.

THE specimen was taken from a man aged 64, who suffered from

none of the symptoms of Addison's disease. At the post-

mortem examination the pyloric orifice of the stomach was fonnd

much narrowed by a mass of firm growth. The right suprarenal

was converted into a large mass of firm, pale growth. On section,

small yellowish patches were seen here and there, apparently the

remnants of gland tissue. There was a large extravasation of

blood around the left kidney, the source of which was not ascer-

tained. The left suprarenal, which was rather smaller than the

right, was infiltrated with firm growth. It had a reddish tint,

apparently from haemorrhage. Both glands preserved their normal

contour.

Microscopical examination showed that the growth was carci-

noma, in which numerous haemorrhages were seen. Grlandular

tissue was found here and there. February \Qth, 1886.
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1. Symmetrical psoriasis, {Card specimen.)

By Stephen Paget.

"Q icHARD L— , aged 40. Present disease began eight years ago,

Xl; just before an attack of rheumatic fever. It began on the

anterior aspect of the right thigh, and spread rapidly. It stops

spreading every winter, and nearly disappears ; then spreads each

spring.

No history of specific disease. He has always lived in London*

and worked as a goldsmith.

He has an exactly symmetrical psoriasis, occupying nearly the

whole body ; edges raised, rounded, scaly, of a vivid red, and centre

of patches paler, finely cracked, scaly. May 18^^, 1886,

2. Specimens from a case of erythrasma.

By J. F. Payne, M.D.

[With Plate XXIV, figs. 1 and 2.]

The disease or condition thus called by many Continental der-

matologists is not generally recognised in this country, and

abroad its specific distinction and causation have been in the last

few years the occasion of a great deal of controversy. Without

pretending to give any general account of the subject, or to criticise

the numerous memoirs which have lately appeared, I will only

submit to the Society specimens of what seems to be a peculiar

form of vegetable parasite, and relate the particulars of the case

from which the specimens were derived. They will be sufiicient to
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raise, if not to decide, two questions : first, whether erythrasma is a

disease, or at least a condition, deserving a distinct na.me? and

secondly, whether the parasite in question has anything to do with

its causation ?

A gentleman, aged 40, consulted me in October, 1885, for an

affection of the skin which he had noticed for ten years. It was

a brown scaly patch, situated on the left side of the scrotum, and

the inner surface of the left thigh, but not extending further than the

contact of the scrotum and thigh. There was also a smaller patch

under the root of the penis, on two opposing surfaces. The colour

was dark brown, perhaps darker generally than tinea versicolor.

It was very noticeable that the hairs were quite unaffected. The
outer part was somewhat darker, but there was not a marked differ-

ence between the margin and the centre, all the area being covered.

There was some itching, and the patch was said to be sometimes

red and sore, but not usually so. It was made worse by riding

(my patient was a hunting man), and appeared to vary from time

to time independently of this.

The situation might have suggested eczema marginatum, but it

is evident, from the description given above, that the characters

were not those of that disease. In colour and appearance the

eruption was much like tinea versicolor, and suggested that micro-

scopical examination would reveal the parasite of that disease,

which, however, was not the case. No Microsporon furfur was

seen, and a hasty examination in liquor potassae of scales scraped

from the surface did not show any parasite at all. But a more care-

ful examination of scales, from which the fat was extracted by ether,

and which were afterwards stained with a methyl-violet solution,

showed the structure, doubtless a vegetable parasite, represented in

figs. 1 and 2, PL XXIV, beside scattered micrococci and a few bacilli.

As I saw the patient only once, and had only a small amount of

material, I could not try any further experiments, but the stained

specimens, after washing with spirit, were dried and mounted in

Canada balsam.

There can be no doubt that this is what has been described by

German writers as erythrasma. As a standard German authority,

I quote Weyl and Geber, in * Ziemmsen's Handbook,' who gave the

following definition :
—

" Erythrasma forms a large dry surface

covered with branny scales, of a red-brown, often coppery, colour

(like an Indian's skin), the margin of which is often surrounded
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in a ring by the elevated epidermis. The scales can only be removed

like fine flour. In them are found rather short, narrow, very pale,

slightly curved threads ; also some longer threads, sometimes con-

sisting of two or three segments."

The above quotation is, I think, enough to identify our object as

that which has been called erythrasma, and the parasite as that

called Microsporon minutissimum.

The parasite now shown consists of a series of jointed threads,

the segments being of very unequal length, and also variable in

thickness. In some cases they run out into blind extremities,

which are slightly swollen. These threads interlace a good deal,

and are situated between the epidermic scales. Sometimes they

run along the edge, so as to mark out the division between two

contiguous scales, lying side by side. There is no true branching.

Some of the threads are beaded with deeply-stained spots. These

have considerable resemblance to spores; but I hesitate to call

them so, because spots similarly stained are seen at the sides of

the threads, sometimes bordering them for some distance, and thus

not resembling spores in shape. Some doubtful groups of granules

might be considered as gonidia or external spores ; but it is so diffi-

cult to distinguish them from the groups of micrococci frequently

found on the skin that I doubt whether there are any true gonidia,

at all events in the specimen now shown. This parasite is doubt-

less the same as that originally described by Burchardt as the cause

of the disease called by Barensprung erjrthrasma, and has received

the name of Microsporon minutissimum. It has till lately been

always regarded as a fungus analogous to those of tinea tonsurans

and tinea (pityriasis) versicolor. Recently Professor Bizzozero, of

Milan, has expressed the opinion that it is the leptothrix form of

a bacillus, and states that he has found this or a similar form in

other situations ; for instance, between the toes, and has cultivated

it from there.

Balzer ('Annales de Dermatologie,' second series, vol. iv, p. 681,

1883) gives a figure of the parasite, and regards it as closely allied

to Microsporonfurfurf though somewhat inconsistently, or, perhaps

by a momentary lapsus, he refers it to the class of Schizomycetee.

Weyl and Geber (* Ziemmsen's Handbuch der Pathologic,' &c.,

xiv, 2, p. 344) think that the parasite is more like the Schizomycetse

(bacteria) in its dpvelopment.

It is hardly necessary to refer to the numerous papers which
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have appeared on the Continent within the last two years, since

they represent for the most part one or other of the two views above

mentioned.

So far as my own experience goes I have had, since these speci-

mens were shown to the Society, the opportunity of seeing three

other cases, and obtaining more satisfactory specimens and better

drawings. I have also obtained for comparison epidermic scales

from other situations, such as between the toes, and also from the

inguinal region, of healthy men in one or two instances. I cannot

say that I have ever found precisely the same thing as in

erythrasma.

From masses between the toes I have found a bacillus, in one

instance growing into leptothrix threads, but very different in

appearance from what is here described.

In one instance, a dark brown patch on the groin of a man
showed the well-known Microsjooron furfur^ but not the Micro-

sjporon minutissimum.

On the other hand, in two cases of erythrasma I have found

rather abundantly a fungus quite different from that here figured,

namely, one closely resembling saccharomyces (whether identical

with it I cannot say), composed of oval or roundish germinating

cells. The threads of Microsjporon minutissimum were, however,

also present, and distinguished by their much smaller dimensions

as well as by their shape.

Whether there is any coDnection between these forms I do not

know, but it is well known to botanists that saccharomyces is often

associated with a form of mucor, and it was at one time sup-

posed that they were genetically related. So far as any one

without special botanical knowledge can form an opinion, the

Microsp. minutissimum seems to me a good deal like a mucor in its

mycelial stage without sporangia. But on the botanical relation

of the fungus I express no positive judgment, only contending

that it is not a leptothrix, though I was at first disposed to agree

with Bizzozero in thus regarding it.^ There are also in the scales

of the erythrasma patches numerous micrococci and some bacilli.

Cultivations of two cases of erythrasma have yielded a fungus

resembling saccharomyces, besides micrococci. A cultivation from

a mass between the toes did not give this, but some bacteria,

apparently of the putrefactive kinds.

^ Bizzozero, ' Virchow's Archiv,' vol. 98, p. 441, 1884.
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The description of these specimens, which do not belong to ttis

case, must, however, be reserved for another occasion.

If we conclude, as I think we may, that a peculiar vegetable

parasite inhabits the skin in the locality and under the conditions

described, there remains the further question, how far, if at all,

the parasite is the cause of the diseased condition, and whether

the disease is one which deserves a distinct name.

Some have contended that eryfchrasma is merely a form of

eczema intertrigo, in which the parasite is an accidental con-

comitant. In reply to this is to be observed that there is not

necessarily any eczema or inflammation of any kind. A little

inflammation may occur from time to time, as it occurs in ring-

worm, but this is no essential part of the morbid condition. One
case which I have seen since the meeting of the Society is strong

evidence of this, since it was that of a member of our profession.

This gentleman, who was led to mention his case to me by reading

a report of that now described, had had a patch, precisely similar

and in the saine situation for several years, which showed the

microsporon parasite in large quantity as well as the saccharo-

myces form. He is specially experienced in skin diseases, and

having had this brown patch under observation for several years is

confident that it has never presented the characters of eczema.

This appears to me almost decisive, and taken in connection with

other facts, authorises the conclusion that the condition of the

skin called erythrasma may arise without any inflammation.

It then remains to consider whether th'fe condition is caused by

the presence of any parasite, or if not, what it is caused by. The

facts of the case are that two contiguous portions of skin exhibit

a brown colour, slight desquamation, and a moderate degree of

hypersemia, and that in these portions of skin are found one or

more species of vegetable parasite. Now, mere contact is not

enough to cause these changes ; for either it produces no change at

all, or else, as in the case of intertrigo, a slight inflammation.

It would appear rather that the heat and moisture form favor-

able conditions for the growth of vegetable parasites, which are

hence abundantly found there ; and that these parasites, one or

more species, cause, as in the case of tinea versicolor, the brown

coloration of the skin. I cannot see what forbids this supposition.

It is true we have no positive proof from inoculation that these

phenomena are set up in the first place by the parasite ; but for
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obvious reasons neither accidental or intentional inoculation is

likely very often to occur, and it is clear that only certain parts of

the body supply the requisite conditions of warmth and moisture.

But even when, as in the axillae, between the toes, &c., these condi-

tions are found without the parasite, erythrasma with its brown

colour, does not result. It is also quite certain that this condition

is something different from the brown pigmentation resulting

from chronic hypersemia or friction ; so that, on the whole, we
must infer that it is a parasitic coloration.

The botanical relations of the parasites, however, require further

investigation before we can say precisely which is the active

species among those present.

In conclusion, it may be useful to describe shortly the method of

investigating epidermic scales for fungi or other micro-organisms.

It is in great part due to Professor Bizzozero.

1. Soak the scales in ether to dissolve out fat. In many cases

half an hour or even a quarter will be enough, but Bizzozero

recommends twenty-four hours' immersion.

2. Add to the scales on a cover-glass or slide, a few drops of 50

per cent, acetic acid, and break up larger epidermic masses with

needles.

3. Allow the acid to evaporate spontaneously, or warm very

gently.

The specimen is now ready for staining. An alkaline methylene

blue solution (Loffler's strength, i. e. concentrated alcoholic solu-

tion methylene blue 30 parts, one per-cent. solution potassium

hydrate 1 part, distilled water 100 parts) is perhaps the best

general reagent, and colours most fungi as well as bacteria. But a

better differentiated stain is produced by Gram's method. Add first

a few drops of gentian or methyl-violet solution in aniline water to

specimen on the slide or cover-glass, and allow it to act from five

to thirty minutes according to circumstances. Wash with abso-

lute alcohol, then add Gram's iodine solution, or float the cover-glass

upon it for from one to five minutes, wash again with alcohol,

and the parasite alone will be left coloured. If desired, a watery

solution of eosine may be used as a contrast stain, since it dyes

the epidermis easily, but for the parasite (notwithstanding M.
Balzer's recommendation) it is an extremely bad stain, hardly

affecting it. The preparation when washed and dried may then

be mounted in the usual way.
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The erythrasma parasite, like others, may be shown by merely

soaking the scales in liquor potassse, but much less clearly than by

the above method. To be well seen it requires a power of 600 or

700 diameters. ^(^y l^i^, 1885.

3. Specimens from a case of granuloma/ungoides.

By J. F. Payne, M.D.

[With Plates XXI, XXII, and XXIII.]

THESE specimens were taken from a patient who was in the first

place under the care of Mr. Merces, of Islington, was admitted

into St. Thomas's Hospital November 17th 1885, and through the

kindness of Dr. Bristowe was placed under my charge in the

hospital.

The following notes were taken chiefly by the house physician,

Mr. R. M. Williams, and the clinical clerk Mr. S. B. Cook

:

John L— , aged 57, a tall and powerful man of robust appear-

ance, with a remarkable affection of the skin. The surface pre-

sented a large number of red patches on almost every region of the

body, the area thus covered predominating over the healthy skin.

The distribution was not symmetrical, nor yet more on one side

than the other. On the anterior aspect the face and neck were

nearly covered, and the subclavicular region, but the greater part

of the chest was free. There were large patches on the abdomen,

and the front of thighs and legs were nearly covered ; there were

patches on the dorsum of both feet ; the soles of the feet were less

affected. Nearly the whole of the scalp was covered, and most of

the hair was gone. On the posterior aspect the shoulders, scapulae,

and interscapular region were nearly covered, as were the nates

and the upper part of the thighs. The legs below the knee were

less affected behind than in front. Both arms were nearly covered

on both aspects, as were the backs of the hands, but the palms were

little affected. Several of the toe-nails were thickened and broken,

some were quite destroyed. The toes were much swollen, and

the inner surface excoriated. The finger-nails were not afifected.





DESCEIPTION OF PLATE XXI.

To illustrate Dr. Payne's case of Granuloma Fungoides.

(Page 522.)

General view of the head and neck.

From a coloured drawing made by Mr. Burgess, about two months

before the patient's death.
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DESCRIPTION OF PLATE XXII.

To illustrate Dr. Payne's case of Granuloma Fungoides.

(Page 522.)

The right arm showing red patches of skin, and also a solid

tumour, from which a small portion was excised during life.

From a coloured drawing by Mr. Hurst, taken about three months

before the patient's death.
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DESCRIPTION OF PLATE XXIII.

To illustrate Dr. Payne's case of Granuloma Fungoides.

(Page 622.)

Fig. 1.—Section from a flat red scaly patch on the abdomen, remov(,d after

death. Tliis represents the earliest stage of the disease present at the time of

death.

A is the most superficial layer of skin, b the deepest portion of corium,

next to the subcutaneous tissue ; the intermediate parts being

omitted.

A. Shows dense infiltration with leucocytes. The epidermis is well pre-

served and somewhat thickened.

L p. Interpapillary processes of epidermis, considerably hypertrophied.

p. Papillae, densely infiltrated with leucocytes and some larger cells. They

appear enlarged, and their hypertrophy appears to be in proportion

to that of the interpapillary processes.

B. Deep portion of corium, showing less dense cellular infiltration, but

more connective tissue, and some blood- vessels with simple walls,

apparently of new formation. About 250 diam.

Fig. 2.—Section of piece removed during life from the tumour figured in

Plate XXII. It was stained with methyl violet, and decolorised by Gram's

Iodine Solution. It shows a well-marked granulation tissue, consisting of vascular

connective tissue, with a large number of leucocytes and some larger cells, con-

taining granules stained, in the original, intensely purple. The nuclei were of a

more reddish colour.

V. Blood-vessel filled with blood- corpuscles, but showing nothing which
takes a purple stain.

I. c. Leucocytes or lymphoid cells.

ff.
c. Cells containing purple-stained granules, many of which much
resemble micrococci, having a more uniform size and shape than
shown in the drawing.

e. c. Epithelial cells.

Drawn with Reichert's ^^ oil immersion, ocular 4, = 950 diameters.
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The colour of these patches varied from light vivid red to a dark

brownish red ; in the slighter degree of the affection the redness

disappeared on pressure, and the condition resembled erythema.

In the parts more severely affected the redness was permanent,

while the epidermis was greatly thickened and exfoliating, so that

the condition resembled psoriasis or scaly eczema. There were

also a great deal of subcutaneous swelling, especially on some

parts ; this was very noticeable in the lower part of the legs, and in

the groins, especially in the right, and in the face and neck. Both

eyelids of the right eye were swollen and there was epiphora.

The most remarkable feature of the eruption was that on these

patches of inflamed skin were developed in many parts of the body

considerable tumours or tubercular masses of firm and elastic con-

sistency, not fluctuating. These varied in size (when the patient

was first seen) from ^ to 1^ inches in diameter, and were either

flattened or approached the spherical shape, so that in the latter case

they projected as seen in Plate XXII, which was taken soon after

the patient's admission. These tumours were at an early stage

covered with epidermis, but this was shed off, leaving a moist ex-

coriated surface, giving rise to a little serous discharge, but not so

copious and continuous as in eczema ; in some cases greenish pus was

discharged ; in a few there was haemorrhage ; in others there was

a sort of ulceration, so that part of the mass was destroyed, and in

a few instances this process was carried so far that a shallow

ulcer was formed, but the latter condition was rare. These tumours

were tender, and in some cases painful, but pain was not a marked

feature. The lumps were in some cases situated in the position of

lymphatic glands, as in the neck, the right femoral triangle, and

the axillae. They were not, however, glandular tumours, and subse-

quent investigation showed that the lymphatic glands, though

slightly swollen, were not notably affected.

Condition of other organs.—Lungs natural except evidence of

slight emphysema, the cardiac dulness being diminished above,

not extending above the fifth costal cartilage.

Heart-apex beating in normal position in fifth space.

On admission a systolic murmur at the apex was noted, but this

was not permanent. Pulse 60, regular.

Liver normal in size. Spleen not enlarged. No evidence of

abdominal disease. Urine natural. Tongue clean; appetite good

;

bowels regular. Temperature on admission 99*6°. No evidence
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of any disease of nervous system. No anaesthesia. Blood natural

in appearance on microscopical examination. Pharynx and larynx

examined by Dr. F. Semon and found natural. There was a fetid

and peculiar smell exhaled from the body, which was thought by

some persons to resemble the smell of leprosy.

History.—Patient was bom in the country, and has always been

a remarkably healthy and robust man. He does not recollect ever

being laid up with illness. Has been thirty-three years a carman

in the employment of the Great Northern Railway, and has never

been out of England. No history of syphilis, and no affection of

skin before present illness, and nothing pointing to any specific

disease. His family were healthy ; his mother lived to the age of

eighty-one. Cause of the parents' death unknown. No history of

skin disease in family. Patient has had seven children, of whom
five are living and healthy, the eldest aged thirty-seven. Patient

says that he was always a moderate drinker. His present illness

began about three or four years ago, when he noticed red blotches

on his skin, which were not in the first instance swollen or raised.

They began on the feet, next appeared on the legs and arms, after-

wards on the trunk, and lastly on the neck, face and head. About

two years ago lumps or swellings began to form on the red patches,

and in many instances went on to ulceration. There had been little

pain except some smarting and pricking from the ulcers, and till

lately his general health had not been affected.

Progress of the case.—During his stay in hospital the patient got

steadily worse. It was, however, remarkable that there was un-

doubtedly an improvement in the condition of the feet and legs,

while the disease progressed in the upper part, and more especially

in the head and neck, which only gradually assumed the terrible

deformity represented in Plate XXI. Some of the lumps on

the arms also got better while other new ones formed. The follow-

ing are a few of the notes taken.

October 23rd.—The skin appears less swollen and not quite so

dark in colour. Some of the ulcerated masses are healing rather

rapidly.

November 9th.—Patient cannot open his right eye on account of

the swelling. The skin of the head is much more scaly than

before. After this the skin at the back of both ears became moist,

and a hard mass began to form about the angle of the left jaw.

The swelling of tlie face and scalp generally increased.
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24th.—Patient had an attack of bronchitis, which lasted about a

fortnight. During the first week of the attack the temperature

rose considerably, varying from 100° to 102° or 103°, but after this

it fell again, and did not again rise above 100° till just before the

patient's death.

December 4th.—The general swelling of head is diminished.

Some of the lumps on the groins, arms, and legs have discharged

greenish pus, and are now better.

12th.—A large lump at the back of the head has been increasing

for some days, and is now of hemispherical shape and about three

inches across. There are smaller lumps above the scapulae on both

sides ; and some others which form large folds on the right side

of the neck in front and extend down to or a little below the

clavicle.

A careful diagram taken about this time by Mr. Cook showed

about fifty-seven tumours, large and small, on the body, varying in

size from half an inch to two or three inches in diameter. About
half of them showed no distinct softening or ulceration, but eighteen

were wholly or partially excoriated, exuding a moist discharge and

ulcerating, while eleven were converted into distinct flat ulcers.

17th.—Several of the sores on the patient's legs have got

smaller during the last week, while a few have nearly healed. There

is suppuration from some of the masses on the thighs. (About

the same time the head and face were getting much worse.)

There was no internal change in the patient's condition for

the next fortnight, but at the beginning of January, 1886, he got

worse.

January 7th.—Patient is much worse since yesterday. He com-

plains of feeling a numbness in his limbs, and is somewhat delirious.

Temp. 100°.

11th.—Much worse ; is getting rapidly emaciated, and has been

delirious for some days, but still some of the sores are healing.

Temp. 100°.

13th.—Temp. 100'8°
;
pulse 128 ; respiration very rapid and of

a sighing character. Passes his evacuations unconsciously ; no

cardiac murmur ; no abnormal lung sounds, but a little rhonchys.

No sign of any organic disease.

14th.—Temperature rose from 101*8° in the morning to 106-4°

at 10 p.m., and patient died in the night. There was no change in

the condition of the skin in the last few days.
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The post-mortem examination was made by Dr. Sharkey who
made the following report

:

Body of a very big but emaciated man. Almost the whole of

the skin is altered in some way, that of the hands and feet being

least so. Loosened crusts of epithelium are present in many parts,

but very little ulceration is seen. There are ulcers, clean cut, about

1 to 1^ inches in diameter, on the inner aspect of the knees.

Below the right jaw and all down the right side of the neck is a

very large, ulcerating, new growth, the ulceration being confined to

the position of most luxuriant growth below the jaw. On making a

section of this it is seen to be of a pale pinkish colour of uniform

translucent appearance, and of pretty firm consistence. It has all

the appearance of a rather firm sarcoma. Here and there on other

parts of the body are seen nodules of new growth developed in the

skin. The skin which remains between them is mostly pigmented,

of a dull brown hue, and more or less rough and scaly ; veiy few

regions are seen to be healthy. On cutting into the parts observed,

the affection is found to be confined to the skin and subcutaneous

connective tissue, not invading the muscles and deep ;parts. All

the internal organs were large, but careful examination failed to

detect disease either in them or the nerves and muscles.

It may further be remarked that the lymphatic glands near the

affected portions of skin, viz. the inguinal, femoral, axillary, cer-

vical, &c., were not affected, except being perhaps slightly enlarged

in a few instances, and on further microscopical examination were

found normal.

The scaly psoriasis-like portions of skin were found to be con-

siderably infiltrated, and showed a layer of whitish new growth in

the deep portions of the skin, even where there was no tumour

projecting externally.

The liver weighed 86^ oz., spleen 5 oz., kidneys 13 oz., brain

46| oz., heart 12 oz.

Diagnosis.—When the patient first came under observation his

disease had considerable resemblance to leprosy, and was thus

diagnosed by some who saw him. I was at first inclined to accept

this diagnosis, but the further progress of the case made it quite

clear that it could not be a case of leprosy. Moreover, there was

not at any time any anaesthesia, nor any mutilation of limbs, nor

chronic deformities. There was also much more inflammatory red-

ness than is seen in leprosy, and the duration of the disease.
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though extending over four years, was not so long. When, however,

it was suggested that the case was like those described as granuloma

fungoides (or mycosis fongoide of Alibert) a reference to the de-

scriptions of that disease published in France and Germany clearly

showed that the case came under that head. Though there was no

organic disease discoverable except of the skin, there was evidently

a general condition of cachexia, which, and not any special symptom,

was the cause of death.

Treatment.—No local or general treatment produced any im-

provement in the patient's condition, nor did any make him worse.

He had arsenic, quinine, and G-urjun oil (the latter in consequence

of the suspicion of leprosy), and several ointments were used to the

skin, as well as solution of chlorinated soda. At one time the ex-

ternal use of ointment of yellow oxide of mercury produced slight

soreness of the gums, and it was discontinued. The patient had

no antisyphilitic treatment, and I think it well particularly to

note that, while in St. Thomas's Hospital at all events, he took no

iodide or bromide of potassium. The fluctuations in his condition

were evidently independent of the action of drugs.

Cultivation experiments.—During life attempts were made to

cultivate micro-organisms from the tissues in the Bacteriological

Laboratory of St. Thomas's Hospital by Mr. Ballance, whose report

was to this effect.

The surface of a scaly dark brown patch on the right arm was

carefully sterilised, and then seized with a sterilised pile-clamp.

From an incision ^ inch long and J inch deep made into the included

portion with a sterile knife serum exuded. This was transferred

by a sterile platinum wire into blood-serum tubes, and on to cover-

glasses. The former was kept for weeks in an incubator at 37° C,
and no growth whatever appeared. The latter were stained in

various ways, and no bacilli or micrococci could be found. These

processes were repeated on several occasions.

Histological examination.—Portions of the tumour removed during

life, and also various parts obtained after death, viz. the large

tumour of the neck, a flat scaly patch on the abdomen, lymphatic

glands, liver, and spleen were examined. I have to thank Mr. H. C.

Bristowe for making preparations of the post-mortem specimens.

I will first speak of the portions excised during life. They con-

sisted of a piece cut out of the tumour of the arm represented in

PI. XXII, and of a smaller less advanced portion near. They
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were placed at once in absolute alcohol. In both of these the

structure was essentially that which is called granulation tissue.

A large number of round cells were contained in a connective-tissue

stroma, in which were also traceable large formative or fibro-plastic

cells (plasma cells).

The greater number of the cells were roundish lymphatic corpus-

cles, and contained two or three irregular nuclei. These occupied in

some parts large tracts, which appeared at first sight to consist of

little else. In other parts the cells were larger, oval, longish,

spindle-shaped, or epithelioid, and evidently corresponded to the

epithelioid or fibro-plastic cells of granulation tissue. In parts

this structure formed a transition to true fibrous connective tissue.

The blood-vessels were large, their walls formed of distinct and

often large cells, as seen in Plate XXIII, fig. 2.

The other tumour, and also those removed after death, showed

the same structure.

The appearance of sections made from a flat scaly patch on the

abdomen, removed after death, is represented on PI. XXIII, fig. 1.

Although generally corresponding to the above description, there

were certain differences corresponding to the earlier stage of de-

velopment in these specimens. There was a larger proportion of

lymphoid corpuscles and less of formed connective tissue. The

round-celled infiltration formed a flat horizontal layer in the

corium, recognisable with the naked eye. The epidermis was

thickened, but not notably altered.

From all these observations there could be little doubt that the

structure was essentially that of a granulation tumour, or, in other

words, a chronic inflammatory growth. Since, however, two other

explanations have been given of the structure, viz. that it is a sar-

coma (Port, Kaposi), and that it is a lymphadenoma (Eanvier),

I may state shortly why I feel unable to accept either of these

denominations. The naked-eye appearance and consistence of the

larger tumours had undoubtedly a great resemblance to sarcoma,

but the cells and arrangement were difi'erent. In typical sarcoma

we have cells more definite in form than leucocytes, usually with

large nuclei, and one or more brilliant nucleoli, these cells com-

posing the tumour, and often showing a transition to some higher

tissue. If in some sarcomata the cells are hardly distinguishable

from leucocytes such tumours are better described as lymphomata.

In this case the colls did not constitute the tumour ; they showed
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no higher development than leucocytes, except in those parts where

there were epithelioid cells, and the usual type of inflammatory

connective tissue. The structure also passed by insensible transi-

tions into a mere cellular infiltration, and showed no transition to

any specialised form of connective tissue. It appears to me, there-

fore, misleading to call such a structure sarcoma.

The resemblance to lymphadenoma was, in the newer growths,

considerable at first sight, since these parts showed little more than

a dense infiltration with lymphoid cells ; but on pencilling out sec-

tions to remove the cells, according to the well-known method of

displaying lymphatic structures, I was unable to obtain the de-

cisive evidence of such a structure as is described by Professor

Ranvier. In the first place there was greater difficulty in removing

the cells than is usually the case in lymphatic structures, and when

the stroma was displayed it did not appear to have any special

features which would make it, in MM. Cornil and Ranvier's

words, absolutely similar to that of lymphatic glands and lym-

phadenic new growths.

In the earlier stages the reticulum appeared to be natural tissue

of the part ; in the later stage it was connective-tissue stroma of

a more complicated kind than is found in lymphatic glands. The

resemblance to lymph-gland structure was not closer than is the

case with all granulation tumours.

Concluding that the tissue is a granuloma, or chronic inflamma-

tory growth, we have, then, to ask. What is the irritant which keeps

up the inflanimation ? Is it a micro-organism of some kind, such

as has been shown to exist in most, and is possibly to be found in

all, growths of this class ? Or is there, perhaps, some ferment

or unorganised irritant which may play the same part ?

It seems reasonable to suppose that there must be some perpetual

irritant, and the hypothesis of a micro-organism is both plausible

and attractive. Specimens from this disease have been several

times examined for micro-organisms ; and though all investigators

have failed to find bacilli, there are two instances in which micro-

cocci have been found by two different observers.

The first of these cases was described by the late Professor

Auspitz, of Vienna. The histological examination was made by

his assistant. Dr. Hochsinger, and cultivations of micrococci,

followed by inoculation experiments, were conducted by Dr. Schift'

(' Vierteljahresschrift fiir Dermatologie,' xii, p. 123, 1885).

34
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The second case was examined by Professor Eindfleisch

C Deutsche Mediz. Wochenschrift,' April 9tli, 1885, p. 233), and

another account of the same case was given by Hammer (* Mit-

theilungen aus der Medizinischen klinik zu Wiirzburg,* ii, p. 3,

1886), which, as regards the microscopical results, confirms that

of Eindfleisch.

The results obtained by Hochsinger and Eindfleisch are, how-

ever, so different as to be almost contradictory.

Hochsinger examined pieces cut out during life from a new

growth on the head, and also scales from old patches on the body
;

all the specimens being immersed at once in absolute alcohol (a

point to which I desire to draw particular attention). Fine sections

were then made and coloured, for the purpose of detecting micro-

organisms by G-ram's method, mth gentian violet and iodine. By
this method Hochsinger found the sections stained in a manner

which he describes as showing " diffuse bacterial infiltration " of

the tissue. Masses, stripes, and streaks of intense blue colour were

seen with a low power, which with an oil-immersion lens resolved

themselves into masses of micrococci arranged in heaps, chains,

pairs, &c. They sometimes followed the lines of the connective

tissue and were sometimes enclosed in cells. Similar appearances

were seen in the epidermic scales removed from other parts.

Cultivations taken from the same places by Dr. Schiff gave an

orange-yellow coccus-mass in the form of staphylococcus. A
portion of this inoculated into the skin of a young cat caused

infiltration with desquamation, and prevented the growth of hair.

The scales of the cat's skin showed appearances similar to those

of the original specimens. This staphylococcus is accordingly

regarded by Hochsinger and Schiif as the cause of the disease.

Professor Eindfleisch' s results were entirely different. His

specimens were obtained post mortem (twelve to thirty- six hours

after death) ; and fine sections from them were stained by G-ram's

method. No bacilli were seen in any part. No cocci were seen in

the tissues outside the blood-vessels, but on the other hand, within

these vessels, especially in the caj^illaries of the papillary layer,

cutis, and subcutaneous tissue, were found abundant colonies of a

streptococcus, which Eindfleisch regards as the cause of the

disease, describing it as a parasite which remains within the

vessels and settles down on the inner surface of the cutaneous

capillaries, where io produces the lesions characteristic of the
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disease. The same cocci were found in the capillaries of some

small nodules scattered through the lungs, and microscopically in

the liver.

It is very difficult to reconcile these two accounts. Hochsinger

says nothing whatever about cocci within the vessels. On the

other hand, E-indfleisch found none without, and it is inconceivable

that so accomplished an histologist, using the same methods as

Hochsinger, should have failed to find the very remarkable phe-

nomena described by the latter, had they been present in his

specimen. We must conclude, therefore, that the cocci described

by Hochsinger were certainly wanting in Eindfleisch's case.

Supposing, as seems clear, that the disease was the same in the

two instances, the only difference which remains is that Hoch-

singer' s specimens were obtained from the living body and at once

placed in absolute alcohol, while Rindfleisch's were removed some

hours after death. It should also be mentioned that in Rind-

fleisch's case the high temperature and other symptoms preceding

death seemed to suggest at least that a septicsemic (or pysemic)

process was superadded to the chronic disease, and was the imme-

diate cause of death.

Hammer, in his account of the same case, gives a history which

accords very well with the case here recorded. His histological

results are nearly the same as those of Rindfleisch's, only that he

found streptococci in capillaries of internal organs (lung, kidney)

as well as in the skin, and very abundantly in the blood-vessels of

an inguinal lymph gland. .

Before criticising these discrepancies, I will describe the result

of my own examination for micro-organisms.

The portion of tumour removed during life was hardened in

absolute alcohol, and fine sections were cut by Dr. Acland in the

laboratory of St. Thomas's Hospital. I then subjected the

sections to the action of various aniline dyes. Methylene blue,

methyl violet, gentian violet, fuchsine, used directly gave no

evidence of micro-organisms. Gram's method was applied in the

following way :—Sections taken out of alcohol were immersed for

twenty-four hours in a methyl-violet solution in aniline water, and

then placed for a few minutes in Gram's iodine solution. This,

followed by the action of alcohol and oil of cloves, removed

partially or entirely the intense blue coloration. The amount of

decoloration is a matter of degree. It is possible to make the
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preparation quite colourless, or to leave the cells and nuclei tinted,

or to obtain an intermediate degree of coloration. The sections

were mounted either in this state or after counter-staining with

eosine. In preparations from which the colour was almost dis-

charged there were visible an enormous number of specks or

granules, which seen with a low power gave an appearance much
like that described by Hochsinger. Blue granular masses, forming

an irregular infiltration, were scattered over the section, but most

abundantly in the deeper parts of the corium.

At first sight it might seem as if the dye were merely precipi-

tated in the tissues, but on examination with a very high power

(Reichart's yV^^ ^^^ immersion with Abbe's condenser) these

masses became resolved into collections of free granules. These

appeared in some instances as if they were free in the tissues or

embedded in fibres, but on more careful inspection all appeared to

be contained in cells, chiefly in the large plasma cells or epithelioid

cells of the embryonic connective tissue, but some in lymphoid

cells (see PI. XXIII, fig. 2). These granules were for the most

part spherical, and to a great extent uniform in size (more regular

and uniform than they appear in the figure). But there were also

minute specks hardly discernible. The capillaries and other blood-

vessels contained none, nor anything at all suggestive of similarly

coloured bacteria. Detached scales of epidermis contained similar

granules. The general aspect of the tissues closely resembled that

of an infiltration with micrococci ; but I regard the granules as not

being micrococci for the following reasons :

1. The size was not uniform. 2. Some were clearly of irregular

shape, not spherical. 8. G-ram's method shows similar granules

in other tissues, if removed fresh and at once placed in alcohol. I

have seen similar appearances in fragments of lupus ; and also in

scales from inflammatory skin affections, e. g. lichen planus.

Ehrlich's " Mastzellen " contain similar granules, which are es-

pecially distinguished by becoming intensely stained with aniline

dyes.

Flemming has described similar granules in the cells of newly-

formed connective tissue, and Martinotti (' Monatshefte fiir Der-

matologie,' April, 1866, p. 190) has pointed out the very fallacy in

the determination of cocci in syphilitic products. Hueppe also

gives a warning on this point (' Methodeu der Bakterien For-

schung,' 3rd edit., p. 98). My belief is that these appearances
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will be still more commonly found if inflammatory products in a

fresh state or in absolute alcohol are stained by aniline dyes, and

that this source of error has probably been under-estimated.

On examination by the same methods of the post-mortem

specimens above mentioned, no such appearances were obtained,

nor were any micro-organisms detected. The granules apj^ear

then to be easily affected by post-mortem changes, so as either to

become decomposed, or to become incapable of absorbing the dye.

Since this is probably a question of degree, it would not, however,

be surj)rising if some tissues should, under certain circumstances,

give the same reaction soon after death. The granules are proba-

bly drops or spherules of some material which has important rela-

tions to the vital properties of the cell, and appear to me to belong

to the protoplasm, not to the nucleus.

These results make it impossible to suppose that the above-

described granules can be micrococci, which would certainly not be

destroyed at the time of post-mortem examination, and I must con-

clude that no micro-organisms were discoverable in this case.

The conclusion was confirmed by several independent investiga-

tions. My assistant, Dr. Acland, a highly skilled histologist, was

unable to detect any micro-organisms in sections made by him.

Mr. Watson Cheyne kindly went over my preparations and came

to the same conclusion. He had previously examined the tissues

for lepra bacilli with a negative result. Finally, I sent specimens

removed intra-vitam and post-mortem to Professor Dreschfeld, of

Manchester, who was good enough to make sections and stain

them with various dyes, but informed me that he could detect no

micro-organisms whatever, either in the vessels or the tissues. I

have taken these great, and some may think, extreme precautions

to test my conclusions, in consequence of the very positive state-

ments of the German pathologists.

Taking these results in connection with the negative results of

the cultivation experiments made by Mr. Ballance, I must conclude

that there was, at least in this case, no evidence of the bacterial

origin of the disease. Since this conclusion would seem to be in

contradiction to the statements of Rindfleisch and of Hochsinger,

I may be allowed to make some brief conclusions upon their results.

In Professor Rindfleisch's case there can be no question of the

accuracy of his observations ; but it is not proved that the micro-

coccus found by him existed during the whole course of the disease,
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and was its cause. It may have been connected witli the septicsemic

condition which preceded death in his patient. Further observations

are required to show that it even existed in the blood during life.

With respect to Dr. Hochsinger's observations, it would be pre-

sumptuous, without having seen his preparations, to say that the

round bodies observed by him were not cocci ; but I may be per-

mitted to remark that he does not appear to have been alive to the

source of fallacy arising from the presence of protoplasmic granules

capable of being stained by Gram's method, since he speaks of that

method as necessarily producing an isolated staining of bacteria.

Further, though he describes the so-called cocci as of uniform size

and shape, his figures, even those drawn under the highest powers,

exhibit considerable variation in this respect, while the general distri-

bution and diffuse powdering (" diffuse Bestaiibung") seem to differ

from what we generally see when micrococci are present in tissues.

The cultivation experiments undoubtedly showed that there was

a coccus present in the skin and epidermic scales. But the culti-

vated coccus seem to bear a close resemblance to the Staphylo-

coccus pyogenes aureus of Rosenbach, which is certainly very

commonly present on the human skin. I have repeatedly found

this, or a closely-allied form, come up in cultivations of parasites

from the surface of the body. If it was this or any similar coccus,

it is not surprising that it should have produced the inflammation

and other changes described as having been produced in the skin

of a cat which was inoculated with it. As, however, the Vienna

patient is apparently still under observation, there will be abundant

opportunity for refuting these objections if they are not well

grounded.

It is possible that bacteria may yet be found in this disease, and

that it may be shown to be caused by them, but in the meantime it

would be premature to assume that this is so merely because we
cannot find any other cause. It does not follow that all granulo-

mata or chronic inflammatory growths must be produced by the

irritation of a living organism. It is quite possible that a fluid or

soluble ferment formed in the body may be the irritant. Indeed,

with respect to the disease now spoken of, it is very notable that

there is a certain similarity between it and the tuberous form of

bromide of j^otassium eruption ; so much so that a careful inquiry

was made into the possibility of any such infection. It was quite

clear that in our case no such cause was at work, and the skin
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affection differed from bromide rash in being mere chronic or more

severe, and forming much more conspicuous tumours. Histologi-

cally, the bromide tubercles show a more acute form of inflamma-

tion. Moreover, this tubercular bromide eruption has, I believe,

been observed only in children or young subjects. Nevertheless,

the analogy should not, I think, be forgotten in speculating on the

aetiology of this disease.

Literature.—This disease, though not unknown to English derma-

tologists, having received from Erasmus Wilson the name of

eczema tuberculatum, and from Tilbury Fox that of fibroma fun-

goides, has not often been observed in this country, and I believe no

detailed and illustrated account of any case has yet been published.

A considerable number of cases have been recorded altogether in

Germany and France, and a few in America. I add a few references,

but a more complete list up to 1882 may be found in Neisser's

article contained in Ziemssen's * Handbuch der Hautkrankheiten,'

vol. i, p. 720, (' Handbuch der Pathologic,' vol. xiv, part 1.)

Alihert, ' Clinique de I'hopital St. Louis,' Paris, 1833, plate 50.

Bazin, * Legons sur les affections cutanees artificielles, &c.,' Paris, 1862.

Port, ' Deutsches Archiv fiir klin. Med./ xii, p. 434, 1874.

Hans Hehra, * Vierteljahrschrift fiir Dermatologie,' 1875, p. 75.

Oeher, ' Deutsches Archiv fiir klin. Med.,' xxi, p. 290, plates 9 and 10, 1878.

Virchow, ' Krankliafte Geschwiilste,' ii, p. 538.

Cornil and Ranvier, ' Histologic Pathologique,' ii, p. 862, 2nd edition.

Vidal, ' Transactions Internat. Med. Congress,' 1881, iii, p. 175.

Hillairet, ibid., p. 176.

Vidal et Le Brocq, quoted in Hallopean, ' Revue des Sciences Medicales,' 1885,

p. 747.

\_Beigel, " A Case of Lepra," ' Trans. Path. Soc.,' xx, p. 409. This may possibly

have been a case of this disease, though it is doubtful.]

Mannino, * Annales de Dermatologie,' 1883, vol. iv, 2nd series, p. 473.

Fahre, ' Gazette Medicale de Paris,' 1884, Nos. 35 and 36.

Tilbury Fox, ' Skin Diseases,' 3rd ed., p. 354.

Tilden, ' Boston Medical and Surgical Journal,' October 22nd, 1885.

May 4th, 1886.

Postscript.—Since this paper was completed and sent to the

press two important papers on the subject have come under my
notice. Hochsinger and Schiff, in the September number of the
* Vierteljahrschrift f . Dermatologie,' give a further account of their

case above referred to, including the post-mortem examination.

They maintain their theory of the origin of the disease from micro-
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cocci, and confirm it by new cultivation experiments, though, if I

understand the text rightly, they had great difficulty in finding

the supposed micrococci in specimens removed after death.

Professor Kobner, of Berlin, in ' Fortschritte der Medizin ' (Sep-

tember 1st, 1886) takes an entirely opposite view. He has indepen-

dently arrived at the same conclusions as mine (the most important

of which were announced to the Society on May 4th), especially as

follows :— (1) There are no micro-organisms to be found in the

tissues or blood in this disease
; (2) the supposed cocci of Hoch-

singer are granules of Mastzellen
; (3) the micrococci described by

Eindfleisch are those found in septicaemia
; (4) Hochsinger and

Schi:ff's cultivated micrococcus was probably Staphylococcus pyogenes

aureus. The remarkable accordance between his views and mine

induces me to make this exj)lanation. Septemher 21s^, 1886.

4. Pseudo-granulomafwigoides offoot.

By Frederic S. Eve.

TPhe name granuloma fungoides is exactly appropriate to the

J- condition observed in the specimen which I am about to

describe
; but it is not thereby intended to imply that the specimen

belongs to a well-marked disease described under that name by

Alibert, and of which recent examples have been published by

Auspitz and E-indfleisch ; but some features of resemblance exist

between it and true granuloma fungoides of Alibert, as will sub-

sequently be pointed out.

The case occurred in the practice of Mr. J, W. Hulke, who pre-

sented the inner half of the foot to the museum of the Royal

College of Surgeons.^ He has kindly permitted me to communicate

the case, and has been so good as to furnish me with a very com-

plete account of the clinical history.

Description of specimen.—Occupying the dorsum of the foot, and

extending from the ankle to the metatarsal bone of the great toe,

was a fungating mass, which projected nearly half an inch above

the skin. Its surface was moderately even, and covered by a thin

brown layer of sloughing tissue ; its edges were rounded and con-

• The specimen is preserved in the museum, see 'Pathological Catalogue,'

vol. iv. No. 4060.
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siderably overlapped the adjacent skin, which was not materially

altered.

The section of the mass was pale, uniform, and firm, except at

one part, where it was granular and friable. The disease did not

extend deeper than the subcutaneous tissue, and the bones of the

foot were healthy. The cuticle was thickened and uneven from

the presence of small discrete and widely scattered papillae.

On the inner side of the great toe, and over a small area on the

inner side of the ankle, the skin was covered with a closely-set

group of fleshy pajDillae. The corium was thickened by a considerable

increase of fibrous tissue.

In its minute structure the growth agrees precisely with Hoch-
singer's description of Auspitz's case (* Vierteljahr. f . Dermat.

ii. Syph.,' 1885, 1 Heft, p. 132). On the surface was ordinary

granulation tissue, composed of small round cells suj^ported by a

meshwork of homogeneous connective tissue. Small masses of the

same tissue were also scattered throughout the growth ; they were

usually undergoing granular degeneration, and in the process of

preparation of the specimen many had fallen, leaving elongated

or rounded spaces in the section. A considerable part of the

growth was made up of young connective tissue rich in cells, which

were rounded or irregular, rarely elongated, and were supported

by a scanty fascicular connective tissue. A few large " epithelioid
"

cells were distributed throughout the tissue. In some parts the

connective tissue had become more abundant, and the cell elements

scantier, and by further changes in the same direction a dense

fascicular connective tissue, studded with a few indistinct nuclei, was

produced ; of this probably the larger part of the growth consisted.

At one portion of the surface a thin layer of altered cuticle ex-

isted ; it was undergoing destruction by the subjacent granulation

tissue, its interpapillary processes being almost destroyed. The blood-

vessels were scanty, and the walls of the vessels were thickened.

Sections were stained after Gram's method, but no micrococci

(as observed in Auspitz's and in some other cases) were found.

Precis of case hy Mr. Hulke.—" The patient, aged 53, a merchant,

long the subject of cardiac disease and albuminuria, from boy-

hood had had an affection of the left leg and thigh, characterised

by occurrence of small gummata or tubercles in and under the

skin, ending by ulceration or withering, and leaving slightly de-
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pressed, wliitisli scars. To this was superadded a condition of

diffuse fibroid spurious hypertrophy, which extended as high as the

lower third of the thigh. The knee-joint was contracted. In

November, 1882, I saw the patient at the request of Dr. C. G.

Brown, in consequence of the upgrowth (from some of the gum-

mous knots ?) on the instep of a prominent mass, nearly as

large as the palm. This had, I was informed, been pronounced

epithelioma by a distinguished hospital surgeon and author a few

days previously, and the question submitted to me was the prac-

ticability of its removal with zinc chloride. In presence of the

uncertainty whether it had not implicated already the tarsal bones

and joints the use of the sharp scoop and escharotics did not appear

proper, unless vdth the permission to amputate if the tarsal bones

were found implicated.

In consultation with Sir J. Paget (who also, as I did, regarded

the mass on the instep as epithelioma) amputation was recom-

mended , and this was done at the middle of the thigh ; some of

the ulcers being above the patella made a lower amputation

impossible.

He made a good recovery, and when nearly convalescent our

attention was called by him to a swelling of the upper part of the

right forearm and elbow. This increased, and was regarded at

first by Sir J. Paget, Dr. Brown, and myself as probably a consecu-

tive malignant growth—a supposition which was negatived by its

subsequent course ; the distended skin broke in more than one

spot, large sloughs exfoliated, and cicatrisation followed ; in short,

the course was that of an intermuscular syphilitic gumma.

For some months the patient was able to resume business, but in

the autumn of 1883 he began to suffer great pain in the loins, which

after a few weeks confined him to his bed. In the spring of 1884

an obscure deep swelling was noticed in the right buttock, Under

the impression that it might be an abscess it was twice punctured,

but only a few drops of blood issued from the aspirator. He
lingered in great suffering until 6th August.

Dr. Brown kindly supplied me with the following particulars of

the necropsy:— ** On the inside of the right ilium, finnly adhering

to it, and of about the size and form of a lemon, was a new growth,

and immediately stretching over it wore cords of the lumbar 2->lexus

with several diseased lymphatic glands lying on them. On section

the upper free portion of the tumour was dense, white, firm, and



PSEUDO-GRANULOMA FUNGOIDES OF FOOT. 539

cauliflower-like in form. The deeper portion had eroded a con-

siderable portion of the ilium, and was in some parts soft and

quasi-purulent. The ilium was so destroyed that I easily passed

my finger through its centre into a sort of pouch where the puffy

swelling had been noticed at its outer surface. There were traces

of old pericarditis and general atheroma of the arterial system."

My view of the original disorder beginning in boyhood was that

it was allied to lupus (1. hypertroph.), and that finally in a seam

or knot on instep epithelioma had supervened. The question of

syphilis was discussed. (Acquired) syphilis was strongly denied by

the patient, and this negative, in which Dr. Brown (who had known

him many years) and I had implicit trust, was borne out by the

healthiness of his wife and children. The possibility of inherited

syphilis considered again in connection with the occurrence of the

tumour in the right forearm, which took a gummous course and ter-

mination, derived slight support from the existence of a letter from

Abernethy to the patient's father, showing that he had been under

medical treatment about the time of the patient's birth. Eecently,

since the patient's death, this hypothesis has derived confirmation

by my observation of strongly characterised marks of inherited

syphilis in one of his sisters. The clinical and family history,

together with the histology of the tumour in his foot, justify, then,

the inference that the patient's disorder in its early as in its later

manifestations were the expression of inherited syphilis.—J. W. H.

These facts, so clearly stated by Mr. Hulke, leave little room for

doubt that the disease was the outcome of an hereditary syphilitic

taint. But the question of the relation of the growth to others of

a somewhat similar nature is of greater difficulty. The growth

differed from an ordinary gumma in that it grew continuously, pro-

ducing a tumour-like outgrowth, instead of being removed by

sloughing. This circumstance was explained by microscopic ex-

amination, which showed that the granulation tissue developed

into a fairly well-formed and stable fibrous tissue. In this respect

it fully agrees with Auspitz's case, and equally differs from an ordi-

nary gumma. Again, the fact that it originated in skin which had

many years been the seat of chronic inflammatory hypertrophy

offers another point of resemblance to the case just quoted, for in

the latter the granuloma masses succeeded a more or less general

desquamating dermatitis with infiltration, a disease described in
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its earlier stage by Hebra as a scaly eczema, and wHcli had existed

six years before the first appearance of the granulomata. But there

are, I believe, no facts in support of a view that granuloma fungoides

of Alibert is of syphilitic origin ; therefore the only conclusion at

which we can at present arrive is that in the disease above

described, and in true granuloma fungoides, a like condition is

brought about by a chronic inflammatory process associated with

an abiding irritant, which is, however, probably of a different nature

in each case.

The manifestations of syphilis elsewhere furnish us with prece-

dents for a syphilitic gumma of the skin becoming organised

instead of following the rule and breaking down, notably in the

testicle, liver, and lung, in which organs fibroid induration is

generally associated with gummata, even to the extent of being the

more conspicuous change. May 4th, 1886.

5. Hairs showing a remarkable nodose condition, or " headed

hairsy

By J. F. Payne, M.D.

[With Plate XXIV, figs. 3 to 6.]

THE hairs shown and figured in Plate XXIV, figs. 3 to 6, were

taken from two children, Ernest K— , 2 years, and Arthur

K— , 1 year old, who were brought to me at the Hospital for

Diseases of the Skin.

The elder child's head was covered with short, broken-off hairs,

not more than a quarter of an inch long, so that the appearance

closely resembled that of general ringworm, of which I need hardly

say there was no trace. Some parts were nearly bald. The eye-

brows were nearly gone, and some of the eyelashes had fallen out.

The hairs present were very brittle, and thus difiicult to remove

in their full length, short though they were. It was evident that

their fragility prevented their growing properly.

When examined the hairs presented the appearance figured. The

history was that the child had had the ordinary infantile hair lij)
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DESCRIPTION OF PLATE XXIV.

Figs. 1 and 2.—Illustrating Dr. Payne's case of Erjthrasma.

(Page 516.)

From drawings by H. C. Payne.

Fig. 1.—Threads of micro-parasite of erythrasma in epidermic scales, stained

with methyl violet.

Fig. 2.—The same, showing the club-shaped and swollen free extremities of

the threads. Drawn with Reichert's ^3^ oil immersion, ocular 3, = 750 diameters.

Figs. 3—6 illustrate Dr. Payne's specimens of Beaded Hairs,

mounted in Canada balsam. (Page 540.)

Fig. 3.— A. somewhat atrophic hair-bulb and short stump without pigment

showing slight indentations.

Fig. 4.—Beaded hair, showing abundant black pigment in the swollen nodes,

but none in the slender internodes.

Fig. 5.—The same, showing the manner in which the hairs break off.

Fig. 6.—Thin atrophic hair almost devoid of pigment, showing a lesser degree

of beading. Magnified about 70 diameters.

From drawings by H. C. Payne.

Figs. 7 and 8 illustrate Mr. Bland Sutton's case of Perforating

Ulcer of the Foot of a Civet Cat. (Page 588.)

Fig. 7.—Transverse section of the spinal cord in the mid-dorsal region,

exhibiting profound alteration. Magnified 6 diameters.

Fig. 8.—A section of the median nerve from the affected foot, showing over-

growth of the connective tissue and destruction of the nerve-tubules. Magnified

6 diameters.

From drawings by Mr. Sutton.
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to four months old, but that when this fell off the usual second

growth of hair never came, or came only in this imperfect form.

The child had been suckled up to four months old, and since then

was fed from a bottle. His health was moderately good, but he

was not strong, and had unmistakeable signs of rickets. His head

used to sweat a great deal. He had not walked till more than a

year and a half old.

The younger child was very nearly bald. There were only a few

scattered hairs, which appeared broken off short, and were difficult

to extract. The eyebrows and eyelashes were quite gone. The

scalp was scaly with seborrhoea. The history in this case was the

same as in the brother. There had been a very abundant crop of

infantile hair, but when this fell off, in the fourth month, no second

crop appeared. This child was also decidedly rickety. He could

not walk, and had only two teeth. The hairs showed the same

characters as in the other child.

There was nothing in the family history to throw any light on

the cases. The parents were said to be healthy, and no other

member of the family was known to have this or any other

peculiarity of the hair. There was no sign or suspicion of

syphilis.

The condition of the hairs does not require any long description,

hence it is obvious enough from the figures. Most of the hairs

show alternations of expanded and contracted portions, so as to

have a beaded appearance. The narrow parts are wanting in pig-

ment, and show imperfect formation of the hair. The raised or

prominent portions contain pigment, and show the regular structure

of the hair-shaft tolerably well, allowing for the peculiar shape.

When fracture takes place, as it often does, it is invariably at one

of the contracted portions, and never through a prominent or ex-

panded part. From these facts it seems natural to conclude that

the thin parts are abnormal and the thick parts normal, so that the

peculiar shape arises rather from atrophy in the thin parts, not

from hypertrophy in the thick parts. Looking at it genetically the

condition might be produced by alternations of growth and

failure of growth in the bulb, producing alternations of normal size

(possibly slight hypertrophy) and of atrophy. This is confirmed

by an examination of the few hairs which are not beaded. These

are, thin, without pigment, and evidently atrophic. Moreover, the

hair-bulbs, when, as is seldom the case, they can be seen, are evi-
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dently wasted, as is shown in the figure. The whole condition is

not properly a disease, but rather a failure of development which

is almost congenital, and, indeed, may be due to a congenital

defect in the bulbs, from which the second crop of hair was to be

produced.

This condition has been described by Dr. Walter Smith and Dr.

McCall Anderson, and has received the name of trichoclasia nodosa,

but must be carefully distinguished from the condition called tri-

chorrhexis (also trichoclasia) nodosa by Wilks, Beigel, and Pye-

Smith, with which it has nothing whatever to do. In that condition

the nodosities are few in number, and constitute a brittle point in

the hair, so that fracture takes place through the nodosity (' Trans.

Path. Soc.,' vol. XXX, p. 439, 1879).

When these children came under my notice, and when in the

same year they were shown to the Dermatological Society, I knew

no descriptions of similar cases but those of Drs. Anderson and

Walter Smith (' Brit. Med. Journal,' 1879, vol. ii, p. 291, and 1880,

vol. i, p. 654). The description and figures given by the latter

writer agree very closely with these specimens, and his explanation

is essentially the same. Dr. Thin described at the London Medical

Congress, 1881, a case of varicose hairs, which seems like this, but

which he did not regard as identical with Dr. Walter Smith's

cases. More recently Dr. Lesser, of Leipzig, has witten about

ringed hairs (" E-ingelhaare"), under which term he includes some

cases similar to these, and some, it would seem, of the other con-

dition originally called trichorrhexis nodosa. He further speaks

of air being contained in the nodes of the hair, of which, in my
specimen, there was not a trace (* Monatshefte f . Dermatologie,'

1885, p. 371).

The congenital predisposition to this anomaly, shown by its

occurrence in two brothers, was still more marked in the remarkable

series of family cases reported by Dr. McCall Anderson. (' Lancet,'

1883, ii, p. 140.)

May ISth, 1886.
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6. Extreme ulceration of larynx with perforation , from a case

of ancesthetic leprosy. [Card specimen).

By Beavan N. Eake, M.D. (Trinidad).

JAME E— , aged 14, negro, admitted into the Leper Hospital,

Trinidad, December 1st, 1884, died June 18th, 1885. History

of laryngeal affection for about a year. Could only speak in a

whisper. Loud crepitation all over chest with thick yellow expec-

toration. Bronchial breathing at apices. Skin rough, discoloured,

desquamating, tense, shining, and fissured over shins. Fingers con-

tracting no ulceration.

Necropsy showed larynx ragged, injected ; vocal cords entirely

gone, thyroid cartilages separated and laid bare, gaping and leaving

an aperture leading into an abscess cavity in front of the thyroid.

Lungs cramined with tubercles. Three cavities the size of oranges in

the right apex, right base, and left apex. Other viscera quite healthy.

This ulceration of the larynx appeared to be phthisical rather than

leprous. Magenta showed a few bacilli in the femoral gland.

November 17th, 1885.

7. Hand from an old case of ancesthetic leprosy, showing

spontaneous amputation and arrest of the disease, {Card

specimen.)

By Beavan N. Rake, M.D. (Trinidad).

JOSEPHINE M— , aged 19, negress, admitted into the Leper Hospital,

Trinidad, March 11th, 1885, died June 14th, 1885. Leprous

for six years. Anaesthesia of extremities with contraction and self-

amputation of fingers and toes. Cough, fever, expectoration, harsh

breathing at apices.

Necropsy showed left lung completely excavated, forming one large

cavity. Right lung studded with grey and yellow tubercles from

apex to base. No thickening of median or ulnar nei'ves; other

viscera healthy. November \7th, 1885.



XI. MISCELLANEOUS SPECIMENS.

L Actinomycosis hominis.

By Theodore Acland, M.D.

[With Plate XXV.]

IT
is unnecessary to give more than a very brief account of the

general aspects of the disease known as actinomycosis, as an

excellent resume of the literature of the subject was given by Mr.

Shattock in the * Transactions ' of this Society for 1885. It is

rather my intention to explain in detail the nature of the specimens

exhibited to-night.

The disease has clinically no specific characters, the symptoms

apparently depending upon the organs or tissues attacked rather

than on the essential nature of the organism. It is recognised

only by the occurrence of granulation tumours, which may break

down forming abscesses, or may become calcified, or even partly

converted into bone. In the affected parts there are minute foci

of inflammation, which tend to run together, forming larger areas.

These may again unite, forming abscesses which are divided by

dense bands of fibrous tissue, which give them a characteristic

appearance. In the centre of each area of inflammation is seen

the structure from which the disease has derived its name ; in

cattle this is seen as a tufted rosette made up of pyriform or club-

shaped rods, which may be either single or divided. Thes.e are

surrounded by inflammatory cells, many of which have undergone

fatty degeneration. These rosettes are found floating in the pus

from abscess-cavities, and can be easily distinguished with the

naked eye as minute brownish-yellow irregular spheres. The first

case in England in which these appearances were detected was re-

cognised by Dr. Sharkey and myself in the early part of 1885, and

subsequently Mr. Shattock i-ecognised two specimens which had

been regarded as abscess of the liver, and whigih he described in

the • Pathologica-l Transactions ' of last year. In three out of the





DESCEIPTION OF PLATE XXV.

To illustrate Dr. A eland's paper on Actinomycosis Hominis.

(Page 546.)

Fi&. 1.—Mycosis of liver, general view (Zeiss A, oc. 1), showing smaller growths

uniting to form larger areas of degeneration.

A.—Growing edge. Compare fig. 4.

B.— Central area containing products of degeneration.

Figs. 2 and 3.—Small growths of same nature as that shown in fig. 1. In

fig. 2 no degeneration has taken place in centre. (Zeiss, obj. oil im. ^, oc. 1.)

Fig. 4.—Growing edge more highly magnified.
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four series of specimens which are shown here to-night the radia-

ting structures bear only the most superficial resemblance to that

which has been described above as Actinomycosis hovis. The rays

consist not of club-shaped rods but of innumerable fine threads,

which are single, branched, twisted, or straight, and in some places

divided transversely.

The earliest appearances of any growth consist of minute rod-

shaped bodies, and an uninterrupted series of rosettes can be seen

ranging upwards to the completely developed tuft. The larger

growths form rings with a hollow centre filled with degenerated

cells and threads ; the circles expand like fairy rings, fuse together,

and form the larger affected areas. It has been suggested that

these appearances are due to the method of preparation or post-

mortem growth, but these objections are very easily met. In the first

place. Actinomycosis hovis shows only the club-shaped elements and

no appearance of threads when treated in exactly the same manner

as the specimens shown to-night ; and secondly, in one case the

threads were present, and the disease was recognised many months

before death. It has been much discussed whether the so-called

organism is a living structure at all, and whether the appearances

are not due to some form of crystallised fat, or, at any rate, of re-

trograde changes occurring in caseous products of inflammation.

It is no doubt true that many unsuccessful attempts have been

made to cultivate the organism, although some observers believe

that they have succeeded in transmitting the disease from one

animal to another by direct inoculation ; no case is recorded of suc-

cessful inoculation from man to an animal. In his last experiment

Dr. J. Israel waited for seven months without result after the

inoculation of a calf. Quite recently Professor Bostrom reports

that he has successfully cultivated the organism on gelatine and

blood serum, but he does not seem to have been successful in re-

producing the disease from the cultivations. Notwithstanding this,

the microscopical appearances are those of some organic structure,

and they look like the thread form of some bacillus, and not like

the mycelium of the hyphomycetous fungus. In speaking of this or-

ganism at the Eoyal Medical and Chirurgical Society I used the term
** mycelium," relying on previous descriptions of the disease. There

is no proof that this is correct, although Mr. Crookshank has

pointed out the great similarity of my specimens to some which he

has figured, and which he believes to be the growth of some patho-



5i8 MISCELLANEOUS SPECIMENS.

genie mucor ; the structure, whatever may be its species, would

seem to be organic, judging by the effect of reagents. Moderately

strong acetic and nitrous acids do not affect it, therefore it is not

calcareous. Ether and alcohol do not dissolve it, and osmic acid

does not blacken it, therefore it is not fatty, and it behaves towards

staining reagents in exactly the same manner as many forms of

bacilli ; lastly, when stained its appearance is precisely like that of

a micro-organism, and entirely unlike any ordinary form of organic

material. If, then, it be admitted that an organism is present, the

question naturally arises whether it is the cause or consequence of

the disease, and whether that which is here described, and that

which is found in cattle, are the same.

To prove that an organism is the cause of a disease it is neces-

sary, according to Koch's well-known axioms, that it should be

always found in that particular disease in question and in no

other ; that it should be possible to make pure cultivations of it

external to the body, and that when a susceptible animal is inno-

culated with the pure culture, the same disease should be repro-

duced. Actinomyces will not as yet bear this conclusive test ; at

present the question is one only of probabilities. These proba-

bilities are, however, very strong ; since (1) the organism is found

wherever the inflammatory centres are present, and where it

occurs, as far as my observation goes, there is no inflammatory

process apart from the organism. (2) Where distant organs are

affected the early stage of the growth is found as the centre of

the smallest foci of inflammation, as though the disease had been

spread by the dissemination of an organism. (3) That it is unlike

any form of putrefactive organism known.

In three out of the four cases I have been able to examine the

organism seems entirely different from that found in cattle. In the

fourth, which was under Dr. James Israel's care in Berlin, the

club-shaped bodies are present in considerable quantities, and from

the microscopical examination alone would seem to be the same as

Actinomycosis bovis, so that there are probably two diseases which,

though alike in their clinical history, are caused by different

organisms.

I am indebted to Dr. Sharkey and Mr. Shattock in this country,

and to Dr. James Israel and Dr. Erhardt in Berlin, for the

material on which I have worked, and I should be greatly obliged

to any member of this Society who could enable me to obtain

u
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living specimens of the organism for cultivation. My own experi-

ments as yet have failed owing to the great difficulty of getting

the growth free from putrefactive organisms. To further illus-

trate the subject of mycosis of internal organs Dr. Kidd and I

have shown specimens from a case of aspergillus mycosis, from

a rabbit. The spores of Aspergillus fumigatus were injected by

Dr. Petri into the ear vein and the disease proved fatal in three

days. The spores are seen sprouting in the large vessels and

completely encircling and almost obliterating the structures of the

kidney. May 18th, 1886.

2. Aspergillus mycosis. (Card specimen,)

By Percy Kidd, M.D.

SPORES of Aspergillus fumigatus were injected into the auricular

vein of a rabbit. The animal died three or four days later.

The organs were cut into small pieces and placed in absolute

alcohol.

Microscopical examination showed that an abundant develop-

ment of mycelium had taken place in the various organs, especially

in the kidney. Sections of the kidney are shown in which this

development of mycelium is well seen both in the cortex and

pyramids, the glomeruli and other small organs being more or less

obstructed by mycelial threads. Haemorrhages and foci of small-

celled infiltration are present in places.

As a contrast sections are shown of tissues in which mycelium

has been accidentally introduced in the process of preparation. In

these specimens the threads are obviously lying on the surface of

the sections, and have not developed in the tissue as in the former

case. May 18th, 1886.
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S. Internal anthrax ; affection of stomachy intestines and lungs ;

extensive meningeal infiltration ; cerebral and spinal

hcemorrhages into skin ; delirium and tetanic spasms.

By John Poland.

PATRICK Gr— , aged 23, a bargeman, was admitted into G-ny's

Hospital on Sunday, April 20tli, 1884, under the care of

Mr. Bryant. The account that he was able to give of himself was

this, that he had fallen into his barge a distance of six feet on the

Thursday, three days previously ; this was followed by momentary

unconsciousness and giddiness. The same evening on going home

he felt very ill, complained of sickness and pains in the head. On
Saturday he " could not keep anything on his stomach." Subse-

quently I saw the man's wife and was able to obtain a fuller and

more accurate account of his illness. She stated that the fall he

had had on Thursday took place while coming out of a public-

bouse. This day he had done a day's work at one of the riverside

wharves, landing hides from his barge. Besides other hides he had

handled " Chinese kips," which are a particular dry form of goat

skin and known to be infected. He had not been to work for six

days previous to this—had bc^n drinking continuously the whole of

these six days. In the evening at 9.30 he complained of pains at

the pit of the stomach and head. He felt so ill that he was obHged to

go to bed; took some pills, which ''opened his bowels well" during

the night. The next day he had profuse diarrhoea, but no blood

passed. On Saturday, during the day he was a little better, but

towards the evening became much worse ; vomiting commenced. In

the night became delirious with severe spasms.

On Sunday morning at 7.30 he was brought to the hospital.

He was then in a very drowsy state but able to walk with assist-

ance to his bed in the ward. Tongue red and raw
;
peculiar smell with

breath
;
pupils dilated, acted to light

;
pulse 100, good ; temp. 103°.

No external wound on head. Pain in front and back of head.

Was put to bed and an ice-bag applied to his head. He remained

quiet for about six hours, until 1.30, when he began to get restless,

and vomited, bnnging up about half a j^int of thin yellow fluid.

Becoming more restless and trying to get out of bed, he was re-
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moved to the isolation ward, where he rapidly sank into an uncon-

scious state ; conjunctivae insensitive, pupils widely dilated, eyeballs

turned upwards. Became very violent with tetanic spasms of both

arms and legs, masseters rigidly contracted, stoppage of respiration

with great lividity. The convulsive fit then passed off, after lasting

about two minutes ; at times he foamed at the mouth ; urine drawD

off, very high coloured, sp. gr. 1038, no albumin, sugar, or blood. At

3 p.m. he had some very violent fits accompanied by opisthotonos.

Eespiration laboured
;
pulse rose to over 200 ; temp. 106°. The

convulsive fits continued till 5.30 p.m., when he became quieter and

more deeply comatose, and died in this condition at 6 p.m., ten and

a half hours after admission. For the last two hours Cheyne-Stokes

resp. was very marked.

The following extract is taken from the report of the post-mortem

examination made by myself on April 21st, eighteen hours after

death. Body well-developed, nourished, and muscular, generally

cyanosed. Rigor mortis well marked. Hypostasis very intense, of

a blue-black colour. No anasarca. About the centre of the left

buttock a small contused wound half an inch long, into the subcu-

taneous fat, coated with recent lymph. This was probably caused

by his fall on the first day of his illness.

Head.—No wound of scalp or fracture of skull.

Brain.—Weight 54 oz., soft, otherwise looked healthy. There

was found very extensive haemorrhage into the pia mater beneath

the arachnoid. The meningeal infiltration was almost universal

over the surface of the brain, and dipped in between the convolu-

tions. In many parts, as over the right hemisphere, the haemorrhage

was so great as to obscure the surface of the convolutions. The

upper surface of the cerebellum was also the seat of extensive in-

filtration. The lateral ventricles contained a little blood-stained

serum, and their surfaces were studded with numerous small

haemorrhagic ecchymoses.

In the spinal cord the meningeal haemorrhage was just as exten-

sive as in the brain. The infiltration appeared mostly as a long

band of blood on the anterior and posterior aspects along and

around the spinal vessels ; two inches above the lower end of the

cord, blood occupied nearly the whole of the posterior aspect. The

cord itself soft.

Thorax.—The connective tissue of the anterior mediastinum in-

filtrated with yellow gelatinous serum.
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Lungs.—Minute subpleural ecchymoses over botli. No pleurisy.

Throughout both lungs, but mostly over the surfaces, especially at

the lower part of upper lobes, were numerous dark haemorrhagic

infarctions ; some were more solid and defined than others, the

largest three inches wide, many two inches in depth ; others had

not an outline distinct from the surrounding tissue, which through-

out was deeply congested. Those of the periphery were more solid

and somewhat raised. No pneumonia. Trachea and bronchi con-

gested and full of viscid mucus. Two glands in the anterior medias-

tinum enlarged. One gland above right bronchus (one by half an

inch), was soft, congested, and round its lower end a small mass

of haemorrhagic extravasation. Three other bronchial gJands were

large and soft.

Pericardium.—A few haemorrhagic ecchymoses towards base of

heart. No fluid.

Heart 15 oz.—Muscle flabby and soft ; valves normal ; ventricles

dilated, contained dark fluid blood. The blood throughout the

rest of the body in the larger vessels was in the same condition,

with an entire absence of clotting. Aorta normal ; much post-

mortem staining.

Peritoneum contained about four pints of dirty crimson-yellow

serum. Large, congested, oedematous-looking areas could be seen

and felt scattered over the upper part of the small intestines.

No peritonitis.

Stomach.—Mucous membrane swollen and cedematous. On the

posterior wall were four well-defined sloughing patches. Three of

these presented a black, central, prominent mass, raised and situated

on a surrounding congested area ; two of them, measuring a quarter

by half an inch, were placed about the middle of the posterior wall,

a third, which was in an earlier stage, placed more towards the

cardiac end, and a fourth, two inches from the pylorus, of a circular

form; from this the central slough had come away, leaving adepressed

excavated hollow, -g\ inch deep, with dark sloughy-looking edges.

Intestines.—One inch from the pylorus on the posterior wall of

the duodenum was another small black sloughy patch, one quarter

by one quarter of an inch, and from this point extending eighteen

inches dowQwards the mucous membrane of the small intestine

was swollen and cedematous. Here four large black sloughs were

found placed upon the valvulse conniventes, and extending along

thcni, 01) some for more thtin one inch, and joining in an irregular
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manner witli other sloughs on the neighbouring valves. An area

of very intense congestion surrounded the sloughs, and the mucous
membrane and valves for a distance of two and a half inches were

greatly thickened, and appeared as a quivering jelly-like mass. There

were several smaller sloughs similar to the above scattered through

the same portion of the intestine ; below this they appeared to

cease abruptly, only one other slough being found just above the

middle of the small intestine, three eighths by a quarter of an inch.

The mucous membrane of the rest of small intestine merely cede-

matous. The peritoneal aspect of the sloughing patches was of a

deep crimson colour and sodden-looking, but no lymph on the

surface. The large intestine was normal.

Mesenteric glands a little swollen, but no ecchymoses.

Kidneys 14 oz., healthy ; no extravasation.

Bladder, prostate, and testes normal.

Liver 54 oz., normal ; no extravasation. Gall-bladder contained

1 oz. of healthy bile.

Spleen soft and diffluent ; no infarctions.

Skin.—Over the right scapula was found an hsemorrhagic extrava-

sation into the skin and subcutaneous tissue half an inch in diameter.

This appeared on section to be similar in consistency to the infarc-

tions in the lungs. On cutting into the skin in five or six other

places there appeared to be several other smaller haemorrhages

similar to the larger one. It was difficult, however, to distinguish

these smaller ones clearly on account of the very intense hypos-

tasis. It is probable that these infarcts would have eventually

become the seat of secondary anthrax pustules in the skin.

Microscopical examination of the nodules in the lungs, intestines,

and spleen, also of the spleen glands and skin, failed to reveal the

presence of any of the characteristic bacilli. Sections of all of

these were carefully examined both by myself and Mr. H. E. Crook

(student of Guy's Hospital). This was subsequently confirmed by

my friend Dr. Woodhead, of Edinburgh. I think this negative

result to be due to rapid decomposition. According to Bollinger,

the Bacillus anthracis is rapidly destroyed by decomposition.

The great interest in this case lies in the extensive meningeal

lesions with the accompanying nerve symptoms, and in the fact that

it is, I believe, the first in London in which internal lesions have

been present without any external point of inoculation ; or rather,

I should be more correct in saying the first that has been recognised
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at the time as such ; for I am of the opinion, with Dr. Goodhart,

that cases have occurred in former years.

The method of infection in this case was probably through the air

during respiration, the man having been at work amongst dry hides,

which gave off clouds of dust when handled. The exact period of

inoculation also can, I think, be accurately fixed ; the man had only

done one day's work amongst these infected hides—the day of his

seizure. Six days previous to this he had done no work at all.

The symptoms developed with great rapidity on the third day,

death taking place within fifteen hours of their onset.

The lesions in the small intestines and lungs were identical with

those described and figured by the late Dr. Mahomed in the

volume of our ' Transactions' for 1883. As in Dr. Mahomed's case,

one of the patches in the stomach was seen to be undergoing a

natural process of cure, the central slough being cast off. The

meningeal lesions of the brain and spinal cord were much more

extensive than in any of the cases that have occurred at Gruy's or

at Bradford. At Bradford the lung affection was found to be the

most common form of the disease.

Other cases have been found in which the prominent lesions were

in the intestinal canal, with symptoms of those of acute enteritis.

Mr. John Spear, in his report to the Local Grovernment Board, in

1883, ' On the Occurrence of Anthrax in the London Hide and Skin

Trades,' has collected one or two such cases.

Mr. Davies-CoUey, in the * Transactions' of the Royal Med. and

Chirurgical Society for 1882, published an account of the cases of

anthrax with external lesion, seventeen in number, that had been

observed at Guy's. From that date (June, 1882) up to the time of

occurrence of this case (June, 1884) there were nineteen additional

cases, and since that time up to the present twelve more, making

a total of forty-eight cases. Of these forty-eight cases of external

anthrax nine died, or about 18 per cent. Of these nine cases four

had characteristic and well-marked internal lesions, and five had

marked oedema of the glottis. This latter does not seem to have

caused death in any of the cases.

In the thirty-nine cases that recovered the pustule was either

excised or thoroughly destroyed directly after admission to hospital.

In fifteen of these cases there were present at the time of admission,

to a greater or less degree, constitutional symptoms of general

infection, showing that great hopes of recovery may be entertained
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in these cases, provided that the internal affection be not to

advanced. December 16th, 1885.

4. Siren monster. ( Card specimen.)

By John H. Morgan.

AF(ETTJS of natural term. Lived about 20 minutes. Exhibited

prior to dissection.

The body is natural down to the pelvis. There is but a small

bit of skin representing the external genitals. There is no anus.

The lower limbs are united down to the heel. Below this the

feet are separate.

One foot has the normal number of toes, the other has only

two toes.

The limbs are completely reversed, and face backwards. The

patellae are natural.

The development of the bones of the legs is not cei-taiuly

declared. December 15th, 1885.

5. Living specimen of malformedfoot. (^Card specimen.)

By Sydney Jones.

THIS specimen was shown in a girl aged about 10. The foot was

afterwards amputated, and is in the museum of St. Thomas's

Hospital. There was no history of previous malformation in the

family, nor could any maternal influence be traced to account for its

causation. The right leg was rotated outwards ; the tibia ended in

a blunted internal malleolus, having no connection with the bones

of the foot. This rotation of the leg outwards caused the end of

the tibia to appear on the outer side. The patient walked upon

the end of the external malleolus ; the dorsum of the foot was turned

downwards, the sole upwards. There were only two toes, the two
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outer ones. Of the bones of the foot there could be detected the

OS calcis, cuboid, external cuneiform, the two outer metatarsal

WOODCFT 19.

bones, with the phalanges of the two outer toes, and a rudimenjfe

of a third metatarsal bone. April 6th, 1886.

6. Contractions of the digital and palmar fascia.

By C. B. LocKwooD.

THESE dissected specimens and several plaster-of-Paris casts were

exhibited to illustrate the pathology of digital contractions

and distortions. The first specimen was obtained from the hand

of a young woman aged 21, who, for as long as she can remember,

had had the little finger of both hands contracted. During two

years the contraction had increased, and interfered with her em-

ployment, that of a scrubber. When examined both little fingers
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were found to be semi-flexed, owing to a band upon the flexor

aspect immediately beneath the skin. An opportunity having

occurred for obtaining the left little finger, it was found that the

band in question consisted of a thickening of the digital fascia

opposite the flexor aspect of the proximal intei'phalangeal joint.

Except that it was thickened and shortened the fascia was per-

fectly natural.

This specimen is an example of a comparatively common affection,

and which is probably hereditary. A cast of the hand of a young
gentleman accompanies those taken from the young woman ; evi-

dently they belong to the same class ; but other members of the

young gentleman's family have a similar distortion. I have recently

seen other cases strongly confirmatory of this view.

The second case of contraction of the digital fascia was obtained

from a subject which was being used for operative surgery. The
body was that of a stout, well-built male, about the age of 45.

When the various joints were opened a small quantity of turbid

synovial fluid escaped, and their interiors presented the following

appearances. The synovial membranes were injected and their

Haversian fringes enlarged, and the fibrous capsule and ligaments

stretched. The articular cartilages had disappeared in the greater

part of their extent, and what remained of them contained, as a

chemical examination proved, a deposit of urate of soda ; this

deposit was so abundant that the cartilages looked as if they had
been painted with it. Around the margins of the articular cartilages

there were small osteophytes, and where denuded of cartilages the

articular ends of the bones were slightly sclerosed. All the fingers

were distorted and deflected towards the ulnar side, and the de-

flection was at the metacarpo-phalangeal joint. The ring-finger of

the left hand had a pathological dislocation of the interphalangeal

joint, which will be discussed afterwards, but the right little finger

was flexed owing to a well-marked contraction of its deep fascia.

The flexion was situated at the proximal interphalangeal joint, which

had the morbid appearances which belonged to the articulations in

general. The flexion was due to a contractiou of the digital fascia

opposite the proximal interphalangeal joint. A distinct band
could be felt in this situation, and owing to their mutual adhesion

the skin was separated from it with difficulty. The band of thick-

ened fascia began opposite the second phalanx, and extended far

into the palm of the hand ; when it was divided the finger easily
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extended. The whole of the fascial thickening was impregnated

with crystals of urate of soda, and this deposit was so abundant

that it could be scraped away with a knife. There was no difficulty

in showing that the urate of soda was continuous with that which

surrounded the proximal interphalangeal joint.

Although the clinical history of this case is wanting, it seems

clear that it was a case of arthritis caused by the deposition of

urate of soda, and gouty in its characters. The existence of rudi-

mentary osteophytes and of slight sclerosis of bone are not, I

think, incompatible with this view ;i nor is it necessary, in order to

explain the osteophytes and sclerosis, to invoke another disease.

A sufficient quantity of urate of soda was present in the joints to

account for any inflammatory results which might be present.

Without doubt, in its morbid anatomy the case closely resembles

those described under the name of chronic ulcerative rheumatic

arthritis,^ but the deposit of urate of soda accredits it to its proper

class. However, it is most interesting and important to note that

except when the specimen was fresh this evidence was wanting.

After remaining in spirit for a few weeks the urate of soda entirely

disappeared. An inquiry leads to the conclusion that it would be

unsafe to form definite opinions as to the nature of any prepara-

tion of this sort until evidence was forthcoming as to its condition

before immersion in spirit. The probability must be borne in

mind that the salt may at one time have been present but have

become dissolved. Its existence might be sought for in the spirit

if it happened to be absent from the specimen. It can hardly be

doubted that the fascial contraction in this case was inflammatory,

nor that the inflammation was due to the urate of soda, and the

specimen might therefore be designated a " gouty contraction of

the digital and palmar fascia."

The third case of contraction of the fingers belonged to the class

known as '* Dupuytren's contraction." Anatomically it differed

from the other specimens because there was a greater implication

of the palmar fascia. The specimen was obtained from a dissect-

ing-room subject, and showed a marked flexion of the index and

little fingers of the right hand. The fascial shortening which

' This question is discussed by Mr. Jonathan Hutchinson in his paper upon
" The Relations which exist between Gout and Rheumatism," ' Transactions of

the International Medical Congress,' 1881, p. 92, et seq.

2 'illustrations of Clinical Surgery,' Jonathan Hutchinson, 1878, p. b9,etseq.
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caused this was so intimately united to the skin that the

structures could not be separated, and this was more particularly

the case in the neighbourhood of the transverse palmar and trans-

verse digital creases. In order to display the relation of the

cicatricial band to the subjacent vessels and nerves, it was found

convenient to dissect the specimen by placing the hand palm
downwards and by opening the fingers, separating the heads of the

metacarpal bones, and cleaning the surface of the contraction

farthest away from the skin of the palm. It was then perceived

that a very thick (one eighth of an inch) band of palmar fascia ran

from near the annular ligament of the wrist to the fork between

the ring and little fingers, where it bifurcated, sending a slip to

each. These digital slips blended with the deep fascia and skin of

the finger, and formed intimate connections with the lateral

digital septa, the ligaments which pass from the phalangeal edges

to the skin (Cleland's ligaments), and with the fibrous capsule of

the proximal interphalangeal joints. The contracted band of the

ring-finger was the thickest and most prominent, and owing to the

fact that the vessels and nerves were not raised with it, an interval

of quite a quarter of an inch separated it from them. The
vessels and nerves would not have been divided by an operation

performed with ordinary skill. The contracting band which went

to the little finger was but slightly prominent, and the digital

vessels and nerves were close to it.

The contraction in this case cannot be attributed to any par-

ticular cause. It is not unusual to call similar cases rheumatic
;

an explanation which involves a curious petitio principii for the

pathology of rheumatism awaits elucidation, and doubtless the

term is applied to more than one affection.

Two of the cases which have been mentioned indicate that con-

tractions of the digital fascia may be congenital or may be gouty,

and in addition I have recently seen one in which a lacerated

wound of the palm was followed by a perfectly distinct fascial

contraction. Without doubt an enumeration of the causes of con-

traction of the digital and palmar fascia, putting aside congenital

shortening of the digital fascia, would merely be a recital of the

various affections which are capable of causing chronic inflam-

mation. November 17th, 1885.
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7. Pathological dislocation of interphalangealjoint.

By C. B. LocKwooD.

mHE specimea described below accompanied the preceding

J- because it was obtained from the subject in whom there were

extensive deposits of urate of soda in the joints, and in whom the

gouty contraction of the digital fascia, which has been mentioned,

was found. The interest of the specimen lies in the possibility of

a deposit of urate of soda in the dorsal aponeurosis and its sheath

causing the dislocation. The left ring-finger was shorter than the

other, and there was a prominence opposite the flexor aspect of the

proximal interphalangeal joint. A longitudinal section showed

that the swelling was caused by the head of the proximal phalanx,

which protruded in a palmar direction, whilst the base of the

second phalanx was dislocated dorsally, so as to lie upon the head

of its proximal fellow. The phalangeal joint had undergone the

same pathological changes as all the rest. Its cartilages were

almost destroyed, and where they remained were impregnated with

urate of soda. The bones were sclerosed and their articular

margins surrounded by minute osteophytes. The synovial mem-

branes were thickened and injected, and the lateral ligaments

relaxed. The glenoid ligament was frayed out and detached, and

an attempt made to reduce the dislocation was resisted by the

dorsal aponeurosis and its sheath ; and these structures, when

fresh, were impregnated with a great quantity of urate of soda.

The pathological events in this case seem to have begun with a

gouty arthritis, which resulted in stretching and destruction of

ligaments, and to have ended in a dislocation. It seems an open

question whether the luxation was brought about by the condition

of the dorsal aponeurosis, but such an hypothesis does not seem

altogether unreasonable. November 17thy 1885.
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8. Caries of lumbar spine, abscess, destruction of right kidney,

and ulceration into duodenum ; lumbar incision ; death.

By J. N. C. Davies-Collet, M.C.

ELLEN M— , aged 24, a married woman, was admitted into Guy's

Hospital under the care of Mr. Davies-Colley, on October

26th, 1885, suffering from angular curvature of the lumbar spine,

with severe pain and inability to walk.

Her father died of consumption, and one brother was also con-

sumptive. With the exception of scarlet fever and some other

infantile disorders she enjoyed good health until four years ago,

when she slipped in descending some stairs with a pail, and fell ten

or twelve feet, striking her back. For a time it was painful, but

she soon got better, and it was not till a year later that she noticed

that a very tender prominence was forming in the lower part of her

spine. At the same time she began to suffer from pain in both her

legs like rheumatism. She was then admitted into the London

Hospital, where she remained recumbent for two months, and after-

wards she was sent to the hospital at Margate. Her stay at the

seaside did her great good, and after three months there she re-

turned home, and remained fairly well until a year before her ad-

mission. She then began to get much weaker, and the lump in her

back became more prominent. For the last six months she has had

what her doctor called "low fever." She has been married three

years, but has had no children.

On admission she was pale, thin, and evidently in great pain.

There was a well-marked angular projection in the lower part of

her back, formed chiefly by the spines of the second and third

lumbar vertebrae, with considerable tenderness. She lay on her

left side, with her right hip flexed through 60° or more. There

was acute tenderness over the right lumbar and inguinal regions, in

Scarpa's triangle, and especially around the great trochanter of the

right side. No distinct impulse on coughing, and no fluctuation

could be detected, although there was some fulness and heat in

these regions. The attempt to move her right hip gave her great

pain. The evening temperature was high, about 102°.

As she remained in a very low condition, and as anodyne

m
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applications failed to relieve the excessive pain she suffered

in her right thigh, she was put under the influence of an

anaesthetic (A. C. E. mixture) on the 3rd of November, with

a view to examine more completely into her condition, and if

any indication of suppuration were found, to make a free in-

cision into the abscess. The only evidence of fluid that could be

detected was a doubtful impulse in the back of the right lumbar

region upon firm pressure being made into the right iliac fossa.

Mr. Davies-Colley therefore made a vertical incision about three

inches long, just external to the tip of the lumbar transverse processes,

and overlapping the last rib and crista ilii, which were unduly

approximated. On cutting through the outer fibres of the erector

spinse he came down upon the tip of the transverse process of the

third lumbar vertebra, and with a blunt instrument he separated

the soft parts from the front of this process, in the manner recom-

mended by Mr. Treves in his paper upon '' The treatment of Spinal

Abscesses" in the ' Medico-Chirurgical Transactions' (vol. Ixvii,

p. 113). No pus came away, although the dissection was extended

so as to lay bare an area from half to three quarters of an inch in

diameter upon the side of the body of the third lumbar vertebra.

The wound was therefore partially closed with sutures after insert-

ing a drainage-tube to drain its deeper recesses. The operation

was performed under the spray, and it was estimated that the loss

of blood was from one to two ounces. The same night about five

ounces of very foul discharge came through the dressings. No
relief, however, followed the operation. She still suffered great

pain, and cried out whenever she was touched or moved. The pain

appeared to be chiefly in the course of the right anterior crural

nerve. On the second day all the sutures were removed. The dis-

charge was very foul and copious, and it contained a good deal of

solid sediment, which was suspected to be stercoraceous. She

became gradually weaker, and could take very little nourishment.

At times she was delirious. At last she sank into a semi-comatose

condition, and died on the 14th November, eleven days after the

operation.

At the post-mortem examination, which was made by Dr. Car-

rington, it was found that the projection in the back was formed

by the spines of the second, third, and fourth lumbar vertebrse.

The body of the fifth lumbar vertebra was a mere bony shell full

of thick, grumous, caseous pus, and the lower and posterior part of
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the body of the fourth lumbar vertebra was in a similar con-

dition. A spinal abscess had burrowed from these vertebrae out-

wards and upwards, involving the right kidney and ureter. The

kidney was adherent to the liver and entirely disorganised, and the

ureter was occluded by a mass of inflammatory tissue, which

accounted for the absence of pus or albumen in the urine. An
opening one third of an inch in diameter led from this part of the

abscess into the back of the second portion of the duodenum, just

below the entrance of the common bile-duct. The edges of the

opening were everted, and directed towards the abscess sac. The
duodenal aspect of the orifice was somewhat smaller, and formed a

mere slit in the mucous membrane.

Remarks. — The following are the chief points which have

induced me to bring this case before the Society

:

1. Although the disease has almost entirely destroyed the body

of the fifth lumbar vertebra, and only invaded a portion of the

fourth, it will be found that the projection observed during life

was formed by the spines of the second, third, and fourth lumbar

vertebrae. I do not remember to have seen this want of cor-

respondence between the angular projection and the chief seat of

disease in any other case, nor have I observed any allusion to its

occurrence in our text-books. It is obvious that if an operation were

undertaken for the removal of portions of the diseased bone, this

want of correspondence might interfere seriously with its prospects

of success.

2. The fact that the right kidney should have been completely

disorganised by the inflammation starting from these bones with-

out the appearance of any pus in the urine to indicate what was

going on. I presume that this was probably due to the occlusion

of the ureter having preceded the renal inflammation.

3. I wish to call attention to the opening which had formed in

the duodenum, and to the remarkable clinical results to which this

lesion gave rise. From what we found after death, it would

appear that before the operation the abscess must have discharged

itself into the small intestine by the perforation. This accounts

for the absence of any fluctuating swelling in the usual sites of

spinal abscesses. At the same time the frequent escape of the

contents of the alimentary tract into the abscess cavity gave rise to

the acute pain and tenderness from which the patient suffered. In

my operation I appear to have freely opened the abscess cavity,



564 MISCELLANEOUS SPECIMENS.

but nothing flowed from it at that time ; in the first place, because

no food had been recently taken, and secondly, because the abscess

was already well drained into the intestine.

The thick foul discharge which flowed freely from that time

until her death was no doubt a mixture of pus and the contents of

the duodenum. The excruciating pain still continued because the

lumbar nerves were bathed in this irritating mixture, and death

was probably hastened by the escape through the wound of a con-

siderable portion of the food swallowed by the patient.

May Uh, 1886.

9. New formation of hone in the walls of a sinus in connection

with a psoas abscess.

By Quarry Silcock, M.D., B.S.

IN the specimen exhibited, a complete ring of new bone has

formed in the wall of a sinus connected with a psoas abscess.

This occurrence seems to be so unusual that I can find no similar

instance recorded.

The specimen was obtained from the body of a little boy, aged 5

years, who was the subject of spinal caries, and under the care of

Mr. Norton in St. Mary's Hospital. Nine months before death a

psoas abscess appeared, pointing in the usual position below

Poupart's ligament ; the swelling was poulticed until it burst,

the resulting sinus always remaining open and discharging

freely.

Extract from post-mortem notes.—Body emaciated ; development

retarded, but otherwise normal. Opening of psoas abscess on

inner side of right thigh at level of small trochanter.

Examination of spine.—The lumbar spine was the seat of a

slightly marked angular curvature, the spinous process of the

fourth lumbar vertebra forming the apex of the convexity. The

spine being sawn through vertically in the mesial line, the inter-

vertebral cartilage between tbe fourth and fifth vertebrae, together

with the lower and upper portions of the bodies of those vertebrae

which respectively correspoiaded to it, had disappeared, leaving a
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space somewhat wider posteriorly than anteriorly, containing pus,

together with a few fragments of dead lione. This cavity com-

municated with that of a right psoas abscess, which extended

downwards to the level of the small trochanter of the same side.

The dura mater opposite the seat of caries was normal, and the

spinal canal was not encroached upon in any marked degree.

The abscess cavity and the sinus leading therefrom were lined by

a thick pyogenic membrane. Below Poupart's ligament the lumen

of the sinus was very narrow, and its walls contained bony plates,

which at one point completely encircled it.

The viscera showed no noteworthy abnormality ; there was no

evidence of lardaceoas degeneration. Portions of the walls of the

sinus containing the bony plates were placed in a decalcifying

mixture of chromic and hydrochloric acid, and sections made for

microscopical examination. These proved the newly formed bone

to possess an irregular and imperfectly developed canalicular

system. The centres of bone were embedded in the inflammatory

connective tissues of the walls of the sinus, and were surrounded

by a zone of osteoblasts.

BemarJcs.—An explanation of this remarkable condition may
perhaps be sought in the fact that there is a tendency to the

formation of bone in the tendon of the psoas muscle, and in the

connective tissues generally, especially in states of chronic inflam-

mation. Perhaps, too, the passage of pus containing large quan-

tities of lime salts in solution, over the walls of the sinus, may
have had something to do with the result. It is interesting to

remark that such a formation and deposition of bone in the walls

of a sinus must tend to maintain its patency ; and clinically, that

the pieces of new bone might easily be mistaken for necrosed

fragments should they happen to be struck by the probe or other

exploratory instrument. May 4:th, 1886.
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10. Slough of part of abdominal muscle and its aponeurosis,

following punctured wound. {Card specimen.)

By J. N. C. Davies-Colley, M.C.

ANNIE F. L— , aged 17, an unmarried girl, was admitted into Guy's

Hospital on July 9tli, 1883, under Mr. Davies-Colley, with a

very tender fluctuating swelling, occupying the left half of the front

of her abdomen. Nineteen days before she had been accidentally

pricked by a needle about two inches above the middle of the left Pou-

part's ligament. Only a drop of blood came away at the time, but

three days afterwards she had to take to her bed with swelling of the

abdomen and severe shooting pains in the left groin. Under ether,

free incisions were made into the swelling, and twenty-eight ounces

of thick inoffensive pus came away, together with a gelatinous

mass. This was at first thought to be a fibrinous coagulum, but

after it had been floated out in water it proved to be a portion of

the aponeurosis of one of the abdominal muscles, together with

some of the fleshy fibres, altogether about five by two inches in

area. The abscess cavity was evidently situated in the parietes.

The girl, who on admission had been somewhat emaciated and

feverish, rapidly recovered, and went out well on the 29th August.

The specimen is exhibited as an example of local gangrene follow-

ing the acute inflammation of an abdominal muscle and its sur-

roundings set up by a slight injury. In the more recent condition

the muscular fibres were easily recognised, but now there is not

much to be seen except the fibrous aponeurosis.

November '^rd, 1885.

11. Lipaemic blood in diabetes. {Card specimen.)

By W. B. Hadden, M D.

THE patient was a man, aged 24, who bad suffered from diabetes

for about a year before his death. Three days before the fatal

issue he complained of abdominal pain and was constantly sick.

He rapidly became comatose and a peculiar odour was exhaled.
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Two days before death albumen was found in tbe urine for the

first time.

At the post-mortem examination, the odour of acetone was detected

on opening the abdomen. There was hypostatic pneumonia of both

lungs. The blood in the heart, intracranial sinuses, and veins

resembled a mixture of blood and pus. On standing a minute or

two the surface of the blood became covered by a white, creamy

layer. A large clot in the right ventricle of the heart resembled

Devonshire cream, and when placed on a plate a creamy fluid oozed

away. The blood was odourless.

In the portal vein the blood was dark and liquid. A specimen

of blood was left to stand in a stoppered bottle for forty-eight

hours. At the end of that time the upper five sixths were white

and creamy, the lower sixth having the appearance of fairly normal

blood.

Chemical examination.—Blood strongly acid. The cream-like

fluid was readily soluble in ether, with and without potash. The

fluid left after the removal of the ethereal solution was highly

albuminous. On the addition of ferric chloride to the creamy

fluid a slight red colour was produced. The milky colour of the

blood was evidently due to fat in a finely granular form.

Microscopical examination showed much fine granular matter in

the creamy layer, and a few red and white blood-cells. In the

lower layer the corpuscles were normal and there was a fair amount

of granular matter.

The specimen exhibited in the bottle is the upper creamy layer

decanted from blood which was left to stand two or three days. It

has become slightly reddened from the additions of salicylic acid

as an antiseptic. January 19th, 1886.

12. Stump of amputation at the knee-joint. {Card specimen^

By John Poland.

VERTicAii section of stump after amputation at the knee-joint,

showing the condition of the structures and excellent result

of this operation, performed thirteen years previously for sloughing

ulcer of leg with necrosis of tibia.
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The specimen was taken from a female patient aged 46. She

died after amputation of tlie opposite thigh for gangrene of leg.

The articular cartilage of the femur is still intact over a consi-

derable area on its anterior and lower aspects, that on the patella is

absent. The patella is placed at the upper part of the articular

surface of the femur, and firmly united by fibrous tissue to the

bone beneath, its apex one inch above lower end of femur ; the

synovial pouch above the patella is completely obliterated.

Only a small transverse cicatrix in the skin is seen on the posterior

surface of its stump at the upper level of the condyles. The

popliteal nerves are drawn upwards three inches above cicatrix.

February 16th, 1886.

18. Portion of thumb with vessel and nerve amputated by a

piece of string. {Card specimen.)

By William H. Battle.

TERMINAL phalanx of right thumb amputated by a piece of string

(about the thickness of a No. 1 catheter), which had become

fixed to revolving machinery. Vessel and nerve on inner side

pulled out for 3| inches. Tendon and bone clearly divided.

The patient was a man aged about 32. December 1st, 1885.

14. Supernumerary nipple in a man. [Card specime?i.)

By H. Handfoed, M.D.

PATIENT is aged 50 and is sufi'ering from heart disease ; there is

no heredity. In the * London Medical Kecord ' for August,

1885, is an article in which is a statement taken from a paper by
Dr. Mitchell Bruce in the ' Journal of Anatomy and Physiology,'

vol. xiii, to the effect that among the out-patients at the Brompton
Consumption Hospital 7-619 j^er cent, of 315 individuals taken in-
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discriminately presented supernumerary nipples ; of 207 men 9*11

per cent., and of 104 women 4*17 per cent.

During the past few days I have taken 131 in- and out-patients

at the Nottingham General Hospital, in all of whom the whole of

the trunk, back and front, was carefully examined (except six, where

the back could not be examined), and have not found anything re-

sembling the cast exhibited. Of seventy-three men three had a

very doubtful supernumerary nipple—two on the right and one on

the left—below and nearer the middle line than the primary one,

just as in the cast. In all these the projection was very small, and

required a magnifying glass to distinguish the shape. In two out

of the three there was a suggestion of an areola. Of the seventy

remaining cases twenty-five had more or less raised or pedunculated

moles on various parts of the trunk. Of these only six bore the

faintest possible resemblance to a nipple, and were situate in the

nipple line at the level of the sixth or eighth ribs, or in the inguinal

region. Of the six, in only three could the question of a rudimen-

tary nipple be entertained, and in them it required a strong appeal

to the imagination.

Among fifty-eight women no even doubtful supernumerary

nipples were found. In twenty-two cases moles of various shapes

and kinds were present, but in only two was there the faintest

suggestion of a nipple. One was just to the right of the sternum

at the base of the fourth rib, and the other on the abdomen in the

nipple line at the base of the eighth costal cartilage. In neither

case on closer examination was any real resemblance to a nipple

detected. There was no areola. My friend and colleague Dr. A.

Claude Taylor tells me that for many years he has examined a

large number of recruits for the army, militia, and police—an ex-

amination in which all special marks are noted—and he has not

met with anything like the cast exhibited.

The supernumerary nipple is on the left side. The right nipple

and the left primary one are situate over the lower border of the

fourth rib. The diameter of the areola of each is | inch. The
supernumerary nipple is situate on the lower border of the fifth

rib. If inch below and ^ inch nearer the middle line than the left

primary nipple. The diameter of the areola is f inch, and the ox-

tent of projection of the nipple about ^^g^ inch. It is well formed.

April 20th, 1886.
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15. Hodgkin's disease. {Card specimen,)

By H. Handford, M.D.

HB— , aged 36. Illness began six weeks before admission,

» with feeling of being tired, pain at umbilicus, nausea, and

vomiting.

On admission patient was pale and sallow, bad pigmented stains

(? syphilitic) od forehead, and was suffering from considerable

ascites. No enlargement of any of the superficial lymphatic

glands. (Edema of legs began before ascites. Total duration of

illness eight weeks. No increase of white blood-corpuscles.

Fost mortem.—Spleen 22| oz. G-reat enlargement of mesenteric,

lumbar, and thoracic glands. Pressure by enlarged glands on vena

cava and vena portse.

Lymphatic infiltration in liver, diffused, and in miliary nodules.

Nodule size of pea in occipital lobe of brain.

Kidneys, right 6 oz., and left 6^ oz. No deposits, capsules

stripped easily.

Brain 2 lbs. 9f oz. Miliary nodules in lungs.

May 4ith, 1886.

16. Bulletflattened by impact on the frontal bone. {Card

specimen.)

By William H. Battle, for John Croft.

Two bullets shown in the case, the upper being the size of the

lower before it was impacted on the frontal bone.

Suicidal attempt. Bullet found flattened against the bone under

the wound caused by the revolver. No symptoms.

Patient, aged 32, died suddenly twelve days after admission.

No disease nor cause for death found ^os^ tnortem.

December 1st, 1885.
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17. Photographs of micro-organisms. (Card specimens.)

By Leopold Hudson, for Edgar Crookshank.

A(l) Thirty enlargements from negatives obtained with an oil

• immersion j^j-th inch of the following subjects:

Anthrax bacillus. In blood, tissue-sections, and culti-

vations.

Hay bacillus.

Bacillus of malignant oedema.

Micrococcus of pneumonia.

Tubercle bacillus.

Bacillus of foul-brood.

Bacillus megaterium.

Clostridium polymyxa.

Spirillum volutans.

Microbe of chicken cholera.

Comma bacilli of Koch, Lewis, and Finkler.

Bacteria of putrefaction.

(2) Seventy prints from the original negatives obtained with

a dry -^-th inch, and oil immersion -jg*^ ^^^ tV**^ i^^^ '•

Various micro-organisms.

B. Microscopical preparations of micro-organisms, including sec-

tions of bovine actinomycosis from lung, and from

maxillary tumours. May ISth, 1886.
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1. Diseases of the vascular mechanism in animals.

By J. Bland Sutton.

IN this paper it is proposed to deal with examples of disease of the

heart and vessels in animals. Lesions of these important

structures are by no means of so frequent occurrence as in man,

indeed one may go so far as to say that they are comparatively

rare.

The various affections will be discussed in the following order

:

1. Pericarditis.

2. The milk-white patch.

3. Affections of the valves.

4. Affections of the arteries : (a) atheroma, (6) aneurysm, ver-

minous aneurysm.

5. Affections of the veins.

1. Pericarditis.—In animals inflammation of the pericardium

may be set up by a variety of causes, the chief of which are

rheumatic fever, injuries, extension of inflammation from the

pleura and lungs, tubercular affections, perlsucht, parasites, and

penetration by foreign bodies.

Rheumatic pericarditis.—It is well known to veterinarians that

horses suffer from rheumatic fever, and that pericarditis is as

constantly attendant as a complication in them as in man.

Whether wild animals suffer from rheumatic fever or not is more

or less a matter of conjecture, but I am strongly of opinion that

animals which frequent the water, such as the hippopotamus, the

beaver, the otter, and the like, suffer from this affection. The

reasons which induce me to hold this view may be stated briefly.

In several specimens which have come into my hands, and in which,

post mortem, uncomplicated pericarditis was found, they had for

many days abstained from entering the water, would lie about, not

caring to move, ard when roused manifested evident signs of pain.

This was more particularly the case with the hippopotamus, who
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for many weeks could not be persuaded to enter the water. At the

post-mortem the pericardium was universally adherent, and the

peritoneal cavity contained an enormous quantity of fluid, this

being due to an incompetent mitral valve. Although fortunate

enough to examine some apparently acute cases of pericarditis in

beavers and in deer, I have never been able to detect any marked
swelling of the joints. Yet, remembering that acute rheumatism

is a well-marked affection in horses, it would seem strange if it did

not occur in other animals.

One of the earliest recorded cases of pericarditis occurred in a

monkey. Galen writes :
** After its death we found all the other

parts of its body healthy, but in the tunic of the pericardium

there existed, against nature, a tumour, consisting of a fluid like that

of hydatids. He also states that in dissecting animals an abundant

fluid like urine has been found. A case is mentioned also as

occurring in a cock." (' CEuvres Anatomiques,' Paris, 1856, t. ii,

p. 628, translated by Daremberg.)

Tubercular pericarditis.—This occurs occasionally as an extension

of the disease from the pleurae and lungs ; the most marked feature

in connection with it is the enormous quantity of lymph effused

when compared with pericarditis arising from extension in cases of

simple pleurisy.

The most characteristic examples of the disease that I have seen

occurred in the smaller carnivora, such as ichneumons, coati-mondis,

and the like, and in two monkeys. The lymph, adhesions, and

effused fluid swarmed with tubercle bacilli. In perlsucht, or

bovine tuberculosis, pericarditis is sure to be found if the disease

is of long standing. The pearly nodules may be found on the

heart, but more frequently the pericardial adhesions are simple,

but very abundant.

Pericarditis from extension.—Inflammation of the pericardium as

the result of extension from an inflamed pleura, lung, or peritoneum

is frequent, indeed it seems to be the commonest form of the disease.

The most striking feature in such cases appears to be this : there is

always an abundance of serum and great dilatation of the peri-

cardial sac, but lymph is, as a rule, small in amount. In all other

varieties the reverse of this pertains. Of pericarditis from exten-

sion I have examined it in the following animals :— Two monkeys,

one lemur, three deer, an antelope, a bear, and two tigers.

Injury.—Pericarditis from injury or from foreign bodies is cer-
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tainly most rare, except in two kinds of animals—cows and horses.

Ruminant animals possess a very complicated stomach, and, as

everyone knows, they first collect the grass or hay, as the case may

he, into the rumen or paunch, to be later returned to the mouth

during the act of rumination ; thence it is delivered to the psalte-

rium or manyplies, and passed through this very singular strainer

into the rennet, and so on to the duodenum. It must frequently

happen, as the cow crops grass, that she often takes up, in civilised

situations, with her food fragments of wire, needles, and other

sharp instruments, which are indiscriminately sent on to the paunch.

When these foreign bodies attempt to run the gauntlet of the

psalterium this organ, by means of its delicate leaflets, arrests the

intruder. Many things may now happen ; sometimes a needle will

fasten several leaflets together, or may become diverted from the

stomach and pass into other situations of the body. Often it

passes through the diaphragm and enters the pleura, giving rise to

fatal pleurisy, or penetrating the pericardium sets up severe inflam-

mation, of which the chief characteristic seems to be the enormous

thickness of lymph which is found under these conditions. The

foreign body may even pierce the heart, and so prove fatal. I have

seen two examples of this in oxen, but very many are recorded in

veterinary literature. Similar cases have been recorded as occurring

in horses, but from obvious reasons it is less frequent in them than

in cows.

From the presence 0/ parasites.—The presence of parasites is a

very fertile source of pericarditis. There is scarcely a group of

animals exempt from this affection due to this cause.

The following is the list of animals in whom I have had oppor-

tunities of examining the disease :

Lizards.—An Egyptian monitor.

Birds.—An argus pheasant, rhea, common fowls, penguins,

guinea-fowls, and storks.

Reptiles.—Two pythons.

Mammals.—Puma, cheetah, tigers, coati, ichneumon, bear, ante-

lopes, monkeys, lemurs, kangaroos, opossums, dogs.

The common cat is very subject to a parasitic disease (oluluanis),

in which pericarditis and pleurisy is frequent.

2. The milk-white patch.—The curious area of thickening so

commonly seen on the anterior surface of the heart in man is like-

wise seen in animals, especially in those who are rickety, or from
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any cause have a deformed chest which in any way tends to exert

pressure on the heart.

The most marked example occurred in a rhea, whose ribs had

yielded to atmospheric pressure in such a manner that the heart

became pressed forward, so as to come into contact with the pos-

terior concavity of the raft-like sternum. In this case all the an-

terior surface of the heart which was in apposition with the sternum

was covered with a thick white layer. The white patch may occur

on any part of the heart, or even on the great veins leading to the

heart, if they be subjected to pressure. In this way a " white

patch" is often produced on the superior vena cava in monkeys, as

the result of pressure from a deformed sternum.

Pressure does not always end thus harmlessly. When conducting

dissections of monkeys my attention had often been arrested by a

curious appearance presented by the anterior wall of the right ven-

tricle ; in many cases it was so exceedingly thin that the fluid blood

contained in the ventricles gave to the tissue a peculiar purple tint,

exactly like that which characterises a venous nsevus. The only way

to account for this extreme atrophy was that it might possibly be

due to pressure. I determined, when a favorable specimen came

to hand, to test the point by freezing a monkey, and making a

longitudinal section with the viscera in situ.

My plan was put in practice on a very young bonnet-monkey, and

the result of the experiment was eminently satisfactory. The sec-

tion showed that the skeleton was very rickety and the spine curved.

Corresponding to the spinal curve a curious "knuckling" of the

sternum existed ; the projecting portion had pressed upon the heart

and squeezed it between the vertebral column and the sternum, so

that the ventricle may be described as being in a position of flexion,

and as a result of pressure and flexion the wall of the ventricle had

suffered atrophy to a very dangerous extent.

3. Affections of the valves.—In animals, as in man, inflamma-

tion attacks almost exclusively the valves of the left side of the

heart. The mitral and aortic valves are occasionally occupied by

vegetations in all domesticated animals, but the largest deposits of

fibrin occur on the cardiac valves of asses due to the attachment of

helminths, Strongylus armatus (see also Verminous Aneurysm).

Calcification of the valves is occasionally seen, especially among

the Ungulata, but caution is necessary in examining the heart in

this group, for many of the species normally possess a thin plate
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of bone in the ventricular septum near the base of the heart,

known as " os cordis." I have examined incompetent valves in the

hearts of horses, sheep, oxen, tigers, beavers, Coypu rats, deer,

antelopes, bears, buffaloes, and monkeys.

Calcification of the heart.—Coats, in his ' Manual of Pathology '

(p. 318), refers to two cases of calcification of the muscle-fibres of

the heart. The muscular fibres were converted into solid cylinders

with a crystalline appearance. On adding hydrochloric acid the

lime salts disappeared and the muscular fibre resumed its normal

condition so far as the outline was concerned, but their striation

had disappeared. Koster has recorded a similar case. Such

diseases, so far as man is concerned, must be very rare. I have

found reference to two similar cases in veterinary literature ;i one

by Percivall, the other in ' Receuil de Med. Veterinaire,' 1840. In

these two cases the right auricle was the seat of the change.

4. Diseases of the vessels.—It is somewhat remarkable that the

blood-vessels of animals are rarely the seats of disease, and this

is still more remarkable when we remember how very frequently

arteries are found diseased in the human subject.

In this communication the following affections will be consi-

dered :

(1) Atheroma. (2) Aneurysm. (3) Vemiinous aneurysm.

(4) Phlebitis. (5) Arterio-capillary fibrosis.

1. Atheroma.—Although atheromatous changes are often found

in the posterior aorta of horses, it is nevertheless an excessively

rare affection in wild animals. Although a very large number has

passed under my observation, I have only succeeded in detecting

atheroma twice, in a buffalo and in a zebu, the sacred ox of India.

After diligent search among writings likely to contain any records

of the morbid anatomy of animals, I have only found two reliable

cases of atheroma in wild animals.

Grarrod,2 writing on the anatomy of Lycaon pictus and Nyctereutes

procyonides states : "the adult msble Nyctereutes, like thehaK-grown

female, had excessive atheroma of all its larger arteries."

In the Hunterian Museum is the abdominal aorta of a jaguar,

which is dilated in a part of its course, forming a spheroidal

aneurysmal sac about two inches in its chief diameter. The sac

^ Robertson, ' Equine Medicine,' p. 581.

2 ' Proc. Zool. Soc.,' 1878, p. 376, and ' Collected Essays,' p. 445.
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is full of laminated coagula. Patches of atheroma can be detected

in various parts of its course. (Museum Catalogue.)

Aneurysm.—Aneurysms in animals are exceedingly rare, and this

is to be accounted for by the infrequent existence of atheroma.

An interesting example is preserved in the museum of the College

of Surgeons ; it is the aorta of a turtle, in which, without any

obvious morbid change of structure, a small conical aneurysm is

formed by a dilatation of a portion of all its coats (Hunterian)

.

An example which occurred in the jaguar has already been

referred to. Aneurysms are exceedingly frequent in horses and

asses, but these are in nearly all cases the direct result of the

irritation of the arterial walls by parasites (see Verminous
aneurysm). There is also a specimen in the Hunterian Museum,
described in the catalogue as "A large quantity of laminated

coagulum from an aneurysm in a Lion." Its layers have been

artificially separated.

Verminous aneurysm.—In 1845 Rayer wrote :
" The development

of worms in the cavity of certain arteries, or in the walls of these

vessels, in some animals is a most curious pathological fact

generally little known, and though studied successively by surgeons

and physicians, by veterinarians and naturalists, has never yet

been studied in a complete manner (* Archives de Medecine Com-
paree) . According to this writer, Euysch was the first observer to

make mention of worms in the cavity of an artery. *' In 1665," he

writes, '* whilst working on the mesentery of a horse I saw a portion

of the mesenteric artery very distended, and at first thought it was

an aneurysm, for at this point the artery was of the thickness of

the thumb, but above and below the enlargement it was of the

thickness of a writing pen. The interior contained a quantity of

small worms exactly like a small pin without a head. I have

noticed a similar condition three or four times " (Euysch, * Opera

omnia,' 1737).

Rayer then gives an interesting resume of the history of ver-

minous aneurysm up to his time, adds some observations of his

own, and then concludes by summing up the question in a series

of propositions, fifteen in number, from which the following are

selected, because they are borne out by later observations.

The horse, the ass, and the mule are subject to verminoiis

aneurysm, which are found in almost all the adults of these

animals, and especially in old ones. The anterior mesenteric

37
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artery and its divisions are the almost constant seat of this form

of aneurysm, which up to the present time has not been found in

any other animal.

The aneurysm has two essential characteristics. The arterial

lesion consists essentially of a dilatation with thickening of the

coats, but without rupture or perforation, and lodged in the

fibrinous deposits found in the dilatations are numerous small

worms (Strongylus armatus minor, Kudolphi)

.

The thickening affects chiefly the middle coat, and leads to

thickening of the surrounding cellular tissue. Verminous

aneurysm is an affection well known to veterinarians at the

present day, indeed it would be very difficult for it to be otherwise,

when 75 per cent, of all asses which attain the adult condition

present either thickenings of the coats of the mesenteric arteries,

or aneurysms of various sizes, due to the presence of this singular

parasite.

The mature forms of these helminths live in the caecum, in which

portion of the intestinal tract the young ones leave the egg, then

migrate and take up their abode in the coats of the arteries,

usually the anterior mesenteric, near its origin from the aorta.

Their presence there leads to inflammation and subsequent dilata-

tion of the artery.

In addition to the danger they set up in this way, they not

unfrequently become detached by the blood-current and become

converted into emboli.

When this communication was read before the Society, I stated

that, as far as my observations extended at present, these worms

are entirely confined to domesticated animals ; the wild equine foims

examined by me have been entirely free from such subtile enemies.

Within ten days of making this statement, an ass, a representa-

tive of a new species from Somali-land, died in the Zoological

Society's Gardens, where it had lived for weeks. The aorta in the

neighbourhood of the anterior mesenteric artery presented the

verminous aneurysm so constantly found in the domesticated

species. Further, on examining the heart, the aortic valves

presented large, soft, exuberant vegetations, and on gently disinte-

grating the mass the nucleus was found to consist of a strougyle

firmly attached by its mouth to the edge of the valve. This

afforded a convincing explanation of the vegetations frequently

found on the cardiac valves of asses.
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5. Phlebitis.—Inflammation of veins is excessively rare in

animals : it occurs in horses as a result of injury and venesection
;

beyond this I have no experience of the affection.

Arterio-capillary fibrosis.—I have had opportunities of studying

this change of arteries in horses, but it is a very uncommon affec-

tion. The changes in the coats of the medium-sized vessels corre-

spond with those seen in man, and are associated with similar

lesions in the kidneys, viz. interstitial nephritis.

The heart also undergoes hypertrophy in the left ventricle, and

it is impossible to draw any distinction between the disease in the

horse and in man.

Chronic interstitial nephritis is a recognised veterinary disease,

either as the sequel of an acute attack or as an independent affec-

tion, and its association with arterio-capillary fibrosis and cardiac

disturbance is recognised.

With regard to its occurrence in other animals, we possess very

little information, but it probably occurs in cattle, as the following

interesting observation of Dr^ Dickinson's will go to prove. It

related to an outbreak of renal disease which had happened on the

farm of a gentleman, an experimental farmer. The epidemic of

" red-water " broke out in a herd of shorthorn oxen, and affected

at least half the number with almost uniformly fatal result. The

urine was loaded with blood, and there were casts of enormous

size ; turpentine was used as a remedial agent. He had examined

the kidney of an ox which had survived the attack of renal disease

six months. The kidney was in a typical state of interstitial

nephritis. One kidney was more affected than the other; both

were granular on the surface. The cause of the epidemic is unex-

plained. Some said it was the use of poor after rich pastures

;

others said it was digitalis
;
possibly the ingestion of "bracken"

might account for the disease. The observation is valuable as

being recorded by one of so high authority in renal pathology.

December 15th, 1886.
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2. Observatiofis on injuries and diseases of the joinU in animals,

Bj J. Bland Sutton.

THE observations recorded in this paper were for the most part

made on animals dying in the Zoological Society's G-ardens

during the past five years. This material has been supplemented

by cases which I have had opportunities of examining at the Royal

Veterinary College London, and a considerable number of specimens

illustrating some of the more frequent joint lesions in the horse

are preserved in the museum of the Royal College of Surgeons,

London ; these have been of great use in that they have assisted

me in coming to conclusions regarding some of the more important

changes which accompany the disease known as osteo-arthritis.

The following list is arranged in the order in which the various

affections will be described

:

J . Separation of epiphyses.

2. Dislocations.

3. Osteo-arthritis.

4. Pulpy degeneration of synovial membrane.

5. Paraplegia : (a) from rickets, (h) from injury to atlas.

Separation of epi;physes.—Disjunction of an epiphysis, partial or

complete, is a rare accident among animals, nevertheless I can

adduce positive evidence that it occurs.

The first two cases, for the details of which I am indebted to

Principal Robertson, occurred in a young two-year-old. In con-

sequence of a strain it sustained some injury to the hip, the nature

of which was obscure ; when the animal walked no defect was per-

ceptible, but if trotted it at once showed signs of lameness. A
bone-setter, imagining it to be a case of dislocation, undertook to

cure the horse, and performed a series of passive movements in

various directions and with great force, with the view of reducing

the supposed dislocation. A few days afterwards it was necessary

to destroy the animal.

Dissection showed that there had been a complete separation of

the epiphysis of the head of the femur, and that in walking the

neck of the femur had played upon the rough epiphysial surface of

the head of the bone, which in places presented a beautiful ebur-

nated appearance.
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The specimen is preserved in the museum of the Eoyal Veterinary

College, London. There is another example of separation of the

epiphysis of the head of the femur preserved in the same collection,

also from a two-year-old horse. These cases are interesting in that

they support the view that the deformed femur of a puma, which

was exhibited to this Society in 1882, may have been due to a

separation of the epiphysis in early life.

Dislocations.—Dislocations are accidents of extreme rarity in

animals ; few authentic cases are on record. The following speci-

men occurred in a cat : the head of the bone had been dislocated,

so that the lesser trochanter occupied the acetabulum, and the head

of the bone had formed a new, smooth, articular surface for itself

on the dorsal aspect of that cavity.

Dislocation of the shoulder-joint has been described in the

horse, but it is an extremely rare accident, indeed, so rare that

many have disputed its occurrence. A well-described example of

this lesion, by Mr. P. S. Abraham, will be found in the * Veterinary

Journal,' December, 1884. The author of the article adduces evi-

dence from the highest authorities to show that it is one of the

rarest accidents to which a horse is liable.

Osteo-arthritis.—There are few pathological museums of any pre-

tensions which do not possess a spinal column, or portions of a

column, affected with osteo-arthritis. This fact alone is sufficient

to testify to the frequency of the condition in the human subject.

The disease in its essential features is so well known that it is

unnecessary to enter into minute details concerning it.

In the horse osteo-arthritis is exceptionally common, not only in

the joints of the appendicular, but also in those of the axial

skeleton. InWoodcut 20 it will be readily seen that the disease in this

animal differs in no respect from a typical specimen selected from

the human subject.

Taking this specimen as the type, it is easy to see that the anchy-

losis results chiefly from ossification of the anterior common liga-

ment, which forms a bony sheath binding together immovably the

various segments of the spine. The supra- and interspinous liga-

ments have suffered the same change, and large adventitious bosses

of bone cement together the spinous processes and laminae of

individual vertebrae. It is noteworthy that, except in very rare

cases, the anchylosis is always produced as a result of the ossification

of the ligaments, and it is quite exceptional to find the laminae
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fused together, or tlie intervertebral discs ossified or even calcified.

A longitudinal section throngli the spine will always show that the

individual vertebrae are bound together by osseous splints, the

articular interspaces remaining as clefts. (Woodcut 20.)

WOODOUT 20.
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In a specimen from a llama it will be seen that the disease

takes the form of elongated or oval discs of bone applied on either

side of the bodies of two vertebrae, effectually preventing their

movement. In the same way discs of osseous material develop

around and in the capsules of the rib-heads, often completely

restraining their movements in respiration.

It is a somewhat important feature in osteo-arthritis occurring in

animals, and it is probably in some measure true of man, that if it

affects the appendicular skeleton the axial portions frequently

escape, and the reverse of this statement is more exclusive, viz.

many cases of osteo-arthritis are limited to the spinal column,

whilst the lower limbs show no evidence whatever of the disease.

Probably there is no disease of joints so widely diffused through-

out Vertebrata as is osteo-arthritis. It occurs in Snakes, Birds,

Carnivora, Euminantia, Equidse.

With regard to snakes, two very typical cases came before me in

pythons. In the first of these the reptile was seventeen feet long,

and the spine presented evidence of the disease throughout the

I
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greater part of its length. A few of the vertebrae were anchylosed

in various situations, but the changes chiefly manifested themselves

at the articulations of the rib-heads, as shown in the accompanying

drawing (Woodcut 21), where a healthy vertebra is drawn for com-

WOODCUT 21.

Vertebrae of a python, showing the effects of osteo-arthritis.

parison. In the second specimen the disease was limited to two

parts of the column, of about seven or eight inches in length.

The investigation of the skeleton of this snake disclosed some

interesting features. On examining the skull of lizards and snakes

I had been frequently struck by the ease with which the teeth fall

from the bones ; and on examining the pythons it was noticed that

the teeth were loose, and for the most part lying in the mucous

membrane.

Mr. Charles Tomes has satisfactorily demonstrated that in

Ophidia, among others, the teeth do not come into contact directly

with the osseous tissues of the jaw by their bases, but that coinci-

dent with the development of a tooth a formation of bony matter

occurs, whereby the base of the tooth is firmly cemented to the

jaw-bone proper. This bone, which Mr. Tomes very aptly terms

" bone of attachment," is of loose and open texture, and is easily

absorbed ; then the tooth falls.

If, as is so often the case, a snake in confinement suffers from

bone disease, the first bony texture to suffer would naturally be

such imperfectly-formed material as the ''bone of attachment;"

this soft bone is affected by disease, softens, and allows the teeth

to fall. This premature fall of teeth occurs in association with

constitutional bone and joint disease in animals possessing teeth.
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in whom constitutional bone lesions have been described, beginning

with lizards and ending with man. As far as I have been able to

ascertain from my observations on the human subject, absorption

of the alveolus and premature fall of teeth is an almost constant

symptom in severe osteo-arthritis. Other observers have drawn

attention to its occurrence in cases of mollities ossium.

The best examples of this bone disease, as it affects the Camivora,

are preserved in the museum of the Eoyal College of Surgeons.

The specimens in question are more interesting in that they are

** Hunterian." Woodcut 22 represents three dorsal vertebrae of a

lion affected with osteo-arthritis.

Woodcut 22.

In addition to these cases I have seen osteo-arthritis affecting

the cervical portion of the spinal column in two dogs and one cat.

The examples from birds are Hunterian ; they include several

specimens of fused vertebrae, taken from the cervical region of the

spinal column of an ostrich.

Antiquity of the disease.—There are few diseases of which actual

specimens have been described which can boast so great an antiquity

as osteo-arthritis. Delia Chiaja has described examples of the

affection in bones discovered in Pompeii.

In 1883 Dr. Norman Moore described some vertebrae which exhi-

bited osteo-arthritic characters found in an old Roman tomb, which

was discovered when digging the foundations of the library at

St. Bartholomew's Hospital in 1877. The sarcophagus in which
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they were found was attributed to the fifth century. But far more

ancient specimens of the disease are specimens of the great Irish

elk Cervus megaceros, preserved in the museum of Trinity College,

and of the College of Surgeons, Dublin, which are said to be affec-

ted with osteo-arthritis.^

Pulpi/ defeneration of synovial membrane.—Of this variety of

joint disease I have only seen two examples ; they occurred in a kan-

garoo, and in a capybara. In the first case the shoulder- and elbow-

joint of one side, and the knee-joint on the opposite side, were

affected. The elbow and knee presented all the characters typical

of the disease as seen in man, such as thickening of the synovial

membrane, disorganisation of the ligaments, and matting together

of the tissues in the immediate vicinity of the articulation. The

elbow-joint presented more extensive changes ; the parts were not

only completely disorganised, but the synovial cavity was occupied

by a mass of caseous material. In the second case, that of the

capybara, one knee-joint only was affected, and it is impossible to

imagine a more perfect example of the disease.

Paraplegia.—These studies on bone and joint diseases have served

to throw some light on the various forms of paraplegia which occur

with tolerable frequency in animals.

Two years ago I endeavoured to show that in young monkeys
paraplegia was a very frequent concomitant of severe rickets, and
that it was induced by the softened vertebrae, yielding to pressure,

encroaching on the neural canal, and nipping the spinal cord.

It was further pointed out that in moUities ossium occurring in

the human subject, the dreadful pains which accompany this disease

probably arose from the nerves becoming nipped between soft and
yielding vertebrse as they quitted the canal through the inter-

vertebral foramina.

Later, it was shown that in rickets occurring at puberty paraplegia

is brought about by the abundant formation of spongioid tissue

peculiar to rickets at the line of union of the epiphysial plate with

the vertebral centrum. This was well shown in a lion a year old,

and, as I have before shown, rickets occurring at puberty attacks

only the axial skeleton. In this instance the skull and vertebral

column are the only parts affected. On removing the laminae of

the vertebrae, opposite each intervertebral region a prominence, as

of a tumour, is very obvious.

^ ' Veterinary Journal,' vol. xviii, p. li*6.
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Such changes not only occur in lions, tigers, bears, and monkeys,

but Principal Robertson has shown that the same lesions explain

paraplegia in rickety lambs. He obtained some of these animals

suffering from what is popularly known as " weak back," and, on

dividing the column in the way I have directed, he satisfied himself

and others that the changes at the discs were responsible for the

paraplegia.

It is easy to explain the occurrence of this undue formation of

spongioid tissue in animals as compared with children, for in the

human subject the epiphysial plates are mere semblances of these

structures as seen in sheep, horses, carnivora, and the like. Hence,

as spongioid tissue in rickets varies in proportion to the size of the

epiphysial line and the epiphysis, so will it be more abundant in

the vertebra of a rickety lion than in a rachitic child. Another

variety of paraplegia occurs from causes acting near the medulla.

The following cases present some remarkable features :

—

A large tiger presented symptoms of paralysis. These gradually

increased to such an extent that the animal seemed rather to drag

the hinder parts than to walk. By degrees the fore quarters

became affected in the same way ; the tiger becoming quite helpless

and died.

At the post-mortem examination it was noted, on removing the

skull, that the articular sockets of the atlas and axis were abnormal,

and dissection revealed an old fracture of the atlas. This bone

had been broken through the ventral as well as through the

dorsal arch. The fracture had failed to unite except by means

of fibrous tissue. There was plenty of evidence of inflammation,

and on either side of the line of separation there was an abundance

of tissue of repair. The inflammatory process had led to softening

of the transverse ligament, which had gradually yielded so as to

permit the odontoid process of the axis to press dorsally and nip

the medulla oblongata. In addition to this displacement there

were nodules of calcified material on the atlas projecting into the

canal, and helping to still further narrow its lumen.

The space for the passage of the cord had become so narrowed

that it would not admit the tip of my little finger.

We have in this case a satisfactory explanation of the gradual

slow paralysis which eventually killed the tiger.

Many examples of this slow compression of the vital portion of

the spinal cord Ijing in relation with the atlas and axis are on
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record as occurring in man, and the tiger's case offers a true picture

of the terrible reality of the condition. January 5th, 1886.

3. Old dislocation of the hip of a cow. {Card specimen.)

By Frederic S. Eve.

PART of the right os innominatum, with the corresponding femur

of a cow, showing the changes which have taken place as the

result of an old dislocation of the femur into the obturator foramen.

The head of the femur lay in a cup-shaped cavity, the lip of which

was formed by the margin of the foramen.

No. 1766a, Royal College of Surgeons' Museum.

January, 19th, 1886.

4. Perforation of the palate hy " hypertrophied '* incisor tooth

in a rat. {Card specimen.)

By Samuel G-. Shattock.

rilHE skull of a rat, showing perforation of the left anterior pala-

-L tine canal by an unapposed upper right incisor. Both the

upper incisors (which are equally unnatural in length) deviate to

the left, but that of the left side has not come into contact with

the skull. The curve of each tooth forms a complete circle. The

right superior maxilla is ulcerated, apparently from the formation

of an alveolar abscess. December 1st, 1885.
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5. Perforating ulcer of the foot

»

By J. Bland Sutton.

[With Plate XXIV, figs. 7 and 8.]

EVERY carnivorous mammal presents on the soles of the feet

numerous callous pads ; these pads both in structure as in

function are to all intents and purposes corns. Their structure

and general relations may be easily studied in the foot of a cat or

dog, and the general richness of nerve supply forms a very striking

feature in their anatomy.

Of late years the disease known as perforating ulcer of the foot

has attracted a considerable amount of attention, especially in con-

nection with nerve and cord lesions. It was to me a matter of very

great interest to observe, whilst examining a civet cat, that one of

the hard, callous pads on its fore foot was the seat of a perfora-

ting ulcer.

The pad was very much thickened, and quite in the centre was a

round hole which passed through the whole thickness of the fore-

WOODCUT 23.

foot, but was limited by the skin on the dorsal aspect. Four other

smaller pads which existed beneath the phalangeal articulations were
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thicker than usual, and one of them had commenced to ulcerate.

Ulceration had also commenced on the pads of the remaining feet,

but had not perforated the structures of the sole.

The spinal cord was removed as soon as possible, but this was a

matter of difficulty on account of its softness. It was then care-

fully hardened in bichromate of ammonia solution in the usual

way. Sections of the main nerves of the limb were also preserved

in this medium.

The changes in the spinal cord are very remarkable. To the

naked eye the arrangement of the grey and white seemed little

altered, but under the microscope the case is very different. The
nerve tubules of the white matter are for the most part represented

by granules, irregular in shape as in size, held together by a mesh-

work of neuroglia. The posterior and postero-median columns

are indistinguishable from each other, and are fused with the

columns of the opposite side, obliterating the posterior median
fissure of the cord. The grey matter consists simply of a felted

meshwork of neuroglia devoid of ganglion cells. The central

canal of the cord is obliterated, and the grey masses of opposite

sides are joined together by a well-marked transverse band of

dense neuroglia. (Plate XXIV, fig. 7.)

The median and ulnar nerves when removed from the limb

did not present an abnormal appearance to the naked eye ; sec-

tions examined under the microscope present profound struc-

tural alterations. The peri-, epi-, and endoneurium are much
increased in quantity, and make up the bulk of the nerve. This

increased formation of connective tissue has led to the destruction

of the nerve-tubules, which in very many of the sections can only

be distinguished in the periphery of the nerve trunk. (Plate XXIV,
fig. 8-)

The facts in the clinical history bearing on the case are simple.

The animal had lived in the Zoological Society's Gardens for six

years, but had for some months exhibited signs of paraplegia, which

at length became absolute. December IBth, 1885.

N.B.—Since this case was published two others have come under

observation, one in a civet cat, the other in a two-spotted para-

doxure.
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6. Glandular epithelioma ofthe lung of a dog.
(
Card speciinen.)

By A. QuAERY SiLCOCK, M.D.

LEFT lung of a dog, containing a large circumscribed tumour in

its substance. Microscopically the growth may be seen to

have an acinous structure, the acini being lined by columnar epi-

thelium.

The dog was an old foxhound, and was greatly emaciated at the

time of its death.

The growth may probably have been secondary to an epithelioma

of the rectum, but no such growth was sought for at the autopsy.

April 20th, 1886.

7. A series of specimens of actinomycosis of the jaws and

tongue of oxen, presented to the museum of the Royal

College of Surgeons in 1884 and 18So. (Card specimens.)

By Frederic S. Eve, for Alfred Lingard.

A

(1.) The lower jaw of an heifer affected with actinomycosis.

LL that portion of the jaw containing the grinding teeth is greatly

enlarged by a growth projecting prominently from its lower

border and both its surfaces. A vertical section has been made
through the jaw immediately on the inside of the teeth, and another

vertical section through the growth projecting from its outer

surface. The sections show that the growth is composed of a soft,

pale, medulla-like substance, punctated or dotted with numerous

minute cavities. It infiltrates widely, and in some places has com-

pletely penetrated the jaw. On pressure worm-like masses of pul-

taceous material could be expressed from the puncta or small

cavities above noted. This material under the microscope was

found to contain large numbers of actinomyces. The mucous

membrane of the gum on the outside of the teeth is thickened, and



ACTINOMYCOSIS OF THE JAWS AND TONGUE OF OXEN. 591

passing down through it into the substance of the bone are two

sinuses, into which portions of glass rod are inserted.

The animal was 18 months old. An enlargement of the right

side of the lower jaw was noticed nine months before the animal

was killed. No disease of any other part was found.

Specimen No. 2254b, Eojal College of Surgeons' Museum.

(2.) Actinomycosis of the upper and lower jaws of an heifer.

The upper jaw is enlarged on its external surface, and the

antrum is filled with the growth. The lower jaw is affected in a

similar manner to the preceding specimen.

The disease began in the right upper jaw eight months before

the animal was killed. The enlargement of the left side of the

lower jaw had only been noticed for a few weeks. The animal fed

well up to the time she was killed.

Nos. 2264c and d, Eoyal College of Surgeons' Museum.

(3.) Actinomycosis of the tongue of an ox.

One half of the anterior part of the tongue of an ox divided

vertically, The tongue was much enlarged, so that its tip pro-

truded some four or five inches from the mouth. It is excessively

hard and dense in texture, and the connective tissue is much in-

creased, especially along the upper and lower surfaces. The epi-

thelium on the dorsal surface near the tip is rough and papillary,

and in some of the other parts has the appearance of being super-

ficially ulcerated. The section through the mesial line shows that

the substance of the tongue is dotted with fine circumscribed

nodules, varying in size from a small pea to minute and scarcely

distinguishable points. They are for the most part aggregated in

elongated masses, which are placed between the vertical muscular

fibres. The nodules are most abundant about the middle of the

tongue.

Specimen No. 2274b, Royal College of Surgeons' Museimi.

(4.) Actinomycosis of the tongue of an ox.

A vertical frontal section of the tongue of an ox near its base.

The miiscular surface of the tongue is replaced by a white



592 DISEASES, ETC., OF THE LOWER ANIMALS.

medullary growth, which forms a thick layer beneath the mucous

membrane. In this situation it is soft and finely punctated, but

towards the centre of the tongue it has a more fibrous texture.

Projecting on the surface of the mucous membrane are very

numerous, rounded, smooth nodules, the largest being nearly half

an inch in diameter.

No. 2274c, Eoyal College of Surgeons' Museum.
January 19^^, 1886.

8. Ectopia of the crop of a pigeon. {Card specimen.)

By Frederic S. Eve.

PART of a full-grown and well-nourished blue-rock pigeon with

ectopia of the crop, which is widely open anteriorly, the

mucous membrane being swollen and thickened. The margins of

the mucous and cutaneous surfaces are intimately blended, and no

evidence of injury exists. The food apparently passed along a groove-

like recess formed by the continuation of the gullet at the back of

the crop, which, when the specimen arrived, contained a consider-

able amount of grain. The oesophagus is large, with extremely

thin walls. The sternum was naturally formed.

Remarks.—This peculiar condition is evidently due to non-closure

of the body folds at this point. It is remarkable that sufficient

food passed into the proventiculus and gizzard to sustain life.

January 5thj 1886.



XIII. DISEASES, ETC., OF VEGETABLES.

1. Xyloma or woody tumour on branch ofpine, [Card specimen.)

By Samuel G. Shattock.

THE tumour, though of only thirteen years' growth, doubles in

thickness the diameter of the branch from which it has sprung,

and which it nearly encircles. The branch is at least 40 years of

age, and measures about an inch in diameter.

The tumour, which is outwardly sessile, is furnished with an ex-

tension of the general cortical system, and is composed of thick

concentric zones of well-formed wood. Its deepest part, or that

limited by the first annual stria, is constituted by a pedunculated

hemispherical woody process projecting "7 centimetres from what

at this date was the outer surface of the wood of the branch, and

having a vertical diameter of '6 centimetres. The succeeding

woody zones of the tumour are arranged with perfect regularity,

and conformably with this primary process, and they are trace-

able above and below into the periphery of the general wood,

though so greatly reduced in thickness as to be finally hardly

distinguishable.

The pedicle of the primary process of the growth is quite distinct,

and the tumour has every appearance of having arisen from the

abnormal growth of a bud adventitiously formed, or of an original

axillary bud which has long lain dormant.

From this point of view the specimen is interesting as supportiug

Cohnheim's view of tumour origin, which, although it does not bear

universal extension, is applicable to most congenital tumours,

notably to the striped myo-sarcomata of the kidney.

For a bud is essentially an embryonic organ, as is well shown by

the circumstance that buds are in certain cases uaturally shed as

an asexual means of propagation; the practice of "budding"

depends upon the same fact.

Some interesting specimens of xylomas were presented by Mr.

38
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Stephen Paget a short while ago to the museum of the Royal

College of Surgeons.

From some of these tumours buds have formed, and in some

cases the bud has grown into a minute branch.

Some of the specimens are spherical tumours lying in the

general cortical parenchyma, and quite unconnected with the wood

of the branch. Woody tumours are very common in the apple

tree, but here they result in most cases from parasitic invasion, and

bear a just comparison with the heaping up of new bone in an

exuberant ossific periostitis. The parasite {Nectria ditissima) de-

stroys the wood of the branch, whilst an exuberant growth of

new ligneous tissue invested with bark ensues from the cambium

around and closes over the deficiency. In the surface of the swel-

ling may be detected the edges of deep clefts, which lead through

between the advancing processes of the new tissue to the ** carious
"

wood beneath. In the present specimen the wood is throughout

entire. December 16th, 1885.
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ABDOMINAL ANEURYSM, see Aneurysm.
,, AORTA, see Aorta.

ABNORMALITY OF COLON (C. B. Lockwood) . . .250
ABSCESS of liver, probably of pyaemic origin, secondary to suppuration of

Fallopian tubes, consequent (?) upon gonorrhoea (H. Handford) . 267

„ psoas, new formation of bone in the walls of a sinus in connection with (A.

Q. Silcock) . . . . .564
„ spinal, destruction of right kidney, and ulceration into duodenum ; lumbar

incision; death (J. N. C. Davies-CoUey) . . . .561
ACLAND {Theodore), actinomycosis hominis.... 546
„ report on Dr. Handford's case of abscess of liver . . .271
ACTINOMYCOSIS HOMINIS (T. Acland) . . . .546
„ of the jaws and tongue of oxen (A. Lingard) . . 590

ADENOMA of the palate; two cases with exceptional clinical features (J.

Hutchinson) ...... 490
„ cystic, of the ovary (F. S. Eve)..... 343
„ see Lymphadenoma.

ADENO-SARCOMA, congenital, of kidney (F. T. Paul) . . .292
AMPUTATION at knee-joint, stump of (J. Poland) . .567
„ of portion of thumb with vessel and nerve by a piece of string (W. H.

Battle) . . . . . . .568
„ spontaneous, shown in hand from old case of anaesthetic leprosy (B. N. Rake)

543

ANEURYSM, abdominal and femoro-popliteal, in which the superficial femoral
artery was tied with an ox-aorta ligature (R. Barwell) . .187

„ AORTIC, and mitral stenosis (W. Pasteur) . . . .183
„ intrapericardial, of aorta (A. Haig) .... 183
„ of first part of arch of aorta, communicating with the pulmonary artery (H,

Handford) . . . . . . .183
„ of aortic valves, three cases (S. West) . . .160
„ of abdominal aorta, opening into the right pleural cavity (H. Larder) . 185

„ of left middle cerebral artery, case of meningeal haemorrhage due to rupture
of (S. J. Sharkey) . . . . . .3

„ of heart (Stanley Boyd) . . . . .151
„ of the heart, many of the cases exhibiting the effects of erosion (S. West) 154

„ of the left ventricle of the heart (A. Haig) . . .147
,, of the undefended space (F. Taylor) .... 152

„ of profunda artery ; ligature of external iliac (C. H. Golding-Bird) . 186

„ of pouch of Valsalva rupturing into right ventricle (S. West) . .160
ANGIO-SARCOMA of left choroid plexus (H. Ashby) . . .56
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ANIMALS, LOWER, diseases, &c., of . . . 572-592

„ — diseases of vascular mechanism in (J, B. Sutton) . . 572

„ — perforating ulcer of foot in (J. B. Sutton) . . , 588

„ — observations on injuries and diseases of the joints in (J. B. Sutton) . 580

ANTHRAX, internal (J. Poland) . . . . .550
ANUS, imperforate, see Littre's operation.

AORTA, intrapericardial aneurysm of (A. Haig) . . .183
„ — and mitral stenosis (W. Pasteur) . . . .183
„ — first part of a.rch of, communicating with the pulmonary artery (H. Hand-

ford) . . . . . . .183
,, chronic endocarditis with similar changes in the (N. Moore) . .169
„ rupture of (F. T. Paul) . . . . .173
„ ABDOMINAL, aucurysm of, opening into the right pleural cavity (H. Larder) 185

„ — two cases of probable embolism of (J. A. P. Price) . . 199

AORTIC VALVES, aneurysm of, three cases (S. West) . . .160
„ — constriction of (S. J. Sharkey) . . . .170
AORTITIS, ulcerative ; mycotic and septicaemic (F. C. Turner) . . 174

ARTERIES, note on calcareous degeneration of (F. T. Paul) . . 216

„ ABDOMINAL and FEMORO-poPLiTEAL ancurvsm in which the superficial femoral

was tied with an ox-aorta ligature (R. Barwell) . . .187
„ LEFT MIDDLE CEREBRAL, rupturc of an ancurism on the, causing meningeal

haemorrhage (S. J. Sharkey) . . . . .3
„ LEFT POSTERIOR CEREBRAL, thrombosis of (H. Handford) . . 5

„ LEFT CAROTID, partial closure of, by endarteritis (H. Handford) . 5

,, CORONARY, obstruction of (P. Kidd) .... 197

„ EXTERNAL ILIAC, ligature of, for aneurysm of profunda artery (C. H. Golding-

Bird) . . . . . . .186
,, PROFUNDA, aneurysm of; ligature of external iliac (C. H. Golding-Bird). 186

„ PULMONARY, thrombi in branches of the
;
pulmonary arteritis ; septicaemia (F.

C. Turner) . . . . . .134
,,
— miliary tubercles in branches of the (F. C. Turner) . .139

„ — gangrene of lung, followed by embolism of (A. Q. Silcock) . . 131

ASCITES in case of carcinoma of the body of the stomach (R. E. Carrington) 236

^^//^^(//enry), diflfuse sclerosis of brain . . . .12
„ angio-sarcoma of left choroid plexus . . . .56
ASPERGILLUS MYCOSIS (P. Kidd) . . . .549
ATAXIA, see Friedreich's ataxia, Locomotor ataxy.

ATRESIA of vesical orifice of left ureter (congenital ?) (E. H. Fenwick) . 300

ATROPHY, congenital (?) of right kidney with hydronephrosis (E. Powell) . 285

AURICLE, left, impervious band uniting the superior vena cava to the (C. B. Lock-

wood) . . . . . . .147

5y/XZytfiVC£" (C. ^.)» ^""acture of the thyroid cartilage . . .114
,, calvaria from a case of hydrocephalus, showing perforations . . 360

BAND, impervious, uniting superior vena cava to the left auricle (C. B. Lockwood)
147

BARKER {A. E.), primary lyrapho-sarcoma of the right tonsil; specimens removed

by operation . . . . . .218
,, arrest of development of upper end of humerus following on dislocation with

suppuration about the epiphysis in infancy . . .360
,, dermal cyst of finger . ..... 478
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BARWELL {Richard), case of abdominal and femoro-popliteal aneurysm, in which

the superficial femoral artery was tied with an ox-aorta ligature . 187

5^7'TL£'(fF. //.),osteo-chondrosarcoma of breast . . .473
„ osteo-chondroma of thigh . . . . .474
„ portion of thumb with vessel and nerve amputated by a piece of string . 568

„ see Croft (J.), bullet flattened by impact on the frontal lobe.

BEEVOR {C. JEJ.), see Committee on Intracranial Tumours.

BITE on upper lip, granulation growth following (J. H. Morgan) . 462

BLADDER from case of general paralysis of the insane (G. Savage and E. H.

Fenwick) . . .
-

. . .111
„ six months after Littre's operation for imperforate anus (C. Mansell MouUin)

260

„ showing a post-trigonal pouch which had contained a latent calculus (E. H
Fenwick) . . . . . . .302

„ cancer of, obstructing the ureters (A. M. Sheild) . . . 315

„ carcinoma of (F. S. Edwards) . . . . .317
„ large bilocular hydatid cyst springing from neck and back of (E. H. Fenwick)

317

,. contraction of, after extreme dilatation (E. H. Fenwick) . .301
„ papillomata of (E. H. Fenwick)..... 311

„ fibro-sarcoma polypi of (E. H. Fenwick) . . . .313
„ (E. H. Fenwick) •

. . . .314
„ case of idiopathic extraperitoneal rupture of (E. H. Fenwick) . . 303

„ miliary tubercle of (E. H. Fenwick) . . . . 308

„ tubercular ulceration of (E. H. Fenwick) .... 308

„ extensive ulceration and perforation of, after fracture of spine (E. H. Fenwick)

3U8

„ villous growth of (E. H. Fenwick) .... 312

„ see Calculus.

BLOOD, lipsemic, in diabetes (W. B. Hadden).... 566

BONE, new formation, in walls of sinus in connection with a psoas abscess (A. Q.

Silcock) ....... 564

„ multiple sarcoma of (W. A. Lane) . . . .373
BONES of skull, thinning of, from pressure produced by intracranial tumours (W.

Hale White) . . . . . .360
„ — peculiar condition of, in an infant (trabeculated skull) (W. Hale White)

361

BOWLBY {A. A.), report on Dr. Jacob's specimen of tumour of finger . 467

BOYD {Stanley), aneurysm of heart .... 151

BRAIN, cysticerci of (G. Gulliver) . . . . .60
„ diffuse sclerosis of (Henry Ashby) . . . .12
„ TUMOURS of the, see Tumours, intracranial.

BREAST, duct-papilloma of (B. Pollard) . . . .483
„ two cases of carcinoma myxomatodes (or so-called colloid cancer), one contain-

ing '« colloid bodies " (F. S. Eve) . . . .493
,, osteochondrosarcoma of (W. H, Battle) . . . .473

BRISTOWE {J. S.), old laminated clots lining the ventricles of the heart; malig-

nant disease of stomach, simulating in its symptoms malignant disease of

vertebrae . . . . • • .193
BROAD LIGAMENT CYSTS above the Fallopian tube (A. Doran) . 348

BRONCHITIS, syphilitic ulcerative (A. Q. Silcock) . . .115
„ END0-, obliterative, in congenital syphilis (R. W. Parker) . .119

BULLET flattened by impact on the frontal lobe (W. H. Battle) . . 570
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BULLET-WOUND, revolver, of cranium (C. B. Lockwood) . . 3

BUTLIN {H. T.), see Committee on intracranial tumours.

CALCAREOUS degeneration of arteries (F. T. Paul) . . .216

CALCULI, iridescence in (S. G. Shattock) . . . .325
,. peculiarly shaped (Sydney Jones) .... 340

„ causing suppuration in and round gall-bladder (S. West) . .281
„ case of spontaneously fracturing (S. Jones) . . .321
„ (H. H. Clutton) . , . . .324

CALCULUS impacted in the prostatic urethra ; tuberculosis of urinary tract (E. H.

Fenwick)....••• 320

„ large urinary, expelled per urethram from a girl (F. S. Eve) . . 320

„ vesicae, in a female child two years old (L. W. Marshall) . . 319

„ latent, contained in post-trigonal pouch (E. H. Fenwick) . . 302

„ intestinal (E. H. Fenwick) . . . . .261
„ perforating vermiform appendix ; acute peritonitis (S. J. Sharkey) . 243

CALVaRIA from a case of hydrocephalus showing perforations (C. A. Ballance)

366

„ of an infant with membranous opercula in the bone (J. F. Goodhart) 364

„ trabeculated, from a child who was the subject of a large frontal meningo-

encephalocele (S. G. Shattock) . . . .367
CANCER of the bladder obstructing the ureters (A. M. Sheild) . . 315

„ cylindrical, of humerus (J. Hutchinson, jun.) . . . 379

„ of oesophagus (H. Larder) ..... 226

„ — for which gastrostomy was performed (H. A. Lediard) . . 229

„ of the rectum for which excision was performed (H. A. Lediard) . 259

„ colloid, of a uterine fibro-myoraa (W. Roger Williams) . . 354

„ — see Carcinoma myxomatodes.

CARCINOMA of bladder (F. S. Edwards) . . . .317
„ of the heart (N. Moore) . . . . .172
„ primary, of the cerebellum ; left lateral hemisphere (D'Arcy Power) . 66

„ of the left kidney ; nephrectomy ; recovery (J. McCarthy) . . 295

„ primary melanotic, of liver (W. Hale White) . . . 272

„ involving both superior maxillae (G. H. Makins) . . . 382

„ of the body of the stomach (R, E. Carrington) . . . 236

„ of both suprarenals (W. B. Hadden) .... 515

,, of the thyroid gland (R. E. Carrington) .... 508

myxomatodes (or so-called colloid cancer of the breast), one containing large

'' colloid bodies " (F. S. Eve) . . . . .493

CARIES of lumbar spine, abscess, destruction of right kidney, and ulceration into

duodenum ; lumbar incision ; death (J. N. C. Davies-Colley) . . 561

C^^/2/iV(r7'OiV(i2. ^.), mitral and tricuspid stenosis . . .171
carcinoma of the body of the stomach, the pyloric and oesophageal orifices

being free; extreme contraction of the organ; simple atrophy of the liver;

ascites ....••• 236

two cases of double intestinal stricture arising in the walls of the bowel . 244

„ carcinoma of the thyroid gland ..... 508

CEREBELLUM, tumours of the, see Tumottrs, intracranial.

CEREBRAL TUMOURS, see Tumours, intracranial.

CHAFFEY {IV. C), a deposit of caseous tubercle in the floor of the fourth ventricle

of the brain . . • • • .63
a case of haemorrhage into the grey matter of the spinal cord . 90

CHONDROMA, see Osteo-clwndroma.
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CHORDAE TENDINEiE, retroversion of mitral valve, owing to lengthening of (S. J.

Sharkey) . . . .

•

. .171
CHOREA, cardiac disease following (T. D. Savill) . . .167
CHOROID PLEXUS, see Brain.

CHURCHILL (F.), congenital syphilitic necrosis of vomer . ,372
,, post-nasal fibroma . . . . . ' . 458

CIRCULATION, organs of, diseases, &c., of . . 147-217

CIRRHOSIS, pulmonary, diffuse symmetrical (Percy Kidd) . . 126

CLARKE {Ernest), " Jacksonian epilepsy "
. . . .61

CLARKE {W. Bruce), %iY'\ct\xre oi recixim', colotomy . . . 258

„ a case of early puberty ..... 358

CLITORIS, epithelioma of (Sir W. Mac Cormac) . . .357
CLOT, old laminated, lining the ventricles of the heart (J. S. Bristowe) . 193

GLUTTON (H. H), spontaneous fracture of vesical calculus . . 324

,, peculiar epithelial tumour of skin near rectum . . .479
„ see Floyer, pedunculated dermoid tumour from the sigmoid flexure.

COLLOID bodies (F. S. Eve) . . . . .493
„ cancer of a uterine fibro-myoma (W. Roger Williams) . . 354

,,
— report of Morbid Growths Committee on above . . . 356

„ — see Carcinoma Myxomatodes.

„ tumours, see Myxosarcoma.

COLON, abnormality of (C. B. Lookwood) . . . .250
COLOTOMY for stricture of rectum (W. Bruce Clarke) . .258
COMMITTEE on Dr. Handford's case of abscess of the liver (W. B. Hadden, T. D.

Acland), report of . . . . . .271
COMMITTEE ON MORBID GROWTHS, reports of:

„ on Dr. Macdonald's intracranial cystic tumour (R. W. Parker and S. G. Shattock) 9

„ on Mr. Peeke Richards's case of tumour in the third ventricle of the brain (F.

Taylor and F. C. Turner) . . . .51
,, on Mr. Roger Williams's case of colloid cancer of a uterine fibro-myoma . 356

,, on Mr. Hutchinson, jun.'s, case of neuroma of the parotid (S. J, Sharkey and

F. S. Eve)

.

. . . . . .462
,, on Dr. Jacob's specimen of tumour of finger (A. A, Bowlby and C. J. Symonds)

467

„ on Dr. Norman Moore's specimen of tumour of the thyroid (R. W. Parker and

S. G. Shattock) . . . . .513
COMMITTEE ON SPECIMENS OF INTRACRANIAL TUMOURS, exhibited Feb.

2nd and 16th, 1886 (Dr. Beevor, Dr. Hadden, Dr. Ormerod, Mr. Shattock,

Mr. Butlin, and Dr. Coupland), tables drawn up . . .68
CONNECTIVE-TISSUE TUMOUR, see Tumour.

CONSTRICTION of aortic, mitral, and tricuspid valves (S. J. Sharkey) 170

CORIUM, pigmentation of (S. Paget) .... 225

COUPLAND (Sidney), see Macdonald (P. W.), intracranial cystic tumour . 6

„ see Committee on intracranial tumours.

COW, old dislocation of hip (F. S. Eve) . . . .587
CRANIUM, thinning of bones of, from pressure produced bv intracranial tumours

(W. Hale White) . . . . ' . .360
„ pecuhar condition of bones of, in an infant (trabeculated skull) (W. Hale White)

361

„ revolver bullet-wound of (C. B. Lockwood) . .3
„ compound fracture, septicaemia after (F. C. Turner) . 262

„ of chronic hydrocephalus (N. Moore) .... 366
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CRIPPS {Harrison), fibrous stricture of the rectum

CROFT (John), per W. H. Battle, bullet flattened by impact on the

CROOKSHANK {Edgar), per L. Hudson, photographs of micro-organi

CYST, simple, occurring in the right lateral ventricle (D'Arcy Power)

„ dermal, of finger (A. E. Barker)

„ dermoid, under the tongue
;
pigmentation of corium (S. Paget)

„ — of testicle (B. Pollard) ....
„ hydatid, see Hydatid.

„ multilocular, of epididymis (F. S. Eve)

„ mucous, of tongue (W. B. Hadden)
„ of liver (simple) (W. B. Hadden)
„ broad ligament, above the Fallopian tube (A. Doran)

„ parovarian, vfhh. twisted pedicle and intracystic haemorrhage (H

CYSTIC disease (cystic adenoma) of the ovary (F. S. Eve)

„ — bilateral, of the kidneys in the new-born (S. G. Shattock) .

CYSTICERCI of brain (G. Gulliver)

CYSTITIS, tubercular exfoliating (E. H. Fenwick)

. 255

frontal lobe

570
sms . 571

. 57

. 478
. 225
. 342

. 342

. 225

. 266

. 348
A. Lediard)

353

. 343

. 287

. 60

. 310

DAVIES-COLLEY {J. N. C), cylindrical slough of mucous membrane of rectum
251

„ caries of lumbar spine, abscess, destruction of right kidney, and ulceration into

duodenum; lumbar incision ; death .... 561

,, slough of part of abdominal muscle and its aponeurosis, following punctured

wound ....... 566

DEFORMITY of foot (Sydney Jones) . . . .555
DEGENERATION, see Calcareous degeneration.

DERMAL CYST, see Cyst.

DERMOID CYST, see Cyst.

„ tumour, see Tumour.

DEVELOPMENT, arrest of, of upper end of humerus following a dislocation with
suppuration about the epiphysis in infancy (A. E. Barker) . . 360

DIABETES, lip^mic blood in (W. B. Hadden) . . .566
DIAPHRAGM, traumatic hernia through (J. H. Targett) . . 239

DIASTASIS of cervical spine (G. H. Makins) . . . .385
DICKINSON (W. H), multiple sarcomata projecting upon the surface of the head

463

218-283DIGESTION, ORGANS of, diseases, &c.

DISEASES, &c., of the nervous system

„ of the ORGANS OF RESPIRATION

„ of the ORGANS OF CIRCULATION

„ of the ORGANS OF DIGESTION

„ of the GENITO-URINARY ORGANS
„ of the OSSEOUS system
,, of ORGANS OF SPECIAL SENSE

„ of the DUCTLESS GLANDS
,, of the SKIN

„ of the LOWER ANIMALS
„ of VEGETABLES

DISLOCATION of hum.erus with suppuration about the epiph

followed by arrest of development (A. E. Barker) .

vsis in

1113
114-146

147-217
218-282
284-359
360-448

. 449
507-515
516-545
572-592
593-594

infancy,

. 360
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DISLOCATION of knee-joint outwards (J. Poland) . . .385
„ old subcoracoid, of right shoulder-joint (J. Poland) . . , 383
„ — of hip of a cow (F. S. Eve)...... 587

„ pathological, of interphalangeal joint (C. B. Lockwood) . . 560

DOG, glandular epithelioma in lung of (A. Q. Silcock) . . 590

ji90^-(^iV(^/dflw), broad ligament cysts above the Fallopian tube . . 348

DREWITT {F. G. D.), heart and pericardium showing vegetations on mitral valve

and fibrous nodules on pericardium in case of rheumatic subcutaneous nodules

168

DUCT-PAPILLOMA of breast (B. Pollard) . . . .483
DUODENUM, fistulous communication with gall-bladder (W. Hale White) . 280
„ ulceration into, in case of caries of lumbar spine (J. N. C. Davies-CoUey) . 561

DURA MATER, fibro-sarcoma of (D'Arcy Power) . . .12
„ tuberculous growth of, with affection of the subjacent vertebra (W. Hale White)

97

ECTOPIA from crop of a pigeon (F. S. Eve) .

EDMUNDS (Walter), loose bodies in osteo-arthritic joints

EDWARDS (F. Swinford), carcinoma of bladder

,, round-celled sarcoma of skin ....
EMBOLISM of pulmonary artery, gangrene of lung followed by (A. Q.

592

447
317
468

Silcock)

131

. 199„ probable, of the abdominal aorta, two cases (J. A. P. Price)

ENCEPHALOCELE, see Meningo-encephalocele.

ENDARTERITIS, partial closure of left carotid by (H. Handford) .

ENDOBRONCHITIS, see Bronchitis.

ENDOCARDITIS, chronic, with similar changes in the aorta (N. Moore)
„ tricuspid septic, ? consequent upon previous pneumonia (H. Handford)
„ ulcerative, right-sided (W. B. Hadden)

ENDOPERICARDITIS, recent, in case of necrosis with softening in pyramids of
the kidneys (F. C. Turner)

ENDOTRACHEITIS, see Tracheitis.

EPIDIDYMIS, multilocular cyst of (F. S. Eve)

EPILEPSY, Jacksonian (Ernest Clarke)

EPITHELIAL TUMOUR, see Tumours.

EPITHELIOMA of the clitoris (Sir W. Mac Cormac) .

„ glandular, of lung of a dog (A. Q. Silcock)

„ secondary, of lower jaw (B. Pollard)

ERYTHRASMA, specimen from a case of (J. F. Payne) .

EVE {F. S.), two specimens of connective-tissue tumour of the tongue

„ a large urinary calculus expelled per urethram from a girl

„ multilocular cyst of epididymis .

„ on the origin of cystic disease (cystic adenoma) of the ovary

„ two cases of carcinoma myxomatodes (or so-called colloid

breast), one containing large " colloid bodies
"

„ myxo-sarcoma, or so-called colloid or hydatid tumour of the

and case of tubercle of the great omentum
„ pseudo-granuloma fungoides of foot (with precis of case by Mr.

„ old dislocation of the hip of a cow
„ ectopia from crop of a pigeon

„ report on Mr. Hutchinson, jun's., case of neuroma of the parotid

„ see Lingard {A.), actinomycosis of the jaws and tongue of oxen.

. 169

. 166

165, 166

290

. 342

. 61

. 357

. 590

. 492

. 516

. 223

. 320

. 342

. 343
cancer of the

. 493
great omentum

;

. 496
Hulke) . 536

. 587

. 592

. 462
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FALLOPIAN TUBE, broad ligament cyst above the (A. Doran) . . 348

„ abscess of liver secondary to suppuration of (H. Handford) . . 267

„ tuberculosis of (P. Kidd) ..... 357

FASCIA, contraction of digital and palmar (C. B. Lockwood) . . 556

FEMUR, double displacement of head of, in a child (J. H. Morgan) . 383

„ intercondyloid fracture of (H. A. Lediard) . . . 368

„ intraosseous or central necrosis of (D'Arcy Power) . . . 372

„ central sarcoma of shaft (D'Arcy Power) .... 377

FENWICK, {E. H.), intestinal calculus . . . .261
„ atresia of vesical orifice of left ureter (congenital .-*) . . . 300

„ contraction of the bladder after extreme dilatation . . . 301

„ a bladder showing a post-trigonal pouch which had contained a latent cal-

culus ... ... 302

„ a case of idiopathic extraperitoneal rupture of the bladder . . 303

„ extensive ulceration and perforation of the bladder after fracture of the

spine ....... 308

,, miliary tubercle of bladder ..... 309

„ tubercular ulceration of bladder .... 309

„ a case of tubercular exfoliating cystitis .... 310

„ papillomata of bladder . . . . .311
,, villous growth of bladder ..... 312

„ fibro- sarcoma polypi of bladder.... 313,314
„ large bilocular hydatid cyst springing from neck and back of urinary bladder

317

„ stone impacted in the prostatic urethra ; tuberculosis of urinary tract . 320

„ see Savage and Fenwick, bladder from case of general paralysis of insane.

FEVER, see Typhoid.

FIBROID, thickening of right pleura (of syphilitic origin i*) (A. Q. Silcock) . 140

FIBROMA growing in sella turcica (H. A. Lediard) . .. .11
„ post-nasal (F. Churchill) ..... 458

FIBRO-MYOMA, uterine, colloid cancer of (W. Roger Williams) . . 354

FIBRO-SARCOMA POLYPI of bladder (E. H. Fenwick) . 313, 314

,, of the dura mater (D'Arcy Power) . . . .12
FINGER, dermal cyst of (A. E. Barker) . . . .478
„ tumour of (E. H. Jacob) ..... 466

FLOYER {F. A.) per H. H. C/»/^^o?i, pedunculated dermoid tumour from the sig-

moid flexure ...... 252

FOOT, malformed (Sydney Jones) . . . . .555
„ pseudo-granuloma fungoides of (F. S. Eve) . . 536
„ congenital fatty tumours of sole of (C. B. Lockwood) . . 450

„ perforating ulcer of [in animals] (J. B. Sutton) . . . 588

FRACTURE of femur, intercondyloid (H. A. Lediard) . . .368
„ of the thyroid cartilage (C. A. Ballance) . . . .114
„ compound, of skull, septicemia after (F. C. Turner) . 262

FRIEDREICH'S ATAXIA, microscopical specimens of the spinal cord from a case

of (W. Everett Smith) . . . .99

GALL-BLADDER, suppuration in and round, due to calculi (S. West) 281
,, containing gall-stones, which had a fistulous communication with the duo-

denum and set up inflammatory thickening of pylorus (W. Hale White) . 280

GANGRENE of lung, following embolism of pulmonary artery (A. Q. Silcock) 131

GASTROSTOMY in cpse of cancer of oesophagus (H. A. Lediard) . . 229

GENERATION, organs of, diseases, &c. . . . 284-359
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GLANDS, DUCTLESS, diseases, &c., of . . . 507-515

„ see Lymphatic Glands.

GLIOMA of optic thalamus (G. Ogilvie) . . . .53
GLIOMATOUS tumour of the brain, two cases (F. G. Turner) . . 29

GOLDING-BIRD (C. H.), aneurysm of profunda artery ; ligature of external iliac

186

G^OOZ^^^iZT' (./awe* i^.), cases of cerebral tumour , . .14
„ the calvaria of an infant with membranous opercula in the bone . 364

,, see Marshall (L. W.), case of calculus vesicae in a female child two years old.

„ see Targett (J. H.), haemorrhage into liver-substance.

GRANULATION-GROWTH following bite on upper lip (J. H. Morgan) . 462

GRANULOMA FUNGOIDES, specimens from a case of (J. F. Payne) . 522

„ — (pseudo) of foot (F. S. Eve) . . . . .536
GULLIVER (G.), cysticerci of brain . . . .60
„ stricture of ileum due to inflammatory thickening and contraction of peritoneum

248
„ malignant disease of thyroid from a case of myxcederaa . .511
GUMMA, obstruction of ureter by (W. B. Hadden) . . .301
„ in and beneath upper part of ascending parietal convolution and parietal lobe,

on right side, with adhesion of thickened dura mater (W. M. Ord) . 42

GUMMATA of liver in a boy aged nine (N. Moore) . . . 271

HADDEN (W. B.), two cases of joint affection in locomotor ataxy . 101

,, right-sided ulcerative endocarditis . . . 165, 166

„ mucous cyst of tongue ..... 225

„ lympho-sarcoma of stomach ..... 234

„ intestine in lyraphadenoma ..... 261

„ simple cyst of liver ...... 266

„ obstruction of ureter by a gumma . . . .301
„ yellow tubercle in suprarenal body .... 514

„ carcinoma of both suprarenals ..... 515

„ lipaemic blood in diabetes ..... 566

„ rejoor^ on Dr. Handford's case of abscess of liver . . . 271

„ see Committee on intracranial tumours.

HAEMORRHAGE into the grey matter of the spinal cord (W. C. ChaflFey) 90
„ into the long bones in a case of purpura haemorrhagica (W. Hale White) . 368
„ into liver-substance ; } internal rupture (contusion) (J. H. Targett) . 266
„ see Meningeal h(Emorrhage.

HAIG {A.), two aneurysms of the left ventricle of the heart . . 147
,, intrapericardial aneurysm of aorta . . . .183
HAIRS showing a remarkable nodose condition, or " beaded hairs " (J. F.

Payne) ....... 540

HAND from an old case of anaesthetic leprosy, showing spontaneous amputation
and arrest of the disease (B.N. Rake) .... 543

„ from case of mixed tubercular and anaesthetic leprosy (B. N. Rake) . 544
„ fatty tumour from palm of (C. B. Lockwood) , . 450

HANDFORD (H.), thrombosis of the left posterior cerebral artery ; partial

closure of left carotid by endarteritis . . . .5
„ tricuspid septic endocarditis ; .' consequent upon previous pneumonia . 166

„ aneurysm of first part of arch of aorta, communicating with the pulmonary artery

183
„ a case of extensive destruction of the walls of the stomach ; death on the

ninth day from the commencement of symptoms . . 230

„ acute intestinal obstruction due to a band.... 249
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HANDFORD {H.)—continued.
„ abscess of liver, probably of pyaemic origin, secondary to suppuration of Fal-

lopian tubes, consequent ? upon gonorrhoea . . . 267

„ report on above (by W. B. Hadden and T. D. Acland) . .271
„ supernumerary nipple in a man..... 569

„ Hodgkin's disease ...... 570

„ see Powell (E.), atrophy of right kidney.

HEAD, multiple sarcomata projecting upon surface of (W. H. Dickinson) . 463

HEART, aneurysm of (Stanley Boyd) . . . .151
„ aneurysms of the, many of the cases exhibiting the effects of erosion (S. West)

154

„ cases of carcinoma of the (N. Moore) .... 172

„ showing vegetations on mitral valve in a case of rheumatic subcutaneous
nodules (F. G. D. Drewitt) . . . . .168

HEPATIC CELLS in the blood of the hepatic and portal venules (F. C. Turner)

262

HEPATITIS, syphilitic, in an infant (C. J. Symonds) . . .124
HERNIA reduced " en masse " (H. A. Lediard) . . .239

,, traumatic, through diaphragm (J. H. Targett) . . . 239

HERNIALREGIONS, lipomata in (J. Hutchinson, junr.) . . 451

HIP, old dislocation of, in a cow (F. S. Eve) . . . . 587

HODGKIN'S DISEASE (H. Handford) . . . .570
HUDSON (Z.), see Crookshank (E.), photographs of micro-organisms

HULKE (J. W.), precis of case of pseudo-granuloma fungoides of foot . 537

HUMERUS, cylindrical cancer of (J. Hutchinson, jun.) . . . 379

„ arrest of development of upper end, following a dislocation with suppuration

about the epiphysis in infancy (A. E. Barker) . . . 360

HUTCHINSON (Jonathan), two cases of adenoma of the palate, with exceptional

clinical features ...... 490

HUTCHINSON (Jonathan, jun.), cylindrical cancer of the humerus . 379
„ lipomata in hernial regions . . . . .451
„ neuroma of the parotid ..... 459

„ report of Morbid Growths Committee on above (S. J. Sharkey, F. S. Eve) 462

HYDATID, old, of liver, embedded in a syphilitic growth (G. N. Pitt) . 276
„ CYST, bilocular, springing from neck and back of urinary bladder (E. H.

Fenwick) . . . . . . .317
„ tumour, see Myxosarcoma.

HYDROCEPHALUS, skull of chronic (N. Moore) . . .366
„ calvaria showing perforations from a case of (C. A. Ballance) . . 366

HYDRONEPHROSIS with atrophy of right kidney (E. Powell) . . 285

HYDROPHOBIA, pathological histology of (W. Hale White) . . 1

ILEUM, stricture of, due to inflammatory thickening and contraction of peritoneum
(G. Gulliver) . . . . . .248

INSANE, general paralysis of, see Paralysis.

INTESTINE, anthrax of (J. Poland) . . . .550
„ calculus (E. H. Fenwick) ..... 261

J, obstruction, acute, due to a band (H. Handford) . . . 249

„ stricture, double, two cases arising in the walls of the bowel (R. E. Carrington)

244
„ in lymphadenoma (W. B. Hadden) .... 261

INTRACRANIAL TUMOURS, see Jumours
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INTUSSUSCEPTION, multiple (D'Arcy Power)

IRIDESCENCE in calculi (S. G. Shattock)

240

325

. 61

. 466
(A. A. Bowlby and Charters

. 467

. 492

"JACKSONIAN EPILEPSY" (Ernest Clarke)

JJCOB {E. H.)y per J. F. Payne, tumour of finger

„ report of Morbid Growtlis Committee on above case

J. Symonds)

JAW, lower, secondary epithelioma of (B. Pollard)

JEJUNUM, multiple hsemorrhagic nodules in wall of; septicaemia (F. C. Turner)

242
JOINT AFFECTION in locomotor ataxy, two cases (W. B. Hadden) . 101

JOINTS, osteo-arthritic, loose bodies in (W. Edmunds) . . .447
„ observations on injuries and diseases of, in animals (J. B. Sutton) . 580

JONES (C. Handfield), per A. Quarry Silcock, observations on the changes in

meningitis in the small vessels..... 203

JONES (Sydney), case of spontaneously fracturing calculi . . 321

„ peculiarly-shaped calculi ..... 340
,, living specimen of malformed foot .... 555

KIDD {Percy), diffuse symmetrical pulmonary cirrhosis . .126
„ obstruction of the coronary arteries . . . .197
„ tuberculosis of uterus and Fallopian tube .... 357
„ aspergillus mycosis (P. Kidd) ..... 549

KIDNEYS, congenital adeno-sarcoma of (F. T. Paul) . . . 292
„ congenital (?), atrophy of right, with hydronephrosis (E. Powell) . 285
„ carcinoma of left, nephrectomy ; recovery (J. McCarthy) . . 295
„ destruction of right, in caries of lumbar spine (J. N. C. Davies-Colley) . 561
„ necrosis, with softening in pyramids of; recent endo-pericarditis (F. C. Turner)

290
„ bilateral cystic disease of, in the new-born (S. G. Shattock) . .287
„ abnormal vascular supply to the (F. C. Turner) . . . 117

„ conjoined, the left transposed (F. C. Turner) . . . 284

„ congenital smallness of left ; nephritis ; sudden death from cedema of lungs

(B. Rake) . . . . . . .286
KNEE-JOINT, dislocation of, outwards (J. Poland) . . . 335
„ amputation at stump of (J. Poland) .... 567

Z,.r^A^£' (fF. ^r^M^Awo^, multiple sarcoma of bone , . .373
„ the causation and pathology of the so-called disease rheumatoid arthritis, and

of senile changes . . . . . .387
LARDER (Herbert), aneurysm of abdominal aorta, opening into the right pleural

cavity ....... 185

„ cancer of oesophagus...... 226

LARYNGEAL disease occurring in typhoid fever, two cases (S. J. Sharkey) . 114

LARYNX, extreme ulceration of, with perforation, from a case of anaesthetic

leprosy (B. N. Rake) . . . . .543
„ from case of mixed tubercular and anaesthetic leprosy (B. N. Rake) . 544

LEDIARD (H. A.), fibroma growing in sella turcica . . .11
„ black tongue ...... 222

„ cancer of the oesophagus, for which gastrostomy was performed . 229

„ hernia reduced "en masse" ..... 239

„ cancer of the rectum, for which excision was performed . . 259

„ parovarian cyst with twisted pedicle and intracystic haemorrhage . 353

„ intercondyloid fracture of the femur .... 368

„ primary sarcoma of the femoral lymphatic glands . . .472
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LEPROSY, anaesthetic ; thickened median nerve (B. N. Rake) . . Ill

„ anaesthetic, extreme ulceration of larvnx, with perforation, from case of (B. N.

Rake; . . .
' . . . .543

„ — hand from old case of, showing spontaneous amputation and arrest of the

disease (B. N. Rake) . . . . .543
„ mixed tubercular and anaesthetic, hand and larynx from case of (B. N. Rake)

544

„ tuberculated, viscera from a case of, associated with syphilis (B. N. Rake) 545

„ a form of ulceration simulating (B. N. Rake) . . . 544

LIGATURE of external iliac for aneurysm of profunda artery (C. H. Golding-Bird)

186

LINGARD {Alfred), per F. S. Eve, specimens of actinomycosis of the jaws and

tongue of oxen ...... 590

LIP, malignant growth of, with melanosis (G. W. Steeves) . . 475

„ upper, granulation-growth following bite on (J. H. Morgan) . . 462

LIPOMA of spermatic cord (C. Stonham) .... 341

,, diffuse, of spermatic cord (C. Stonham) .... 341

LIPOMATA in hernial regions (J. Hutchinson, jun.) . . . 451

LITTRE'S operation for imperforate anus; bladder and rectum six months after

(C. Mansell MnuUin) . . . . .260
LIVER constricted by a band, one half being cirrhotic, the other half being fatty

and, in a post-mortem, spongy condition TW. Hale White) . . 263

,, abscesss of, probably of pyaemic origin, secondary to suppuration of Fallopian

tubes, consequent } upon gonorrhoea (H. Handford) . .267
., simple atrophy of, in case of carcinoma of the body of the stomach (R. E. Car-

rington) ....... 236

„ primary melanotic carcinoma of (W. Hale White) . . . 272

„ simple cyst of (W. B. Hadden) . . . . .266
„ gummata of, in a boy aged nine (N. Moore) . . . 271

„ old hydatid of, embedded in a syphilitic growth (G. N. Pitt) . . 276

LIVER-SUBSTANCE, haemorrhage into; ? internal rupture (contusion) (J. H.

Targett) . . . . . • .266
Z/OCZ^OOD (C jB.), revolver bullet-wound of cranium . . 3

impervious band uniting the superior vena cava to the left auricle 147

„ abnormality of colon...... 250

congenital fatty tumours of sole of the foot, and fatty tumour from palm of

hand . . • • • • .450
contractions of the digital and palmar fascia . . . 556

„ pathological dislocation of interphalangeal joint , . . 560

LOCOMOTOR ATAXY, two cases of joint affection in (W. B. Hadden) . 101

LOOSE BODIES in osteo-arthritic joints (W. Edmunds) . . 447

LUNG, diffuse symmetrical cirrhosis (P. Kidd) . . . 126

„ glandular epithelioma of, in a dog (A. Q. Silcock) . . . 590

gangrene of, following embolism of pulmonary artery (A. Q. Silcock) , 131

LUNGS, anthrax of (J. Poland) . . . . .550
„ oedema of, sudden death from (B. Rake) .... 286

LYMPHADENOMA, intestine in (W. B. Hadden) . . .261
LYMPHATIC GLANDS, considerable enlargement of, in neck and left axilla in

case of malignant disease of the oesophagus (J. A. P. Price) . . 227

„ femoral, primary sarcoma of (H. A. Lediard) . . .472
LYMPHO-SARCOMA of stomach (W, B. Hadden) . . .234
„ primary, of the right tonsil (A. E. Barker) . . .218

McCWi27'//y(t7.), carcinoma of the left kidney ; nephrectomy; recovery . 295

„ necrosis of the patella from injury .... 371
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MAC CORMAC {Sir W.), epithelioma of the clitoris . . .357
„ tumour involving the hard and soft palate chiefly on the left side ; removal

;

recovery . . . . . . .485
MACDONALD {P. W.), per Sidney Coupland, intracranial cystic tumour over-

lying and compressing left cerebral hemisphere . .6
MAKINS {G. H.), carcinoma involving both superior maxillae . . 382

„ diastasis of cervical spine ..... 385

MALIGNANT disease of thyroid from a case of myxoedema (G. Gulliver) . 511

„ growth of lip with melanosis (G. W. Steeves) . . . 475

MARSHALL {Lewis W.), per J. F. Goodhart, a case of calculus vesicae in a female

child two years old . . . . . .319
Maxilla, superior, carcinoma involving both (G. H. Makins) . . 382

MEDIAN NERVE, thickened ; anaesthetic leprosy (B. N. Rake) . HI
MEDIASTINAL TUMOUR, cases of (S. West) . . .141
MELANOSIS, malignant growth of lip with (G. W. Steeves) . . 475

MENINGEAL HAEMORRHAGE due to rupture of an aneurysm on the left middle
cerebral artery (S. J. Sharkey) . . . .3

„ infiltration in case of internal anthrax (J. Poland) . . , 550

MENINGiriS, observations on the changes in small vessels in (C. Handfield Jones)

203

MENINGO-ENCEPHALOCELE, irabeculated calvaria from a case of (S. G. Shat-

tock) . . . . . . .367
MENINGO-MYELOCELE in the lumbo-sacral region, cured by the injection of

Morton's solution (S. G. Shattock) . . .89
MICRO-ORGANISMS, photographs of (E. Crookshank) . . 571

MISCELLANEOUS SPECIMENS . . . 547-^71

MITRAL STENOSIS (R. E. Carrington) . . . .171
„ — and aortic aneurysm (W. Pasteur) .... 183

MITRAL VALVE, vegetations on, in case of rheumatic subcutaneous nodules (F. G.

D. Drewitt) . . . . . .168
„ — constriction of (S. J. Sharkey) .... 170

,, — retroversion of, owing to lengthening of chordae tendineae (S. J. Sharkey)

171

MONSTER, siren (J. H. Morgan) . . . . .555

MOORE {Norman), chronic endocarditis with similar changes in the aorta . 169

,. cases of carcinoma of the heart . . . .172
„ gummata of liver in a boy aged nine . . . .271
,, skull of chronic hydrocephalus..... 366

,, primary new growth in thyroid . . . .513
„ report of Morbid Growths Committee on above (R. W. Parker, S. G. Shattock)

513

MORBID GROWTHS AND TUMOURS . . . 450-506

MORGAN {J. H.), double displacement of the head of the femur in a child . 383

,, large and rapidly growing granulation-growth following a bite on the upper lip

462

„ siren monster ...... 555

MORTON'S SOLUTION, meningo-myelocele cured by the injection of (S. G.

Shattock) . . . . . . .89
MOTT {F. W.), see Steeves {G. W.), malignant growth of lip with melanosis 475

MOULLIN {C. MANSELL), bladder and rectum six months after Littre's opera-

tion for imperforate anus ..... 260

„ sarcoma of spermatic cord . . . . .341
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MUCOUS CYST, see Cyst.

MUCOUS MEMBRANE of rectum, cylindrical slough of (J. N. C. Davies-Colley) 251

MUSCLE, abdominal, slough of part of, and its aponeurosis following punctured

wound (J. N. C. Davies-Colley) .... 566

MYCOTIC ULCERATIVE AORTITIS (F. C. Turner) . . .174
MYELITIS (W. Hale White) . . . . .107
MYELOCELE, see Meningo-myelocele.

MYOMA, see Filro-myoma.

MYXCEDEMA, malignant disease of thyroid from case of (G. Gulliver) . 511

MYXO-SARCOMA, or so-called colloid or hydatid tumour of the great omentum
(F. S. Eve) . . . . . .496

NECROSIS, with softening in pyramids of the kidneys ; recent endo-pericarditis

(F. C. Turner) . . . . . .290
„ of patella from injury (J. McCarthy) .... 371

„ congenital syphilitic, of vomer (F. Churchill) . . . 372

„ intraosseous or central, of femur (D'Arcy Power) . . . 372

NEPHRECTOMY for carcinoma of the left kidney ; recovery (J. McCarthy) 295

NEPHRITIS ; congenital smallness of left kidney (B. Rake) . . 286

NERVE, see Median Nerve, Optic Nerves.

NERVOUS SYSTEM, diseases, &c., of the . . . .1-113

NEURITIS, peripheral (W. Hale White) . . . .107
NEUROMA of the parotid (J. Hutchinson, jun.) . . . 459

NEW-BORN, bilateral cystic disease of the kidneys in (S. G. Shattock) . 287

NIPPLE, supernumerary, in a man (H. Handford) . . . 568

NODULES, multiple hsemorrhagic, in wall of jejunum ; septicaemia (F. C.

Turner) . . . . . .242

OBSTRUCTION of coronary arteries (P. Kidd) . . .197
„ see Intestinal obstruction.

(ESOPHAGUS, cancer of (H. Larder) . . . .226
„ — for which gastrostomy was performed (H. A. Lediard) . . 229

„ case of malignant disease of, with considerable enlargement of the lympliatic

glands in the neck and left axilla (J. A. P. Price) . . . 227

0^/Z/F/£' (G'eor^'e), glioma of optic thalamus . . . .53
OMENTUM, great, case of tubercle of (F. S. Eve) . . .496

jj
— myxo-sarcoma, or so-called colloid or hydatid tumour of (F. S. Eve) . 496

OPERCULA, membranous, in bone of calvaria of an infant (J. F. Goodhart) . 364

OPTIC NERVES, haemorrhage into the sheath of the (W. Hale White) . 5

OPTIC THALAMUS, glioma of (G. Ogilvie) . . . .53
ORD {W. M.), tubercular disease involving ascending parietal and frontal con-

volutions of left side, at the level of the first and second transverse frontal,

involving also the adjoining parts of first and second transverse frontal,

and extending into the white matter beneath . . .46
„ gumma in and beneath upper part of ascending parietal convolution and

parietal lobe, on right side, with adhesion of thickened dura mater . 42

ORMEROD (J. J.), see Committee on intracranial tumours.

OSSEOUS SYSTEM, diseases, &c., of the . . . 360-448

OSSIFYING SARCOMA, see Sarcoma.
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OSTEITIS DEFORMANS, two specimens (D'Arcy Power) . . 369

OSTEO-ARTHRITIC JOINTS, loose bodies in (W. Edmunds) . . 447

OSTEO-CHONDROMA of thigh (W. H. Battle) . . .474
OSTEOCHONDROSARCOMA of breast (W. H. Battle) . . .473
OSTITIS (W. Hale White) . . . . .107
OVARY, on the origin of cystic disease (cystic adenoma) of (F. S. Eve) . 343

OXEN, actinomycosis of the jaws and tongue of (A. Lingard) . . 590

PACHYMENINGITIS, syphilitic (W. Hale White) . . .107
PAGET (S.), dermoid cyst under the tongue

;
pigmentation of corium . 225

„ symmetrical psoriasis...... 516

PALATE,adenomaof, two cases with exceptional clinical features (J. Hutchinson) 490

„ perforation of, by " hypertrophied " incisor tooth in a rat (S. G. Shattock) 587

„ HARD AND SOFT, tumour involving the, chiefly on the left side; removal;

recovery (Sir W. Mac Cormac)..... 485

PAPILLOMA, intracystic, of accessory thyroid gland (B. Pollard) . 507

„ of bladder (E. H. Fenwick

)

. ' . . . .311
„ see Duct-papilloma.

PARALYSIS, general, of insane, bladder from case of (G. Savage and E. H.
Fenwick)....... Ill

PARKER {R. W.), obliterative endo-tracheitis and endo-bronchitis in congenital

syphilis . . . . . .119
„ report on Dr. Macdonald's intracranial cystic tumour . . 9

„ report on Dr. Norman Moore's specimen of tumour of thyroid . . 513

PAROTID, neuroma of (J. Hutchinson, jun.).... 459

PAROVARIAN CYST with twisted pedicle and intracystic haemorrhage (H. A.

Lediard) . . . . . . .353
PASTEUR, (W.) aortic aneurysm and mitral stenosis . . . 183

PATELLA, necrosis of, from injury (J. McCarthy) . . . 371

PAUL {F. T.), rupture of aorta . . . . .173
„ a note on calcareous degeneration of arteries . . .216
„ congenital adeno-sarcoraa of the kidney .... 292

PAYNE {J. F.), specimens from a case of erythrasma . . .516
„ specimens from a case of granuloma fungoides . . , 522
„ hairs showing a remarkable nodose condition, or '* beaded hairs

"
. 540

„ see Jacob {E. H.), tumour of finger.

PERFORATING ULCER of the foot [in animals] (J. B. Sutton) . . 588

PERFORATION OF BLADDER after fracture of spine (E. H. Fenwick) . 308

PERICARDITIS, see Endo-pericarditis.

PERICARDIUM, fibrous nodules on, in case of rheumatic subcutaneous nodules

(F. G. D. Drewitt) . . . . . .168
PERITONEUM, inflammatory thickening and contraction of, stricture of ileum

(G. Gulliver) . . . . .248
PERITONITIS, acute, in case of calculus perforating vermiform appendix (S. J.

Sharkey) . . . . • .243
PIGEON, ectopia from crop of (F. S. Eve; . . .592
PIGMENTATION of corium (S. Paget) .... 225

PINE, xyloma or woody tumour of (S. G. Shattock) . . 593

PIl'T {G. N.), old hydatid of liver embedded in a syphilitic growth . 276

PITTS (£.), ossifying sarcoma of radius . . • .374

39
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PLEURA, right, fibroid thickening of (of syphilitic origin?) (A. Q. Silcock) . 140

PNEUMONIA, interstitial, in an infant (C. J. Symonds) . . 124

„ tricuspid septic endocarditis, ? consequent upon previous (H. Handford) . 166

POLAND {John), old subcoracoid dislocation of the right shoulder-joint . 383
„ dislocation of knee-joint outwards .... 385
„ internal anthrax ; aflfection of stomach, intestines, and lungs ; extensive menin-

geal infiltration ; cerebral and spinal haemorrhages into skin ; delirium and
tetanic spasra . . . . . . 550

„ stump of amputation at the knee-joint .... 567

POZ/X.4i2Z> (fii/^on), round-celled sarcoma of tonsil . . .221
„ dermoid cyst of testicle ..... 342
„ duct-papilloma of breast ..... 483
„ secondary epithelioma of lower jaw .... 492
„ intracystic papilloma of accessory thyroid gland . . . 507

POLYPI, fibro-sarcoma, of bladder (E. H. Fenwick) . . .313
PONS VAROLII, sarcomata of, see Tumours, intracranial.

POST-NASAL FIBROMA (F. Churchill) . . . .458
POWELL (Evan), per H. Handford, congenital ? atrophy of right kidney with

hydronephrosis ...... 285

POJFJE'i? (D'^rey), fibro-sarcoma of the dura mater . . .12
„ multiple sarcomata in the cerebral hemispheres and pons Varolii, with entire

absence of cerebral symptoms . . . . . 54

„ psammoma involving the superior frontal gyrus of the right side . 55

„ simple cyst occurring in the right lateral ventricle . . .57
„ sarcoma involving the left fifth nerve near its origin ; multiple sarcomata of the

body . . . . . . .62
„ primary carcinoma of the cerebellum ; left lateral hemisphere . . 66

,, primary round-celled sarcoma, involving the inferior vermiform process of the

cerebellum . . . . . 66, 67

a case of multiple intussusception

two specimens of osteitis deformans
intraosseous or central necrosis of the femur
central sarcoma of the shaft of the femur .

240
369
372
377

PRICE (J. A. P.), two cases of probable embolism of the abdominal aorta

199

,, a case of malignant disease of the oesophagus, with considerable enlargement of

the lymphatic glands in the neck and left axilla . . 227

PSAMMOMA involving the superior frontal gyrus of the right side (D'Arcv Power)
55

PSOAS ABSCESS, new formation in the walls of a sinus in connection with (A.

Q. Silcock) . . . . . .564
PSORIASIS, symmetrical (S. Paget) . . .516

PUBERTY, early, case of (W. Bruce Clarke) . . . .358

PURPURA HJiMORRHAGICA, haemorrhage into long bones in a case of (W.
Hale White) . . . . . .368

Py^->SM/7'// (P. .^.), teratoma from an infant . . .499

PYLORUS, inflammatory thickening of (W. Hale White) . . 280

PYONEPHROSIS ; valvular obstruction of ureter (H. Sainsbury)

.

. 296

RADIUS, ossifying sarcoma of (B. Pitts) 374
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R^KE (Beavan N.), thickened median nerve ; anaesthetic leprosy . .111
„ congenital smallness of left kidney ; nephritis : sudden death from oedema of

lungs . . .
'

. . . .286
„ hand from an old case of anaesthetic leprosy, showing spontaneous amputation

and arrest of the disease ..... 543
„ extreme ulceration of larynx with perforation, from a case of anaesthetic leprosy

543
„ hand and larynx, from a case of mixed tubercular and anaesthetic leprosy 544
„ a form of ulceration simulating leprosy .... 544
,, viscera from a case of tuberculated leprosy associated with syphilis . 545

RAT, perforation of palate by " hypertrophied " incisor tooth in a (S. G. Shattock)

587

RECTUM six months after Littre's operation for imperforate anus (C. Mansell
MouUin) . . . . . . .260

„ cancer of, for which excision was performed (H. A. Lediard) . . 259
„ cylindrical slough of mucous membrane of (J. N. C. Davies-Colley) . 251

„ stricture of; colotomy (W. Bruce Clarke).... 258

„ fibrous stricture of the (H. Cripps) .... 255

„ peculiar epithelial tumour of skin near (H. H. Glutton) . . 479

RESPIRATION, ORGANS OF, diseases, &c. . . . 114-146

RETROVERSION OF MITRAL VALVE owing to lengthening of chordae tendineae

(S. J. Sharkey) . . . . . .171
RHEUMATIC SUBCUTANEOUS NODULES ; vegetations on mitral valve and

fibrous nodules on pericardium in case of (F. G. D. Drewitt) . . 168
„ heart and pericardium from case of (F. G. D. Drewitt) . . 169

RHEUMATOID ARTHRITIS, causation and pathology of (W. A. Lane) . 387

RHINOLITH, case of (G. Stoker) . . . . .449
RICHARDS {J. Peeke), tumour in the third ventricle of the brain . . 50

„ report of the Morbid Growths Committee on above case (F. Taylor, F. C.

Turner) . . . . . . .51
RUPTURE OF AORTA (F. T. Paul) . . . .173
„ OF BLADDER, idiopathic extraperitoneal (E. H. Fenwick) . . 303

SAINSBURY {Harrington), tumour of the base of the brain showing the structure

of skin and subcutaneous tissue . . . .57
„ valvular obstruction of ureter

;
pyonephrosis . . . 296

SARCOMA involving the left fifth nerve near its origin ; multiple sarcomata of

the body (D'Arcy Power) . . . . .62
„ (with myxomatous degeneration) involving the whole of the cent.'al parts of the

left temporo-sphenoidal lobe, but not reaching the surface ; absence of charac-

teristic symptoms till shortly before death (S. West) . . 48

,, of spermatic cord (C. M. MouUin) .... 341

„ central, of shaft of femur (D'Arcy Power) . . . . 377

,, multiple, in the cerebral hemispheres and pons Varolii ; with entire absence of

cerebral symptoms (D^Arcy Power) . . . .54
„ — projecting upon the surface of the head (W. H. Dickinson) . . 463

„ — of bone (W. A. Lane) ..... 373
„ ossifying, of radius (B. Pitts) ..... 374

„ primary, of femoral lymphatic glands (H. A. Lediard) . . 472

„ — round-celled, involving the inferior vermiform process of the cerebellum

(D'Arcy Power) . . . . . 66, 67

„ round-celled, of skin (F. S. Edwards) .... 468

„ — of tonsil (B. Pollard) . . . . .221
„ see Adeno-sarcoma, Angiosarcoma, Fibrosarcoma, Lymphosarcoma, Myxo-

sarcoma, Osteo-chondrosarcoma.
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SAUNDBY {R.), two cases of cerebral tumour . . .35
SAVAGE (G.) and E. H. Fenwick, bladder from case of general paralysis of the

insane ....... Ill

SAVILL (T. D.), cardiac disease following chorea . . .167
SCLEROSIS, diffuse, of brain (Henry Ashby) . . . .12
SELLA TURCICA, fibroma growing in (H. A. Lediard)

.

. .11
SENILE CHANGES, causation and pathology of (W. A. Lane) . . 387

SENSE, ORGANS OF SPECIAL, diseases, &c., of . . . 449

SEPTICAEMIA in case of multiple hsemorrhagic nodules in wall of jejunum (F.

C. Turner) . . . . . .242
„ after compound fracture of the skull (F. C. Turner) . . . 262

SEPTICiEMIC ULCERATIVE AORTITIS (F. C. Turner) . . 174

SHARKEY (S. /.), case of meningeal haemorrhage due to rupture of an aneurysm

on the left middle cerebral artery . . . .3
„ two cases of laryngeal disease occurring in typhoid fever . .114
„ constriction of aortic, mitral, and tricuspid valves . . .170
„ retroversion of mitral valve, owing to lengthening of chordae tendineae . 171

,,
perforation of vermiform appendix by a calculus ; acute peritonitis . 243

„ report on Mr. Hutchinson, jun.'s, case of neuroma of the parotid . 462

SHATTOCK {S. G.), meningo-myelocele in the lumbo-sacral region, cured by

the injection of Morton's solution . . . .89
„ bilateral cystic disease of the kidneys in the new-born . .287
„ iridescence in calculi . . . . . . 325

„ trabeculated calvaria from a child who was the subject of a large frontal

meningo-encephalocele ..... 367

„ perforation of the palate by " hypertrophied " incisor tooth in a rat . 587

„ xyloma or woody tumour on branch of pine . . . 593

„ report on Dr. Macdonald's intracranial cystic tumour . . 9

„ report on Dr. Norman Moore's specimen of tumour of thyroid . . 513

„ see Committee on intracranial tumours.

SHEILD {A. M.), cancer of the bladder obstructing the ureters . . 315

SHERRINGTON (C. S.), see Smith {W, Everett), microscopical preparations

of the spinal cord from a case of Friedreich's ataxia . . 99

SHOULDER-JOINT, right, old subcoracoid dislocation of (J. Poland) . 383

SIGMOID FLEXURE, pedunculated dermoid tumour from the (F. A. Floyer) 252

/S/i/COCZ (^. Q.), syphilitic ulcerative bronchitis and tracheitis . 115

,,
gangrene of lung, following embolism of pulmonary artery . . 131

,, fibroid thickening of right pleura (of syphilitic origin i*) . .140
„ new formation of bone in the walls of a sinus in connection with a psoas abscess

564

„ glandular epithelioma of the lung of a dog . . . 590

„ see Jones, C. Handfield, changes in meningitis in small vessels.

SKIN, cerebral and spinal haemorrhage into, in case of internal anthrax (J. Poland)

550

,, round-celled sarcoma of (F. S. Edwards).... 468

„ peculiar epithelial tumour of, near rectum (H. H. Clutton) . . 4/9

„ diseases of the . . . . . 516-545

SKULL, see Cranium,

SLOUGH of part of abdominal muscle and its aponeurosis, following punctured

wound (J. N. C. Davies-Colley) .... 566

„ cylindrical, of mucous membrane of rectum (J. N. C, Davies-Colley) 251

SMITH ( W. Everett), ;3er C. S. Sherrington, microscopical preparations of the spinal

cord from a case of Friedreich's ataxia . . . .99
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SPERMATIC CORD, lipoma of (C. Stonham) . . .341
„ diffuse lipoma of (C. Stonham) . . . . .341
„ sarcoma of (C. M. iMoullin) ..... 341

SPINAL CORD, from a case of Friedreich's ataxia, microscopical preparations of

the (W. Everett Smith) . . . . .99
„ a case of haemorrhage into the grey matter of the (W. C. Chaffey) . 90

SPINE, cervical, diastasis of (G. H. Makins).... 385
„ lumbar, caries of, abscess, destruction of right kidney, and ulceration into

duodenum ; lumbar incision; death (J. N. C. Davies-Colley) . 561

STEEVES {G. W.), per F. W. Mott, malignant growth of the lip with melanosis

475

STENOSIS, mitral and tricuspid (R. E. Carrington) . . .171
J, mitral and aortic aneurysm (W. Pasteur).... 183

STOKER {George), case of rhinolith . . . .449
STOMACH, anthrax of (J. Poland) . . . .550
„ carcinoma of body of the, pyloric and oesophageal orifices being free ; extreme

contraction of the organ; simple atrophy of the liver; ascites (R. E. Car-

rington) ....... 236

„ lympho-sarcoma of (W. B. Hadden) .... 234
„ malignant disease of, simulating in its symptoms malignant disease of vertebrae

(J. S. Bristowe) . . . . . .193
„ case of destruction of the walls of the ; death on the ninth day from the com-

mencement of symptoms (H. Handford).... 230

STONE, see Calculus.

STONHAM {€.), lipoma of spermatic cord . . . .340
„ diffuse lipoma of spermatic cord . . . .341
STRICTURE, see Intestinal stricture ; Ileum ; Rectum.

SUPRARENALS, carcinoma of (W.B. Hadden) . . .515
„ yellow tubercle in (W. B. Hadden) .... 514

SUTTON (/. Bland), diseases of the vascular mechanism in animals . 572

„ observations on injuries and diseases of the joints in animals . . 580

„ perforating ulcer of foot [in animals] .... 588

SYMONDS {Charters J.), a case of syphilitic hepatitis and of interstitial pneu-

monia in an infant ...... 124

,, report on Dr. Jacob's specimen of tumour of finger . . . 467

SYPHILIS, CONGENITAL ; obliterative endo-tracheitis and endo-bronchitis in (R.

W. Parker) . . . . . .119
SYPHILITIC ? fibroid thickening of right pleura (A. Q. Silcock) . 140

„ growth, old hydatid of liver embedded in (G. N. Pitt) . . 276

„ hepatitis in an infant (C. J. Symonds) . . . .124
,, necrosis, congenital, of vomer (F. Churchill) . . . 372

„ pachymeningitis (W. Hale White) . . • .107
„ ulceration of the trachea; perforation of the superior vena cava; abnormal

vascular supply to the kidneys (F. C. Turner) . . .117
,, ulcerative bronchitis and tracheitis (A. Q. Silcock) . . .115

TARGETT {J. H.), traumatic hernia through diaphragm . . 239

„ per /. F. Goodhart, haemorrhage into liver-substance ; ? internal rupture (con-

tusion) ...... 266

TAYLOR {Frederick), cases of tumour of the brain . . .25
„ aneurysm of the undefended space . . . .152
„ report on Mr. Peeke Richards's case of tumour in the third ventricle of the

brain . . • • • • .51
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TAYLOR (Seymour), tumour of brain, involving the first left frontal convolution

47

TERATOMA from an infant (P. H. Pye-Smith) . . .499
TESTICLE, dermoid cyst of (B. Pollard) . . . .342
THIGH, osteo-chondroraa of (W. H Battle) . . .474
THROMBI in branches of the pulmonary artery

;
pulmonary arteritis ; septicaemia

(F. C. Turner) . . ' . . . .134
THROMBOSIS of the left posterior cerebral artery; partial closure of left carotid

by endarteritis (H. Handford) . . . . .5
THUMB, amputation of portion of, with vessel and nerve by a piece of string (W.

H. Battle) . . . . . . .568
THYROID CARTILAGE, fracture of (C. A. Ballance) . . .114
„ GLAND, carcinoma of (U. E. Carrington) . . . 508

,, malignant disease of, from a case of myxoedema (G. Gulliver) . .511
„ primary new growth in (N. Moore) . . . 513

„ — ACCESSORY, intracystic papilloma of (B. Poland) . . . 507

TONGUE, dermoid cyst under the; pigmentation of corium (S. Paget) . 225

„ mucous cyst of (W. B. Hadden)..... 225

„ two specimens of connective-tissue tumour of the (F. S. Eve) . . 223

„ black (H. A. Lediard)

.

. . . . .222
TONSIL, round-celled sarcoma of (B. Pollard) . . .221
„ right, primary lymphosarcoma of (A, E. Barker) . . .218
TOOTH, incisor, " hypenrophied," perforating palate in a rat (S. G. Shattock) 587

TRACHEA, syphilitic ulceration of the
;
perforation of superior vena cava (F. C.

Turner) . . . . . . .117

TRACHEITIS, syphilitic ulcerative (A. Q. Silcock) . . .115
„ END0-, obliterative in congenital syphilis (R. W. Parker) . .119
TRICUSPID VALVE, constriction of (S. J. Sharkey) . . .170
„ stenosis (R. E. Carrington) . . . . .171
,, septic endocarditis, ? consequent upon previous pneumonia (H. Handford) 166

TUBERCLE of great omentum (F. S. Eve) • . . .496
„ caseous, deposit of, in the floor of the fourth ventricle of the brain (W. C.

ChaflFey) . . . . . . .63
„ miliary, of bladder (E. H. Fenwick) . . . .308
„ — in branches of the pulmonary artery (F. C. Turner) . . 139

„ yellow, in suprarenal body (W. B. Hadden) . . . 514

TUBERCULAR exfoliating cystitis (E. H. Fenwick) . . .310
„ ulceration of bladder (E. H. Fenwick) .... 308

,, disease involving ascending parietal and frontal convolutions of left side and

the adjoining parts of first and second transverse frontal, and extending into

the white matter beneath (W. M. Oid) . . . .46
TUBERCULOSIS of urinary tract (E.H. Fenwick) . . .320

,, of uterus and Fallopian tube (P. Kidd) .... 357

TUBERCULOUS growth of the dura mater, w
(W. Hale White) .

TUMOURS
„ INTRACRANIAL, six cascs (J, F. Goodhart

„ — four cases (F. Taylor)

,,
— two cases (R. Saundby)

„ — gliomatous, two cases (F. C. Turner)

,, — gumma, in and beneath upper part of ascending parietal convolution and

parietal lobe, ir right side, with adhesion of thickened dura mater (W. M. Ord)
42

ith affection of the subjacent vertebra

. 97

450-506
. 14

25

35
. 29
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TUMOURS (intracranial), tubercular disease, involving ascending parietal and
frontal convolutions of left side and the adjoining parts of first and second trans-

verse frontal, and extending into the white matter beneath (VV. M. Ord) . 46
„ — involving the first left frontal convolution (S. Taylor) . . 47
,, — sarcoma with myxomatous degeneration, involving the whole of the central

parts of the left temporo-sphenoidal lobe, but not reaching the surface;

absence of characteristic symptoms till shortly before death (S. West) . 48
,,
— glioma of optic thalamus (G. Ogilvie) . . . .53

„ — tumour in the third ventricle (J. P. Richards) . . .50
,, — multiple sarcomata in the cerebral hemispheres and pons Varolii, with entire

absence of cerebral symptoms (D'Arcy Power) . . .54
,, — psammoma, involving the superior frontal gyrus of the right side (D'Arcy

Power) . . . , . . .55
„ — angio-sarcoma of left choroid plexus . . . .56
,, — simple cyst occurring in the right lateral ventricle (D'Arcy Power) . 57

„ — of base, showing the structure of skin and subcutaneous tissue (H. Sains-

bury) . . . . . , .57
„ — sarcoma, involving the left fifth nerve near its origin ; multiple sarcomata of

the body (D'Arcy Power) . . . . .62
„ — caseous tubercle, deposit of, in the floor of the fourth ventricle of the (W. C.

Chaffey) . . . . . . .63
„ — primary carcinoma of the cerebellum ; left lateral hemisphere (D'Arcy

Powers . . . . . . .66
„ — primary round-celled sarcoma, involving the inferior vermiform process of

the cerebellum (D'Arcy Power). . . . 66, 67
„ — thinning of bones of skull from pressure produced by (W. Hale White) 360
„ — cystic, overlying and compressing left cerebral hemisphere . . 6

„ — tables drawn up by a Special Committee, from the specimens of intracranial

tumours exhibited at the meetings of the Society, February 2nd and 16th,

1886 . . . . . . .68
,, colloid, see Myxosarcoma.
„ fatty, congenital, from sole of foot and palm of hand (C. B. Lockwood) . 450
„ involving the hard and soft palate, chiefly on the left side; removal;

recovery (Sir W. Mac Cormac)..... 485
„ hydatid, see Myxosarcoma.
„ mediastinal, cases of (S. West) . . . . .141
„ peculiar epithelial, of skin near rectum (H. H. Glutton) . . 479
„ pedunculated dermoid, from the sigmoid flexure (F. A. Floyer) . 252
„ of finger (E. H. Jacob) . . . . .466
,, connective-tissue, of tongue, two specimens (F. S. Eve) . . 223
„ of thyroid (N. Moore) . . . . .513
„ woody, see Xyloma.

TURNER {F. C), two cases of gliomatous tumours of the brain . . 29
„ syphilitic ulceration of the trachea

;
perforation of the superior vena cava

;

abnormal vascular supply to the kidneys . . . .117
„ thrombi in branches of the pulmonary artery ; pulmonary arteritis ; septicaemia

134

„ miliary tubercles in branches of the pulmonary artery . , 139

,, ulcerative aortitis
; (1) mycotic, and (2) septicaemic . . . 174

„ multiple haemorrhagic nodules in wall of jejunum; septicaemia . 242

„ hepatic cells in the blood of the hepatic and portal venules ; septicaemia after

compound fracture of the skull .... 262
,, conjoined kidneys, the left transposed; unicorn uterus with right ovary . 284

„ necrosis with softening in pyramids of the kidneys ; recent pericarditis . 290
„ report on Mr. Peeke Richards's case of tumour in the third ventricle of the braiu

51

TYPHOID FEVER, two cases of laryngeal disease occurring in (S. J. Sharkey) 1 14
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UliCER, see Perforating ulcer.

ULCERATION, a form of, simulating leprosy (B. N. Rake) . .544
„ of bladder after fracture of spine (E. H. Fenwiek) , . . 308

„ tubercular, of bladder (E. H. Fenwiek) . . . .308
„ into duodenum in case of caries of lumbar spine (J. N. C. Davies-CoUey) 561

„ of larynx with perforation, from a case of anaesthetic leprosy (B. N. Rake) 543

„ syphilitic, see Syphilitic.

ULCERATIVE AORTITIS, mycotic and septicsemic (F. C. Turner) . 174

„ endocarditis, right-sided (W. B, Hadden) . . . 165, 166

UNDEFENDED SPACE, aneurysm of (F. Taylor) . . .152
URETERS obstructed by cancer of bladder (A. M. Sheild) . .315
„ obstruction of, by a gumma (W. B. Hadden) . . . 301

„ valvular obstruction of, pyonephrosis (H. Sainsbury) . . . . 296

„ left, atresia of vesical orifice of (congenital i*) (E. H. Fenwiek) . . 300

URETHRA, PROSTATIC, calculus impacted in ; tuberculosis of urinary tract (E. H.

Fenwiek) . . . . . . .320
URINARY ORGANS, diseases, &c. . . . 284-359

URINARY TRACT, tuberculosis of (E. H. Fenwiek) . . .320
UTERINE FIBRO MYOMA, colloid cancer of (W. Roger Williams) . 354

UTERUS, tuberculosis of (P. Kidd) . . . .357
„ unicorn with right ovary (F. C. Turner) .... 284

VALSALVA, POUCH of, aneurysm of, rupturing into right ventricle (S. West) 160

VASCULAR supply to kidneys, abnormal (F. C. Turner) . .117
„ MECHANISM, discascs of, in animals (J. B. Sutton) . . . 572

VEGETABLES, diseases, &c., of . . . . 593-4

VEGETATIONS on mitral valve in case of rheumatic subcutaneous nodules (F. G.

D. Drewitt) . . . . . .168
VENA CAVA, perforation of, in case of syphilitic ulceration of the trachea (F, C.

Turner) . . . . . . .117
,, SUPERIOR, impervious band uniting left auricle to the (C. B. Lockwood) . 147

VENTRICLE, left, two aneurysms of the (A. Haig) . . .147
,, old laminated clots lining the (J. S. Bristowe) . . . 193

„ right, rupture into from aneurysm of pouch of Valsalva (S. West) . 160

VERMIFORM APPENDIX, perforation of, by a calculus; acute peritonitis (S. J.

Sharkey) . . . . . . .243
VERTEBRA, tuberculous growth of the dura mater, with affection of the subjacent

vertebra (W. Hale White) . . . . .97
VERTEBRiE, malignant disease of, simulated by malignant disease of stomach (J.

S. Bristowe) . . . . . .193
VESSELS, small, observations on the changes in meningitis in the (C. Handfield

Jones) . . . . . . .203

VILLOUS GROWTH of bladder (E. H. Fenwiek) . . .312
VISCERA from case of tuberculated leprosy associated with syphilis (B. N. Rake)

545

VOMER, congenital syphilitic necrosis of (F. Churchill) . . . 372

WEST (Samuel), tumour (sarcoma with myxomatous degeneration) involving the

whole of the central parts of the left temporosphenoidal lobe, but not reaching

the surface ; absence of characteristic symptoms till shortly before death . 48

„ cases of mediastinal tumour . . . . .141
„ some aneurysms ^f the heart, many of the cases exhibiting the effects of erosion

154
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WEST {Samuel)—con I iaued.

,, (1) aneurysm of the aortic valves, three cases; (2) aneurysm of poucli of Val-

salva rupturing into right ventricle . . . .160
„ suppuration in and round gall-bladder due to calculi

;
pus in hepatic veins

;

infarcts in lungs . . . . .281
WHITE ( W. Hale), the pathological histology of hydrophobia . , 1

„ haemorrhage into the sheath of the optic nerves . . .5
„ tuberculous growth of the dura mater, with affection of the subjacent vertebra

97

„ peripheral neuritis, myelitis, syphilitic pachymeningitis and ostitis . 107

,, case of a liver constricted by a band, one half being cirrhotic, the other half being

fatty and, in a post-mortem, spongy condition . . . 263

,, a case of primary melanotic carcinoma of the liver . . 272

,, a case of a gall-bladder containing gall-stones which had a fistulous communica-
tion with the duodenum, and set up inflammatory thickening of pylorus 280

„ on thinning of the bones of the skull from pressure produced by intracranial

tumours ....... 360

,, on a peculiar condition of the bones of the skull of an infant (trabeculated skull)

361

„ haemorrhage into the long bones in a case of purpura haemorrhagica . 368

WILLIAMS (W. Roger), colloid cancer of a uterine fibro.myoma . 354

XYLOMA, or woody tumour on branch of pine (S. G. Shattock) . . 593
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