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THE SURGERY OF CHRONIC GASTRIC ULCER 

B. T. ZWAR, M.D., M.S. 

(Acting Surgeon to Out-patients, Melbourne Hospital.) 

The great advance in the surgical treatment of certain 
affections of the stomach has been one of the striking fea-
tures that nark the last twenty years of abdominal sur-
gery. During more recent years the surgical treatment 
of chronic gastric ulcer has been the subject of much 
debate; yet no definite conclusion has been reached. 

The physician and the surgeon agree that circumstances, 
calling for surgical interference, may arise during the 
course of a chronic gastric ulcer. Such are: (1) The occur-
rence of a perforation, (2) the formation of a subphrenic 
abscess, (3) the development of an hour-glass constriction 
of the stomach, (4) the occurrence of marked pyloric or 
cardiac obstruction. Apart from these indications, how-
ever, there is a marked divergence in the views held by 
Physicians on the one hand and by surgeons on the other 
as to whether and when surgical interference is indicated. 
An equally marked difference of opinion as to the exact 
nature of the surgical treatment to be employed exists 
amongst surgeons. 

Numerous statistics have been compiled with a view of 
demonstrating the superiority of surgical over medical 
methods, and vice versa. It must be admitted, however, 
that many of these statistics must of necessity be mislead-
ing if used for the purpose of comparison. Not only is it 
Practically impossible to properly value the variation in 
the selection of cases that form the basis of a statistical 
report, but there is, in addition, the personal factor that 
finds its expression in the particular observer. The want 
of any uniformity of opinion as to what constitutes a cure 
presents a further difficulty. 

Little is, therefore, to be gained by the presentation of a 
comparison of the results obtained by the medical and by 
the surgical treatment of chronic gastric ulcer. The re-
sults obtained by von Leube, and those obtained in patients 
treated according to Lenhartz's method, will, however, be 
quoted. These probably represent the most favourable re-
sults obtained by medical treatment. Moreover, the 
majority of gastric ulcer patients treated medically are 
treated either according to the Leube or the Lenhartz 
method, or some modification of one or the other. 

Von Leube's method consists of: (1) Complete rest in 
bed for ten days; (2) fomentations, poultices, hot com-
presses and cold applications to the epigastrium; (3) spe-
cial care in regard to bowel action; (4) a special diet, 
consisting of boiled milk, Leube's meat solution, and soft 
unsweetened zwieback (rusk) for the first ten days. Then 
for a week, rice or sago soups, boiled with milk or white 
of egg; soft boiled or raw eggs. Later, tender meats, and 
after the fifth week, careful, ordinary dieting. 

The essential features of Prof. Lenhartz's treatment are: 
(1) Complete rest in bed for at least four weeks; (2) feed-
ing the patient from the beginning of the attack with 
small quantities of beaten-up egg and milk, given at short 
intervals, the quantities being increased daily; (3) the 
application of an ice bag to the epigastrium; (4) adding 
to the dietary boiled rice, mince, and other semi-solid and 
solid foods after the first week; (5) the administration of 
bismuth and iron in suitable form. 

In an analysis of 424 cases treated according to his 
method, von Leube found that 74.1 per cent. were cured; 
21.9 per cent. were improved; 1.6 per cent. were not re-
lieved, and that 2.4 per cent. had died. Von Leube holds 
that in the patients forming the 21.9 per cent. improved 
a course of medical treatment should be repeated two or 
three times before surgical measures are resorted to. 

Mayerle, in an analysis of 71 cases treated according to 
Lenhartz's method, concludes, that in 45 cases (65 per 
cent.) there was uninterrupted recovery; in 8 cases (11 
per cent.) delayed recovery without relapse; in 10 cases 
(14 per cent.) delayed healing with relapse, and in 7  

cases (10 per cent.) a cure was not accomplished, but in 
five of these the prescribed diet could not be borne. 

Rhodes and Paterson, who investigated a series of 153 
gastric ulcer patients treated in the wards of the London 
Temperance Hospital, were able to trace and study the 
after-history of 72. Of these, 1 had died of gastric disease, 
40 were not cured, 5 had required surgical aid on account 
of gastric conditions, 19 were well, and in 7 a cure was 
regarded as doubtful. This series did not include those 
cases admitted with perforated gastric ulcer, pyloric 
stenosis, or other surgical sequele of gastric ulcer. 

Even if we confine ourselves to the most favourable 
results that can be presented by the physician, we find 
that they contain a number of cases in which the advisa-
bility of surgical aid must present itself for reasons quite 
apart from the generally admitted surgical complications. 

It must also be remembered that the analyses of von 
Leube and Mayerle include cases of acute gastric ulcer, 
which generally rapidly yield to medical treatment. For-
merly this type was probably more common than the 
chronic callous type. With us, acute gastric ulcer used 
to be common in girls who came to town from the country, 
who slept in small, ill-lighted and badly ventilated rooms 
and lived mainly on bread and butter and strong tea. With 
their improved conditions this form is now less frequent. 

The type of ulcer that is the subject of this paper is 
that which shows itself clinically intractable to medical 
treatment and prone to relapse. Macroscopically, the ulcer 
is of a round, oval, or irregular form, occasionally girdle 
or horseshoe shaped. Its edges are thickened, irregular 
and may be slightly undermined. The floor is either 
smooth or irregular, and is formed by more or less dense 
cicatricial tissue. The surrounding mucosa often shows 
chronic inflammation and frequently a zone of congested 
or varicose vessels. Occasionally the serous coat and the 
base of the ulcer are so thickened by chronic inflammation 
as to form a definite tumour. Adhesions may form be-
tween the ulcerating part of the stomach, on the one 
hand, and the liver, panoreas, spleen or anterior abdom-
inal wall, on the other. In long-standing cases the ad-
hesions at the zone corresponding to the base of the ulcer 
may acquire the consistence of cartilage; whilst a section 
through the adhesions and the ulcer base is followed by 
little hemorrhage, due to a comparative absence of blood 
vessels which, in turn, accounts for the poor healing ten-
dency. The lymph glands receiving the lymphatics from 
the ulcerating area may be enlarged to the size of wal-
nuts. Microscopically, the glands at the border of the 
ulcer appear enlarged and tortuous: some are changed 
into small cysts, in others the epithelium has undergone 
a marked change; the central cells can no longer be dis-
tinguished from the parietal ones; the whole lumen is 
distended with small cubical and cylindrical cells, which 
also line the walls of the glands; the inter-glandular tissue 
is thickened and contains newly-formed fibrous tissue; 
cell infiltration and new formation of fibrous tissue are 
also found in the sub-mucous and muscular layers. The 
arteries about the base of the ulcer often show pus, and 
end-arteritis and thrombosis, and occasionally well-
marked hyaline changes. Payr has found obliterating 
endarteritis and endophlebitis in nearly all the ulcers re-
sected by him. In large ulcers of the small curvature he 
has even found the lumen of the coronary arteries com-
pletely obliterated. The relation of this type of ulcer to 
malignant disease of stomach is very important. It is as 
long ago as 1835 that Cruveilhier first suggested the pos-
sibility of carcinoma developing upon a gastric ulcer, 
Rokitansky, in 1839, noted its occurrence and the pos-
sibility of its frequency. For  a  considerable time after 
this, opinion as to the relative frequency of such develop-
ment has been a matter of speculation rather than the 
result of any trustworthy research. 

Results of recent investigations of the pathology of gas-
tric carcinoma on the one, and of chronic gastric ulcer 
on the other, hand, have established beyond doubt that 
,chronic gastric ulcer is  a  common predisposing cause, or 
even an antecedent stage of gastric carcinoma, 
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The report of Wilson and MacCarthy, of St. Mary's 
Hospital, Rochester, is based on a study of specimens from 
gastric and duodenal resections and excisions for ulcer 
and carcinoma by the brothers .Mayo from 1st January, 
1905, to 1st April, 1909. Of 153 cases of undoubted gastric 
carcinoma included amongst these, 109 (71 per cent.) pre-
sented sufficient gross and microscopic evidence of pre-
vious ulcer to warrant placing them in a group labelled 
"carcinoma developing on preceding ulcer." There were, 
in addition, eleven (7 per cent.) other cases that showed 
considerable evidence of precedent ulcer. Payr's report 
embraces 24 cases in which excision of a gastric ulcer, 
or resection of the ulcerating area had been carried out. 
The excised or resected portions were submitted to a 
microscopic examination. The ages of these patients 
ranged from 22 to 55 years. Carcinomatous changes had 
been suspected in five of the 24 cases as a result of the 
clinical investigation. The microscopic examination re-
vealed commencing or fairly advanced malignant changes 
in seven. The ages of these seven patients ranged from 
39 to 55 years. In two of the cases the malignant change 
revealed by microscopic examination was not even sus-
pected by the macroscopic appearance. The locality of 
the lesion was at the lesser curvature in four, at the pylo-
rus in two, and in the anterior wall of cardia in one. 

Objections may well be taken to any deductions as to 
the frequency of malignant development in chronic gas-
tric ulcer based on Payr's investigations. Much more 
extensive research will be required for a final solution of 
this question. Payr's investigation nevertheless forms an 
important piece of evidence supplementary to that of 
Wilson and MacCarthy. It is a further proof of the pos-
sibility of malignant degeneration in a chronic gastric 
ulcer and of the difficulty of recognising this degeneration 
by methods other than that of microscopic examination. 

It is this difficulty that forms the strongest plea for 
earlier surgical interference in cases of gastric ulcer that 
do not yield to medical treatment within a reasonable 
time. More particularly does this apply to cases where 
symptoms of gastric ulcer occur in patients over 35 years 
of age. 

The possibility of early malignancy and the difficulty of 
its diagnosis also have an important bearing upon the 
choice of the operation in any case of gastric ulcer. 

By many surgeons gastro-enterostomy is still regarded 
as the operation of choice in the great majority of cases. 
It is indiscriminately applied by many without regard to 
local conditions. The pathological findings referred to 
certainly demand a careful consideration of the advisability 
of excision or resection, particularly in the case of older 
patients. 

Apart from this, the attitude of surgeons towards the 
operation of gastro-enterostomy has been somewhat al-
tered by the investigations of Clairmont, Cannon, Murphy 
and others. On the basis of extensive statistics, Clair-
mont demonstrated that the advantages derived from 
gastro-enterostomy depend to an extent upon the location 
of the ulcer. Relief followed this operation in a much 
greater percentage of the cases in which the ulcer was 
located in the pyloric region than of those in which it was 
situated in other portions of the stomach. Experimentally 
it has been shown in dogs, by Cannon and Murphy and 
by Leggett and Maury, that in more than half the cases 
of gastro-enterostomy in which the pylorus has been left 
intact, no food whatever passes on into the small intestine 
through the artificial stoma. 

By means of bismuth meal and radioscopic examination 
Schuller has determined that, in patients with a gastro-
intestinal stoma the stomach contents pass through the 
pylorus as soon as the mechanical or reflex obstruction 
at the pylorus is removed. Of interest in this connection 
is a case of Payr, where, at a subsequent operation, he 
was enabled to observe that the gastro-enterostomy per-
formed ten weeks previously had had no appreciable effect 
upon the gastric ulcer for the cure of which it was under-
taken. As a result of his experience, Payr further points 
out that even in cases where gastro-enterostomy, per- 

formed for chronic ulceration in the pyloric region of the 
stomach, is followed by a complete relief of all symptoms 
a relapse may occur even after an interval of 1 1/2  to 2 
years. An example of such a relapse is the following case 
under my care: 

An unmarried woman, æt. 33, was admitted to the medi-
cal ward of St. Vincent's Hospital in June, 1908, on ac-
count of severe hoematemesis. For 18 years she had 
suffered from pain and vomiting after food, and from at-
tacks of hoematemesis. There was little change in her 
condition after eleven weeks' medical treatment. After 
consultation she was then transferred to my care. An 
exploratory laparotomy revealed a chronic ulcer sur-
rounded by a good deal of thickening in the pyloric por-
tion of the stomach. A posterior no-loop gastro-enter-
ostomy was performed. The patient made a rapid and 
uninterrupted recovery. For 18 months she remained per-
fectly well and free from any gastric trouble, and gained 
1 1/2 stone in weight. At the end of this period symptoms 
of gastric ulcer again manifested themselves. An attack 
of hoematemesis occurred in September, 1910-two years 
after the operation. Under a course of medical treatment, 
according to Lenhartz's method, her gastric symptoms 
have again completely disappeared. The foregoing con-
siderations and experiences afford abundant evidence 
against the indiscriminate use of gastro-enterostomy in 
the treatment of chronic gastric ulcer. The strongest plea 
for the radical surgical treatment of these ulcers, however, 
exists in their pathological tendency. Primary gastric 
carcinoma is an exceedingly common disease. In nearly 
half of all the cases of carcinoma the primary seat of the 
disease is in the stomach. Only a very small percentage 
of cases of gastric carcinoma is submitted to surgical 
treatment sufficiently early to allow of a successful radical 
operation. 

If the relationship established between chronic gastric 
ulcer and gastric carcinoma is a correct one their radical 
operation for chronic gastric ulcer may frequently mean 
a radical operation for a potential gastric carcinoma. 

Regarding the mortality from resection, Payr has col-
lected 222 cases of various operators with a mortality of 
12 per cent. This, it must be admitted, is much higher 
than the present mortality of gastro-enterostomy. It is, 
however, at the least doubtful, whether it is higher than 
was the mortality of gastro-enterostomy at a corresponding 
stage of its development. Improvement in the technique 
of resection will be accompanied by a reduction in its 
mortality as has been the case in gastro-enterostomy. 
This is confirmed by the statistics of Payr's own cases, 
which show  a  mortality of 5 per cent. 

It is not the object of this paper to condemn the opera-
tion of gastro-enterostomy per se in the treatment of 
chronic gastric ulcer. Its utility and special advantages 
in suitable cases are admitted by all surgeons. There is 
a certain amount of evidence that it exerts a favourable 
influence against the recurrence of ulcer in that it effects 
a diminution of the hyper-acidity of the gastric contents. 

In order to secure this advantage it can be performed 
in conjunction with resection, whilst for other reasons it 
frequently becomes an essential adjunct of resection. 

The question of when to resort to surgical treatment in 
cases of uncomplicated chronic gastric ulcer should not 
be a difficult one once the diagnosis of chronic, in a case 
of gastric ulcer, is warranted. The advisability of sur-
gical interference should be considered in every case of 
gastric ulcer in which the diagnosis of chronic is justi-
fied, particularly in the case of older patients. 

It is important, however, that every case of gastric ulcer 
should undergo a course of treatment, including a definite 
period of rest, with proper dieting and medicinal treatment, 
before accepting the same as chronic. 

As to the type of  the  operation that should be per-
formed, the choice will mainly depend on the locality of 
the ulcer, but in a degree will be affected by (1) the 
general condition of the patient, (2) the local conditions, 
(3) the age of the patient. As regards the factors 1 and 
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2, their merits must be considered in each particular case. 
As regards 3: in patients over 35 the age itself is in 
favour of the more radical operation. The main deter-
mining factor, however, is that of locality. According to 
W. J. Mayo, of Rochester, more than 90 per cent. of 
chronic ulcers of the stomach are situated along the 
lesser curvature with more or less extensive ulceration 
and induration on to the anterior and posterior wall of 
the stomach. From the position and shape of the ulcera-
tion and induration these ulcers are generally known as 
saddle-ulcers. Ulcers not along the lesser curvature are 
more frequent on the posterior than the anterior wall. 
They are usually small but generally surrounded by a con-
siderable area of induration. 

The choice of surgical procedures for the treatment of 
chronic gastric ulcer consists of: 

A.—For ulcers in the pyloric area: 
1. Gastro-jejunostomy, as a palliative measure. 

2. Resection of the ulcer-bearing area with closure of 
the duodenal and gastric ends, plus a gastro-
jejunostomy. 

B.—For ulcers at the lesser curvature, including so-
called saddle-ulcers: 

1. Excision or resection of the ulcer-bearing area. 
2. Excision or resection combined with gastro-jejun-

ostomy. 
C.—For ulcers in the anterior wall of stomach: 
1. Excision. 
2. Excision combined with gastro-jejunostomy. 
D.—For ulcers in the posterior wall of the stomach: 
1. Excision of the ulcer after its exposure through a 

slit in the transverse meso-colon, with or without 
a gastro-jejunostomy. 

2. In cases where, owing to adhesions, etc., the ulcer 
is not accessible  by the above route; the trans-
gastric excision of the ulcer with or without a 
gastro-jejunostomy. 

In the latter method it may not be possible to insert a 
peritoneal-suture behind the row of through and through 
sutures applied from the mucous surface. The ina-
bility to do this did not prevent uninterrupted recoveries 
in the cases recorded by Mayo. 

HYPERTROPHIC STENOSIS OF THE 
PYLORUS --WITH SPASM.. 

(Read before Melbourne Pediatric Society.) 

BY T. E. GREEN, M.B., Ch.B., MELB. 

(1-Ion. Physician Bendigo Hospital.) 

E.M., male, born 14-10-10. The child of healthy parents, 
weighing between 8 and 9 pounds at birth, remained well 
and took the breast well without any manifestations of 
abnormal health for the first fortnight. During the third 
week occasional vomiting supervened, which became 
marked about the 21st day. 

The weight on the 14th day, exclusive of clothing, was 
9lbs. 7ozs., a previous record being 8lbs. 10ozs. On the 
21st day the weight was 9lbs. 6ozs. 

This was the commencement of progressive loss of 
weight. The vomiting became troublesome, occurring 
sometimes immediately after food, at other times after 
intervals of varying lengths from the preceding meal. 
The food was partly digested. Vomiting was often pro-
jectile in type, spouting up quite suddenly and being jerked 
feet away from the mouth and occasionally through the 
nose. 

Various attempts were made to overcome the difficulty, 
and for a fortnight different substitutes—whey, peptonised 
milk and albumen water—were tried without any good  

effect. Abdominal examination revealed a fulness in  the 
epigastrium, with comparative  emptiness  of the lower 
abdomen. 

On careful watching, peristaltic  waves  could  be seen, 
commencing  at the  border of the ribs on  the left side  and 
passing across the epigastrium in a slightly downward 
direction to  cease  opposite the 8th or 9th right  costal  car-
tilage, or just below this. 

Later, two  waves were seen  to follow quickly  one  after 
the other. At no  time  was  reverse  peristalsis  witnessed. 

There was obstinate constipation with  the passage  of 
very  small blackish-green or brownish  slimy  stools as  the 
result of enemata. 

Four diapers  were  well wet during  the  day from passage 
of urine—not as much stained as one might expect from 
concentration. 

The temperature remained for the most part normal, or 
sub-normal, and the  pulse-rate  varied from  110  to 130. 

The whole picture—vomiting of a projectile type com-
mencing in  the  third week of life; associated with an 
absence  of  response  to treatment, dietetic or medicinal; 
the constipation, fulness in epigastrum with empty lower 
abdomen, and, finally, the visible peristalsis of the stomach 
—was that of a  case  of what has been called Hypertrophie 
Stenosis of the Pylorus,  with  Spasm; although at no time 
could  a  definite tumour be  seen  or  felt. 

Lavage  was  instituted with bicarbonate of  soda  solution 
2  grs.  to the ounce, about  1fz  pint being used at first. 
Subsequently an increased quantity  was  necessary to thor-
oughly cleanse the stomach and return fairly  clear. 

The baby  was  hungry  and  attacked  the  breast  raven-
ously, frequently with the result that it writhed as if in 
pain until vomiting occurred. 

The vomit often consisted not only of  the  meal just ad-
ministered but partly of  a  previous one two hours before. 
From 7-11 -10  to 23-11 -10  the  weight  fell  14 ounces. 
During this period  the  child, though wasting,  slept well. 
To try and diminish the pyloric irritability breast-feeding 
for five minutes  every  two hours was ordered, with the 
administration of two drachms of  peptonised  milk half-
hourly in the interval. Two ounces of peptonised milk 
was  administered as  a  nutrient  enema  four times  daily, 
the bowel being washed out each morning with  saline. 

On  22 -11 -10  a fairly normal stool was seen  for  the first 
time for a fortnight, showing that the blockage was not 
complete  and occasional relaxation of the pyloric 
sphincter took place. On this morning the peristaltic 
wave was  much in evidence, and  a  very copious vomit 
occurred. 

Often during  the  vomiting attacks the baby made 
grimaces  as the  food regurgitated into the throat as if it 
was  unpleasant (waterbrash). 

As daily lavage did not  seem  to  be  producing any bene-
fit, the operation was conducted night and morning. The 
baby  did not,  as a  rule, object much to the passage  of  the 
tube, but seemed decidedly to prefer the solution on the 
warm  side  crying and wriggling if the  temperature  of the 
fluid  was  much below  98  deg. 

Often during  the process attempts  were made to eject 
the  tube, occasionally successful,  especially  after the tube 
had  been repeatedly  boiled and had  become rather  soft. 

To  help in  quietening  the pylorus,  Tr. Op. m.m. 1-20th, 
with Bism. Subnit. grs. 5,  was  administered  before  each 
feed.  Later,  the  dose of opium  was  gradually increased 
to m.m.  1/4  and  mag. carb.  grs.  3 added to each dose. 

By the watchfulness  of  the  nurse a  specimen  of urine 
was  obtained—S.G. 1010, slightly acid, no albumen. No 
evidence of  acetone  or diacetic acid, although, as  a  result 
of  the demand on  the  body  tissues, one  might have ex-
pected  their  presence. 

As the  breast  milk  was lessening  it was supplemented 
by  milk  peptonised  for  10  minutes,  and, later,  plasmon 
whey  was  added to  the  diet. There was  marked  inclina-
tion to retract  the  head and to twitch  the  hands and fore-
arms  and  keep  them rather rigid.  The  amount of stomach 



Ma' er and Preparation. Amount. 
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contents decanted off before each stomach washing varied 
a great deal, averaging from 2 to 3 ounces, but occasion-
ally rising as high as 5 ounces. They were generally 
slightly sour-smelling, acid in reaction, although not re-
sponding to the test for free hydrochloric acid. Butyric 
and lactic acids were probably responsible for the re-
action. 

An attempt was made to alternate dextrose enemata 
with the plain peptonised milk, but they were not re-
tained. 

After each washing at first 3 ounces, later 4 to 5 ounces 
of plasmon whey were left in the stomach. 

For a short period 5-minute hourly breast feeds were 
given on account of the small amount of secretion, but 
this practice was discontinued on account of the tendency 
to increase the relative proportion of proteid in the milk. 

15-12-10, i.e., at 2 months old, the nett weight was 7lbs. 
12 3/4ozs. compared with 9lbs. 7ozs. when a fortnight old. 

During a temporary discontinuance of nutrient enemata, 
caused by bowel irritation, the child had a restless night, 
crying as if hungry and not satisfied with the breast. In 
decanting the stomach there was evidence of an hour-glass 
tendency as a certain amount of frothy, partially-digested 
milk could be evacuated when the tube was passed well 
down towards the pylorus, and after this had ceased to 
run when the tube was withdrawn about 3 inches, a small 
amount of fresh fluid of a similar character could be 
evacuated, as it were from another pocket. 

On 19-12-10 a trace of acetone was detected in a small 
sample of urine. 

On 30-12-10 inflammatory disturbance in the mother's 
right breast caused almost complete weaning, and, subse-
quently, the child was almost entirely artificially fed. 

Citrated milk was tried, but resulted in more frequent 
greenish stools. 

As a result of malnutrition the baby's hair fell out 
rapidly, not as a result of head-rubbing. During all this 
time vomiting occurred daily of various amounts, and oc-
casionally wind was very suddenly belched up with a 
report like a "revolver shot." 

On 19-1-11 baked flour 1/2  to 1 drachm and cream drachm 
1 were added to the diet, the stools remaining alkaline and 
not presenting any starch reaction. The temperature at this 
stage was persistently sub-normal-96.8 to 97.8. 

The stools became more formed in character, like 
yellow paste. 

Carnrick's food was tried as an addition or supplement to 
the diet, but did not seem to be dealt with as well as the 
other foods. Four ounces of very acrid fluid "gulching" 
up on introduction of the tube on the second day after 
the alteration in diet was commenced, and the stools were 
at this time acid, frothy and offensive, though no starch 
reaction was present. 

On 1-2-11 15 1/2 ozs. of nourishment were administered in 
12 hours; only 1-3rd was vomited and 2 1/2  ounces residue 
was found in the stomach, so that 12 ounces had been 
dealt with by passing through the pylorus. 

On 2-2-11 the evening lavage was omitted, and, as a 
protest, he immediately ejected 4 ounces of plasmon whey 
shortly after its introduction. The peptonising of the 
milk was shortened and the intervals of feeding lengthened 
to three hours. When unpeptonised milk was given shortly 
before lavage the curd blocked the eye of the catheter re-
peatedly, so plasmon whey was given as the feed nearest to 
lavage time. The medicine was gradually altered by 
lowering the strength and giving it only before alternate 
feeds until it was finally discontinued. 

31-3-11: Stools yellow and normal in appearance: not 
offensive, no slime, but passed with some straining. 
Passing water freely and in larger quantities. 

Diet now consists of 5 ounces of 2-1 milk and water 
alternately, with plasmon whey ozs. 5 and baked flour 
drachm 1, cream drachms 2 at 2 1/2  to 3 hour intervals. 

Sleeps well and is getting fat. Father states that the 
child is now "always merry and bright," and on the last 
lavage on this date at the termination of the performance 
the baby proceeded to grasp the tube with his hands, ex-
tract it, and throw it away, giving the clue that it was 
no longer necessary, a fact appreciated by all concerned. 

5-5-11: Weight nett, 191bs. 4ozs. 
30-6-11: Weight nett, 231bs. 12ozs. At 8 1/2 months. 
I am indebted to Dr. Stawell for valuable suggestions 

during the management of the case, and to Nurse Mcllroy, 
to whose intelligent and careful nursing the successful 
issue was largely due. 

THE PROTEOLYTIC POWER OF 
PROPRIETARY PREPARATIONS. 

BY S. W. PATTERSON, M.D. 

At the instance of Professor Osborne an attempt was 
made to determine the presence of pepsin and other pro-
teolytic ferments in the various preparations on the 
market. 

Method. 
The  Camino -fibrin test was carried out as follows:- 
1. Dry preparations: A weighed quantity, usually 2 

grains, of the substance was dissolved in 5 cc. of (a) 
distilled water, (b) .2 per cent. H.CI., or (c) .2 per cent. 
Na.H.C.03 ;  and placed in an incubator at a tempera-
ture of 38 deg. C. When the solutions had attained this 
temperature, small pieces of carmino-fibrin of about equal 
size, which had been well washed in water, were added. 
The test-tubes were examined at intervals of 3 to 20 
minutes, and the contents shaken. The time was noted 
(1) when the first pink colour appeared in the solution, 
(2) when the solution was of a uniform pink colour, or 
there was obvious commencing digestion of the carmino-
fibrin; (3) when the piece of carmino-fibrin was fully 
digested. 

2. Liquid preparations: Five cc. of the liquid were 
placed in the incubator and the carmino-fibrin added as 
above. 

3. Pills were crushed to powder, dissolved in 5 cc. of 
(a) water, (b) .2 per cent H.Cl., or (c) .2 per cent Na. 
H.C. 03,; and the solutions treated as above. 

In the case of coloured preparations or solutions 
(marked with an asterisk ( 5 ) below) it was impossible to 
determine the first appearance of the pink colour in the 
solution, and the digestion was determined by noting the 
amount of disintegration of the fibrin. 

Quantitative estimations by Mett's method were aban-
doned owing to the lack of a sufficiently sensitive balance 
to give accurate results. 

Confirmatory tests were carried out in all instances. 

RESULTS. 

Dry Preparations. 

PEPSIN—SCALES. 

2 grains in (a) 5 cc. distilled water, (b) 	cc. .2 per 
cent. H.C1. 

First colour. 	Di estion. Fully  
Digested. 

H. 	M. H. 	M. H. 	M. 

3 % 	15 	1 - 10 
55  

6 	15 	1 _ 10 

4 	25 	1 	40 

9 	25 	1 	40 

9 	- 25 	1 	40 



Boudault—Pepsine  
Bullock— Pepsina Porci  .,. 
Claridge—Pepsine  
Fairchild—Pepsin  
Morson—Pepsine  

15  
10  

7  
4  

10  

(1'2  

— ;12  

- 12  

— ;12  

;12  

;12  

12  

D.2  
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PEPSIN—POWDER.  

VARIOUS POWDERS.  

(a) in 5 c.c. distilled water, (b) in 5 c.c. of .2 per cent.  

H.C1., (c) in 5 c.c. of .2 per cent. Na.HCO3.  

Burroughs Wellcome 
Tabloid Papain gr 2 	... 

Finkler 	 ... 
Papain ... 	 ••• 

Parke Davis 	.. 	... 
Papain 	 ... 

Richards 	 ••. 
Lactopeptine 

Stern  
Pepsalia " 	Digestive  

Table Salt 	...  

(a) gr. 2 
(b) „ 
(c) „ 
(a) 	„ 
lb) 
(e) 	„ 
(a) „ 
(b)  
(c), 

(a)3tablets 
(b) 

(a) gr. 30 

12  
$12  
12 

8  

;8 
8  

(8 
(12 
X12 

ô,6  

30 

30 

30 

2  

2  

c6 

— 

— 
—
—  30 

8  _ 

6 

PANCREATIN.  

(a) in 5  c.c. distilled water, (b)  5 c.c. of  .2  per cent H.C1. . 

(c)  5  c.c.  of  .2 per cent.  Na.HC.03.  

Merck 	... 	••• 	,,, 	(a)  gr.  3 	(8  
Pancreatine 	... .., 	b) 	„ 	2 

(e) 	„  
Parke, Davis and  	••  (a) 	„ 	8  

Pancreatin 	 .,, 	•.• 	(b) 	„ 	8  
(e) 	„ 	4  

Fairchild 	 ••• 	(a)  
Zymine Pept'izing tubes (b)  

(e)  

Conc lusion .  
These observations show that only  some preparations  

have useful  proteolytic  properties. I  have to thank Prof.  

Osborne  for advice, and Dr.  Burnett  Ham,  Chairman of  
the  Board of Public Health,  for supplying  the samples.  

HYDATID AS A CAUSE OF APPENDICITIS. 

40  
1 	14  
1 	14  

40  
1 	14  

45  

30  
45  
45  
15  

8  
8  

c8 

8  

8  

   

PILLS. 

(a) in 5 c.c. water, (b) in 5 c.c. .2 per cent 
5 c.c. of .2 per cent. Na. HCO3 

H.C1., (c) in  

A.  S.  TRINCA. 

(Clinical  Pathologist Alfred Hospital.) 

    

Fairchild and Foster  
Pepule Pepsin gr. 1 	... 

Fairchild and Foster  
Pepule Pepsin gr. 3 	... 

Fairchild and Foster  
Pepule Pepsin (gr.  3)  Bis •  
Knuth & Nux Vomica 	... 

Fairchild and Foster  
Pepule Pepsin  (gr.  I%) 
Bismuth and 	Zymine 
(gr. 1%) 	 ••• 

Fairchild and F  ster  
Pepule  Pepsin  (gr.  2) & 
Zymine  (gr 3)... 	... 

Burroughs Wellcome 
Tabloid Pepsin 	(gr.  2)  
Bismuth & Charcoal 	,., 

Burroughs Wellcome 	... 
Tabloid "Pepana" 

Crown Chemical Co. Melb. 
Pil Pepsini (gr. 14) et 
Bismuth .. ... 

Fairchild and Foster 	... 
Pepule Zymine gr. 2 	••• 

Fairchild and Foster 	••• 
Pepule Zymine  gr.  3 	... 

 Sheldon's 	Digestive 
Tabulest whit 	... 

(b) 

(b)  

(b)  

(b)  

(c)  

(b)"  
(c) *  

(b)* 
(t, )  

(e) 

(b)  

(a)  
(b)  

(a) 
(b) 

(a) 

1 pill  

„ 

• 

5  

30 

30 	I 
8  

6  
1 	30  

to  
S 	30  

%8  
4 	30  

33  
^8 
8  

to  
3 	0  

1  

1  

15 

15 

30  
10  

1  

;3  

3  

2_ 30  

^U 

LIQUID PREPARATIONS. 

Fairchild and Foster  
Glycerinum Pepticum . .. 	5 cc 	(8 

Fairchild and Foster  
Pepsencia 	 5 cc. 	'4,12  

Felton, Grimwade, Melb  
Liquor Pepticus 	... 	5 cc. 	 20  

Rocke, Tompsitt, Melb.  
Liquor Pepsin Acid 	... 	5 cc. 	 30  

Rocke, Tompsitt . 

Acid Glycerin of Pepsine 	5 cc. 	1  
Vin. Pepsine B.P. 	... 	5 cc. 	112  
Rocke, Tompsitt  

Liq. Pancreaticus 	... 	5 .c. 	<12  
Allen and Hanbury  

Bynopepsin 	 ... 

Allen and Hanbury  
Bynopancreatin  

Fletcher, Fletcher  
Liq Bismuthi et Pepsini  

Co.  
Fletcher. Pletcher  

Mist. Pepsini Co.  
Hewlett  

Mist Pepsini Co. c. Bis- 
muth ... 	... 	... 	*i3 Ce 	—  

Rocke  Tompsitt  
Mist. Pepsini Co. c. Bis-
muth  

Savory and Moore  
Pancreatic Emulsion 	gr. 30  

Maltine Manfg. Co.  
Maltine with Pepsine & 	*5  cc. Pancreatine 	... 	•••  

*—Coloured Solution (see above). 	
(—No digestion in the time specified.  

t-3 out of  5  times, no digestion at all took place.  

The following case, interesting because of the extreme 

rarity of the pathological condition,  was operated by i\lr. 

Russell on May  1st,  1911:- 

W.P.,  mt.  41. A well-developed  countryman was sent 
to the Alfred  Hospital by Dr. Lang,  of Corowa,  who stated 
that he had only  seen  the  patient once, when he complained 
of pain in the right lower  abdomen, with sonic  vomiting. 

*5 cc  

*5 cc.  

*5 cc  

*5 cc.  

*5 cc.  
The pain had come on suddenly and he was constipated.  

— There was  marked  tenderness  in  the right iliac fossa, with 
some abdominal distension. 

Temperature, 103.4. Dr. Lang regarded the  case as  one 
of "acute appendicitis." The man said he had had  several 
similar attacks during the past few years, and in some 
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the pain was very severe indeed. On admission there was 
a temperature of 99 deg., with some thickening and ten-
derness in the right iliac fossa. 

The operation was done through the cross incision, and 
the appendix found lying behind the cæcum with an ad-
herent mass near its tip. With some difficulty the whole 
was separated from the surrounding adhesions and re-
moved by amputation through the base of the appendix and 
its mesentery. 

The wound was closed. 

The mass proved to be a hydatid cyst, and Dr. Trinca's 
pathological report of the specimen is as follows:— 

The tumour consisted of an irregularly pear-shaped 
cyst (3 1/2  in. x 21/2  in. in size) intimately adherent to the 
inner and posterior surface of the appendix at a point 
3/4 in. from its distal extremity; the appendix being 4 in. 
long. 

Spread over the cyst and along the anterior surface of 
the appendix were tortuous dilated veins. The cyst had 
developed between the layers of the meso-appendix, from 
which the adventitious coat had arisen. 

Traction of the cyst at the appendix had produced a kink 
at the point of attachment, and this kink had apparently 
caused the symptoms, for a microscopic section of this 
part of the appendical wall showed constriction of the 
lumen and engorged, dilated vessels, but no other signs of 
inflammation. Examination of some of the clear cyst fluid 
revealed typical hydatid scolices. 

Projecting through the serous coat of the appendix 
nearer the proximal end were two small white rounded 
bodies—probably hydatid cysts in an early stage of 
development. 

LYMPHADENOMA. 

Lymphadenoma is the subject of three papers in the 
April number of the "Practitioner." 

Sir Frederick Eve discusses the disease from the surgical 
point of view and sums up the operative treatment by the 
advice "Let it alone." He thinks it "theoretically possible 
that early excision with subsequent preventative treat-
ment might be occasionally successful," and declares that 
there is conclusive evidence that the aneboration effected 
by X-rays is only temporary. 

Dr. F. de Haviland Hall writes on the peculiar inter-
mittent pyrexia often seen in Hodgkin's disease, and draws 
attention to several of the peculiar occasional characteris-
tics of the disease, such, for example, as the almost sud-
den disappearance of large glandular swellings, and the 
leucocytosis which accompanies the pyrexia. 

The third paper is by Dr. Rolleston on "Some Aspects 
of Lymphadenoma." He refers to the theories of the 
causation of the disease, and seems to regard with favour 
the view that it is an infection caused by a germ not yet 
quite certainly identified. He mentions the attractiveness 
of the ideas of White and Boescher, who regard the disease 
as a spirillosis, the reasons for this being (a) the fre-
quency with which there is an increase of the eosinophils 
in the lymphadenomaious glands; (b) the occasional occur-
rence of eosinophils in the blood, as high a percentage 
as 24.5 having been recorded, and (c) the influence of 
arsenic on the disease. In the latter .respect, as with 
X-ray treatment, the relief is usually only temporary, and 
cases have been recorded where patients have died of 
anæmia and toxmia in whom post-mortem very little sign 
of any remaining glandular enlargement can be found. 

Dr. W. Edgecombe ("Practitioner," April, 1911) pub-
lishes some interesting observations (extending over a 
period of 200 consecutive days) on a patient with low 
blood-pressure under 100 m.m. Hg.—one of a class of case 
in whom there is no organic disease discoverable, but who 
suffer from "general slackness and loss of tone." 

He draws attention to 

(a) A use in the pulse tension in the evening corres-
ponding usually to the rise in pulse-rate, and averaging 
10.8 m.m. Hg. 

(b) A rise of tension after the taking of food—marked 
in the case of tea drinking—after smoking tobacco, exer-
cise, hard mental work, excitement and worry, and on 
going to a higher altitude. 

(c) There appears to be no rise when there is constipa-
tion, and after taking alcohol in larger quantities than 
usual the tendency to evening rise was much less marked 
than normal. 

(d) Drugs such as strychuina, digitalis (m.m. xv. t.d.s.), 
ernutin, glycogen, or appear to produce very little, if 
any, increase in the average tension. 

(e) The most marked and enduring results as regards 
increase of pulse tension were noted after hydrotherapeutic 
measures, especially the Vichy douche, the mrated nau-
heim bath, and the needle bath graduated from warm to 
cool or cold. 	 A. V. A. 

MEMORANDUM. 

Result of Investigation by the/ Wassermann Method of all 
Patients Admitted to the Clinic of Drs. Barrett ami Orr 
at the Victorian Eye and Ear Hospital, Melbourne, from 
1st February until 31st May, 1911. 

EYE CASES.—During this period 443 new eye cases were 
admitted and examined. The great majority come to be 
fitted with spectacles. Of these 35 gave a positive 
Wassermann re-action, that is, approximately 8 per 
cent., which corresponds to 13.3 per cent. cases of 
syphilis. In addition, 23 cases gave a partial reaction, 
or 5.2 per cent., that is, 13.2 per cent. of the patients 
gave some reaction. 

EAR, NOSE AND THROAT CASES. —One hundred and 
seven cases were admitted during the same period, of 
which 9 gave a positive result, that is, 8.5 per cent. 
approximately, which corresponds to 14 per cent. of 
syphilis. Furthermore, 8 cases in addition gave a par-
tial result of 7.5 per cent., that is to say, about 15 per 
cent. gave some reaction. 

The eye cases attend on Mondays and Thursdays, the 
ear, nose and throat cases on Tuesdays and Fridays. 
The close correspondence between the percentage in 
such dissimiliar groups of cases as the eye cases, and 
the ear, nose and throat cases is noteworthy. 

SUMMARY.—It will, therefore, be seen that, during the 
five months referred to, 550 cases were admitted to the 
Victorian Eye and Ear Hospital. They represent pa-
tients superior in type to the ordinary hospital popula-
tion. Of these, 44, or 8 per cent., gave a positive re-
action corresponding to 13.3 per cent. of syphilis. Fur-
thermore, 31 cases, or 5.6 per cent., gave a partial re-
action, so that 75 cases in all, or 13.6 per cent., gave 
some re-action. 

It is our opinion that many, if not all, of the partial 
cases really represent syphilis, and we are consequently 
of opinion that, of the Eye and Ear Hospital population, 
a percentage of not less than 13.3, and probably not 
greater than 22.6 per cent. are suffering from syphilis. 

These are the only figures, so far as we are aware, 
that give any idea of the incidence of the disease to a 
general population. It is a matter to be ascertained 

• how far such figures apply to any general population. 
A large number of those who gave positive re-actions 
did not attend the hospital for any ailment connected 
with the disease. 
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CLOSER UNION. 

The medical profession has always refrained from taking 
any collective action in politics for two well-defined and 
excellent reasons. In the first place, the personal bitter-
ness of political differences does not conduce to the har-
mony of medical advice; and, in the second, the trend of 
political action has not hitherto greatly concerned the 
members of the medical profession as a distinct class. 
But the swing of the pendulum to the extreme of altruistic 
ideas has led our politicians into charitable schemes, the 
very foundation of which is the work of the medical pro-
fession and which are built up as if that profession was 
composed of individual units and had no collective exis-
tence. A significant warning was uttered in England last 
week, when Mr. Lloyd George was reminded by a medical 
leader that the profession would exercise a veto over his 
proposed national insurance scheme by a united refusal to 
accept its provisions. 

It is not at all too soon for the profession in Australia 
to realise the strength that is born of union and the power 
that lies behind united action. In our own legislative 
bodies measures are being introduced, and forecasted, 
which vitally affect the interests of medical men as a pro-
fessional class. Outside our parliaments the conditions 
of contract practice are daily becoming more irksome, and 
the remuneration for more exacting work is proving more 
slender. 

The call from Adelaide for closer union comes oppor-
tunely. It brings a nearer view of the strength of our own 
position if we choose to uphold it, and it is by closer 
union alone that any defence can be made effective. 

gote5 anb Corurueu.t55. 
Owing to pressure on available space 

The 	the report published last week had to be 
Wassermann  very considerably compressed, but the 

Test 	main conclusions as arrived at were set 
forth. It would scarcely be fair to offer 

any definite criticism at this stage, seeing that those con-
clusions are largely provisional, and a fuller analysis is 
shortly to be published. At the same time there are two 
points that must strike every reader, and which appear to 
throw some doubt upon the stability of any statistics com-
piled upon such a basis. The report states: "Experience 
has shown that out of one hundred cases of syphilis, only 
about 60 will give a positive reaction; so that 60 positives 
represent 100 cases of syphilis." If that can be taken to 
imply that there is an error of 40 per cent. in testing 
actual syphilis it would almost rob the test of any statis-
tical value whatever, and seriously impair its utility as a 
clinical proceedure. That the report does so assume its 
meaning appears from the sentence: "Therefore, 1900 posi-
tives represent 3,167 cases of syphilis." Surely if such an 
assumption be justifiable we may assume anything. The 
other point is, that all reaction returned as "partial" ap-
pears to be accepted as positive. But it would be just as  

logical and much more statistically correct to reject them 
altogether as meaningless. At the outset of the under-
taking we ventured to express a doubt that any accurate 
statistical calculation of the prevalence of syphilis could 
be based on the Wassermann test, and that doubt is not 
removed by the perusal of this forecast of the findings. 

It may be said that the progress of medi-
Temperament  cine consists partly in the re-discovery of 

forgotten truths. The organo-therapy of 
the present day had its beginnings in the weird prescrip-
tions of the middle ages, in which, no doubt, the minds 
that conceived them were struggling towards the light. In 
the July "Lancet" Dr. Robert Jones makes an effort to 
rehabilitate temperament as a possible field for disease 
preveittion, and asks, "Is there a neurotic one?" As a 
literary effort it is characterised, like all its author's writ-
ings, by wide research and wealth of illustration, but it 
does not place the answer to the query on a very definite 
plane. Dr. Jones classes temperament as a tendency to 
react to stimuli, and his main conclusion is stated in the 
following sentence: "As we have seen the predisposition 
to states of instability of control may be associated with 
distinguished mental superiority, and it is the degree of 
sensitiveness to pleasure and pain, the degree of motor 
restlessness and the degree of emotional tone exhibited by 
the individual which justify us in concluding there is, or 
is not, present a temperament which we acre entitled to 
describe as the neurotic, and it is by foreseeing this tem-
perament that we can promote happiness and harmony, 
where otherwise there would be intolerance, strife, and 
discordance. 

Many aspects of life are pleasantly re- 
A  Book  to 	fleeted upon in the "Corner of Harley 

Read 	Street," by Peter Harding, M.D., a book 
that will repay perusal by anyone who 

cares for mild reflection from the medical point of view. 
Peter is a hypothelical consultant and hospital teacher 
who writes letters to his friends and relations. That they 
are obviously written for publication does not greatly 
mar a certain air of genuineness. The following extract 
from a letter to a young colleague gives a very generous 
portrait of the ideal general practitioner:—"He may not 
be able to excise a Gasserian ganglion, or know very 
much about the researches of Calmette or von Pirquet. But 
he knows precisely when to call in the men who do. And 
he is just the sort of assistant with whom they feel safe 
in setting out to work. While, on the other hand, upon a 
hundred points—little everyday problems of medical prac-
tices, unclassified ailments that have never got into the 
text-books, doubtful beginnings of more definite illnesses 
than home treatment, and the adequate settlement of the 
domestic problems that they involve—there isn't a man 
in Harley-street who could give a more valuable opinion. 
And he has performed tracheotomy with his pocket knife, 
and a hairpin, five miles from anywhere, in the heart of 
the Hampshire downs." 

MELBOURNE PEDIATRIC SOCIETY. 

July Meeting. 

DISCUSSION  ON DR.  GREEN'S  PAPER. 

Dr. A. J. Wood said it was interesting to see the way 
the child improved with the lavage and also the fact that 
the greatest improvement took place when the breast-
feeding was stopped. He (Dr. Wood) had a similar case 
on one occasion, which would not do any good at all 
when the mother was nursing it. A wet nurse was ob-
tained, whose milk was 10 or 11 months old, with very 
satisfactory results. That spasm relaxed after lavage had 
been the experience of a large number of medical men at 
the Children's Hospital. 
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Dr. Cole said the two points which had struck him had 

just been touched upon by Dr. Wood. He had had three 
cases under his notice in breast-fed babies. In one case, 
the mother gave the child whole milk. After Dr. Cole 
had been dieting the child in as scientific a way as he 
could, this whole milk solved the problem. The whole 
milk was undoubtedly of value in some of these cases, 
where breast-feeding had failed, because of the large 
amount of albumen. It struck him that, in spite of the 
fact that Dr. Green did not get any free hydrochloric acid 
in the case mentioned, that it might still have been a case 
of this nature. With regard to lavage, Dr. Cole had been 
disappointed in its use. He thought it was good in the 
early stage to clear out the stomach, but it had not al-
ways been very satisfactory in his experience. 

Dr. W. A. Wood said in 'these cases quite a simple 
method was to give the child a little bismuth, and then 
either watch the action of the stomach through the screen 
or have photographs taken at certain times after feeding. 
He remembered seeing a case a year ago, which looked 
very much like one of this sort, accompanied by very 
chronic constipation. The child was two months old, and 
used to take every night 1 to 1% drachms of extract of 
cascara. The child eventually recovered. He thought it 
was a very important thing to point out the value of a 
trained nurse in these cases. 

Dr. Stawell said there seemed to be no question that 
high degrees, of pyloric  -  spasm and stenosis came within 
the range of treatment by what are usually called medical 
measures, as opposed to surgical treatment. He could not 
help being struck by the remark made by Dr. Cole that 
lavage had not been very successful in his experience. Dr. 
Stawell thought that the only possible success in the treat-
ment of these cases was by means of lavage. He had known 
â similar case to Dr. Green's to occurr, in which it re-
quired the united efforts of himself and two other doctors 
to keep on treatment of that kind. Whenever the lavage 
was relaxed to once a day, the case steadily went back. 
He thought from his experience that the cases depended 
entirely on lavage and not the questions of food. Before 
one recognised the nature of these cases, the only reason-
ableness in treatment seemed in surgical measures, and 
he could recall the first case which he saw, which was not 
as bad as the case recorded by Dr. Green. It was opera-
ted upon, but the child died, and he made the post-mortem 
examination. There was a comparatively contracted 
stomach, which had produced the sane sort of peristaltic 
waves as figured in one of the photographs shown. It 
looked as if the pylorus was cartilagonous or so fibroid as 
to amount to this condition. He had seen similar cases 
with Dr. John Thompson, in which it would seem that 
these were geuinely hypertrophy of the circular muscle 
fibre. It was almost impossible to get over the fact until 
one saw by specimens that they were gross organic struc-
tural lesions. He would like to emphasise the point that 
with systematic washing out, above all things, improve-
ment would frequently follow. A case that he had seen 
with Dr. Ferguson presented almost the same kind of 
phenomena as seen in Dr. Green's case. It was examined 
with the X-ray and with bismuth, but the bismuth did not 
seem very satisfactory. What did seem striking was that 
an  ordinary catheter introduced into the stomach could be 
seen with startling distinctness. It could be seen curling 
up and refusing to run on to what was apparently the 
pylorus. 

Owing to the late hour and the wealth of clinical and 
other material available, further discussion was rendered 
impossible. 

The next meeting will be held on the second Wednesday 
in August, when, in addition to the clinical exhibits, a 
paper will be presented by Dr. Forsyth, dealing with the 
Bacteriology of Summer Diarrhea. 

BENDIGO DISTRICT MEDICAL SOCIETY. 
A meeting was held at the Bendigo Hospital on 13th 

July, the President, Dr. Renfold, in the chair. 

Dr. Fowler showed a boy (shown also at last meeting)  

with a fresh outbreak of pemphigus. Arsenic gave slight 
relief, but the patient already had multiple neuritis. 

Dr. Williams read notes on two cases of tetanus of a 
chronic type. Both cases recovered. 

Dr. De Ravin showed an intestinal round worm with a 
peculiar malformation. 

Drs. Ffrost and Ker showed cases of squint, paralytic 
and concomitant. 

GEELONG DISTRICT MEDICAL SOCIETY. 
The ordinary quarterly meeting of the Geelong Division 

was held in the hall on April 25th. 

The President (Dr. Croker) in the chair, and nine mem-
bers. 

Dr. T. J. Kennedy was elected representative to the 
Branch Council. 

Dr. Gavin McCallum read a paper on "Cavernous 
Angioma of the Face Treated by the Introduction of 
Magnesium Metal." 

Sub-committees were appointed to draw up (a) Model 
Lodge agreement; (b) A scale of fees to apply to Geelong 
and district; (c) a wealth or wage limit for lodge patients. 

A special general meeting was held in the hall on May 
25th. Present: Vice-president (Dr. F. J. Newman), in the 
chair, and seven members. 

The report of the sub -committee appointed to draw up 
a Model Lodge Agreement was received and various 
amendments suggested. 

The report of the sub-committee appointed to draw up 
a scale of fees was received. It was decided to take the 
scale suggested by the Medical Defence modified for local 
requirements. 

The sub-committee appointed to consider a wage limit 
reported that it could not suggest a limit at present. It 
was decided that if an applicant for admission to a lodge 
was refused by one doctor he should be refused by all. 

NINTH AUSTRALASIAN MEDICAL 
CONGRESS. 

The following preliminary programme of the Congress 
to be held in Sydney September 18th to 23rd, has been 
handed to us for publication:— 

General Notice. 
The work of sections is not confined to the subjects 

specially selected for discussion. 

Members who desire to contribute papers or exhibits 
are requested to inform the General Secretary or the 
Secretary of the section as soon as possible, giving the 
titles of their contributions. 

Papers must be in the hands of the Secretary of sec-
tion by 12th August. 

Important Notice Concerning Accommodation. 
(1) Members are advised to make early application for 

accommodation in Sydney, as there will be great pressure 
on  the hotels and boarding-houses during Congress week. 

(2) Members are requested to notify the State Secretary 
as soon as possible if they intend visiting Sydney for 
Congress, informing him at the same time if they will be 
accompanied by a lady or intend going alone. 

l'rop%inme of Entertainments. 
Saturday, 16th September.—Reception at University 

Grounds, at 3 p.m. 

Sunday, 17th September.—Special services at 11 a.m. 
Monday, 18th September.—Business meeting at University 

at 9 o'clock. 

Afternoon—Harbour Excursion (tendered by New South 
Wales Government). 

Evening—Opening of Congress—President's Address. 
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Tuesday, 19th September.—Morning Session of Congress, 
at 9 o'clock. 

Afternoon—Garden Party at State Government House. 
Evening—Conversazione at the Town Hall (tendered by 

the Council of the N.S.W. Branch of the B.M.A.). 
Wednesday; 20th September.—Morning Session', at 9 

o'clock. 
Afternoon—Garden Party at Yaralla (tendered by Miss 

Eadith Walker). 
Evening—Five Sectional Dinners (tendered by the New 

South Wales members of Congress). 
Thursday, 21st September.—{Morning Session at 9 o'clock. 

Afternoon—Garden Parties and Motor Excursions. 
Evening—Ball given by President, Town Hall, Sydney. 

Friday, 22nd September—Morning Session at 9 o'clock. 

Afternoon—Garden Party at Victoria Barracks. 
Evening—Dinner at Government House to Officers of 

Congress. 
Saturday, 23rd September.—Morning: Final business 

meeting at 9 o'clock. 
Afternoon—Excursions to Blue Mountains and Jenolan 

Caves. 
Evening. 

RETROSPECT IN SURGERY. 

Hermit  ,1diauces in Pulmonary  Surger y . 

(Ann. of Surg., May, 1911.) 

John H. Jopson gives in this a very complete present-
ment of a subject of particular importance to Australian 
surgery, with its frequency of lung hydatid. He describes 
the various methods of "differential pressure," and the 
great advantage of working on an uncollapsed lung, which 
these afford. But besides these advantages of technique 
there is the removal of the chance of the grave symptoms 
sometimes accompanying pneumothorax and lung collapse. 
Though most humans have mediastina like rabbits, in 
which a pneumothorax is not fatal, enough men are like 
dogs with their limp non-resistant mediastina fatal in 
pneumothorax to justify the existence of differential pres-
sure apparatus in every city. The pressure to be over-
come and due to lung elasticity varies between 7.5 m.m. 
Hg. at end of inspiration and 4.5 m.m. Hg. at end of ex-
piration. The various types of apparatus falling into four 
groups are described at length. Some are quite unport-
able and suitable only for institutions, whilst others may 
be handily carried about. The ideas ultilised display con-
siderable ingenuity, and the defects of each are set forth. 
The ideal has not yet been reached, but must ultimately 
be one in which the pressure may be varied at will so as 
to produce variable degrees of lung collapse at different 
stages of operation on the one hand, and on the other to 
produce artificial respiration should the natural move-
ments fail during the anaesthesia. Modern studies have 
confirmed the paramount importance of rigid technique in 
thoracic surgery. Infection stands easily the most seri-
ous complication. The pleura is between peritoneum and 
synovia in point of vulnerability, and is more resistant 
when closed than when pneumothorax inactivates the lung 
and deranges blood and lymph channels. The practical 
corollary of this fact is, that the patient has a better 
chance, as a rule, without pleural drainage after opera-
tions, if pneumothorax has been prevented by use of dif-
ferential pressure. Of course, in gross obviously existent 
infection drainage must be used. 

Wounds of pleura and lung are then discussed, and the 
indications for conservative or, on the other hand, active,  

treatment, set forth. It is certain that some cases will 
require prompt active treatment. Such are cases of 
hemorrhage abundantly persistent or recurring, and 
pneumothorax not yielding to aspiration. There is, how-
ever, a considerable difference of opinion amongst author-
ities as to the absolute indications for operation in chest 
wounds, and though the most enthusiastic go so far as to 
bring the subject into parallelism with abdominal wounds, 
the staider minds having in view results no worse (within 
statistical limits), prefer at present more conservative 
methods, whilst increasing their experience with differen-
tial apparatus. The article closes in a discussion of 
lacerated lung with serious accompaniments, such as 
hmmothorax, pneumothorax and fracture of ribs. If, after 
the original shock, the patient continues to show increasing 
paleness and cyanoses, small frequent pulse, anxious 
facies, operation is indicated. Wolf operated thus under 
positive pressure, sutured a 5 c.m. tear in the lower lobe, 
cleansed the pleura, elevated  a  depressed and fractured 
rib and closed the pleura without drainage. The patient 
recovered. 

In the same journal Coley discussed the question of 
injury as  a  causative factor in cancer, and quotes and 
discusses in detail nearly 100 cases in question, He con-
cludes that local trauma of any kind not infrequently may 
excite any type of malignant tumour. This conclusion 
brings us, however, no nearer to the elucidation of the 
real cause of neoplasms. The importance of the subject 
from  a  medicolegal aspect is discussed, and helpful pos-
tulates as to the relationship between cause and effect are 
set forth. 

Much more interesting is the article by Forbes Hawkes 
on what he calls ulcer peritonitis of typhoid fever. He 
strongly introduces his subject by saying that 25,000 die 
annually in the States from typhoid perforation, and be-
comes an eloquent advocate for much earlier and more 
frequent operative interference than is customary. The 
pathology is discussed, and it is pointed out that the peri-
tonitis assumes one of two types—the serous fluid type 
and the dry exudative, the latter being the more desirable. 

The importance of early recognition of this complication 
is insisted upon, and  in  the author's opinion muscular 
rigidity is the sign preceding all others. He does not refer 
to the "board-like" abdomen," but to those fine gradations 
of increased muscle tone which he is at such pains to de-
scribe. It is, of course, most apparent in the right iliac 
fossa and paraumbilical region. Tenderness is the next 
sign in importance, and is similarly situated to the rigid-
ity. Pain, the writer says, follows peritonitis, and should 
be preceded by operation if operative mortality statistics 
are to be improved. Dulness in right flank moving by 
turning patient may be an early sign, and  a  rising blood 
Pressure  and a rising lencocytosis are mentioned as of 
use in a doubtful case. The writer then says we are 
justified in advising operation where we find light muscu-
lar rigidity and tenderness as above described. In most 
cases ulcer peritonitis will be found, and if this is of the 
commoner fluid variety a properly placed drain will arrest 
it or convert it into the safe dry type, with ultimate cure. 
If actual necrosis of gut is found those customary meas-
ures for its relief are adopted. Local or general anaes-
thesia may be used according to indications. 

Where hemorrhage has been severe the writer thinks 
that the probability of peritonitis should be kept in mind 
and frequent examinations of the abdomen be made; and 
distinct rigidity should suggest an exploration. He finds 
recurrent hemorrhage after operation very rare. 

In order to obtain early recognition of the peritonitic 
complication frequent examination of the patient from the 
third week of the disease onward is hypothecated. This 
is suggested two-hourly whilst the patient is awake. A 
scheme for this is laid down. It involves the use of 
specialists in rigidity and a distinct increase in hospital 
staff, and in private work a day and a night physician, 
with a couple of surgeons on call—idealistic, but in some 
ways eminently perturbing. 

J. S. 

ARTHUR PALMER, 

13.1.A. Building, 30-34 Elizabeth-street, Sydney. 
General Secretary. 
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Attu  Jßookt. 
"Diagnostic and Therapeutic Technic." A. S. Morrow, M.D. 

Phil. and Loud.: W. B. Saunders and Co. Melb.: Jas. 
Little. 

This seems quite a useful book, describing all the in-
strumental manipulations of modern methods, including 
the latest internal illuminating instruments. Written by 
a practical surgeon, and properly illustrated, the volume 
will be of the greatest service to the general practitioner, 
particularly those men who have not had much hospital 
experience, or those far away from the large centres who 
have not the opportunity of seeing such proceedure used. 
A book that should become .popular. 

Collected Papers by the Staff of St. Mary's Hospital, Mayo 
Clinic, Rochester, _linn('sota, 191.í-1909. Phil. and 
Loud.: W. B. Saunders and Co. Melb.: Jas. Little. 

The contributions to current medical literature over a 
period of five years, by the staff of St. Mary's Hospital, 
working under the direction of the Doctors Mayo, have 
been collected in the imposing volume under review. In a 
forewood, the authors state that their chief reason in 
bringing these papers together in their present form was 
for their own convenience of reference, and they express 
the hope that the book will be accepted for just what it 
purports to be—an indexed collection of reprints. As 
such, it is of the greatest interest and value; its contents 
cover a very wide range in the field of surgery, and for 
the most part, the papers are the expressions of opinion of 
men of exceptionally large experience. For instance, Dr. 
W. J. Mayo writes a Report of two hundred and seventy-
two operations for ulcer of the duodeum; Dr. C. R. Mayo 
reviews one thousand cases of goitre, and Miss Hagan 
contributes a review of over fourteen thousand surgical 
anæsthesias. Of special interest may be mentioned the 
various papers on gastric affections contributed by Drs. 
W. J. Mayo, C. Graham and H. S. Plummer, and the papers 
on goitre by Drs. C. H. 1\Iayo and G. B. Wilson. The list 
of contributors contains fourteen names, including sur-
geons, physicians, pathologists, anæsthetist and radio-
grapher. The volume affords the best possible indica-
tion of the scope and character of the work done in the 
Mayo Clinic, and will be welcomed and read with interest 
by every surgeon. D. M.  M.  

Studies in Cardiac Pathology. By George  W.  Norris, M.D. 
W.  B. Saunders and Co. Melb.: Jas. Little. 

This book treats almost solely of the morbid anatomy 
and bacteriology of the heart, microscopical pathology 
being touched on very little; while the clinical histories 
of the cases, and the clinical bearings of the conditions 
discussed are merely hinted at. This divorce of morbid 
anatomy from clinical medicine destroys a great part of 
the value of the work, and reduces it to a description of 
the conditions which have been found in dead hearts, no 
indication being given as to how and why they died. The 
volume bristles with statistics and quotations, and is 
largely a compilation, for example, two pages on the 
"pathologic physiology" of pericardial adhesions are 
copied verbatim from Hirschfeloer. Many of these quo-
tations contain much that is controversai, and cannot be 
accepted as proved, and no proof is offered in the volume 
under review. 

In the chapter on mitral stenosis the author largely 
neglects the myocardial lesion, and says that in uncom-
plicated mitral stenosis the left ventricle is nearly al-
ways small, and left ventricular hypertrophy, when pre-
sent, can generally be accounted for by other lesions 
within or without the heart. The evidence brought for-
ward will not convince those who believe that the valve 
lesion alone is insufficient in many cases to cause the 
symptoms, and the discussion as to how far the stenosis 
is complicated by regurgitation seems very futile in the 
absence of complete clinical and pathological data of a 
large number of cases. Post-mortem findings, especially 
macroscopic ones, are very deceptive, especially when ap- 

plied to cases whose clinical history is unknown or only 
imperfectly followed. 

In the discussion on hypertension and cardiac hyper-
trophy the author states that later work does not sup-
port Hasenfeld's contention that there is any definite 
association between cardiac hypertrophy and sclerosis of 
the abdominal aorta and splanchnic vascular domain. 

The book has a value as a work of reference to cardiac 
morbid anatomy, but its field of usefulness appears to be 
very limited. 

It is beautifully printed and got up, and illustrated by 
eighty-five excellent photographs of specimens in the 
Philadelphian medical museums. 

H. H. T. 
Lateral Curvature of the Spine and Flat-foot, and their 

Treatment by Exercises. By J. S. Kellett Smith. 
Bristol: John Wright and Sons Ltd. Loud.: Simpkin, 

,  Iarshall, Hamilton, Kent and Co. Ltd. 
This is an excellent and most useful little book of 137 

pages. The author has aimed at indicating clearly and 
concisely the treatment of spinal curvature of the grades 
most commonly seen in general practice. The mechanical 
principles underlying the deformities are briefly but well 
put, and the treatment, including some new exercises, is 
lucidly and not too elaborately described. The get-up of 
the  book deserves more than ordinary commendation. 

D  \I \I  
"Differential Diagnosis." By R. ('. Cabot, M.D. Phil. and 

Lond.: W. B. Saunders and Co. Melb.: Jas. Little. 
Many years ago Dr. Byron Bramwell began a series of 

excellent clinical records, with discussions attached. Dr. 
Cabot's idea of a new method of diagnostic teaching par-
takes of the same character. His book consists of a num-
ber of clinical histories, with a brief discussion of their 
possibilities, and an autopsy finding in many instances. 
The volume makes interesting reading, but we doubt if 
there is any practical value in such a book except for 
those of some experience. The student must learn to 
walk before he can run, and to learn the typical course 
of disease  is  all he can do out of books. The power of 
differential diagnosis can only be acquired at the bed-
side and at the cost of much bitter experience. Dr. 
Cabot's book will be perhaps of greater use to the young 
graduate, or the advanced student requiring practice in 
commentary writing. 
"Clinical Atlas of Sectional and Topographical Ana-

tomy." By lt. J. A. Berry, M.D., Prof. of Anat., Meli,. 
Univ.; Edinburgh and London: Wm. Green and Sons. 

This volume contains9 coloured plates from photo-
graphs of sections of the frozen human body at various 
points. It will probably be of more use in the school 
than at the bedside, though surgeons will find it of prac-
tical value in such cases as gunshot wounds and opera-
tive proceedures necessitating precise considerations of 
locality. Sectional anatomy of this sort has at all times 
rather an academic than clinical interest. It is not diffi-
cult to gather and retain a rough mental picture of struc-
tures before, behind, and at either side of a given point, 
but a mental picture of a cross-section almost requires a 
new sense. The plates are very well reproduced and the 
accompanying explanation clear and direct. The volume 
is of handy size for study and will fit the ordinary book-
shelf. The production of the volume represents an 
amount of painstaking and skilful work upon which the 
author is to be sincerely congratulated. 

"Hookworm Disease." E. Wood, M.D., and C. C. Bass, 
M.D. St. Louis: C. V. Morby and Co. Melb.: Stirling 
and Co. 

A very good handbook on the subject and well illustra-
ted. Of use to practitioners whose work lies amongst 
northern latitudes. Can be heartily commended. 
"Hospital Management."  Charlotte .likens. Phil. and 

Loud.: W. B. Saunders and Co. Melb.: Jas. Little. 
The author writes with a varied experience as a nursing 

superintendent. Her present volume is made up of sepa-
rate essays by different writers in various aspects of hos-
pital detail. May be consulted with advantage by hospital 
managers, but not of much interest to medical men. 
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CORRESPONDENCE. 

(To the Editor of the "Australian Medical Journal.") 
Sir,—Mrs. N., æt. 70, has had cystitis for the last eight 

months. The symptoms, pain, tenesmus, etc., became 
worse. The quantity of pus steadily increased and the 
case progressed until the patient's strength was almost 
gone and recovery appeared hopeless. Local and con-
stiutional treatment of the mostoaried character all failed 
to modify the course of the disease, and the end seemed 
to be shortly inevitable. Having read of the use of 
lactic acid organism in such cases it was resolved to give 
them a test, but no fresh cultures were available at any-
thing like a price which would enable the patient to use 
them freely for any considerable period of time. Recourse 
was had to Willsmere buttermilk, and the bladder was 
irrigated once daily with it. From the first it soothed 
and helped her, the ammoniacal character of the urine 
gradually lessened the pain and tenesmus disappeared. 
The patient became able to dispense with the catheter and 
misturition became normal. She has sufficiently recover-
ed to be able to do without further attention, although she 
still has the irrigation every day. No bacteriological ex-
amination of the urine was made until the patient had 
recovered, and I have to thank Mr. Fryett for a report 
upon it: "The specimen of urine gave a very prolific growth 
of organisms of many kinds, bacilli and cocci, serum posi-
tive and negative. There are some mobile organisms and 
a characteristic odour of colour B. No. T.B. on centrifying. 

The case seems worth recording for its appearent hope-
lessness, the use of buttermilk for irrigation, and the to-
tally unexpected relief from all symptoms followed by 
an immediate improvement in general condition.—Yours, 
etc., D. MONTGOMERIE PATON. 

Infantile Paralysis. 
(To the Editor of the "Australian Medical Journal.") 
Sir,—In his article on "Infantile Paralysis" in the June 

number of the "Journal" Dr. Wm. McKenzie states that 
he is indebted to me for the details of a stimu-
lation experiment performed, at the Melbourne Hos-
pital, upon a patient suffering from this disease. 
I feel it incumbent upon me to state that such 
obligation as Dr. McKenzie is under to me does not ex-
tend beyond the mere performance of that part of the ex-
periment which had to do with the actual electrical stimu-
lation (direct and indirect) of the muscles concerned. 

The details (deductions ?) are not mine. I may add, 
for the information of those interested in the subject, that 
stimulation was carried out by means of an ordinary se-
condary coil set so that the magnitude of the stimulus 
delivered was at, or very near, the minimal effective 
value.—I am, A. H. THWAITES. 

Modern Midwifery. 
(To the Editor of the "Australian Medical Journal.") 
Sir,—In an article appearing in the "Journal" for July 

14th, entitled "Modern Midwifery," Dr. Lendon expresses 
views which, I venture to think, are open to criticism. 

With regard to abdominal palpation, the author says: 
"Some text-books suggest that abdominal palpation 
should be practised at the time of labour, but I prefer to 
do so a month beforehand." Later, when speaking of 
the correction of a breech presentation by abdominal pal-
pation, he says: "It is easy to effect, but in my limited 
experience it seems just as easily undone by nature next 
day." Granted that this may be so, surely it shows that 
one ought not to rely during labour on information gained 
a month before its onset, for in that time the whole con-
dition may have altered. In my opinion, abdominal palpa-
tion should almost, but not entirely, replace vaginal exam-
inations during labour. 

Dr. Lendon states that, "If in a primipara the head be 
not low in the pelvis, then I bear in mind the possibility 
of a contracted pelvis." Opinions differ as to whether at,  

or near, full term pregnancy the fetal head in a primi- 
para is fixed in the pelvic brim or not, but surely at this 
period of pregnancy it is never "low in the pelvic cavity." 

The method of rotation of the head with forceps is not 
modern; to use Smellie's words, it gave him "great joy" 
when he discovered it; neither is it free from danger, and 
I have seen great damage to the fetal skull result. In 
my opinion, those cases of occipito posterior presentation 
in which the head remains free at the brim are compara-
tively rare, and are seldom uncomplicated. Rotation with 
the hand is a safe procedure, and I have not encountered 
great difficulty in its performance, though occasionally 
when working single-handed it is difficult to maintain the 
correction while forceps are being applied. The majority 
of occipito-posterior positions are corrected naturally, the 
occiput rotating forwards, though this often only occurs 
when the head is low in the pelvic canal; surely nature 
should be given a chance even though labour may be a 
little tedious. I quite agree that the occiput should be 
rotated before forceps are applied, but experience has 
taught me that my results were better when I waited until, 
in some cases, the head was even low in the cavity, and 
the os dilated before interfering, rotation with the hand 
and the application of forceps then usually being highly 
satisfactory. Of course I do not advocate delay in treat-
ment if there is disproportion in the size of the skull and 
pelvis and the possibility of obstruction to delivery.—Yours, 
etc., 

A. LIONEL SMITH, M.B., M.R.C.P. 

Adelaide. 

CURRENT LITERATURE. 

Diseases of  Ear,  Nose  and Throat. 

.edam, Jas.,  I.D.,  Glasgow  Royal Infirmary Dispensary. 
A Note on Turbinai and Sinus Function  appears to show 
that, in the "hygrothermic" function of the nose the acces-
sory sinuses have more, the turbinal a less, important 
share. The details of the thesis are: 

1. The whole mucous membrane of the respiratory 
tract from nostrils to bronchioles is hygrothermic and 
the chief agent to this end. 

2. The whole nasal mucous membrane is specially 
concerned in this function. 

•  3. The sinuses are accessory not only anatomically but 
also physiologically, more especially during the forced re-
spiration of exertion. 

4. The turbinals, while important accessories to the 
hygrothermic function, especially during quiet respiration, 
are probably quite as much directional and regulatory in 
their action, i.e., they help to regulate the amount and 
direction of the air current going to and drawn from the 
sinuses and respond to the amount required for the lungs. 

("Journal of Laryngology, Rhinology, and Otology," 
June, 1911.) A. L. K. 

Brul ► l, Gustave Dr. (Berlin). Otoselerosis.  The lesion 
present is best named spongy hyperostosis in the oval 
window. This results from the action of the forces of 
traction and compression. The obvious remedy is rest 
to the irritated parts, to be secured by dividing the tendon 
of the tensor tympani, or by removing that part of the 
malleus to which it is attached. 

(Ibid, translation by McKenzie.) 	 A. L. K. 

Beck, O. Two cases of transitory in fl ammation of the 
vestibular nerve following intra-muscular and intravenous 
injection of salvarsan. 

(Ibid.) 
Case of extreme deafness due to Hereditary syphilis 

considerably improved by salvarsan. 
(Ibid.) 

Bilateral Destruction of the Vestibular Apparatus: 
Right-sided Deafness and severe depreciation of the hear-
ing of the left after salvarsan. 

(Ibid. Discussion at Austrian Otological Society.) 
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Vaccine Therapy. Doctors Birkett, Coakley, Cobb, J. 
Solis-Cohen, and W. S. Casselberry in a discussion at 
American Laryngological Association were not optimistic. 

(Ibid.) 	 A. L. K. 
Worthington, T. C., M.D. (Baltimore. In an article on 

Maxillary Sinus Inflammation insists on the elimination 
of the presence of maxillary sinus disease before excision 
of Meckel's ganglin is attempted for the relief of tri-
facial neuralgia. 

("Laryngoscope," May, 1911.) 

Sonnenschein, lt., M.D. (Chicago). 	Analysis of the 
Weber  Test  in 100 Cases. Conclusions (condensed) :- 

1. Forks heard longer and louder on forehead, espe-
cially when hair on vertex is thick. 

2. For this test the weighted Edelman and C fork has 
the greatest advantages. 

3. Weber test confirms diagnosis in many cases; it is 
of no aid in some; owing to its great variability and ten-
dency to contradictory results it causes uncertainty in 
some cases. 

(Ibid.) 
Carter, W. W., M.D. Transplantation of Bone from the 

Rib for the corrections of Depressed Deformity of the 
Nose. 

(Ibid.) 

Harris, Dr. Patient with Syphilitic condition of the Nose 
and Pulmonary Tuberculosis treated with 606—much im-
proved. 

(Ibid.) 

Erdmann, J. F., M.D. Surgical Consideration of Tumors 
of Larynx. 

"(Laryngoscope," January, 1911.) 
Discussions thereon by Drs. Chevalier Jackson, Delavan, 

Quinlan, Myles, Gleitsmann, Hurd, Harmon Smith. 
("Laryngoscope," May, 1911.) 

GENERAL AND PERSONAL. 

Speaking at the Royal North Shore Hospital, the Acting 
Chief Secretary of New South Wales said there 
was no more important function of State 
than that of making ample provision for main-
taining the public health, as an unhealthy community was 
a disadvantage to any State. He would place on the Gov-
ernment of the day the responsibility in this connection. 
He did not mean that the Government should take complete 
charge of the hospitals, but that there should be some 
better means of financing them. He would like to relieve 
managing committees of their financial embarrassments. 
Hospital workers could then devote their time to admin-
istration under certain rules and regulations, and be freed 
from the everlasting nightmare of making ends meet. See-
ing that hospitals existed for the public good, their cost 
and upkeep should be borne by the whole community, and 
not be a burden on the few. It was the duty of a Govern-
ment to maintain a high standard of health. During his 
travels he had :seen a great need for more funds, and he 
was of opinion that members of committees should not 
have to go begging to maintain institutions. 

At the last meeting of the Prince Alfred Hospital a let-
ter was received from Dr. R. Scott-Skirving, in which he 
resigned his post as honorary physician after connection 
with the hospital as medical superintendent, honorary 
assistant physician, and honorary physician for a continu-
ous period of 28 years. The resignation was accepted with 
much regret. 

The partiality of the public for drugs is well exemplified 
by some evidence given in a recent law suit between whole-
sale chemists in the midlands of England. One firm showed 
an annual turnover of £27,000 in penny packets of medi-
cines, a form of usage apparently favoured in the district 
from the fact that 18,000 shops dealt in them. 

Tfirtttit ifiebícar 2154ociatíon. 
VICTORIA BRANCH. 

NOTICES. 
Wed., Aug. 16th, 8.30 p.m.—CLINICAL MEETING. 

EDITORIAL NOTICES. 

It is particularly requested that all literary matter, books 
for review, etc., be addressed to the Editor, Dr. Alex. 
Lewers, 65 Collins-street, Melbourne. 

The "Journal" now being a weekly medical newspaper, it 
is requested that notices and items  of  personal or 
general medical interest be forwarded to the Editor. 
Newspaper copy should be marked. 

All business communications and advertisement applica-
tions should be addressed the Manager, "A.M. Journal," 
Medical Hall, Brunswick-street, East Melbourne. 

Telephone 1434 Central. 

Notices of births, marriages, and deaths will be inserted 
on proper authority being furnished, at 5/- per issue. 

Changes of address should be notified to the Honorary 
Treasurer, Dr. C. H. Mollison, 102 Collins-street, Mel-
bourne. 

Annual subscription (except to Victorian Branch), £1 ls. 

It is with very great regret that we record the death of 
Dr. James Frederick Harris, which occurred at Port Pirie 
on the 26th July, following on an operation for appendi-
citis. The deceased, who was 32 years of age, had a dis-
tinguished career at the Adelaide and Melbourne Univer-
sity. At the latter he graduated M.B., Ch.B., in 1901, and 
I.D. in 1905. After a house surgeonship at the Melbourne 

Hospital and a professional visit to England, he accepted 
the positions of Medical Superintendent of the Port Pirie 
Hospital and Commonwealth quarantine officer. He held 
these positions until the tithe of his death, and enjoyed, in 
addition, an extensive private practice. 

Australian .Army Medical Corps. 
Lieutenant-Colonel T. H. Fiaschi, D.S.O., V.D., is pro-

moted to Colonel. 
Captain W. E. Summons is appointed medical officer to 

the 19th Australian Light Horse Regiment, Bendigo. 
Captains R. N. Wawn and J. J. Black are brought on to 

the authorised establishment. 
Captain H. B. Oxenham is borne supernumerary to the 

establishment. 
Captain G. S. Samuelson is transferred from the un-

attached list to the militia establishment. 
George Meyer Hains is appointed a Captain in the 

A.A.M.C. Reserve. 

Communications acknowledged from Drs. Forsyth, 
Hollow, Holmes. 

W.A. BRANCH: Third Wednesday in mouth. 
S.A. BRANCH: Thursday, July 27th. 
N.S.W. BRANCH: Last Friday in month. 
QUEENSLAND BRANCH: Last Friday in month. 

Wed., Aug. 16th, 8.30 p.m., Meth. Pediatric Society. 
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BY 
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SPLENIC ANEMIA AND SPLENECTOMY. 

BY R. A. STIRLING, M.D. (Surgeon to the Melbourne Hos-
pital), and J. GRANTLEY-SHELTON, M.B., B.S. (late 
Surgical Registrar, Melbourne Hospital). 

The following case, the most recent of a series of six 
operated on by me (Stirling) at the Melbourne Hospital 
during the last few years, presents many points of in-
terest:- 

1. The history of the patient, more especially the family 
history. 

2. A comparison of the blood picture immediately before 
and immediately after operation. 

3. The operative difficulties, for the most part clue to 
dense adhesions. 

In this connection we may point out that we followed 
in all the cases the vertical incision in the left rectus 
muscle. W. J. Mayo, in reporting six cases in the Journal 
of the A.M.A., January 1st, 1910, attacked the spleen by the 
same route. Auvray, as mentioned by Lejars, proposed and 
successfully performed in one case resection of the cartil-
aginous margin of the thorax, cutting outwards and back-
yards over the lower part of the thorax at the level of the 
eighth space. In this way a flap of the soft tissues is cut, 
w hich, when dissected up and turned downwards, freely 
exposes the cartilaginous thoracic border, in other words, 
the 10th, 9th and 8th cartilages. This method exposes 
the whole spleen, and makes it possible to draw down the 
upper pole; but is probably more likely to prove of assist-
ance in cases of bleeding from the organ due to rupture, 
or in dealing with very large hydatid tumours of the 
spleen. 

Of the series of six, the only unsuccessful one was a 
case of Banti's Disease which was complicated by ascites, 
and was operated on as a last resort, a procedure we 
are not likely to repeat, on account of the difficulty of 
restraining the haemorrhage due to vascular changes, and 
a lessening of the normal power of coagulability, clamping 
of the pedicle, for ligatures divided it with the same ease 
as a pair of scissors—was effective for 15 days, but on 
removal of the clamp bleeding recurred with a quickly 
fatal result. 

The present case, although not nearly so difficult as the 
first, in which the spleen was glued to the splenic flexure 
of the colon, very closely resembled it in the density of 
the adhesions—which is in reality the only serious com-
plication—where operation is indicated. It is advised in 
the separation of adhesions to injure the diaphragm, or 
even the pleura, rather than to injure the tissue of the 
spleen, which bleeds so easily; and if they are very ex-
tensive the removal of the spleen had better not be at-
tempted, although experience in dealing with adhesions 
here, as elsewhere, reduces the risk. Billroth includes in 
the ligature of the pedicle the tail of the pancreas, so that 
it will not slip off, a manoeuvre which we followed in this 
case. Martin, of Berlin, leaves attached to the pedicle a 
small piece of the spleen for the same purpose. 

It is interesting to note in connection with Mayo's series 
of six splenectomies for splenic anæmia that the only un-
successful case was also one of Banti's Disease. 

With the exception that splenectomy is now more fre-
quently performed for splenic anæmia, the following re-
marks of Mayo and Robson, made in 1890, show how small 
is the advance made since then:—"The present position 
of the operation may be summed up as follows: For prim-
ary hypertrophy, for floating spleen, and for malarial 
enlargement, the operation may be performed if the symp-
toms are serious and cannot be otherwise removed. If 
drainage fail to cure cysts of the spleen, excision may be 
performed. If malignant disease be diagnosed sufficiently 
early, the organ may be removed. Splenectomy for leu-
cocythemic spleen is unjustifiable, all the cases operated 
on having died." 

The following is the account of last case of the series:— 

Lucy B., æt. 16, was admitted to the Melbourne Hospital 
on 29/5/09, with the following history: Was strong and 
well till about four years before, when ulcers began to 
appear on her legs. These persisted in spite of treatment, 
and about 2 years before the present history begins she 
was in the Sale Hospital for six months on account of them. 
At that time she had frequent diarrhoeal attacks, but no 
splenic pain or jaundice. She remained in this condition 
till about eight months before admission to the Mel-
bourne Hospital, when she began to suffer frequently from 
severe attacks of pain in the left side of upper abdomen. 
Some four months later she became slightly jaundiced, and 
at that time splenic enlargement was noted for the first 
time. Since then the history had been one of progressive 
splenic enlargement, slight icterus, and ulceration of the 
legs. 

The family history was as follows:— 

The patient's father, 53 years of age, was born in Bal-
larat, and lived for last 40 years in South Gippsland. He 
has 12 children living, nine being strong and healthy in 
every way, three being affected with splenic enlargement. 
As far as he himself knows his own family history was 
quite normal. At the age of 13 years he had severe 
epistaxis, and this recurred at frequent intervals till he 
was 22 years of age. He states that at 13 years of age he 
had a severe attack of pain in the left side of upper 
abdomen and was in hospital for 14 (lays. There is no 
specific or alcoholic history obtainable. His spleen has 
been known to be enlarged since the age of 21 years, and 
at the present time there is a marked enlargement of the 
spleen. He has been unable to do any hard work since the 
age of 20, and since that time has had frequent attacks of 
jaundice and severe splenic pain. These were much more 
severe when younger than at present. 

His son, age 28, has true symptoms and signs of splenic 
anæmia since the age of 6 years, but was not definitely 
recognised as a case of splenic anæmia till 14 years ago. 
He has always been unable to work. His daughter, aged 
19, has a twin brother who is quite healthy, but she her-
self has for the last 3 or 4 years been subject to splenic 
pain and breathlessness in exertion. At the present time 
she also has a definite enlargement of the spleen. 

An examination of the present patient reveals the fol-
lowing facts: She is a well-developed and well-nourished 
girl of 16 years, not marked by anæmia in appearance and 
not at present jaundiced. Temperature is sub-normal and 
pulse normal. Tongue clean and moist. There is a de-
finitely palpable enlarged spleen filling the left hypo-
chondrium and extending below to the level of the um-
bilicus. The notch on the anterior border is to be plainly 
noted. There is no albuminuria present. Both legs bear 
evidence of old and recently healed ulcers, the scars being 
depressed, slightly pigmented and irregular in outline. 
Several of these scars are adherent to the bone. Main 
portion is over to the shins and about 4 or 5 inches above 
the malleoli. The blood-pressure was 140 m.m. On 
2/6/09 the blood picture was: 

Reds : 4,000,000. 

Leucocytes: 6,000. 
Hb.: 80 per cent. 

Film shows some myelocytes and basophilic staining. 
On 14/6/09 Wassermann's reaction was tried for by Dr. 

Hiller, but was found negative. 

The diagnosis of splenic anæmia being macle, it was 
decided to perform splenectomy, and on 22/6/09 this was 
successfully done. After a very careful preparation, the 
details of which, extending over several days, need not be 
at present discussed, the patient was anaesthetised by Dr. 
Embley. Ethyl chloride and ether were used at first, to 
be followed later by chloroform, ether being used again 
in the final stages of the operation. 

The successive steps of the operation itself were as 
follows:— 

A vertical incision was made through the fibres of the 
left rectus muscle, extending from the costal margin to 
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about  one inch  below  the level of the umbilicus.  On  open-
ing the abdomen  the spleen was  found  very  much enlarged, 
dark and firm. A large  towel  and smaller gauze  pads 
were  used to pack back the  intestines,  and  steps  taken to 
free  the  spleen from its  attachments. This proved to  be 
a  task of extraordinary difficulty on account of the  very 
dense  adhesions at  both splenic poles,  but more especially 
at  the upper pole,  the spleen being  adherent to the 
diaphragm, the colon and  the  stomach. Firstly, the 
pedicle was defined  as  well  as possible  from  the  front, the 
immensely  enlarged splenic veins  being much more  ap-
parent than  the  more  posteriorly-situated splenic artery. 
Still working from  the front, the  adhesions  at the  lower 
pole  were  divided  with the scissors,  until  fairly free 
separation  at this  end  allowed the swinging  forward of 
the spleen, which,  however, was  still  firmly adherent at 
the  upper pole.  The splenic  end  of the pedicle was  now 
clamped with  one  of  Kocher's clamps,  and the  pedicle  en-
closed in a stout silk  ligature and  divided, a  small  portion 
of  the  pancreatic  tail being included in the  ligature. This 
movement  allowed  the spleen  to  be swung forwards  and 
upwards, so that  the adhesions at the upper end,  together 
with  the renal  fold  of  peritoneum, could  be  attacked by 
working  behind the spleen; these were  divided, special 
care  being now  taken  to avoid  the  stomach which  ap-

proached right  up  to  the spleen at the upper  end. 

The spleen  was  now  removed from the  abdomen, and 
some  points of haemorrhage controlled  by fine silk  liga-
tures.  These were  chiefly  necessary at the  diaphragmatic 
and  renal adhesions. 

Dry swabbing was now carefully performed,  and  the 

Packs  removed and counted. The abdominal wall was 
sutured with catgut and horsehair,  a  continuous  suture 
being used for the peritoneum, and interrupted sutures 
for  the  muscle and  rectus aponeurosis. 

The  spleen  weighed  2 1/4  lbs.,  and the operation  lasted 1 
hour 20 minutes from  start  to finish. The patient  was 
very shocked at  the  end, but quickly  recovered  when hot 
salines and brandy  were  given. 

The  subsequent  history is  chiefly  of  interest  in that 
steps were taken to note  closely the  changes taking  place 
in the blood. 

The results of  the  examinations  are seen  roughly in the 
accompanying tabulations, which show  the  number of red 
cells,  the total number of  leucocytes,  together with the 
Pulse and  temperature at the time of the  examination. 
Differential counts of  the  white  cells  were also made at 
frequent intervals,  in order to show the nature of the 
leucocytes participating in  the  change. It  is a  matter for 
regret that  the estimations were  to  some  extent upset by 
the  fact that  the  patient  .  developed double pneumonia 
some days after operation, but  the  results of the first four 
days  are not influenced  by  the infection. It  is  also un-
fortunate that no opportunity for  examining  the blood 
late after splenectomy  presented itself (as the  patient re-
turned to Gippsland), but  as the  blood changes in the 
Previous five  cases  late  after splenectomy have been 
fully reported  elsewhere by  Dr. Springthorpe it is hoped 
that the  early changes seen  in his  case may Prove of some 
interest. 

With regard to  the red cells, it will be seen  that  there 
was a  surprising variability from  day to day, the  fluctua-
tion  apparently having  no connection  with the degree of 
leucocytosis  or  the temperature. The  results of the  last 

two examinations show, finally,  a lessened  number of red 
corpuscles. Microscopically  the red  cells showed at no 
time  any evidence  of  even a  moderate  anmmia.  An oc-
casional poikilocyte was  seen, but no nucleated  forms 
were seen at any time. 

The  haemoglobin  estimations made showed  a variability 
in readings, slightly above or  slightly  below normal, with 
an occasional high reading. Roughly,  we can say  that 
there  was little  deviation from  normal. 

With  regard  to  the leucocytes, it  will  be  noted  that at 
first there was a tremendous increase, so  that on  the 
morning after operation the number was 110,000.  This 
seems  enormously  high,  but Muhisam  has reported  a  

"leucocytosis of 80,000 after splenectomy for  ruptured 
spleen."  In one  case,  four days later, the count had fallen 
to 12,000, which was the lowest estimate made at any time. 
The sudden rise to 27,000 the following day was coincident 
with the onset of pneumonia. From this on the counts 
remained persistently high, partly on account of the pneu-
monia, and partly as a result of splenectomy, as evidenced 
by  the  fact that on the day of discharge from the hospital 
apparently  quite  well the patient had a leucocyte count 
of 20,400. 

It was in the results of the differential leucocyte counts, 
however, that the most interesting features were seen. All 
the previous  cases  showed a lymphocytosis some time after 
splenectomy—here  we were able to note the devlopment of 
the  lymphocytosis in the face of inflammation, which 
should normally call forth a polynuclear neutrophilic 
hyperleucocytosis. 

•  At first practically all  the  leucocytes were polymorpho-
nuclear neutrophiles, but as the case develops the lympho-
cytes  (adding the large and small varieties together) are 
steadily  gaining, so that  2/7/09,  in the presence of active 
inflammatory  processes, we  find the following count:— 

Total leucocytes-34,000. 

Polymorphoneuclear neutrophili  ..  .. .. 75.6 
Small lymphocytes .. .. 	 15.6 
Large lymphocytes .. .. ..  ..  .. ..  .. .. 	4.8 
Large  morphonuclears .. .. .. .. ..  .. . . 	1.6 
Eosinophiles  ..  .. ..  ..  .. .. .. .. ..  .. .. 	2.4 

It  is  not possible in  a  paper such  as  this to furnish 
tables  of all the differential counts made. The one above 
is  sufficient to show the trend of the developing lymphocy-
tosis, although  the  figures here given are practically nor -
mal. When it is considered, however, that the first counts 
made showed practically all polymorphonuclear neu-
trophils,  these  results, in the light of the fact that in 
lymphocytosis developed in previous cases, are particularly 
suggestive. One of the previous  cases  showing lymphocy-
tosis  was  found to have "accessory spleens" —they  were 
not found in this  case,  though looked for. 

On this account the present  case  should be very inter-
esting if ever the patient should cone under observation 
again. 

in  these  early results, after removal of the spleen, we 
found no trace whatever of the eosinophilia which occurs 
frequently after splenectomy. The eosinophile cells re-
mained persistently low, and beyond the fact that an oc-
casional myclocyte and mast cell were  seen,  no other cells 
calling for comment were noted. 

Summarising the early results after splenectomy, we 
may say  that  the  two most interesting features are, firstly, 
the variability in number of the red cells, with hæmoglobin 
content practically normal and the microscopic appear-
ance showing no signs of anmmia. This would seem to 
show  a  lack of balance  between  production and destruc-
tion of red cells consequent upon removal of the spleen, 
the  hæmoglobin remaining high to give the necessary sup-
ply of oxygen for the carrying on of metabolism. The re-
sults  seen  of  cases  late after splenectomy seem to show 
that this balance  is  recovered. 

The second feature  is  the developing lymphocytosis, 
which also seems from the previous  cases  to be eventually 
controlled. However this present  case  has shown it de-
veloping in the  face  of inflammation, which should call 
forth a polymorphonuclear neutrophilic leucocytosis. This 
would seem to show that removal of the spleen  gives  a 
stimulus to the lymphatic apparatus of the body, and 
causes thereby a hyperlymphocytosis. 

It is interesting to note that in two  cases  of the series 
the lymphatic glands throughout the body enlarged on the 
fourth or fifth day, and remained so during stay in hose 
pital. This last  case  showed no such enlargement; neither 
was the symptom  emphasised by Mayo noted, viz., pain in 
the  ends of the long bones. 

In conclusion,  we may say that,  however debatable the 
cause  and  effects  of splenic anmmia may be, the one 
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point upon which emphasis can be laid, is that the opera-
tion of splenectomy for splenic anmmia shows results more 
gratifying than is the case in many operations more com-
monly practised, if it. be done before the terminal stages 
of liver cirrhosis, with ascites and gastric hmmorrhage. 

SHOWING THE VARIATIONS AFTER SPLENECTOMY. 

Date. 	 Red Cells. 

216109 	 4.000.000 
2216109 	operation 
23/6/09 	 3.000.000 
24/6/09 	 3.000.000 
2516109 	 3.500.000 
26/6/09 	 4.200.000 
2716109 	 3.500.000 
28/6109 	 4.400.000 
29/6/09 	 3.100.000 
2/7/09 	 3.000.000 
6/7/09 	 1.824.000 

11/7/09 	2.480.000 

DEVIATIONS OF THE NASAL SEPTUM. 

BY D. AlcM. OFFICER, M.D., MELB. 
(Hon. Med. Officer Children's Hospital.) 

Head at Pediatric Society. 
That in a number of cases of operation for adenoids in 

older children our work has only passed the first stage 
will, I think, be conceded by most surgeons of the pre-
sent day, though to pediatrist it is not so apparent since 
the child's health is not followed to puberty.  .  The re-
moval of adenoids is, doubtless, in the large majority of 
cases, the first thing to do; it removes the cause of the 
obstructed breathing, and, if done sufficiently early in life 
before the mouth-breathing has become a habit, or if it 
cures the habit of mouth-breathing before nasal develop-
mental anomalies have occurred it has justified its per-
formance, but if the mouth-breathing habit persists, then 
the formation of a high-arched palate will proceed with 
the attendant evils which arise in course of the faulty 
growth and development of the upper alveolus. 

Naturally these take time to come about, and, possibly, 
by the time they become established the patient is 15 or 
16 years old, so that usually workers amongst children 
do not see these cases in the fulness of their disability, 
though occasionally one sees cases which do not improve 
after one, two or more operations for adenoids, and in 
such cases examination of the septum will often reveal a 
deflection which accounts for the failure to gain a 
good nasal breathing. One of the earliest cases which 
brought this home to me was a case occurring in Dr. 
Stawell's clinic when I was assisting him 12 years ago. 
After three operations by different surgeons for obstructed 
breathing I was led to examine the nose, and found very 
little airway, due to a badly deflected septum. 

I look upon the sub-mucous operation as one of the 
most difficult operations in surgery if one does a complete 
cartilaginous and bony resection, but at the same time 
most productive of good results to the patient's breathing 
and general health. Whatever proficiency I have gained 
in dealing with this condition in children has, I feel sure, 
been largely due to practice on adult noses, for in children 
the space is small, and the patient difficult to reassure, 
and even slight movements hamper one considerably; 
still, in children over 10 or 11 years it can frequently be 
managed and is always worth trying. Where it cannot 
be done I prefer to use the crude enough (by comparison) 
Asches method rather than leave it alone. This Asches 
method is, 1 think, improved by the use of the tubes for 
splinting, which I will show to-night, and 12 years ago I 
designed two little knives which are not very different 
from the pattern used to-day for the sub-mucous opera-
tion, which I have found more serviceable to me than 
the Original Asches scissors in performing this particular 
operation. I have entirely discarded Asche's method ex-
cept for certain cases _in children in which the cartilage 
alone is affected, and in which elaborate sub-mucous re-
section cannot be accomplished. I believe in this rela-
tively small class of case, it still has a sphere of useful-
ness. 

In searching for the causes of this deformity it is well 
to  grasp  what takes place during development of the nose 
since the prevalence of  the  condition  is  very high, as set 

down by some  writers.  Zuckerkandl, in his classical 
work, estimates that 37 per cent. of the  cases he  examined 
had deformity in sonie  degree,  and  such  being the case it 
is likely that in development we will find an answer. 

In foetal life the septum is developed from a mesial-
nasal process,  a  bilateral mass growing into the olfactory 
cleft. This develops into two thin sheets of cartilage, the 
lower half of which ossify and form the vomer, the upper 
part remaining cartilaginous. The cartilaginous part is 
held along the upper edge of the vomer, between the two 
plates of bone, before they completely coalesce as in a 
groove  or furrow; and when the plates do completely 
coalesce their furrow remains. In  some cases  this fur-
row can still be seen when the bone  is  removed at opera-
tions. About the edge of the bone where ossification leaves 
off (that is, along this furrow) errors are apt to occur 
and the cartilage during growth may not be quite securely 
held, with the result that during elongation of the face 
and the previously mentioned upward  pressure  of the 
growth of the palate bones upwards instead of inwards, the 
cartilage  is  forced over the edge of the groove, and this 
results  in an angle being formed, filled up by cartilage and 
overgrowth of tissue forming a spur. 

In  some noses  the cartilage  has  slipped out of the 
groove  for  quite  a  good  part of  its  length and overgrowth 

of  tissue occurring we get this vomer buttress  or ridge 
running  from  the anterior  nasal spine  upwards and back-
wards and  resulting in quite considerable  degrees  of nasal 
obstructions  in  the shape  of spurs 

Naturally  this  state off affairs does not  begin  to develop 
till about  the time  of the second dentition, but once begun 
it continues to  grow  in  its  altered position. 

About  the time of the second  dentition a considerable 
alteration  takes place  in the bony parts of  the  mouth and 

nose. This  is  the time when the upper jaw ought to widen 
to make room for the permanent  teeth,  and the time when 
this part  loses  its childlike roundness and chubbiness and 
becomes more like the elongated adult face. 

This  broadening  of the upper alveolus  is  materially 
assisted  by the constant pressure of  the  tongue. As the 
child  (having  adenoids) is a mouth- breather,  this constant 
pressure of the  tongue  is lost and is a factor at least in 
the jaw keeping its narrow  characteristics.  Add to this 
the pressure of the muscles of the  face,  and we  get  in the 
young growing bones some explanation  at least  why the 
alveolus remains a narrow arch, and,  as a long  narrow 
arch  gives  less room, the teeth are apt to be lapped over, 
and  we  see the central  incisors meeting  at  an  acute angle 
instead of lying side by side.  This makes  for narrow 
nostrils also. The narrow  alveolar  arch  also  means that 
the nasal fossals are  narrow. 

The hard palate continuing to  grow results  in it finding 
room by growing upwards and producing the Gothic palate, 
which, in turn, results in a bending of the septum, with re-
sulting deformity and nasal obstruction. (Fig. 2.) 
But there is another septal defect which follows on 
this, and that is caused by the resistance which this abnor-
mally high palate interposes to the normal growth of the 
vomer. The face during this period of growth should 
lengthen (measured from base of the spine to the bony 
outlet of the skull at the nasal orfice), and in the process 
of lengthening, the vomer participates; this growth is 
rather quick. especially along a line corresponding with 
the upper edge of the vomer, but meeting the increased re-
sistance of the upwardly-grown hard palate the proper 
development of the vomer is hindered, with the conse-
quence that it is thrown out of line, carrying with it the 
ethmoid, or the quadrilateral cartilage, or both, and the 
deformity produced is like the letter S, with the limbs 
drawn out. Such a cartilage is frequently seen at the 
nostril pushed to one side and pushed and grown forward 
also, for with no resistance the free end grows. 

Add to this, narrow nostrils and lateral cartilages 
which do not hold the anterior nares open, and a condi-
tion is produced in which great difficulty is experienced in 
keeping the nose clear of secretion and a constant or 
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constantly recurring state of catarrh, with resulting 
chronic turgesence of the inf. turbinates and all their at-
tendant troubles. 

Figure 2—Drawing to represent overlapping of vomerine edge by quadrilateral cartilage. 

The juncture of the vomer and ethmoid is effected a 
year or two before, and so one does not find spurs or 
ridges going back further than the anatomical length of 
the quadrilateral cartilage. From the frequency of the 
condition, which seems to be well established, I believe 
the developmental cause is the most common, though from 
its preponderating prevalence in males whose exercise is 
of a more vigorous type it would seem that trauma plays 
no insignificant part. Amongst the commonest traumatic 
causes of septal deviation are blows and falls on the nose, 
or other external violence; though if hockey becomes 
common in the future as a ladies' game, we may see more 
cases of septal deflection in females. Boxing, football 
and, to a far less extent cricket, are responsible for the 
variety caused by external violence. 

The developmental cause does not produce a type so 
severe as the traumatic ones, nevertheless it produces a 
condition of septum which effectively obstructs the airway 
and starts a deformity which tends to grow worse as time 
goes on. 

The  Type of these Defleetions. The angular deformity 
may be of several kinds:— 

(1) The angle may take the form of a horizontally-
placed V running upwards and slightly backwards with 
its apex at or about the junction of the vomer and cartilage. 

(2) The angle may take the form of a vertically placed 
V, the angle running from the floor of the nose upwards 
towards the orbit. 

(3) The deformity may take the form of an S, with 
limbs drawn out, obstructing the one nostril anteriorly 
and the other nostril posteriorly. 

(4) Finally, one may get combination of these. 	The 
double-angled deflection, i.e., with both avertical and hori-
zontal angle, is probably the commonest of all, though the 
long horizontal angle, probably due to development causes 
(high-arched palate, etc.), is almost as frequently met 
with. 

The horizontal angle, if it runs far back, may sometimes 
be seen in a posterior rhinoscopie examination, though this 
Procedure I have seldom had much result from in children. 

In the S-shaped deformities and sometimes in the single 
vertical angle deviations one sometimes finds the anterior 
end of the septum pushed bodily out into the nostril cor-
responding to the concavity as the free ends tends to grow 
in length. 

Manifestations. The chief trouble by which a deviated 
septum manifests itself is, of course, the presence of diffi-
cult. breathing. This need not, however, necessarily be 
constant. In some cases there is relatively a narrow 
pares when the inferior turbinate swells as is its function 
being erectile tissue. When the turbinate subsides, how-
ever, the breathing space is improved to some extent. At 
times, however, you may see a distinct pit on the septal  

mucous membrane due to the  pressure  of a  very  much 
enlarged turbinate, and in such a  case  one can be sure 
that there is intermittently almost complete obstruction. 
if the curve or deviation be S-shaped  the  difficulties of 
breathing  are  increased  very  much, and it is common for 
these patients to express that  sometimes  one nostril is 
blocked up and sometimes the other 'alternate obstruc-
tion." Other troubles  are  a degree of  deafness, which will 
defy all treatment other than the clearing  away  of the 
obstruction. It  is  a common complaint that deafness exists 
on the side of the posterior curve in the case of S curves 
due to enlargement, mare or  less  chronic, of the posterior 
end of the turbinate, and if  the  obstruction has not existed 
too long it  is  surprising to  see  how this posterior turbin-
ate enlargement subsides; sometimes, however, this too 
must be removed to get  a  good  result,  both as to breathing 
and hearing. For this purpose the T rake of Mr. Hughes' 
is about the best instrument devised  yet.  Loss of flesh is 
another of the troubles that  deviated  septum ensures 
sooner or later due to the continued mouth-breathing, the 
interchange of  gases  in the pulmonary alveoli being much 
retarded when the inspired air  lacks the  moisture that its 
passage through the nose would impart to it, following a 
well-known chemical law that dry gases diffuse through 
a membrane more slowly than moist  gases.  The net re-
sult is a deficient supply  of  oxygen to the tissues with a 
consequent lowered nutrition. Asthma and reflex cough 
are by no means uncommon,  especially  the latter. As to 
asthma, 1  have  had varying  results, several  being  cured 
by rectification of the  septal  abnormality, but two that I. 
recollect have not improved in the  slightest  except that 
their air intake has  been  rendered  easier  of accomplish-
ment. There  is  in  these cases  a marked liability to colds, 
especially when  there  are spurs in addition to the 
deformity. 

Cough and a continual hawking  are  troubles in the 
train of  a  deviated septum.  The  cough  is  frequently a 
morning cough due to  the secretion  draining backwards 
during the  sleeping  hours and  then being  discharged  by 
hawking or coughing on first  rising. 

Nasal headache  is another  of  the  ills that  is  caused and 
kept up by deviated septum. The  nose fails  to be properly 
ventilated and the  large  middle turbinates block up the 
opening, with the result that  the patient  suffers almost 
constant headache which  is  not  relieved  by glasses, 
though the ache  is frequently  referred to  the eye,  which 
is  at times  bloodshot froni  the pressure  on  the  ethmoidal 
branch  of the  ophthalmic  artery.  A  well -known pigeon-
shot, upon  whose septum  I  operated, has  stated that his 
vision  has very  much improved  since his  nasal breathing 
was  re-established. • 

Enlargement  of  the  posterior turbinate is a common 
end result of obstructed breathing and is not necessarily 
present only on the side of  the posterior  limb of S curves. 
I have  here a  good specimen of the so-called moriform 
body, which has been kindly  lent  me by Prof. Berry. This 
posterior turbinate enlargement  gives rise  to continued 
slimey mucus constantly  covering the  eustachian orifice 
leading to continued blowing  efforts  to  free the  nose. The 
constant  negative pressure  in  the  nasopharynx also is, I 
believe, a factor in eventually dulling  the  hearing. 

Nasal ('atarrli. —When a patient has for any reason a 
bad nasal catarrh, if chronic it is almost always 
due to obstructed breathing. At certain times the nasal 
orifice down its length may seem free, and the opinion 
might be formed that no turbinate enlargement is present 
despite the patient's story, and in such a case it is well 
to look for little festoons of mucus, which will assure the 
observer that the two surfaces have recently been in con-
tact, and as the turgescence subsides these little strings 
of mucus are left. 

This evidence seems trifling, but nevertheless it  is  true, 
and forms a most useful corroboration of the patient's 
statements. 

Anaesthetic.—As to the anaesthetic to be used there is 
some conflict of opinion. Mr. Hughes inclines to the sub-
mucous injection of a weak anaesthetic, and there arc 
certain advantages, the chief being that the  -strength of 
the anaesthetic can be much weaker, and the anaesthetic 
raises the mucous membrane very nicely. One disadvantage 
of this method, and I think he will agree with me, is, that 
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when the anaesthetic is applied over the external surface 
of the septum (on strips of gauze) there is a shrinking of 
the turbinates and tissue along the outer wall of the nostril 
as well as a very efficient anaesthetisation of the septal 
mucous membrane. This is of use as one gets a much 
better view of the whole nostril that one is working in. 
Its disadvantage is the necessity for using a stronger solu-
tion, but this can be rectified. I am in the habit of put-
ting the patient on a mixture of digitalis for a day before 
the operation, and a day or two after, to combat any 
cardiac depression of the cocaine employed. 

For healthy, strong adults I use a 20 per cent. cocaine 
solution in 1 in 10,000 adrenalin, for children of 10 or 12 
years a 10 per cent., solution of cocaine, and for inter-
mediate ages of a 15 per cent. solution. I have had pa-
tients complain of weakness, but not since using the digi-
talis beforehand. 

Technique.—In the case of adult males any moustache 
must be shaved off. 

The morning of the operation all hairs in the nostril 
must be carefully clipped off, and the anterior nares care-
fully swabbed out with biniodide or other antiseptic solu-
tion. 

In the case of very narrow nostrils or very pronounced 
deflection and obstruction there may be experienced some 
difficulty in packing the nostril with the gauze strips 
soaked in the anaesthetic, and in such a case I am in the 
habit of spraying the nostril first with cocaine solution 
to induce sufficient contraction of the nasal mucous mem-
brane to allow of the packing to be thoroughly done. The 
nostrils are then packed with gauze strips soaked in the 
anaesthetic and allowed to remain in situ for about half 
an hour, by which time the case will be sufficiently 
anaesthetised to begin. With a sharp small knife a 
small crescentic or L-shaped incision is made through the 
muco-perichondrium of one side of the septum, beginning 
high up, as high as the movable point of the nose can be 
raised, and extending downwards and forwards and then 
backwards and down to the floor of the nostril. This in-
cision goes through the mucous membrane and perichon-
drium down to the septal cartilage. The muco-perichon-
drium is then raised with an elevator, and carefully the 
elevator is pushed back, and working the handle up and 
down the membrane is raised on that side. (Fig. 6.) The 

Figure 6—Incision recommended in doing a case with a vertical angled deflection hue of 
flap going back to level of the angle on top of the ridge. Dotted line a.b. first 
cut right through mucoperichondriom and cartilage. 

value of the square or crescent incision is now manifest, 
as the flap can be turned back to enable one to carefully 
incise the white cartilage without perforating the oppos- 

ite side, and if a double crescent incision is made in the 
cartilage the piece can be pulled off the opposite muco-
perichondrium and the raising of the membrane be much 
easier started. This may seem a triviality, but it is really 
important in preventing the possibility of perforating or 
tearing the muco-perichondrium of the opposite nostril 
When once this is torn nearly opposite the first incision 
the future manipulations during the course of the opera-
tions are liable to accidently enlarge it with a resulting 
perforation. 

After the oval-piece has been removed from the cartil-
age the introduction of an elevator under the muco-peri-
chondrium of the opposite side is an easy matter and the 
membrane elevated. 

I usually work in the nostril having the concavity, but 
no rule can be laid down. It is easier, however, in certain 
cases where there is an acute bend, as will be exhibited 
later. A Killian's or other dilating speculum or retractor 
is now inserted, one blade under the muco-perichondrium 
and the other blade under the other, with the septum be-
tween, and after opening the blades a Foster Ballenger or 
Janson :Middleton forceps bites away the deviated cartilage 
quite easily. This should remove all the cartilage in most 
cases quite easily in a few bites and also some of the 
bony part of the septum. Particular attention must be 
paid to the removal of the bony parts near the floor of 
the nose, as if left it will prove troublesome, and as the 
maxillary crest is often of some thickness it encroaches 
unduly on the air space, and if left it cannot be called a 
successful operation. 

To make sure of getting the bone away one has to re-
member that where the cartilage joins the vomer there is 
a definite periosteal layer interposed between the cartilage 
and the bone, and to get at the periosteum well to peel it 
off the maxillary crest this periosteum has to be incised 
along the top of the wall and then gently peeled down 
off the wall on each side without severing its continuity 
with the muco-perichondrium. (Fig. 7.1 If an attempt is 

Figure 7  - Shewing elevator raising the mucoperiosteum from bony part of septum and 
cutting the transverse layer of tissue which intervenes between the cartilaginous 
and the bony parts of septum. Shaded part represents ca rtilage removed. The 
posterior part of cartilage shewing bite marks of the Janson-Middleton forceps. 

made to strip the covering down from cartilage to bone in 
one strip without cutting along the top of the wall a per-
foration is likely to result. By the aid of a mallet and 
chisel the bone is all cut and removed with forceps. 

It may be necessary here to introduce gauze strips to 
soak up any blood, so that one can better see what needs 
to be done. 

I cannot too strongly insist on the necessity of occasion-
ally taking out the Killian's speculum, or retractors, re-
placing the flap and examining closely to see if sufficient 
bone has been removed, as unless the membranes hang 
down well right to the floor of the nose the operation can-
not be said to have been completed. 

Having been satisfied that the bony obstruction has been 
all removed and the deviation in the septum all taken 
away the bleeding is all stopped as far as possible; the 
flap is replaced snugly against its fellow, a long Killian's 
speculum is passed in the cut nostril, and gauze packed 
far back corresponding to the area from which cartilage 
has been removed, the speculum withdrawn, whilst a probe 
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prevents the gauze from also being withdrawn. 	This 
Preliminary pack is now drawn out and its withdrawal 
assists materially in stretching the flap well forward to 
cover the whole surface. 

A permanent packing is now put in in a similar manner 
and the patient put to bed. 

So much for an easy case. A case with an acute deflec-
tion presents some difficulty. Here it is a mistake to 
attempt to raise the mucous membrane beyond the deflec-
tion before first removing the whole of the cartilage form-
ing the front limb of the angle (Fig. 8) as this is almost 

Figure  8—A. Diagram of getting round an angle. 	a.b. Flap raised up. 	Limbs of 
speculum sbewn  embracing  only theanterior limb of the angle. This anterior 
limb  is  to be removed before speculum can be passed so as to embrace the pos- 
terior limb.  B.  Little difficulty will be found in bringing the speculum in line 
with the posterior limb. 

certain to tear or perforate the mucous membrane on the 
convex side. 

If the front limb be all removed it is easy to change 
the direction of tote speculum to make them run parallel 
with the posterior limb, as since its cartilage has been 
removed the front limb has lost a great deal, or nearly all, 
of its rigidity, and is sufficiently pliable to be bent into 
a straight line with the posterior limb. 

You may notice that I have said nothing of the Bal-
langer swivel knife. I have given up the use of this in-
strument, as one is frequently liable to cut out a piece of 
cartilage too large to be delivered through the incision, 
and it is not an excellent instrument should there be any 
ossification of the cartilage. 

After  Care. I  contrive to make this of the simplest kind. 
After the operation is completed to my satisfaction the 
flap of mucous membrane is drawn snugly forwards and a 
long Killian's speculum put between it and the outer wall 
of the nasal fossa and gently expanded. A gauze strip is 
Passed down and any blood removed. A secure packing 
is now passed 'down and the speculum removed, the gauze 
Pack being then withdrawn the effect of this is, that the 
flap is gently pulled forward by the friction of the gauze-
Pack, and so smoothed out, as it were. A final dressing 
is now applied using, the speculum as before, but this final 
Pack is vaselined. Patient then put to bed for 12 to 24 
hours. This pack is left in a few hours only, provided 
there is no bleeding, and then removed altogether, and the 
patient is instructed to clear his nose by blowing into a 
handkerchief, but on no account to grasp the nose in doing 
so. 

• 	The next day, or when he goes outside, he wears a very 
light plug, chiefly in order to keep his fingers out of the 
nostril in which the wound is. 

Dangers. 
Perforation of the Septum.—This unfortunate accident 

has happened to me three times in a series of 47 cases 
operated upon: one of these was in the case of a full-
blooded youth who was bleeding rather freely, and the per-
foration was due to my own thoughtlessness in packing 
too firmly, but the pack was not all to blame. I had some 
difficulty with the bony part, and in trying to free the 
periosteum on the side opposite the incision I went 

through the sound mucous membrane flap. It happened 
to be, as is so often the case, just opposite the incision; 
the too strong packing folded in the flap at the edge and 
the perforation resulted. 

Another perforation that I met with was in a patient 
who had some time previously been cauterised over a spur 
and, as a consequence, the mucous membrane was very 
thin and atrophic over this part. This case was also my 
own fault, as with the history of the cauterisation (done 
in another colony) I made the incision in the nostril with 
the spur in, I elected to do it in the convex nostril, and I 
paid for it with the anxiety that blunder cost me. 

The third case of perforation that I encountered cost 
me many an anxious thought: it absolutely refused to 
heal up, and the whistling noise that it set up was most 
annoying to the patient—and to me. I finally got over the 
difficulty by making it a large hole instead of a small one, 
and he has not been at all inconvenienced since. 

These perforations teach one a great lesson of patience 
in taking the greatest possible care to peel down the 
mucous membrane,  and  I may say that the last case but 
one that I did had a mucous membrane of only veil-like 
thickness, which, I am sure, would have perforated were 
not great care and a considerable amount of time and 
patience expanded in raising it. 

Another danger, happily seldom met with, is hmmatoma 
between the flaps from incomplete stopping of the bleed-
ing. Occasionally a larger artery will keep on bleeding 
after the packs have been put in and will distend the 
septum. In my case the bleeding came from the lower 
anterior branch of the vomerine artery, near where it per-
forated at the anterior palatine foramen. 

Synechia.—Another danger which is not common is the 
development of synechiae where the flap is not properly 
kept away from the inferior terminate by inefficient pack-
ing, though, of course, this is not the usual cause of 
synechiae. 

I have one case now under treatment who had several 
synechiae after a sub-mucous resection of the septum. 

Falling  of the Tip of the Nose.—This is said to occur 
from taking too large a piece of cartilage away anterially. 
Personally, I have never seen it. 

Insufficient  Removal  of Bone.—This, I may say, is 
the sin of omission in this operation. It is very galling 
to be told that the breathing is not much better. It hap-
pened to me some time ago before I appreciated the fact 
that to do great good a vigorous application of the mallet 
and chisel must be made, and frequent inspections also to 
make sure that the bones are all removed and the mucous 
membrane hangs down well in a nearly straight line to 
the floor of the fossa. An old synechiae may be encoun-
tered near the floor of the nose, and when one thinks the 
job is complete it is well to inspect closely. I had one 
case like this where a probe went through a mysterious 
hole or track along the nasal floor. It was some time 
before I realised that it was really the tunnel left along 
the floor of the nose beneath a lower turbinate synechia. 
This specimen is contained in this dish, and you will see 
that for a youth of 17 quite a good amount of bone had to 
be  removed. 

One has to bear in mind that the thorough removal of 
bone gives the greatest chance of all of increasing the 
airway, and consequently it is the opportunity to be made 
the most use of. 

Scope  of the Operation.—I  believe that with practice a 
lot of it—cases as early as 9 years, can be done, especi-
ally if the anaesthesia be supplemented by light ether 
anaesthesia. In this connection I may also say that the 
instruments must ultimately be manufactured smaller. 
Most of the instruments manufactured are built for adult 
noses, and not too small for even them. 

I believe, also, that other conditions such as spurs will 
be removed efficiently by a complete sub-mucous resection 
of the septum. 

The usual method of removing a spur by incising along 
its crest, raising the mucous membrane and then sawing 
T think, less satisfactory than removing the whole thick-
ness of underlying bone by a sub-mucous resection of it, 
and as there are often other ridges and abnormalities 
where there is a spur, these also could be all cleared away 
by the larger operation. 
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THE STRONG IS THE JUST THING. 

The only certainty of victory in the face of any situa-
tion which may call for united professional action 
is to be quite sure that the weak points in our own posi-

tion are provided against. It is generally held that the 

most dangerous weakness lies in the presence of those 

who, from personal need, or less worthy motives, seek to 
stand outside any union and accept remuneration at lower 
rates than those which are determined upon by united 

opinion. Unfortunately, some such there will always be, 

but it is not from such as a section that any real danger 
need be feared. The public are not slow to recognise these 

irreconcilables, and although they may be used as tem-

porary embarassments to the aims of the larger body of 
the profession, no effective opposition can ever be based 

upon their services. Much more to be feared are those 
within our own ranks, whose native resolution becomes 
sicklied with the pale cast of thought, and who hang 
back from the fighting-line because they fear that in at-

tempting the greater they may lose the less. It is here 
that the need for cool, well-balanced, and bold, leadership 

becomes apparent. In any struggle, confidence in its lead-

ers is the first essential, and the wavering spirits may be 
relied upon to follow the banner that is strongly upheld. 

Most important of all it is to win the adherence of the 

strong, but, let us say, over-acquisitive, fighters, who, hav-
ing strength in one direction, are able to put up with and 
endure deprivation in another. Being strong, we can 

appeal to them to be generous and forego a little personal 
advantage for the sake of the common good. 

These are the three vulnerable points in our present 

position. The first may be ignored, the second can be 

strengthened by judicious counsel, and the third must be 

met with a spirit of compromise and concession in our own 

ranks and the frank recognition that in unity of action 

alone can we hope for those reforms which all are desir-

ous of living to see established. 

Aote5 anb Com:nnent5. 

able. Apart from the desirability of a uniform character 
in professional notices of change of address and kindred 
advertisements, there is a danger that the keenness of the 
modern journalist for a personal flavour in his paragraphs 
and the irrepressible activity of the camera fiend, may 
place medical men in conflict with the best traditions of 
medical ethics without their having realised the fact at 
the time of interview. The English practice is very strict 
on this subject, and it is probably the outcome of the long-
est experience. It is at the very beginning that the line 
must be drawn, for unless it be drawn there it becomes 
impossible at a later stage. 

The more the suggestion for local self- 
Autonomy 	government in Association natters is con- 

sidered the more its advantages become 
apparent. Without some such basis of union it would be 
impossible to establish any tribunal in ethical matters 
akin to the General Medical Council of the United King-
dom. At present there is no punitive power of any sort 
for professional offenders other than that exercised 
through the Central Council; and none at all in the case 
of those who are not members of the Association. When 
any matter involving the possibility of a punitive award 
arises under the present system it involves endless corres-
pondence, and drags on as interminable an existence as 
the celebrated suit of "Jarndyce and Jarndyce," which 
descended from one chancellor to another without ever 
getting nearer a conclusion. At the same time, it would 
be unwise to attempt any new or revolutionary pattern 
for local self-government. Some minor modifications 
might be advisable to meet local differences, but in the 
main the ideal and practice of the parent Association 
should be followed, the only new departure being that 
local decision should be final, or at least that a local body 
be created by whose verdict finality could be attained. 

* • 	* 

Owing to an unforseen accident last week 
A 
	

the final proofs had to be somewhat 
Correction 
	

hastily handled, with the result that mis- 
spelling was overlooked. For the most 

part nothing more terrible than misplaced letters hap-
pened, but one sentence in Dr. Montgomerie Paton's let-
ter was rather deformed. It should have read:—"The 
specimen of urine gave a very prolific growth of organisms 
of many kinds, bacilli and cocci.  Gram  positive and 
negative. There are some mobile organisms and a char-
acteristic odour of colon. bacillus. No T.B. on centri-
fuging." 

TfirtttO lifiebtcaY zwoctatton. 

* 	* 

V ICTORIAN BRANCH. 

At the July meeting of the N.S.W. Branch 
Advertisement a number of resolutions were submitted 

for adoption dealing with the attitude of 
members to announcements appearing in the lay press, 
and with the subject of undesirable professional advertise- 
ments in general. A very comprehensive list was drawn 
up ranging from announcements of addresses to the giving 
of testimonials for proprietary articles and the applica- 
tion for hospital appointments. It would be well if uni- 
formity in this respect could be adopted throughout the 
Association branches in Australia, and the scheme pro- 
posed appears to form a very reasonable outline which, 
though already tacitly followed, is not expressly enjoined 
by agreement. It is not implied that any very glaring in- 
stances of unprofessional appearances in this regard have 
occurred, but a certain laxity has been noticeable that 
might easily drift into something more actively objection- 

CLINICAL MEETING—Wednesday, July 19. 

Dr. W. Kent Hughes read a paper with lantern illustra-
tions, which will be published later. 

Dr. A. J. Trinca read notes of cases which will appear. 

ORDINARY MEETING—August 2. 

Mr. Hamilton Russell read "Some Cases of Osteoplastic 
Surgery." Many beautiful slides illustrated his re-
sults which, it is hoped, will be reproduced in a forth-
coming issue. 

Dr. Stanley read a paper on "Cervical Rib," which will 
appear. 

The papers were briefly discussed. 
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AUSTRALIAN BRANCHES. 

SO 11'H AUSTIL ILIA. 
The  retiring president,  Dr. W. T.  Hayward, sketched 

the history  of  the branch  in  a presidential address. 

NEN" SOUTH %VALES. 
Dr.  T. Fiaschi  read  a paper  on  "The Methodical Surgical 

Exploration of  the  Abdomen."  In necessary cases he 
makes  an incision  either in the upper or lower  longitudinal 
section a little  to  either side  of  midline and long  enough 
to  admit  gloved hand and  arm.  He  then examines every 
organ  in order, beginning with the  peritoneum and  end-
ing with  the pelvic organs, after going over  all  the upper 
abdomen. It might nòt occupy more than  3  to 6  minutes 
if  all  is  well. 

Dr. Chenhall read  a "New Method  of Operation for 
Haemorrhoids."  The pile carefully . exposed  up to  its 
pedicle  is grasped  in  slightly  curved  forceps, being care-
ful  to  have the blades closed just within the muco-
cutaneous margin, and their  points  in  main vessel in 
pedicle above.  Muco-cutaneous margin is made tense by 
drawing handle  of forceps towards lumen of bowel and 
may  be divided by  a clean-cut  knife incision  immediately 
behind the  forceps  to  depth of 1/2  inch. A  fine  round 
curved  needle  with No. 1 plain  catgut is  now  passed 
through both  sides nearly the  full depth of  incision, which 
is  then closed in  direction  parallel  with long  axis of  bowel. 
This  suture, when  tied, serves as a tractor separating 
tractor and  forceps, the  mucous  membrane now rendered 
tense, may be  divided  deliberately by knife in each side 
behind  the  forceps  blades. The sub- mucous  tissues may 
then  be  carefully  raised  or  divided. There  will  be little 
bleeding  if  cut  is  not in  one stroke. The next suture is 
now inserted. Using  in succession  each suture  as a gentle 
tractor, the same  proceedure  is repeated until the upper 
part of  the pedicle  is  reached. This, which contains the 
main venal, is ligatured with  No.  2 catgut, divided, tucked 
down and  buried in the end of the incision by a small cat-
gut  suture  which  closes  upper-end  of wound,  passing 
through  end  of  pedicle just beyond its ligature in the 
distal  side.  This  is most important, rendering pedicle 
additionally  secure.  A  long line carrying tied sutures 
marks  the site  of  the  original  pile. Chenhall claims much 
less post-operative suffering than  with  other methods. 

QUEENSLAND. 
Dr. T.  H. May read "A Case of Acute Yellow Atrophy of 

Liver."  P.I.  was a young man, æt. 23.  Previous  history 
very good.  Ill  altogether  about  twelve days before death. 
The symptoms were  at  first vague  and  considered as 
catarrhal  jaundice. Later they were acute,  and he  finally 
was comatose.  At  the autopsy the liver weighed 29 1/2 
ozs., the left lobe being very small. The  micro and  macro-
scopical  appearances of liver tissue were typical  of  the 
disease. 

Dr. Alex.  Marks read a paper  on  "Some Interesting 
Obstetric  Comparisons." The comparison was  made  be-
tween  Dublin  and Brisbane  on  several points. He thought 
the Rotunda method of  estimating post-parturient mor-
bidity more reliable than that of the British Medical As-
sociation.  Eclampsia showed much greater incidence in 
Brisbane,  e.g.  Rotunda  .35 per cent, Lady Bowen Hospital 
3.1 per cent. Deformed pelvis was very rare  in  Brisbane. 
He  could not  account satisfactorily  for  the fact of eclamp-
sia being nine times  as  frequent,  and more fatal,  than in 
Dublin. 

MELBOURNE PEDIATRIC SOCIETY. 

Discussion on Dr. Officer's Paper. 

Dr.  Kent  Hughes  said, with regard  to the  development 
of  the  deviation,  he was not much impressed with the 
theory  of  the  high-arched  palate  having  much  to do  with 
the deviation  of  the septum; there were so many high-
arched palates that had  no  deviation at all. The older he 
grew the  more convinced  was he  that  the habit  of  blowing  

hard  through  the nose  might  be  a contributing factor. As 
regarded the  operation itself, it  was  quite  easy  to get over 
the angle with a  properly curved instrument, and if an 
incision were made  more anteriorly, it would be found 
much easier  to do the operation. With regard to the use 
of anaesthetics, he  had used sub -mucous injections of 
cocain and  adrenalin and did the operation on both sides 
of the  nose;  he  thought one got  a  longer anaestheisation if 
required.  The most difficult part, of course, was the re-
moval  of  the  bony  spur,  which was a part nearly always 
left  undone  by  those who did  these  things indiscriminately. 
He  thought, however,  that unless  there was definite block-
ing of  the  nose,  it  was  not worth while trying  to get  away 
the spur. 

Dr. Webster said that the  Society  was  to be congratu-
lated on the very  fine  paper  read  by  Dr. Officer. He had 
been a real general  in the  way  in which he had marshalled 
his facts. There was one  point he wished to mention with 
regard to the mucous  membrane. He had  seen  men doing 
their first, second,  and third operations, and had noticed 
that the great  difficulty  was  to know whether they were 
stripping  up  the  mucous  membrane  or the muco-perichon-
drium.  You should  go right  through with the first incision 
on to  the bone. if  you  simply  strip up the mucous mem-
brane, you have perforations,  and  the  operation will never 
be doue.  When  you get  to the perichondrium it is a com-
paratively easy matter, he  said, to strip up the whole of 
it,  until  one gets to where the  spurs  are.  The beginner 
always made this mistake,  of just stripping up the mu-
cous membrane.  With regard to anaesthetics, he had al-
ways used either ten  or twenty per cent. cocain in adren-
alin, applied  on  strips  of  gauze.  The action of  the  anaes-
thetic  should  be  confined actually to the mucous mem-
brane and applied  on both  sides.  With regard to asthma, 
he had had one very  remarkable case of asthma practi-
cally cured by  the removal of a spur which  was  so devia-
ted into the left  nostril that one could hardly  get  a probe 
in any  way. It was  deviated so  much that for a long time 
he  hesitated  about doing any operation  at all. Eventually 
he  made up his mind  to  operate; it was very difficult, but 
the result  was  that  he had been practically freed from 
asthma, had  gone through one winter without bronchitis, 
and looked fifty per cent. better  in health. With regard to 
age, some  Americans had operated  on  children very  young, 
and  never seen  any  harm, but  others say  that one should 
not  operate too  early.  Another point was that sinking in 
of  the nose  could  not  always be  attributed to operation. 
He had operated  on  one  case  in  which there was sinking

-in of  the nose,  probably  due to traumatism. In one of Dr. 
Officer's  diagrams, there was an  adhesion between the tur-
binate  and  the septum.  These adhesions were not usually 
due  to injury.  He  did  not  think Dr. Officer should speak 
of  a  perforation  as  a disaster; he  (Dr. Webster) did not 
consider  a perforation  a very  bad thing. In conclusion, he 
believed  the  majority of the  cases  of  deviation of the sep-
tum  were due  to  traumatism, at any rate, the great  ma-
jority  of  deviations  of  the  cartilage  were  clue to trauma-
tism. 

THE VARIATION IN STETHOSCOPIC 
CARDIAC PHYSICAL SIGNS. 

WM. HY. SUMMONS,  M.I., D.P.H. 

(Out-Patient Physician  St.  Vincent's  Hospital; Clinical 
Assistant Children's  Hospital.) 

Any medical man constantly examining chests  in a 
children's and general hospital  must  have  noted the strik-
ing difference between the  physical  signs  of  the  heart 
diseases of children and  of  the same diseases  in adults. 
This fact has forced itself  upon  my  observation  ever  since 
I have been in attendance  at  these  hospitals. The explana-
tion. to my mind, resolves itself  into  one of  two hypo

-theses-neither children  with abnormal cardiac physical 
signs die before they make  their appearance at the adult 
hospital, or else  in  the meantime there is a change  in the 
physical signs. 
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In this brief paper I desire to state that (leaving out, of 
course, the consideration of the non-surviving heart cases 
of which there is a large number), first, the stethoscopic 
physical signs in heart cases clearly indicate great differ-
ences, and next, that whatever the original murmurs may 
have been the final stethoscopic sign is often simply a 
systolic murmur in the mitral area. 

If this be so, the murmur with the first sound in the 
mitral area in an adult case is only feebly interpreted by 
considering it as indicating a regurgitation of blood 
through the mitral valve. Further, I wish also to indi-
cate that this paper does not deal with cases originating 
in adult life, but entirely with those abnormal heart con-
ditions in children which have survived adolescence and 
appeared at the adult hospital. 

I shall quote only one typical case, but I am sure mem-
bers will be able to give details of cases that have come 
under their own observation. This case, I quote, was in 
the Children's Hospital, Carlton, suffering from acute 
rheumatism, and during the attack developed a heart 
trouble. The stethoscopic physical signs of which began 
with a systolic murmur in the mitral area, later a peri-
cardial rub developed, and a pleuropericardial rub in the 
second left interspace. After the acuteness of the trouble 
was over the physical signs were as follows: Heart: Apex-
beat just outside nipple. There was no thrill. A triple 
murmur (1, 2, 3) was audible over the heart, with at the 
apex the presystolic part of the 1, 2, 3. murmur, the loud-
est. After a long rest the child was discharged, and the 
condition noted as (1) acute rheumatism, (2) endoperi-
carditis. There can be no doubt but that there was an 
extensive pericarditis with an exopericardial inflamma-
tion producing the pleuropericardial rub. There was also 
almost certainly a mitral valvulitis with regurgitation, 
and perhaps later some adhesion of the segments pro-
ducing slight stenosis. The case went away and was lost 
sight of. 

The next picture of the case is that observed at St. 
Vincent's Hospital (Fitzroy). Without the previous re-
cord, scarcely anything abnormal would have this time 
been discovered on heart examination. The patient was 
not incapacitated on account of his defective heart. Heart: 
The apex-beat was in the nipple line, and with the first 
sound a short murmur was audible. There was no retrac-
tion of the chest-wall or epigastrium. 

This is by no means an isolated case, and other similar 
cases could be adduced. The point I wish, to emphasise 
is, that stethoscopic physical signs may give but slight 
indication of the actual condition of the heart or its 
previous history. 

CLINICAL NOTES ON PNEUMOCOCCIC 
MENINGITIS. 

BY A. V. M. ANDERSON, M.D. 
(Hon. Physician to Alfred Hospital.) 

W.W., a painter, æt. 48, married, was admitted to the 
Alfred Hospital on July 6th, 1911. 

He had not been feeling in good health for some time, 
but had been able to keep on at his work till Monday—
three days before admission. 

On the following morning he awoke with severe pain in 
the back of the head and nape of the neck, and remained 
in bed. He had been ill ever since, complaining mainly of 
intense headache, and, according to his wife's account, had 
been unconscious part of the day before admission, and 
on that day, too, marked deafness had been noted. There 
had been no vomiting and no ear discharge. 

On admission the temperature was 99.6, pulse 80, re-
spiration 28, blood-pressure 160. The tongue was dry and 
coated with a thick brown fur. The lungs and abdomen 
were normal. The apex-beat was in the 5th space in the 
nipple line, and there was said to be some roughtening of 
the first sound at the apex. The urine was of sp. gr . 1020 
and contained a trace of albumen. 

Patient was dazed and delirious and complained in-
tensely of headache. 

The biceps and supinator reflexes were absent, the tri-
ceps jerk faintly marked, ankle jerks active, as were knee 
jerks, the right more marked than the left. Plantar reflex 
flexor; abdominal superficial reflexes absent. No Kernig. 
Leucocytosis, 40,000. 

The cerebro-spinal fluid was turbid, and on micros-
copical examination was found to show a large number of 
poly morph leucocytes with myriads of extracellular diplo-
cocci. 

T1- ere was no optic neuritis, and Dr. Ewing found no 
abnormality on examining the ears and nose. 

Patient got quickly worse; left ptosis developed on the 
day after admission, and 24 hours later death took place, 
the temperature rising to 104.4 shortly before death. 

On post-mortem examination there was marked purulent 
inflammation of the meninges, at the base and over the 
convexities of the brain, and the ventricles contained 
an excess of turbid fluid. 

Spleen and liver showed the change to be expected in 
such an acute infection. 

There was early atheroma of the anterior mitral flap 
and a few patches of atheroma at the very beginning of 
the aorta. 

The kidneys showed toughness of the cortex with granu-
larity and some small cysts in the lelt kidney. 

There was a dense white patch of thickening on the 
pulmonary pleura two or three square inches in extent 
at the posterior part of the upper lobe of each lung; no 
similar condition of the parietal pleura. 

CORRESPONDENCE. 

Modern Midwifery. 
(To the Editor of the "Australian Medical Journal.") 
Sir,—It was with great interest I read an article on 

"Modern Midwifery" by Dr. Lendon in the "Australian 
Medical Journal" of July 21st. Anything written by Dr. 
Lendon is worth reading and commands respectful atten-
tion. As he mentions my nanie, I am sure he will not 
object to a little friendly criticism. 

On the question of albuminuria in pregnancy, he says: 
"If the examination of the urine made on the same occa-
sion (a month before full time) prove satisfactory, then 
I do not worry any more about my patient." If this is 
his usual practice, and if, as I infer from his article, he 
examines the urine for the first time "a month before-
hand," how does he propose to meet the case of patients 
who develop albuminuria perhaps several weeks before 
this date, or not until the last week or two of pregnancy? 
In the former case, grave ' symptoms almost invariably 
preceded by albuminuria, might arise before the patient 
presented herself, and in the latter case he might miss 
the albuminuria altogether until too late. No, with all 
respect, I urge the need for examining the urine, especi-
ally in primi gravidaræ, fortnightly during the seventh 
month, and weekly, or, if necessary, bi-weekly afterwards. 
This, to my mind, is the only safe way. Even then I 
acknowledge grave symptoms may suddenly arise, but at 
least we feel that we have done our best to meet the pos-
sible emergency. Still greater security could be obtained 
by daily examination of the urine during the last week 
or two, but this of course is only practicable in the case 
of patients who are waiting confinement in sonic public 
home. 

When a uterus is retroflexed in early pregnancy Dr. 
Lendon advocates, as is usually done, the use of a Hodge's 
pessary for 3 or 4 months. Possibly it may be the best 
method all round, even though it is objectionable to have 
a foreign body in the vagina during pregnancy. I used 
to adopt this method, but have lately given it up with 
satisfactory results in favour of requesting the patient to 
visit me for examinations weekly from the sixth week 
onwards, until the fundus is felt to be secure above the 
pelvic brim. 



On Saturday, August 5th, Dr. Murray Morton was enter-
tained at dinner at the Savoy Cafe by a number of his pro-
fessional brethren, the occasion being to mark their sym-
pathy with him in some recent litigation and their satis-
faction at the result. Mr. G. A. Syme was in the chair and 
Mr. A. L. Kenny in the vice-chair, while the gathering in-
cluded many others well known in hospital and private 
practice. 

Nurse Tucker, late of "Nansloe," Domain-road, South 
Yarra, has been appointed to the vacant position of bush 
nurse at Beech Forest, and will take up her duties almost 
immediately. Nurse Hurnall has been appointed to the 
Buchan centre, in East Gippsland, and will take up her 
residence in Buchan on August 13th, and the Panmure 
centre will be made within a few days. 

The year just closed is a record for St. Vincent's Hos-
pital, Melbourne. The report shows that 23,531 patients 
(distinct cases) have been treated at the institution dur-
ing the past 12 months. This is only 3,453 less than the 
Melbourne Hospital. Of this number, 2,347 were in-
patients, 17,637 out-patients, and 3,507 casualties. The 
financial position of the hospital in the maintenance ac-
count is not satisfactory. The overdraft at the bank is 
£ 5,745—an increase of over £ 2,000 during the past two 
Years. Unless the list of regular annual subscribers of 
£1 Is. is added to by the generous public, the work of the 
hospital will be an anxiety to the Sisters of Charity. 
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In occipito-posterior presentations, it is surely unlike 
him to treat rather lightly, and with apparent disrespect, 
the assertion made by myself that it is not a difficult mat-. 
ter to rotate the head, with the hand, under anaesthesia. 
To my mind it is the only justifiable method and one that 
I am perfectly confident Dr. Lendon, notwithstanding his 
statement to the contrary, can just as easily perform. I 
am much astonished that in such cases, and for the 
purpose of rotating the occiput forwards, he advocates the 
application of the forceps with the convexity of the blades 
forwards. It may be, and, no doubt, in his hands is per-
fectly safe, but might be dangerous, and as a lecturer, it 
seems to me that, in this respect, he incurs a responsi-
bility that should not be lightly undertaken. 

DAVID HARDIE. 
Brisbane. 

Modern English Cardio -vascular Teaching. 

In the "Quarterly Journal of :Medicine, 1911, iv. 301, 
Thomas Lewis replies to the criticisms passed on the 
interpretations of many of his published cases by Brock-
bank. [Quart. Journ. of Med., 1910, iii. 349.] 

He shows that some of the misunderstandings have 
arisen through elementary errors in the measuring of the 
curves by Dr. Brockbank, and that difficulties which do 
not really exist have been introduced by a want of appre-
ciation of the deductions which may reasonably be drawn 
from the facts ascertained by graphic curves. The greater 
Dart of the communication, however, is taken up by a 
very lucid exposition of the proofs that delay in the con-
duction of impulses along the auriculo-ventricular 
bundle may occur; and of the method of examination of 
the curves which is necessary to identify the various 
waves, and thus arrive at an understanding of the cardiac 
mechanism. 

The justice of Lewis' conclusions in the cases quoted is 
shown both by electro-cardiagraphic curves in similar 
cases, and by pathological examination in one of the cases 
under review, and the author enters an emphatic protest 
against the unfounded criticisms of those whose know-
ledge of the subject is not adequate to prevent their falling 
into obvious errors. 

H. H. T. 

GENERAL AND PERSONAL. 

T8rtttgIj Afiebtrat 250octatton. 
VICTORIAN BRANCH. 

NOTICES. 
Wed., Aug. 16t1í, 8.30 p.m.—CLINICAL MEETING. 

Mr. G. A. Syme will show: 
(a) Patient from whom a Sarcoma of the Thorax was 

removed under Tracheal Insuffiation. 
(b) Russell's Dilator for Cardio-spasm, and will read 

brief notes of two cases in which it was used. 
Other interesting cases will be shown. 

W.A. BRANCH: Third Wednesday in month. 
S.A. BRANCH: Thursday, July 27th. 
N.S.W. BRANCH: Last Friday in month. 
QUEENSLAND BRANCH: Last Friday in month. 

Wed., Aug. 16th, 8.30 p.m., Melb. Pediatric Society. 

EDITORIAL NOTICES. 

It is particularly requested that all literary matter. hooks 
for review, etc., be addressed to the Editor, Dr. Alex. 
Lewers, 65 Collins-street, Melbourne. 

The "Journal" now being a weekly medical newspaper, it 
is requested that notices and items of personal or 
general medical interest be forwarded to the Editor. 
Newspaper copy should be marked. 

All business communications and advertisement applica-
tions should be addressed the Manager, "A.M. Journal," 
Medical Hall, Brunswick-street, East Melbourne. 

Telephone 1434 Central. 

Notices of births, marriages, and deaths will be inserted 
on proper authority being furnished, at 5/ - per issue. 

Changes of address should be notified to the Honorary 
Treasurer, Dr. C. H. Mollison, 102 Collins-street, Mel-
bourne. 

Annual subscription (except to Victorian Branch), £1 ls. 

The President, Dr. R. H. Fetherston .  and one of the 
Vice-presidents, Dr. Beattie Smith, were present as visi-
tors at the meeting of the Ballarat division on August 
3rd. Dr. Fetherston spoke on matters of policy, and a 
general feeling in favour of autonomy was evinced, al-
though no resolution was submitted. The meeting was a 
large and representative one. 

The tragic death of Dr. Lloyd Gill has cast quite a 
gloom over the younger men of the profession, amongst 
whom he was more intimately known. Entering the 
Medical School in 1902, he completed a brilliant course, 
obtaining honours in all subjects in every year except the 
first and graduating in 1906 with a place on the Honour 
list, entitling him to a Resident post at the Melbourne 
Hospital. He subsequently held resident appointments at 
the Children's Hospital and the Infectious Diseases Hos-
pital, of which latter institution he was superintendent for 
a few months in 1909. On his retirement from that post 
he went abroad for 12 months; returning in 1909, he filled 
for a short time the position of Surgical Registrar at the 
Melbourne Hospital, and subsequently was for six months 
Assistant Demonstrator in Pathology at the University. 
From this post he retired at the end of May, intending to 
take a holiday for a few months and then to start in 
private practice. Of a retiring disposition and extremely 
kindly nature, a hardworking colleague and a sincere 
friend, his death leaves a blank in the hearts of all with 
whom he came in contact. 
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For the convenience of Patients, every Room is con- 
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Melbourne Hospital, Women's Hospital (Gynrecology), 
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"Are names," asks John Stuart Mill, "the names of 
things, or of our ideas of things?" 

We may either agree with Mill in his answer to this 
question, or may follow the dictum of his eminent prede-
cessor. 

It is certain, however, that scientific work in surgery, as 
elsewhere, must be preceded by clear and definite ideas of 
the things connoted by the names which we employ. 

The old lady, with a hazy conception of "the blessed 
word Mesopotamia," derived therefrom much comfort and 
consolation. An equally hazy conception, on the part of 
gynmcologists of such terms as perinteum and endometritis 
has brought upon her suffering sisters discomforts and 
trouble without end. 

The name perineum calls up the most varied mental 
images; conveying to some the idea of a skin area between 
the vaginal and anal outlets, and to others that of a wedge 
Plugging the  former canal. 

Such faith have I in the power of words that I prefer 
to speak about the perinmal body, and deal with lacera-
tions at (not of) the perinmum. Clear notions, about 
lesions and their repair can only be obtained from ana-
tomical knowledge. The perin mum is not a separate 
entity, but rather the meeting place of many of those 
important structures which go to form the lower and 
posterior segment of the pelvic floor. The space between 
vagina and rectum is occupied by muscular and fascia] 
layers, each of which contributes in a different way to the 
maintenance of the posterior vaginal wall. 

Muscular tension counteracts a downward thrust; but, 
if the force be increased, the elastic fibres are reinforced 
by the rigid fascial support. 

Without the fascim, the muscular elements would be 
over-stretched. Without the muscles, a constant strain 
on the fascim would thin them out, until their power of 
resistance failed. 

The most important of the muscles that form the vaginal 
floor are the levatores ani, (Fig 1. L—L), whose flattened 
sheets of fibres sweep down from the internal surfaces of 
the bony pelvis to unite, each with its fellow of the 
opposite side, in the midline. 

T 
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LACERATIONS AT THE VAGINAL OUTLET. 

By G. Horne, M.A., M.D., Hon. Surgeon Women's Hospital. 

The most anterior sections form a loop which passes 
between the rectum and vagina, which latter canal is 
drawn forwards and slightly upwards behind the pubes by 
the muscular contractions. 

The decussating fibres in the midline forni the posterior 
column or raphe (Fig. 1—R), which bulges into the vagina 
leaving a sulcus on each side. The pull of the muscles 
is forwards and upwards. This action should be borne in 
mind when the fibres are lacerated. 

The action of some other muscles is very prominent when 
a laceration involves them. Among these are the trans-
versi perinmi (Fig. 1—T-T), whose name aptly describes 
the direction of their retraction, and the sphincter ani 
(Fig. 1, S-S), whose fibres, attached to the coccyx (Fig.1-
Co.) tends to pull the anus (Fig. 1—A) backwards. 

Lacerations at the vaginal outlet are, practically al-
ways an accident of labour; and of so common occurrence 
are they that in less than half of all primiparm does labour 
leave the vaginal outlet absolutely intact. 

With careful management, usually about one-third only 
of these lacerations require treatment. The obstetrician 
whose average falls much below this, probably has more 
trust in nature than in his surgical skill for effecting re-
pairs. The man who has seen no perinmal lacerations in 
his practice can only be assumed to have neglected to 
prosecute the search for them. 

The posterior vaginal wall is so strengthend in the 
midline by the overlapping fibres, that a medium laceration 
is never seen in this part of the vagina; nor do the walls 
usually suffer. It is a rip down one or both of the sulci 
that usually commences the tear. 

At the outlet, the sulci have converged towards the 
centre. At this point the rent is first observed, and will 
open the tissues down the midline towards the anus. The 
sphincter fibres generally bar further progress; but, if 
these fail, the rectal canal may be split to a greater or 
lesser degree. 

When both sulci are torn the resulting wound will be 
shaped like the letter Y, whose arms represent the sulci 
with the stem for the external wound. (Fig. 2, Nos. I and 
II.) 

Of this formation there are many variants, the com-
monest being that where one sulcus only leads down to 
the outer rent. 

On account of the retraction of muscles all recent lacer-
ations assume, when the labia are separated, an irregular 
quadrilateral shape. (Fig. 2, Nos. I, III, IV). The 
sphincter ani pulls the wound directly backwards. The 
transversi perinmi make it gape from their tension on 
each side. In this they are helped by the levatores ani, 
which, in addition, retract the upper edge into the vaginal 
canal. (Fig 1; Fig. 2, No. I and II). It is important to 
remember this retraction as a suture passed from X to 
X will unduly narrow the introitus. 

The causes of lacerations are to be found in the relative 
size of the child's head, and in the rapidity with which it 
is forced through the lower vaginal canal. Some of the 
worse cases, however, are produced in breech presenta-
tions from faulty methods of liberating undescended arms, 
especially if the whole hand be passed into the vagina. 
An actually large foetal head is rather a rare occurrence. 
Far more common is a relative magnitude of the present-
ing part from malposition. The persistent occipito-pos-
terior position is the one that most commonly leads to ex-
tensive damage of the maternal soft parts. The condition 
is said to occur in about 1-5 per cent. of all vertex pre-
sentations. In a large practice in poorer suburbs I have 
found that this average can be multiplied by three; pos-
sibly because women who have had favourable confine-
ments trust themselves, after the first, to midwives; while 
the worse cases seek medical aid. 

A frequent and avoidable position is that of delivery of 
the head before it has accomplished complete rotation. 
The sinciput is here travelling down one sulcus, which is 
thus subjected to a concentrated strain that should be 
distributed over both sides. This gives the unilateral tear 
shown in Fig. 1 and Fig. 2, No. III.; and is by far the 
qommonest form of these accidents. 

This laceration at the perinmum can generally be dis-
covered at its inception, and then may often be averted. 
When the head is low in the vagina its recession, after a 
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pain, will be followed by a slight haemorrhage from the 
vagina. The blood cannot have a uterine source, as the 
head blocks any such flow. It can only come from a vag-
inal wound, and one of the sulci will generally be found 
to Have yielded to the advancing pressure. This rupture, 
which will later appear at the outlet as a "laceration of 
the perinæum, may sometimes be prevented if the head 
can be guided by judicious pressure into the more favour-
able position. 

Rapidity of delivery, and rigidity of the maternal soft 
parts are often responsible for the trouble; and no less 
than twenty-two methods of conducting a normal labour 
and "supporting the perinæum" have been proposed. The 
multitude of devices is a sure index to the futility of each, 
and any routine practice is doomed to give disappointment. 

Lacerations may and do occur in spite of our best efforts; 
but it must be recognised that there are many slight devia-
tions from normal mechanism which increase not only 
their severity, but also their frequency. Incomplete rota-
tion has been already mentioned. Just as dangerous is the 
slightest amount of extension, from obstruction to the 
advancing occiput by the anterior vaginal outlet. 

It is a failure to appreciate these considerations that 
help to make the use of forceps so prolific a cause. If 
the head be presenting normally and be not relatively large, 
forceps extraction should prevent rather than favour in-
jury to the mother. But its success depends upon follow-
ing the minutest detail of the normal mechanism. 

The insertion of sutures is so often esteemed a reproach 
to the obstetrician, that he is apt to be biassed in favour 
of leaving lesser grades of laceration. Each break of 
continuity, however, must be regarded as a danger spot, 
for the impossibility of rigid asepsis and the activity 
of the lymphatic system may make it the starting place 
of an invasion. 

But, even setting aside risks of infection, the time im-
mediately succeeding labour affords a unique opportunity 
for affecting repairs at the vaginal outlet. 

The over-stretched muscles exert a minimum tension 
and allow rest. Their lacerated ends have not yet re-
tracted, nor has atrophy so far attacked them. Above all, 
displacements, cicatrices and other sequel are still in 
the future. The smallest tear should therefore claim 
attention. 

The operation is best postponed until after the termina-
tion of the third stage. In all but the slightest cases an  

anaesthetic should be used to avoid hurry and inaccuracy 
from movement, as well as to spare the patient. It should 
be remembered, however, that vaginal sutures can be in-
troduced with practically no pain, and that only when the 
needle pierces the skin does the patient complain. 

The patient can be held in the lithotomy position by a 
two-inch roller bandage. This is passed under the back, 
crossing over the right shoulder and under the left armpit. 
The ends are fastened just below the knee round each leg, 
whilst the thighs are being flexed on the trunk. Clots are 
then sponged out of the wound, and a large plug of ster-
ilized gauze is placed in the vagina to prevent the field 
being obscured by haemorrhage from the uterus. The 
moisture incident to the condition will promote early ab-
sorption of catgut, unless that of formalin preparation has 
been employed. But even then, one or two reinforcing 
sutures of silkworm gut are generally demanded. 

The great difficulty to securing' coaptation of the parts 
is in recognising edges distorted by retraction of muscles 
and landmarks blurred by relaxation. 

The chief of these land-marks is the apex of median-
raphe. (R). 

If both sulci be torn, this will have retracted into the 
vagina (No. 1.) The sutures must bring down this apex 
to unite with the lowest of the carunculæ myrtiformes 
(C, C) on each side. These two sutures should be the first 
inserted, one on each side, and are of silkworm gut. They 
should be tied very loosely, as the swelling that will prob-
ably follow will make them cut into bruised tissues. (No. 
11.) 

If only one sulcus be effected (Nos. III. and IV.) the 
raphe will be less retracted, but will also be drawn to-
wards the uninjured side; and only one silkworm gut 
suture will be required. The edges will now gape but 
little and are approximated with deep catgut sutures 
which enter near the edges, pass below the wound and 
widely in a half circle on each side. (Fig. 3.). 

E  

If this latter precaution be neglected, the pressure of 
the suture will be greatest at the top and least at the 
bottom of the wound. The lower part will also be drawn 
towards the surface. This is because any string if tightly 
drawn around compressible objects tends to assume the 
shape of a circle, which figure, for its area, has the small-
est circumference. A dead space will result. A half-
curved needle should be used, as a fully curved one turns 
in towards the wound too quickly. It should be held with 
a needle-holder. (I use a Spencer Wells forceps, which 
also serves many other purposes.) The needle's point is 
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thrust deeply in before the wrist begins to turn giving 
the sweep of the. point under the wound. (Fig. 3, No. 3.) 
Interrupted sutures are preferable to a continuous one 
unless the wound be very small. 

Should the rectum be opened by laceration of the sphin-
cter, two other forms of suture are required. (Fig. 2, 
No. IV.). First the  two or three interrupted catgut sutures 
are passed to close the rectal wound. These should not 
be deep, and are knotted in the rectum. Deep silkworm 
gut sutures are then passed under the sphincter ends, as 
in No. IV, S-Z-S. 

After complete closure the vaginal plug is withdrawn 
and the external wound smeared with carbolized vaseline. 

Catheterization is not necessary, if care be taken to 
cleanse the surfaces immediately, and its risks should not 
be lightly undertaken. 

The bowels should be opened on the second day with 
castor oil, whose action is anticipated by an oil enema. 
An evacuation is then secured daily. 

Lacerations scientifically dealt with seldom fail to unite. 
Most of these injuries which the gynecologist is called 
upon later to treat have been made worse from the ostrich-
like method of shirking responsibility by denying the 
existence of trouble. 

ABSTRACT OF PAPER ON CERVICAL RIBS. 

W. STAPLEY, M.D. 

(Demonstrator of Anatomy, Vet. School, Melbourne Uni- 
versity.) 

The causes that determine the formation of cervical 
ribs in mammals are:— 

(1) Disuse of the upper limbs and neck for the purpose 
they were evolved, namely, quadrupedal progression. 

(2) Hostile impulses assailing the established mammal-
ian-neck-type. 

By studying the evolution of the neck it can be ascer-
tained that as the limbs descended the neck they became 
larger and stronger, and cervical ribs disappeared; and 
that as the limbs reascend the neck to form degenerate 
types they become smaller and weaker, and cervical ribs 
re-appear. 

During the study of ribs it appears that the prime 
function of a rib is to stiffen, and that in mammals this 
quality is applied to the thorax to make it an efficient 
apparatus for producing negative pressure. Without ribs 
the thorax is useless, without thorax the lungs collapse. 
The human lung has encroached on the neck; to meet 
this abnormal mammalian condition neck ribs are formed 
to make the neck pleural cavity e fficient. The constant 
occurrence of seven cervical vertebrae in the neck of mam-
mals makes mammalian neck study relatively simple. But 
the intimate functional association of ribs with upper 
limbs, lungs and heart, renders difficult the study of cer-
vical ribs. 

[Dr. Stapley then proceeded at some length to trace 
the evolution of the ribs, and noted the differences in 
various animal types.] 

He continued: Quadrupedal progression has been aban-
doned by those mammals that have cervical ribs. If the 
first ribs of man were straight the human lung would be 
beneath the upper border of the first rib. It is widely 
recognised that the human lung encroaches above the 
first rib into the neck; but it is not equally well recog-
nised that the vast majority of mammals have the apex 
of the pleura below the upper border of the first rib. 

In England some years ago a discussion took place on 
Costal Breathing, and the corset it was thought to be 
the cause of such breathing. There is much similarity in 
the causation of costal breathing and cervical rib, and it 

is to be sought in the wearing down of the demarcation 
of neck from chest. The hostile impulses induced by the 
erect position cause the lung to ascend in the thorax and 
to encroach on the neck. The lung apex, as migration 
proceeds, contains more and more lung tissue. Tha human 
lung compared with ordinary mammalian lung Is small 
at the base and large at the apex. The cause of costal 
breathing is transference of the functions of the lower 
to the upper thorax. Corsets are not the prime cause of 
costal breathing, but there can be no doubt that they 
intensify the condition. In a similar way, a frail young 
woman possessed of cervical ribs may suffer pain from 

_ the corset thrusting the lung upward and producing in-
jury to the pleura. Corsets do not cause the formation 
of cervical ribs, but they may be the cause of some of 
the painful symptoms that are associated with cervical 
rib. 

Luang in the neck demands cervical ribs so that the 
cervical pleura may become co-efficient with the thoracic 
Pleura. Until cervical ribs form the lung in the neck 
is impnrtectly inflated. Those necks that have the lung 
encroached upon them and yet retain considerable mo-
bility may make shift with a fibrous rib (the forerunner 
of the osseous ribs). Sibson's fascia may be related to 
fibrous ribs. 

The following changes have occurred in the human 
neck:- 

1. The bodies of the cervical vertebrae have been flat-
tened by the weight of the head, and therefrom it has re-
sulted that the neck has lost mobility. 

2. The erect position has caused the neck curve to be 
reduced, and the neck and chest to be brought into more 
direct line. 

3. Disuse of the fore-limb for quadrupedal progression 
has allowed the first ribs to have the maximum curve 
and the lung to partly emerge from the chest and to en-
croach on the neck. 

4. The lung being in the neck has set up impulses that 
have been constructive to neck ribs and hostile to mam-
malian-neck-type. 

5. Coincidentally, the nutrition of the upper limb has 
been reduced, and as the limb reascends the neck it be-
comes smaller and weaker. 

Because the encroachment of the lung into the reek 
occurs in an erect body that is suffering atrophy of the 
Pectoral limbs from altered use, cervical ribs are often 
associated with lateral curvature of the spine. Lateral 
curvature of the spine appears to be a serious complica-
tion of cervical ribs; it may throw a rib askew on the 
vascular or nervous supply of the limb. All the symptoms 
of loss of pulse, etc., that have been attributed to pres-
sure need to be reconsidered in relationship with the fact 
that as the limb descended the neck it became larger and 
stronger, and as it reascends the neck it becomes smaller 
and weaker. A neck that has developed a cervical rib 
marks the recession of the upper limb towards the head 
of the distance occupied by the cervical rib. 

Because the action of the scalene muscles in inade-
quately dealt with in current standard works on anatomy 
and physiology, it appears that the natural curve of the 
first rib has yet to be determined. It is quite possible 
that the curve of the first rib is accentuated by the 
scalene muscles. 

Holt, Diseases of Infancy and Childhood writes: "The 
type of respiration in infants is diaphragmatic, and it con-
tinues so until the 7th year, when the costal element be-
comes more prominent. The general shape of the thorax is 
cylindrical, the conical or dome-shaped of the adult not 
being attained until puberty.. The antero-posterior and 
transverse diameters are nearly equal in the newly born, 
but after the third year the transverse diameter is always 
greater, the difference increasing steadily up to adult life." 

"During the first year the apex beat is usually 
found in the fourth intercostal space; from the first to 
the seventh year it is found with equal frequency in the 



50 	 AUSTRALIAN MEDICAL JOURNAL. 	 August 19, 1911. 

fourth and fifth spaces; after the seventh year it is 
usually, and after the thirteenth it is always, when normal, 
in the fifth space. The relative size of the heart is 
slightly greater in infancy than in later life. In the 
infant the heart is placed somewhat higher than in the 
adult." If the heart descends in the thorax the lung 
probably has a corresponding rise—the rise of compensa-
tion. 

Owen draws our attention to the fact that the human 
pericardium is firmly attached to the diaphragm. Such 
an attachment must have far reaching effects in the 
human thorax. The heart must remain where it is at-
tached when lessened use of the limb allows the upper 
thorax to expand, by the removal of lateral pressure, and 
naturally lung ascends to fill the expanded upper thorax. 
The effect on circulation must be far reaching. The 
reduction of upper limb that occurs with the development 
of the cervical rib must be considered in relation with 
the general fact that as the limb reascends the neck it 
becomes smaller and weaker, and with the special fact 
that the human pericardium is anchored to the diaphragm. 
The causes that give rise to cervical ribs have been 
operative ever since man acquired the ability to walk 
erect. Here and there is observed a bankruptcy of the 
fixation impulses, and the appearance of cervical ribs. 

Purves Stewart says: "Curiously enough, the symptoms 
(of cervical ribs), if they occur, rarely begin before adult 
life." 

Analysis of the conditions associated with cervical ribs 
clears up the strangeness. Holt is of opinion that 
the type of respiration in infants is diaphragmatic, 

and it continues so until the seventh year, when 
the costal element gradually becomes more and 
more prominent." Symptoms from cervical ribs are 
unlikely until the upper thorax comes into play. 
Morris states: "The epiphysis of the rib fuses at 23 inches. 
Symptoms are likely to develop as the rib attains its full 
stiffness. The Thymus Gland is between the first ribs of 
children, and whilst the thymus is there the lung cannot 
be there also. The tissues of the thorax of the child yield; 
it is difficult to produce rib symptoms in yielding tissues. 
Cervical rib marks the recession of the upper limb to-
wards the head, as that recession occurs the limb shrinks 
from lessened nutrition, and therefore a weak limb that 
is associated with cervical ribs cannot stand the work 
that a normal limb endures without fatigue. For fighting 
the hostile impulses created by the erect position man-
kind depends upon the fixation impulses that are renewed 
during the brief crawling period of infancy. Games that 
are designed to implant into the neck fixation impulses 
should be inaugurated amongst children, so that later in 
life the hostile impulses may meet a bulwark of fixed type 
on which they may spend their force without their pre-
sence becoming manifest in structure—such as cervical 
ribs. 

The inauguration of such work belongs to preventive 
medicine or the preservation of public health. Here and 
there the human neck is suffering from exhaustion of its 
fixation impulses which have been worn down by the 
hostile impulses engendered by the erect position. There 
appears no reason why fixation impulses should not be 
implanted in the neck by educational methods, and I hope 
that this question of cervical ribs may serve to open out 
the very much wider question of the establishment of a 
rational system of physical education, whereby the human 
body will receive that attention it richly deserves and 
needs. 

A CASE OF TUMOUR OF THE SUPRARENAL 
CAPSULE. 

A. S. TRINCA, M.D. 
(Clinical Pathologist to Alfred Hospital.) 

L.M., aged 3 years—a fairly healthy, well-nourished boy 
admitted to the Alfred Hospital on 23/5/11, because of 
having fallen on a log of wood two days ago which caused  

severe abdominal pain at the time and more or less ever 
since. 

He vomited once an hour after the accident, the bowels 
have not been open, and the urine was "muddy" for a 
while. 

He appeared well up to the time of the injury, and had 
not any previous illness. 

On admission, the boy was flushed, somewhat anæmic, 
with temperature 102.4, pulse 132, and respirations of 48 
to the minute. The abdomen presented fair respiratory 
movement, with a noticeable bulging of the left side. This 
latter was caused by a rounded, smooth and firm, some-
what tender tumour filling the left costo-iliac space, and 
with a sharply defined margin encroaching on the abdo-
men to near the outer edge of the rectus. There was no 
loin bulging, the mass was dull on percussion, without 
showing colon resonance over its surface ,  and was only 
slightly moveable from side to side. 

Heart and Lungs were clear. 
Urine showed no blood and no albumen. 
Bowels were opened by enema. 
As he showed no urgent symptoms, it was decided to 

keep the child under observation for a while. For three 
days the evening temperature remained betwen 102 and 
106, but the colour remained good, and  there was little 
complaint of pain. The urine did not contain any blood. 
There was a lencocytosis of 18,000. Sarcoma of the left 
kidney was diagnosed, and Mr. Buchanan removed the 
growth through a transperitoneal incision near the left 
semilunar line. The tumour was found to be retroperi-
toneal, and without adhesion to other abdominal organs. 
After stripping back the peritoneum it was delivered with 
difficulty, necessitating an extension of the incision at right 
angles to the original one. The pedicle was tied with silk, 
and a rubber tube, introduced through a loin stab incision, 
drained the retroperitoneal pouch. 

The temperature immediately fell to normal, and the 
child made an uneventful recovery. 

The specimen consisted of an oval mass about 4 1/2  inches 
long by 31/2 inches broad, attached to the inner and an-
terior portion of the left kidney, and covered by a capsule 
common to it and the kidney. 

Externally, the whole surface of the mass was dark red, 
almost black from recent hemorrhage, which had separated 
the capsule from the whole growth and portion of the 
kidney, and remained as a dense, firm clot. 

On section, the tumour was flesh coloured, of homogene-
ous appearance and fairly fi rm. The kidney was com-
pressed from side to side, had well marked foetal lobula-
tion, and was separated from the neoplasm by a dense 
septum of fibrous tissue, 2-3 mm thick, there being no 
invasion of kidney substance by the growth. 

Microscopically, the tumour was found to consist of 
rounded dilated spaces lined more or less completely by 
epithelium, some of which was definitely columnar, other 
areas showed cylindrical columnar ovoid cells resembling 
somewhat cortical adrenal tissue. In between was a dif-
fuse infiltration of the latter cells amongst which were 
loose red corpuscles and blood spaces with indefinite walls. 
Some of the lymph spaces in the fibrous septum between 
the growth and kidney contained large loose tumour cells, 
and others showed great activity of the lining endothelium, 
with areas resembling endothelioma. 

The kidney structure, except for signs of compression 
and slight fibrosis, was fairly healthy. 

From a surgical point of view, this case was noteworthy 
because of the great improbability of meeting a growth 
sufficiently large to cause a prominent abdominal tumour 
and yet originating in the adrenal gland. 

The high temperature, also, which apparently began 
with the injury and disappeared after the operation, was 
probably due to absorption from the blood effusion beneath 
the tumour capsule. 

There is at present no sign of metastasis, but, as will 
be seen, the microscopic examination renders the prog-
nosis very unfavourable. 
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THE BLOWING OF TRUMPETS. 

On one side of the Atlantic it seems to be the highest 
summit of medical ambition to have achieved the publica-
tion of a book. The more size and weight the publisher can 
impart to the volume the better pleased apparently are 
both author and reading public. On the other and older 
side of the world, the craving for authorship is not so 
keen, but there exists a real yearning to stand in the lime-
light as the inventor of a "cure." 

The invention of the cure is in itself a most laudable 
occupation, but the methods of placing the results be-
fore the public and profession have become almost ridi-
culous. They would be entirely absurd but for the dan-
ger, actual, as well as potential, of creating needless dis-
appointment and quite avoidable disaster. The recent 
introduction of Salvarsan is not free from this reproach 
of wrong method. Admitting that Salvarsan has novel and 
original qualities, and does exert a profound in fluence 
upon particular disease processes it was tacitly launched 
upon its career as a "cure" for syphilis with the apparent 
approval of those who ought to have known better. More 
actively objectionable is the quite recent claim made for 
an alleged radio-active iodine compound as a "cure" for 
consumption. Portraits of the discoverer appear in 
the illustrated papers before even the precise for-
mula of the remedy has been supplied and certainly be-
fore any adequate report of its results are forthcoming. 
It is no part of our intention to suggest that either re-
medy may not be efficacious, but it is nothing less than 
our duty to point out that to put them forward in the first 

instance as "cures" is opposed to the true spirit of scien-
tific progress. 

The "booming" of remedies in this manner is partly 
possible by the attitude of the public and partly by the 
action of the medical profession itself. The word "cure" 
appeals very strongly to the public ear, and it is often suffi-
cient for one or two sufferers to imagine themselves cured 
to give any method a reputation. Medical men always 
exhibit a strange dislike to running counter to the public 
wish. If a "cure" is to be made each individual practi-
tioner likes to be the man to make it, and so the patients 
request for the employment of new ideas is indulged, al-
though in his heart the practitioner knows that "cures" 
do not exist, in which there is no flaw, and no possibility 
of disaster. 

It is difficult to see how the objectionable feature can 
be effectively removed. Probably no regulation could ac-
complish it. Apart from a more dignified reserve in the 
Professional attitude there seems little hope of betterment, 
and that reserve would be more speedily attained if it 
were kept ever in mind that each disease is so many-sided 
as to preclude the term "cure" being applied to any me-
thod or medicament in the sense that the remedy will 
always triumph over the particular aspect to be dealt 
with. 
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That the sanatorium treatment of 

	

Sanatorium 	consumption has notably failed to 

	

Treatment. 	fulfil the expectations indulged in 
upon its introduction may be ad-

mitted. At the same time it must be confessed that those 
expectations were unreasonably inflated both inside and 
outside the medical profession. A very timely and well-
considered review of the value of sanatorium treatment is 
contained in the "Lancet" of July 15th. The following 
sentence is very near the whole truth:—"If sanatorium 
treatment has not hitherto met with universal acceptance 
as efficacious in a campaign against consumption, the mis-
trust is due to a number of causes. In the first place, the 
majority of existing so-called sanatoriums are inefficient, 
and the treatment given is not `sanatorium treatment,' but 
a treatment in an institution labelled a sanatorium, and 
consisting of little more than fresh air and abundance of 
nourishing food, but without adequate medical supervision 
and the necessary regulation of Test and exercise. The 
results obtained by these inefficient sanatoriums have 
been regarded by the public, and by many members of the 
medical profession, as the results of efficient sanatorium 
treatment, and have done much to discredit it. The se-
cond reason is that sanatorium treatment has been asked 
to do the impossible, and has been regarded in some quar-
ters as sufficient in itself and as a certain cure for every 
case of consumption." Other contributing factors are men-
tioned, but we are in entire agreement with the wording 
of the first, beyond which it is scarcely needful to look. 
The report is signed by Clifford Allbutt, Lauder Brunton, 
Arthur Latham and William Osler, and we do not know 
any four names that would lend greater weight to such 
an opinion. 

The report of the South Australian 
Lunacy. 	Hospital for the Insane is a compre- 

hensive document in which many 
statistical tables of interest are carefully compiled. The 
total of cases under treatment during 1910 was 1292, and 
the table showing the ratio of persons of unsound mind 
to the general population shows that since 1877 there has 
been a slight but gradual increase from 2.01 per 1000 in 
the former year to 2.42 in 1910. This increase is obser-
vable in all the comparative tables given, which include 
England and the remaining Australian States. The Eng-
lish totals show a rise from 2.69 to 3.61. Victoria for 
some reason has always had a bad pre-eminence among 
Australian communities, and its figures here given show 
a rise from 3.15 to 4.05. Life is apparently less strenu-
ous in South Australia than in any of the other States, if 
we may judge by the statistics of incidence of insanity in 
this report. 

	

* 	* 	* 	* 

The Director of Federal Quarantine is 

	

Quarantine. 	about to make a tour of the world to 
study the latest developments of quar-

antine departments in the old-world centres. No doubt 
Italy will be included in the itinerary, where quarantine 
regulations may be studied in their most ancient applica-
tion side by side with other still more ancient methods of 
staying the progress of epidemic disease. It is a some-
what noteworthy fact that the nation which more than any 
other goes down to the sea in ships should have discarded 
all these ancient regulations and reduced quarantine to 
the minimum of inconvenience with the maximum of effi-
ciency. Great Britain, with a teeming population, can af-
ford to abolish quarantine owing to the excellence of her 
inland sanitary organisation. We have before now ob-
jected to the Federal Quarantine department as a costly 
mistake, and to spend more money in elaborating its ma-
chinery is merely continuing to work from the wrong end. 
Unless the inshore organisation is capable of handling 
epidemics, the public health will always be in peril. To 
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give the public an idea that any coastal inspection of 
shipping is a safeguard against disease is to waste both 
time and money. The Federal Quarantine department has 
not so far been inspiring, and to multiply its officials does 
not promise any greater smoothness of working in its 
operation. 

PRELIMINARY REPORT ON A CLINICAL 
AND BACTERIOLOGICAL INVESTIGATION 

OF INFANTILE DIARRHOEA. 

R. L. FORSYTH, M.D. 
(Clinical Assistant to OW-Patients Children's Hospital, 

Melbourne.) 

In October, 1910, 1 was given, through the Wilson Trus-
tees, an opportunity of investigating the Bacteriology of 
Infantile Diarrhoea. 

With a good supply of cases at the Children's Hospital, 
Melbourne, and with the aid of the Residents and nurses, 
everything was favour4ble to thorough and successful 
work. With all these favouring circumstances it was un-
fortunate that the season was a bad one for my purpose; 
the summer was comparatively mild, and although with our 
wealth of material in the Out-Patient Department there 
was no lack of cases, they were not the most promising 
from a bacteriological point of view. 

It is to be supposed that a severe acute attack, examined 
early in its course, would be the most likely to yield 
signs of a pure infection. This class of case was compara-
tively rare, most of the cases being tedious chronic or 
sub-acute disturbances which were unlikely to be pure 
infections at this late stage. 

So many factors have to be considered that I find it hard 
to tabulate my results; chronic malnutrition, mild rickets 
and severe specific infections often obscuring and com-
plicating the symptoms of infection. 

Before proceeding to describe bacteriological methods 
it would be well to review our reasons for supposing that 
an infection is present in these cases. When a previously 
healthy child, thriving well on a certain food, commences 
to vomit and pass frequent motions, we have, in the light 
of our present knowledge, three explanations:— 

(1) It is easy to imagine such symptoms being pro-
duced by direct mechanical or chemical irritation compar-
able with arsenical poisoning, and some cases where the 
food is clean bacteriologically—having being boiled, 
though loaded with toxins—come under this head. These, 
however, if uncomplicated, soon right themselves. 

(2) We can also ascribe certain cases to a metabolic dis-
turbance, hiding much ignorance behind the word 
"Metabolism." In these cases the vomiting and diarrhoea 
are nature's eliminative e fforts, the body striving to get 
rid of toxins formed in the process of digestion, which 
through overfeeding or obscure functional disturbance, the 
liver has failed to render innocuous or the kidney to ex-
crete in the normal manner. Unfortunately on this side of 
the question the difficulties yet to be overcome by the 
bio-chemist are so enormous, and the facts to reason from 
so few, that our imagination is allowed full play. 

Our clinical knowledge of metabolic disturbances in the 
adult is limited to the recognition of their excreted by-
products. Uraemia, diabetes, acidosis, are only studied 
when severe and their minor manifestations are apt to be 
ignored scientifically. Thus an attack of diarrhoea and 
vomiting in the adult is attributed to overeating or un-
suitable food, and being easily set right we may not pause 
to consider to what extent the malaise is due to abnormal 
toxins allowed to reach the higher ,centres by disordered 
metabolism. We may also overlook the possibility that in 
the child, unused to intestinal insults, and intended by 
nature for a uniform food supply, the organs may not be 
so capable of dealing with sudden emergencies. 

The practical question as to which class of food stuff is 
most likely to disturb is still unanswered satisfactorily. 

Encouraged, perhaps misled, by the fact that sugar is oc-
casionally detected in the urine in infantile diarrhoeas, we 
may be too ready to blame the carbohydrates. They are 
certainly the simplest chemical and theoretically the least 
likely to produce poisons during metabolism. As far as 
we know carbon-di-oxide, marsh gas, and alcohol are the 
chief by-products, and the excretion of a slight excess of 
unchanged sugar does not seem to irritate the kidney. With 
the fats the fatty acids may be more toxic, but in the 
proteid metabolism we meet the peptones, albumoses, and 
amino-acids generally, which are known to be highly toxic. 

Let us now marshal the physiological facts concerning 
these amidogens: They are the normal end-products of 
digestion, and are also produced by sonic at least of the 
intestinal bacteria; therefore we may expect then to be 
plentiful towards the end of the small intestine and in the 
colon. 

They are not normally detected in the blood and their 
introduction into the blood stream gives toxic symptoms. 
An animal may be fed on these and no other nitrogenous 
material, and still maintain nitrogenous equilibrium; 
therefore they are capable of being changed as they pass 
through the intestinal mucosa. 

if, however, the intestinal mucosa of such an animal be 
abraded, they are absorbed unchanged and give toxic 
symptoms. 

Clinically, if we inspect a few diet charts we must be 
struck with an absolutely monotonous chain of events in 
the treatment of chronic diarrhceal cases. The child is 
put on some starchy food, the vomiting ceases, the stools 
lessen, the weight continues to fall slowly. The physician 
noting the improving stools and the falling weight, adds a 
little milk or plasnon, and in the course of a day or two 
the child is again vomiting and the stools increasing. At 
this stage the intestinal mucosa is badly abraded; this 
need not amount to ulceration. As long as the delicate cell 
lining is involved or even rendered functionless, it is pos-
sible that the products of digestion may be absorbed un-
changed, producing a toxic diarrhoea which further 
abrades the mucosa, and so on in a vicious circle giving 
us the typical case—seen so often—of a diarrhoea dragging 
on through three or four months, wasting in spite of the 
ingestion of plenty of food and slowly dying. 

(3) At least in the acute cases it seems more reasonable 
to blame an infecting agent. 

Let us presume an infection to be present and compare 
it with such infection in an area, the bacteriology of which 
is less obscure. An infection of the lung gives cough, ex-
pectoration, pain, temperature and, if severe and wide-
spread, cyanosis. These symptoms are more or less com-
mon to all infections. We do not attempt to make a clinical 
entity of cough, nor should we attempt to class all cases 
of diarrhoea together. 

The expectoration is the mucus from an inflamed mu-
cosa. If vigorous cough is present specks of blood will 
appear. In a certain specific infection—pneumonia—this 
sputum is characteristically a blood-stained, jelly-like ma-
terial easily recognised, but not always present. 

In the intestine the stool is the analogue of the sputum. 
Disregarding the more or less digested food present it con-
sists of mucous and blood specks which are an accident 
depending on the disease's severity and the child's vigour. 
In certain specific infections—infantile dysentery (Shiga 
or Flexner Bac.)—we may get a blood-stained jelly which 
is fairly characteristic but not always present. 

The cough and dyspnoea exhausts the ordinary respira-
tory muscles, and give us the excitement of the accessory 
muscles. In the intestine the effects at expulsion exhaust 
the intestinal muscle and give us paralytic distension. 

The cyanosis may be compared with the wasting, both, 
signs that the function of the organ is seriously disturbed. 

The temperature may be severe, continuous, and run a 
characteristic course as in pneumonia, or in the intestine, 
typhoid; or it may be irregular, slight even in the pre-
sence of a severe infection, or indeed sub-normal. These 
vagaries of temperature are seen in the many bronchopneu-
monias of childhood and may be compared With the 
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atypical temperatures of dysentery, sprue, and many of 
the infantile diarrhoeas. Typically, an acute diarrhoea 
shows a fairly high but intermittent temperature for two 
or three weeks, and it there .may fall and continue normal 
without any great improvement of the symptoms. 

In many of my sub-acute cases, although no tempera-
ture was noted in the wards, it was almost certainly pre-
sent during the first few days of the attack. At the time 
of examination these are comparable with those lingering 
cases of dysentery which may be exteremely ill but show 
little or no rise in temperature. 

It is therefore quite plain that blood in the stool, marked 
distension, progressive wasting, of temperature, are all 
incidents which may occur in many intestinal diseases. 

Moreover, with a nasopharynx loaded with a variety of 
germs and a mucosa exposed to constant insults from the 
temperature changes, irritating fumes, and foul air, we 
may expect many bacteria to attack the lung, and in pro-
longed cases mixed infections are almost the rule. So 
with an intestine where a smear of even a normal stool 
shows innumerable bacteria, where it is constantly ex-
posed to foul food, we have no right to expect one infecting 
bacillus. 

In an influenza) epidemic we may isolate the influenza 
bacillus from the sputum repeatedly, but most fatal cases 
will show the results of a mixed infection. 

So in an epidemic of diarrhoea the Americans have iso-
lated the Flexner bacillus in 63 per cent., but the worst 
symptoms of these lases may have been due to other 
infections. 

The difficulty of our examination at once becomes ap-
parent. We must attempt first an examination of all the 
virulent intestinal bacteria without any idea of what 
they are like ,and with no satisfactory distinction between 
saprophytic and parasitic organisms. 

The splendid work done under Flexner's direction—car-
ried out by many bacteriologists over a wide area during 
1903 and 1904—was obviously not an attempt to investigate 
the intestinal flora of these cases; it was a direct attempt 
to prove the presence of the one bacillus in every case, 
and although controlling investigations tended to show its 
absence from normal cases it is not reasonable to suppose 
that this bacillus was the only, or even the initial factor in 
all their cases. 

Roughly, their method was to dilute the stool, plate it 
out in varying dilutions, on agar, using an enormous num-
ber of plates, and pick up any colony like the Flexner 
B. For its final indentification they depended on its agglu-
tination with a strong anti-dysenteric serum (produced by 
injecting dead and living bacilli into the horse). This was 
satisfactory insomuch as they seldom failed to get a germ 
Which would agglutinate even in low dilutions. But sub-
sequent investigation soon proved not only that Shiga ba-
cillus agglutinated with a "Flexner" serum, but that other 
bacteria whose cultural reactions differed far more widely 
than these two, would also give some considerable agglu-
tination. 

Agglutination against the patient's own serum, looks at 
first much more promising. We accept a positive "Widal" 
With some confidence, and if the child's blood will clump 
the bacillus in question we have some reason for supposing 
that it is at least one of the attacking germs. 

This was done by some of the American investigators, 
but was not the rule; it was found to be open to many 
objections, and Flexner warns us against putting any 
great trust in it. (I should like to point out that this 
criticism of the American work is Flexner's own). 

Even the above brief account of the American work 
shows the difficulty of the future work. If the trouble was 
due mainly to one infecting agent, our course would be 
simple. Agglutination with the patient's own serum or 
the use of the Bordet-Gengou phenomenon (comparable 
with Wasserman's reaction) would soon discover it. 

Morgan, working in London, attacked the problem in a 
more open-minded way. Making use of McConkey's work 
he investigated the non-fermenters of lactose. Working 

systematically and looking for no special bacillus, he 
found his No. i bacillus in 43 out of 92  cases.  In only four 
cases were bacillus discovered which had any resemblance 
to Flexner's. Morgan's No. 1 bacillus proved pathogenic to 
animals, present in almost 50  per  cent. of  the  cases, absent 
from normal  cases,  but although an enormous amount of 
work was done in testing the agglutination against the 
patient's serum no satisfactory results  were  obtained. 

With the work before me and Dr. Bull's guidance I com-
menced an investigation, the methods of which 1 wish to 
publish. 

If any result  is  to  be  obtained it is unlikely to be ob-
tained by a  solitary  investigation; a little work here and 
there in  the  hospitals would  be  of immense value if only 
confirmatory or critical. In dealing with bacillus coli 
commuais, typhoid and their allied  types,  it is found that 
when grown on media containing various sugars, some 
ferment  these  and some do not. It is also noticed that the 
bac. coli communis, the commonest intestinal bacillis grow-
ing on ordinary media, ferments lactose producing lactic 
acid and gas; whilst typhoid, Shiga (dysentery), Gaertner, 
Schottmueller (para typhoid) and many other pathogenic 
organisms; in fact, most of the already discovered virulent 
bacilli do not ferment lactose. 

Therefore,  if  you will allow us to  presume  that the in-
fecting  agents we are  looking for are among this class, the 
work is  greatly simplified;  and although  we  may not be 
justified in this presumption  we  can at least hunt in one 
direction  before  venturing in others. 

In this search  we use 1\1cConkey's medium. It consists of 
peptone  water,  agar, bile salts (which inhibit the growth 
of many air-borne organisms), lactose and neutral red. A 
fermenter growing on such media will act on the lactose, 
producing lactic acid, which will turn  the  neutral red to 
purple, giving a red purple colony. The non - fermenter 
colony will remain white. 

My method  is, brifley,  as follows:—Procure a fresh spe-
cimen of  the  stool; take mucus or blood  specks  if pre-
sent; either examine at once or store on ice till ready; 
take loopfuls of this in broth, adding the faeces till a de-
sired turbidity is obtained; put a loopful or two on to 
the centre of a McConkey plate (4 inches in diameter) and 
smear it in ever-widening circles over the surface with 
the round end of a test tube; repeat the smearing three 
times, then transfer  the test  tube without any fresh acldi-
ion of broth to a second McConkey plate and smear as 
before. The first  plate is  generally crowded, and useless; 
the second  shows  from  20  to  100  colonies if the turbidity 
of the broth  is nicely  judged. After 24 hours in the incu-
bator these colonies will  be either  white or dark-red. The 
white colonies are at once picked up into lactose-peptone 
water, in which  they are  incubated for two or three weeks 
at 37 deg. C.  Many  will ferment at once and many more 
will ferment at the end of  7, 14,  or even 21 days. 

Those that fail to ferment in 7  days  are then grown on 
milk with litmus added; on peptone water with 1 per cent. 
of maltose, mannite, dextrin, dulcite, raffinose, arabinose, 
galactose, sorbite, and glucose  (t/z  per  cent.)  ;  on agar, 
gelatine broth and peptone water. The broth culture is 
tested for motility and agglutination against  a  control 
serum (generally  my  own). The peptone water is tested 
after ten days' incubation for indol. The sugars are in-
cubated for 14  days  and  their results  noted on the 1st, 
2nd, 7th and 14th  days; these were  subsequently stored 
for three months, but this long storage gave no noteworthy 
results. 

The stool is tested with litmus and a  smear  stained  by 
Gram's method. 

This method seems to differentiate the various bacilli 
only too well, and great difficulty is experienced in classi-
fying the results; but in doing so it is to be remembered 
that we cannot take these 'fermentation" results as abso-
lutely constant or specific. 

kiaving fixed on a definite method, my first work was to 
put through these media all the intestinal bacilli I could 
obtain—Shiga, Flexner, Gaertner, and so on—through a 
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series of 13, using all the bacilli discovered by previous 
investigations. This familiarised me with their reactions 
and gave me confidence. 

As a further means of testing my methods I was anxious 
to test them on cases where the infection was known. B. 
typhosus can be isolated from the stools easily in the first 
fortnight of the disease; but that was not the question. 
The point was, that in a casual examination at un unknown 
period of the disease would they be easily detected by 
my methods? This was, of course, necessary to make the 
comparison fair. The diarrhoea cases I examined were 
often in the second or third week of the disease, and 
casual bacteria could easily obscure the initial factor by 
that time. I could only get five cases of typhoid in their 
9th and 16th days: of •these three gave abundant non-
fermenters, but in one only were the typhoid bacilli so 
plentiful as to be easily detected; in fact, from most of 
those picked up I got a variety of strange reactions. 

This of course adds to niy difficulty and makes it more 
imperative that the cases should be examined early in the 
course of the disease. 

TOríttO flieòfcat ZW5octatíon. 
VICTORIAN BRANCH. 

ORDINARY MEETING, AUGUST 2nd. 
Discussion on Dr. Stapley's paper on Cervical Ribs. 

Dr. Julian Smith said cervical ribs had always been a 
favourite subject of his, and he used to feel that he knew 
something about them, but after listening to the address 
just given, he felt he did not know anything at all about 
them. From the cases he had seen, he thought that it was 
not very common; there were very few cases of cervical 
rib in the X-ray examinations he had made. One thing 
that had struck him about the shape of the thorax was 
that it was always of a very conical type. Not only that, 
but some cases which present symptoms practically similar 
to those of cervical rib were found on examination to 
have no cervical rib at all, and all the symptoms that 
were supposed to be due to the development of the rib 
must be explained by a very high position of the first 
rib and a very conical shape of the upper end of the 
thorax. 

Mr. Russell said that he thought from his experience 
that there were cases of cervical ribs in a horse, but he 
would ask Dr. Stapley not to abandon his theory on that 
account. It was not to be wondered at that Dr. Stapley 
had not yet found a case of cervical rib in a horse, but 
he (Dr. Russell) felt sure that if he looked long enough 
he was certain to find it. 

Dr. Stapley, in responding, said that Dr. Smith was quite 
right, the formation of a cervical rib was undoubtedly an 
extremely slow process, but he thought it would come in 
time. Dr. Russell said that if he (Dr. Stapley) kept on 
looking long enough he would find a cervical rib in a 
horse ultimately. He wished he could believe Dr. Rus-
sell. If he ever found one he was quite prepared to 
abandon his theory on the subject. 

AUSTRALIAN ARMY MEDICAL CORPS. 

Lt.-Colonel N. B. Gandevia is transferred from the Mili-
tia Establishment to the A.A.M.C. Reserves, as from 
3/9/1911. 

Captain R. N. Wawn is attached for duty to No. 2 Field 
Ambulance during the absence on leave of Captain J. H. 
Nattrass. 

Captain J. J. Black is attached for duty to Engineers 
and Army Service Corps during the absence on leave of 
Captain T. P. Dunhill. 

Captain G. S. Samuelson is attached for duty to 5th 
Austn. Light Horse Regiment. 

Captain H. B. Devine is granted leave of absence for 
seven months from 20/7/1911. 

BALLARAT DIVISION. 

The ordinary quarterly meeting of this division was held 
at the Y. ➢ [.C.A. rooms, in Camp-street, on 3rd August. 
Twenty members were present, and the President (Dr. 
C. A. Courtney) took the chair. 

The President and Vice-President of the Victorian 
Branch (Drs. Fetherston and Beattie Smith) were pre-
sent at the meeting. 

Letters were dealt with from the Victorian Branch and 
the Medical Defence Association of Tasmania concerning 
Invalid Pensions Act, together with a copy of a letter from 
the Acting Commissioner of Pensions, from the local 
branch of the District Nursing Association, which has just 
been started, asking for the sympathy and approval of 
members; and an apology from Dr. Ernest Jones regret-
ting his inability to be present at the meeting. 

It was decided to ask Dr. Jones to name a date on 
which he could meet members to discuss the question of 
establishing a Receiving House in Ballarat for persons 
suspected to be of unsound mind. 

The following 'motion by Dr. Robert Scott, That mem-
bers of the Ballarat Division of the Victorian Branch of 
the B.M.A. urge the city and town councils to take active 
measures in adopting some up-to-date sanitary system 
for Ballarat and Ballarat East preferably some septic 
tank or other scientific method of sewage disposal; and 
that a vote to this effect be sent to the two Councils signed 
by the President, Vice-President and Secretary," was se-
conded by Dr. W. Spring and carried with very little dis-
cussion. 

Dr. W. E. Davies then submitted the following motion:— 

(a) "That the Hospital Committee be approached by 
the Ballarat Division of the Victorian Branch of the Brit-
ish Medical Association to alter the present system of re-
tirement and election of the Hon. Staff." 

(b) "That it be recommended to the Hospital Committee 
that in the event of leave of'absence being granted to a 
member of the hon. staff such vacancy be filled without 
delay." 

(c) "That it be recommended to the Hospital Committee 
that when a case is sent into the Hospital by an outside 
practitioner the latter be invited by the hon. staff to any 
consultation or operation on such patient." 

In moving the above, he said that at present, when only 
one surgeon and physician retired at a time, as is the 
present practice, if an outside man opposed either it was 
apt to be considered a personal matter, and he thought that 
if the whole staff retired in a body that factor would be 
eliminated; but would leave suggestions as to the mode of 
election and retirement to be considered by the hospital 
committee. With regard to the third clause, he thought 
that the resident surgeon should be instructed by the 
Committee to notify outside men, as it was so frequently 
overlooked. 

Dr. A. G. McGowan seconded the motion, and agreed 
with Dr. Davies. 

The President also spoke in favour of the motion. 
Dr. Robert Scott, as chairman of the hon. staff of the 

Hospital, said he was glad to see the outside men show 
such an interest in the matter, and said the hon. staff had 
not been informed of any neglect in communicating with 
those whose cases had been sent in for consultation or 
operation, and would be glad to see it rectified. 

The motion was put and carried unanimously. 
The President then introduced the President of the Vic-

torian Branch. The latter said he was very pleased to 
be able to be present at the meeting as he desired to have 
a chat with members on matters of interest to this and 
all divisions of the Victorian Branch of the B.M.A. He 
then laid emphasis on the great want of organisation of 
the profession in Victoria, and outlined the work being 
done by the Victorian Branch in that direction, together 
with the new arrangements for producing the official jour-
nal weekly, and the benefits the Branch hoped would ac- 
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crue therefrom. He hoped members of this division would 
help as much as possible to make the journal "go." 

He also pointed out the need of Committee to watch 
legislation, and what had been done with regard to the 
Invalid Pensions Act, and said he would like to hear the 
opinions of members as to the advisability of agreeing to 
fill in forms for the latter at a reduced fee of 5s. 

In reply to a question from Dr. McGowan, he said that 
the claims of ordinary practitioners were not recognised 
by the Defence Department for attendance on militia men; 
that there was no provision as yet for the payment for 
attendance on cadets for sickness, on injuries received, 
while under military control; and that he hoped that this 
coming year there would be an improvement made in the 
remuneration of medical men for examining men under 
the new military scheme. 

Dr. Morrison said that, as the oldest member of the 
division, he would like to thank Dr. Fetherston very heart-
ily for the excellent address he had given, and for the 
great trouble he had taken to be present at the meeting. 

The President said that Dr. Fetherston's address had been 
most interesting and instructive, and he felt sure it would 
bring forth much good fruit. He moved a vote of thanks 
to Dr. Fetherston, which was passed most heartily. 

The President then asked permission of the meeting to 
elect a representative for the "Journal" without prelim-
inary notice. Granted. 

Dr. J. Mitchell then moved: "That the Hon. Secretary 
of this division be asked to undertake the duties of literary 
representative of the "Australian Medical Journal." Se-
conded by Dr. Champion. Carried. 

The members having signified their approval of the ac-
commodation, it was decided to accept the Y.M.C.A.'s offer, 
and engage the room. The meeting terminated with a 
supper. 

A CASE OF ACTINOMYCOSIS. 

BY CHAS. E. DENNIS, M.D. 

(Hon. Skiagraphist Ballarat Hospital.) 

This case seems worth reporting if only on account of 
the rarity of the affection in this country. 

C., middle-aged labouring man, came to me on June 17th, 
1911. He had been troubled for about twelve months with 
a small suppurating focus, just in front of the right ear 
and below the temporo-maxillary joint. It had, he said, 
kept discharging and then apparently healing up only to 
discharge again. 

On inspection there was a small pus discharging spot 
in the centre of an indolent bluish-red inflammatory area. 

The patient had very bad carious teeth, and said he 
had a habit o f  constantly chewing straws and grass stalks, 
and had had toothache in the upper jaw on the effected 
side before the sore appeared. 

There did not, however, appear to be any deep tender-
ness or pain in the bone, when he came to me. 

On pressure a little thin pus exuded with a tiny granule 
in it, which, on microscopical examination after staining 
by Gram's method, was seen to be an actinomycotic 
granule. Under local anaesthesia Dr. McGowan thor-
oughly curetted the sinus, which was not more than a few 
millimetres deep, and which was lined with soft indolent 
granulation. He was put on grs. X of iodide of potash t.d.s., 
and I irradiated the side with X-rays filtered through 
screen of aluminium 1/2  a millimetre thick, giving two full 
Sabouraud doses, at intervals of a fortnight, the filter pre-
venting any erythema. On August 24th the patient was 
discharged, all redness and inflammation having subsided, 
and the thin, barely-visible scar looked quite sound and 
healthy. 

Both Stelwagon and Schamberg recommend the use of 
the rays in this condition and, I think, Sequeira also. 

The small extent of the lesion rendered it easily dealt 
with. 

CORRESPONDENCE. 

Cardiac Stethoscopic Signs. 
(The Editor of "The Australian Medical Journal.") 

Sir,—Dr. W. H. Summons puts forward two hypotheses, 
one, that the infant who has had heart trouble dies before 
reaching adult life, and the other that the physical signs 
change their character. But why is he surprised, as his 
communication seems to imply, at the second of the two 
explanations? What else does he expect? Has the human 
economy such feeble powers of repair, or such inferior 
powers of compensation, that every pathological change in 
the tissues, as manifested by "physical signs," whose exact 
mode of production and correct interpretation in many 
cases we are ignorant of, as yet, is to persist throughout 
life and be apparent to everyone armed with a stetho-
scope? I think all will agree that physical signs in many 
cases do change or even disappear, but it is nothing re-
markable that such should be the case in one organ more 
than another—it is remarkable only in the fact that it 
shows how wonderful and how beautiful the life processes 
are. 

It is my opinion, that a great deal too much stress has 
been laid upon cardiac physical signs, especially in chil-
dren, a great number of whom show one or more cardiac 
bruits upon auscultation. A great deal more must be 
learnt about the mechanism of the production of these 
sounds before giving them such a high estimate in dia-
gnosis and prognosis as has been usual in the past.—
Yours truly, 

PAUL G. DANE. 
Ballarat. 

RETROSPECT IN MEDICINE. 

Arnetti's Method of  Blood  Counting  in Pulmonary  Tuber- 
culosis. Minor and Ringer [Amer. Jour. of Med. Sciences, 
May, 1911] discuss Arnetti's method of blood-counting in 
reference to its prognostic value in pulmonary tubercu-
losis. In this method, developed by its author in Leube's 
Clinic in 1904-5, the polynuclear neutrophile cells are ar-
ranged in five classes according as they contain one, two, 
three, four or five nuclei. Averaging the findings in a 
number of normal individuals a normal neutrophilic blood 
picture is obtained. Arnetti considered the young white 
cells, those with one or two nuclei, less resistant and less 
able to combat an infection than the older ones with more 
nuclei. The writer applied the method to a hundred cases 
of pulmonary tuberculosis and found that the more severe 
the case, the greater was the proportion of the cells in the 
classes with few nuclei. They found that the results of 
the method were in remarkable agreement with the actual 
clinical facts, affording a very useful means of drawing a 
prognosis. Examinations during the course of a case were 
found helpful in estimating its progress, an unexpectedly 
bad picture, apparently not justified by the nature of the 
case being several times substantiated by subsequent de-
velopments. 

L. S. L. 

The Cause and  Relief of Pain in Duodenal Ulcer. 
[Amer. Jour. of Med. Sciences, May, 191 . 1.] 

Pilcher, formerly assistant pathologist in the Rochester 
Clinic, has examined 100 cases of duodenal ulcer, where 
the diagnosis was afterwards confirmed by operation. 
He discusses the cause and the relief of pain in duodenal 
ulcer in the light of this work and of a series of experi- 
mental researches which he has made on the duodenal 
secretions of dogs. In order to obtain the pure secretion 
of the duodenum from these animals they were each sub- 
jected to the following operation procedure:—(1) Ligature 
of pylorus, (2) ligature of duct of Wirsung, (3) ligature of 
duct of Santorini, (4) ligature of common-bile duct (5) 
gastro-enterostomy 30 c.m. from pylorus, (6) cholecystos- 
tomy, (7) ligature of duodenum 15 c.m. from pylorus, (8) 
duodenostomy. The observations on the quantity, alka- 
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linity and other characters of the fluid so obtained are 
described, and  its variations  with  ingestion  of food and 
water and stimulation of  appetite given.  The writer thus 
summarises  his  conclusions:— 

(a) The cause of pain in duodenal ulcer is the hydro-
chloric acid contained in  the  gastric juice coming in con-
tact with  the  ulcerated  surface  in  the  duodenum. This 
conclusion  is based  on  the  following observations: —(1) 
An ulcer of the duodenum  reflexly  excites a hyperacidity 
of the gastric juice;  (2) the  maximum amount of secre-
tion of hydrochloric  acid in the stomach  is due to  a  direct 
chemical action (hormones) and  is  at its height from one 
to four hours after  meals; (3)  it  passes  into the duo-
denum as hydrochloric acid, there being no food for four 
hours after meals for it to work upon; and  (4)  it does not 
excite a flow of the duodenal  juice  directly, and  is  not neu-
tralized by the small amount present. (b) The relief of 
pain in duodenal ulcer follows the ingestion of any sub-
stance into  the  stomach and is due to a reflex stimulation 
of the duodenal secretion which neutralises the acid gas-
tric juice. For, (1) food taken into the stomach excites 
at once a reflex secretion in  the  duodenum;  (2)  the duo-
denal secretion is alkaline in approximately  the same  de-
gree as the gastric juice  is  acid; and  (3)  this secretion 
is of sufficient quantity and concentration to neutralize 
the hydrochloric acid of the gastric juice. 

L. S. h. 

The Treatment of Sciatica by Saline Injection. 

A. G. Hay (Glasgow Med. Journal, 1911, lxxv.,  256)  re-
ports a series of  cases  of sciatica treated by injection of 
saline solution into the nerve. He claims that of twelve 
cases treated, in which there was no gross obvious cause, 
eight were cured, one was made worse, while three were 
lost sight of. Ten c.c. of normal saline solution are in-
jected into the sciatic nerve, either at the sciatic foramen 
or at the gluteal fold, according to whether pressure causes 
greater pain at  the  one point or  the  other. 

To find the foramen, imaginary straight lines are 
drawn from the posterior superior iliac spine to the tip 
of the great trochanter and to the middle of the ischial 
tuberosity, the angle contained by these lines  is  bisected, 
and a point is chosen  2 1/2  inches along the bisecting line. 

After the puncture has been made, the plunger is gently 
pressed to expel  a few  drops of the solution, and if the 
needle is in the nerve the patient experiences a sensation 
as if something were trickling down within the leg to a 
variable distance, sometimes only to the middle of the 
thigh, sometimes as far as the heel. 10 c.c. are then in-
jected at this spot. The injection may have to  be  repeated 
several times to produce  a  complete cure. 

In evidence of the permanence of the cure, a case is 
cited who was injected eleven years before, after several 
years' unsuccessful treatment for recurrent sciatica. Since 
the treatment he had never lost a day's work, though 
before he was frequently laid up for weeks. The author 
gives to Lange, of Leipsig, the credit of publishing the 
first results of this treatment, but the first  case  in Glasgow 
was injected two and a half years before  Lange's. 

H.H.T. 

GENERAL AND PERSONAL. 

The Paris correspondent of "Lancet" relates the follow-
ing:—A singular case has recently been tried before the 
Tribunal of the Seine. Last year a Parisian dentist's as-
sistant was entrusted by his employer with the adaptation 
of a dental apparatus to a patient. In the course of the 
work the assistant wounded his little finger. The patient 
happened to be a syphilitic, and the assistant thus became 
infected through the wound. The assistant brought an ac-
tion, under the law relating to industrial accidents, against 
his employer, demanding an annuity of 2912 francs. He  
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adduced the moral prejudice inflicted on him by the acci-
dent, in that being married and - the father of two children, 
he would henceforth live in fear of infecting the members 
of his family, and also that from the knowledge that he 
was now exposed to the remote consequences of syphilis, 
his physical health and resistance would become dimin-
ished. This diminution he estimated at 80 per cent. The 
Tribunal has just decided that the law concerning indus-
trial accidents is not applicable in his case. 

Victoria will have a large all-round representation in 
various sections at the forthcoming Medical Congress in 
Sydney. Mr. G. A. Syme will deliver a presidential address 
in Surgery; Dr. Rothwell Adam in Obstetrics and Gynae-
ology; Dr. Beattie Smith in Neurology and Psychiatry; Dr. 
Herman Lawrence in Dermatology, and I)r. F. S. Clen-
dennin in Radiology. 

The last report of the Sydney Health Officer shows 
Sydney to be almost, if not quite, the healthiest city in 
the world, if lowness of death-rate  can  be so construed. 
The death-rate was only 11.96  per  1,000, and still lower, if 
certain exceptions are made. Deaths from consumption 
were 495 during 1910,  as  against 589 in 1903. No case of 
plague was reported during the summer  of  1909-10. 

The Sunday evening lectures announced by Dr. Ham, 
Chairman of the Victorian Board of Public Health, have 
been cancelled owing to the opposition of religious bodies. 
Cinematograph films  were  to have formed a feature of 
the proceedings. 

Prof. R. .l. A. Berry has been elected president of the 
Melbourne Medical Association for the  ensuing  year. 

Communications acknowledged from Drs. Homman, New-
ton, Williams, Jones, Dennis. 
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ACQUIRED TAUPES VALGUS. 

By W. KENT HUGHES, M.B., LOND. 

(Surgeon, Children's Hospital.) 

In flat foot the arch is more or less lost, the inner edge 
depressed, the outer edge slightly raised and the anterior 
Part of the foot is abducted at the transverse tarsal and 
subastragaloid joints. The dorsum is flattened and a 
straight edge or an illshapen convexity takes the place of 
the upward curve of the inner surface of the instep. The 
hallux is generally in a position of valgus, though it may 
be rigid and somewhat plantar flexed. 

The inner edge is increased in length frbm depression 
of the inner tarsal bones; the inner metatarsal bones are 
Propelled forward by the sinking arch and being held 
laterally by their connections with the outer tarsal, and 
metatarsal bones take a resultant direction and give the 
anterior part of the foot an appearance of abduction. 

On the lower part of the convex inner border of the 
foot may be seen two prominences—the enlarged tubercle 
of the scaphoid and the head of the astragalus. 

The internal malleolus is nearer to the ground, even in 
slight cases. A valgus condition of the ankle like that 
of the great toe may precede the flat foot. 

The astragalus carrying the anterior part of the os-
calcis down and in, rotate the latter upon an oblique axis, 
so that its outer edge is raised and the posterior portion 
of the bone is carried outwards. 

The tendons of the peroneus longus and brevis will be 

found in several cases very tense and strongly contracting. 

The sole is reduced to a dead level with, in severe cases, 
a convex prominence on its inner side. 

Etiology.—Static flat foot is caused by long standing or 
excessive weight bearing; in both instances in subjects 
who on account of rapid growth or of constitutional de-
bility are defective in muscular and ligamentous tone. 111-
fitting boots, hallux valgus and valgus ankles are  es-

pecially contributing causes. 

Abduction is the weak position of the foot—the inner 
edge is lengthened, the bones illplaced to resist weight, 
and the muscles and ligaments on the inner side unduly 
stretched—in fact, people who walk or stand with feet 
abducted invite the onset of flat foot. The not-infrequent 
occurrence of fl at foot in constables and soldiers is to be 
attributed partly to the regulation pattern of boot which 
is served out. The manner in which they have been 
drilled to stand and march with the toes turned out has 
more to do with it. 

Weak or valgus ankles in growing children is not at 
all an infrequent condition, and if care be not taken the 
arch will soon give way. 

Pathology.—The following illustrations and notes there-
to give the principal points of the anatomy of flat foot. 

1. Dorsal surface of first metatarsal, showing  rotation 
inwards. 

2. and 3. Formation of  new  bone between astragalus 
and scaphoid. 

4. Os calcis displaced to  outer side. 

5. Tibialis posticus running beneath head  of astraga-
lus, instead of to inner side. 

This photograph shows on the left hand  the bones of  a 
normal foot as compared with those of severe flat foot. 
It is to be noted that the astragalus,  though  markedly  dis-
placed, retains its relation to the tibia with little altera-
ion. The os calcis is seen to be rotated on  its antero-
posterior axis, so that it rests on its inner tubercle—the 
outer with the outer edge of cuboid is well  raised off  the 
ground. The sustentaculum tali is almost on the  ground. 
The external malleolus has formed a new articulation with 
the os calcis, and is rotated forwards. 

A straight line is drawn through the centre of the 
interphalangeal joint of the great toe and that of the 
upper surface of the os calcis. In a normal foot this line 
should pass through the centre of the trochlear surface. 
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A. New facet for external malleolus. 	B. for exter- 
nal lateral ligament. 

signs and Symptoms. 
Pain.—Varying in intensity and situation. Most marked 

(1) Mediotarsal joints esp. to inner side; (2) tip of exter-
nal malleolus; (3) metat-phalangeal joint of great toe. 
Vague pains also occur on dorsum and sole of foot, in the 
calf muscles, and even in thigh. 

.Alteration in trait. The feet become hindrances to pro-
gression, which is laborious and painful. The foot is rigid 
owing to the diminution of the movement of the tarsal 
bones upon one another. 

Varieties.- Traumatic, rheumatic, paralytic, ricketty, spas-
tic. 

Treatment. 

hest.—Absolute rest can seldom be obtained, and, of 
course, would not cure by itself, but it is important in 
all cases to obtain as much relief by rest as possible. 
Rest to the ligaments may be obtained by occasionally ris-
ing to tip toe. 

Exereises. 1. Rising to tip toe. Feet must be kept close 
together and the patient must be impressed with the fact 
that "rising" is the important part, and that he must not 
stay on tip toe. This exercise should be done for two 
minutes at least three or four times a day. 

2. Circumduction of the foot. Rotation of the anterior 
portion of the foot inwards and outwards, with the leg 
extended and not resting the knee. 

3. Eversion of foot. Patients should stand with feet 
close together and quickly raise inner edge and return 
again. 

Boots.—The wearing of improperly-made boots is the 
chief cause of flat foot. As all boots are, as a rule, made 
on a wrong principle, there are, of course, contributing 
causes which determine its presence in certain people, 
which are briefly discussed above, The chief fault in the 
ordinary boot is that the inner edge, instead of being 
straight, is curved outwards to a mid-line. The great 
muscles of the big toe are thus thrown out of court to a 
large extent. 

In a flat-footed patient the points to attend are a straight 
inner edge, a long, low heel coming to the middle of the 
instep, and plenty of room in the upper for the great toe. 
I do not believe in a raised inner edge to the sole. This 
only tends to break down the outer arch of the foot, and 
so destroy one of the important conservators of the me- 

chanism. Instead of "valgus" pads or springs, I much 
prefer to stiffen the inner surface of the boot with thick 
leather;if this is not deemed sufficient, the arch is held up 
by extra pieces of leather, forming really a leather "val-
gus" pad, but the pad so formed is continuous and never 
presses painfully as the other pad. 

I t is no use ordering proper boots unless proper socks 
and stockings are also given, as the ordinary article is 
medium pointed and will prevent full benefit of the hy-
gienic shoe. 

With proper exercises and good foot clothing. all our 
efforts will be unavailing unless we take care to correct 
bad postures in standing and walking. 

ADRENALIN. 

By JIJDAH LEON JONA, D.Sc., M.B., 1).S. 
Assistant Lecturer in Physiology, University of Melbourne. 

Adrenalin is the generally accepted name of a chemical 
body obtained in extracts of the medulla of the Suprarenal 
bodies. The name is the registered property of P. D. and 
Co., other firms putting the drug on the market under 
various other names, such as Hemisin (B. W. and Co.), 
Reuaglandin (O. S. and Co.), etc. 

The chemical constitution of this body, which has been 
prepared by Takamine and Aldrich in the pure crystalline 
form, shows that it possesses the catechol grouping, its 
formula being 

OH ÿ C6H3  — CH(OH)– CHÿ NH—CH3  

This drug has been shown by the researches of Oliver 
and Schafer (5) and of Swale Vincent (8) to exert an 
action only on tissues innervated by the thoracic autono-
mic nervous system, the effect of the exhibition of the 
drug being the same as stimulation of the endings of these 
sympathetic nerves, viz., constriction of all the vessels of 
the body, acceleration and augmentation of the beat of 
the heart (when reflex slowing through the vagus, as a 
result of the marked rise in blood pressure, due to vascu-
lar contraction, has been prevented by previous section of 
these (vagi) nerves or injection of atropine), dilatation of 
the pupil, inhibition of contraction of stomach, muscle, etc. 

Although this drug is one of the best known of the sub-
stances belonging to the group of Hormones or chemical 
messengers in the body, and although it is of great value 
in physiological experiment, its clinical uses are few. Its 
value as a styptic has been over-rated, and its wrong ap-
plication for the stoppage of haemorrhage has brought dis-
credit on the drug, and in some cases must be fraught 
with danger. Adrenalin constricts small blood vessels, and 
thus narrows the orifices of bleeding vessels, and so gives 
the blood a better chance to clot in the lumina of these 
vessels. But we cannot expect it to stop the bleeding 
from, say, a bleeding ulcer of the stomach, where, per-
haps, an artery or a vein (or both) of some size are eroded. 
In fact, the entry of the Adrenalin into the circulatory sys-
tem of the animal would tend to cause a temporary rise in 
the blood pressure, which would aggravate the bleeding. 
Again, where one of the constitutents of the blood, which 
is necessary for its coagulation, is present in diminished 
amount, or is absent (such as occurs in haemophilia), the 
application of Adrenalin to a bleeding surface may diminish 
the rate of loss of blood, but cannot in itself cause the 
bleeding to cease, which can only happen through the 
blocking of the bleeding vessels by clot or other means. 

Again, it must be remembered that hypodermic injec-
tion of Adrenalin produces practically no effect on the 
general blood pressure, but results simply in temporary 
local pallor and probably also diminution in the lymph 
flow from the part; hence it is a valuable auxiliary to 
local anaesthetics such as cocaine and eucaine. To produce 
an appreciable rise in the blood pressure the drug must be 
administered intravenously, but the effect only lasts a 

OH 
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few minutes. Hence, its use for the maintenance of the 
blood pressure in combating post-operative shock is very 
restricted. Dr. Felix Meyer tells me that he has used 
Adrenalin solution (1 in 100,000) for washing out the peri-  . 
toneal cavity after abdominal operations with a certain 
amount of success. A further use to which Adrenalin may 
be put, and which, I think, if properly used and in time 
will result in the saving of many valuable human lives, 
is in the treatment of poisoning by cyanide, strychnine and 
other non-corrosive poisons when taken by the mouth. 
When these poisons enter the stomach they must be ab-
sorbed before they can exert their poisonous action. With 
slowly-acting drugs, such as morphine, nicotine, etc., there 
is time to empty the stomach and apply antidotes,  but 
with such a poison as KCN, success in treatment will de-
Pend on celerity of action. As I mentioned in a previous 
paper, the generally accepted and best known chemical an-
tidote for the treatment of cyanides taken by the mouth 
is an alkaline solution of Ferrous Sulphate. This is con-
veniently kept ready for use in the form recommended by 
Professor martin and Dr. O'Brien (4) (and put up by 
Silberberg and Co.), in the form of 1 oz., 23 per cent. Fe 
SO 4 solution, 1 oz., 5 per cent. KOH solution, 30 gr. mag-
nesia; but, as I pointed out in my former paper (and 
in this I am supported by the opinions of mine managers 
in general), by the time the antidote is prepared the pa -
tient is usually beyond recall. 

Following on  the work of Exner (2), who showed that 
intaoperitoneal injection of Adrenalin . delayed the absorp-
tion of cyanides and strychnine when introduced into the 
stomach, I decided to try and see whether the presence 
of Adrenalin in the stomach would have any effect on the 
rate of absorption of these poisons. A preliminary experi-
ment showed that the Adrenalin would act on the vessels 
of the mucous membrane even after this membrane had 
been painted with a 5 per cent. solution of KCN. A num-
ber of experiments were then performed, which were re-
ported at the time, which showed that Adrenalin solution 
introduced into the stomach at different intervals after the 
administration of the poison delayed the absorption of the 
Poison, as exhibited by the later onset of poisonous ef-
fects. Now, the work of Martin and O'Brien (4) showed 
that, using lethal doses of KCN solution in rabbits, if the 
antidote were not administered within five minutes of the 
administration of the poison, the animal would die, and 
we can legitimately suppose that in man the time in-
terval would be very little, if any, longer. Now, it takes 
at least two or three minutes from a given signal to take 
down the box of antidote, break two hermetically sealed 
phials, and mix with the magnesia powder and drink 
through a strainer. If a few minutes elapsed before the 
unfortunate victim discovered that he had drunk cyanide 
solution, his case would be hopeless. If, however, as my 
experiments showed, Adrenalin solution (which could 
always be kept handy and ready for use) be given within 
five minutes of the administration of the cyanide, followed 
within '4 or 5 minutes by Martin's antidote or a stomach 
washout, followed by a second smaller dose of Adrenalin, 
which would follow up any cyanide which the antidote or 
washout had failed to reach and so delay its absorption, 
the case would recover. 

The time relations in a few such experiments which I 
performed were:— 
(The lethal• dose for a rabbit is 0.01 gm. KCN given as 

10 c.c. of a 0.1 per cent. solution per kilogm., body-
weight.) 

(A) Rabbit 700 gm.: In full digestion; chloralised lightly; 
7 c.c. KCN solution (0.1 per cent.) given. 

4 min. after giving KCN, 6 c.c. Adrenalin (1 in 10,000) 
given. 

9 min. after giving KCN: stomach washed out. 
19 min. after giving KCN: 3 c.c. Adrenalin (1 in 

10,000) given.—Recovery. 
(B) Rabbit, 950 gm. 9.5 c.c. KCN solution (0.1 per cent.) 

given. 
5 min. after giving KCN, 6 c.c. Adrenalin (1 in 10,000) 
given. 
8 1/2  min. after giving KCN, Martin's antidote adminis-

tered.—Convulsions: Recovery. 

(C) Rabbit: 1300 gut. 
13 c.c. KCN solution (0.1 per cent.) administered. 

3 1/2 min. after giving KCN 3 c.c. Adrenalin (1 in 
10,000) given.—Convulsions. 

11 min. after giving Martin's antidote add 2 c.c. of 
Adrenalin (1 in 10,000) given. 

This animal very nearly succumbed, the conjunctival 
reflex not returning until 52 minutes after the adminis-
tration of the poison. It was left tied up in the laboratory 
for the night, apparently comfortably asleep, but was 
found dead next morning, quite possibly poisoned by an 
escape of coal gas, of which there was a distinct smell. 
Undoubtedly, if this animal had received a larger dose of 
Adrenalin in the first place it would not have had such 
a bad time; but the experiment is of particular interest, 
showing that the animal could recover even when there 
was a time interval of 11 minutes between the administra-
tion of the poison and the giving of the antidote, due to 
the administration of Adrenalin 3 1/2 minutes after the 
poison. Experiments were performed which showed that 
the administration of a single large dose of Adrenalin 
does not permanently affect any of the organs of the 
body. What, then, as a result of these experiments, would 
be the dosage in a man? To my mind, the best guide is 
a comparison of the areas of the mucous membrane of 
the stomachs of the rabbit and man. The area of the 
rabbit's stomach was found to be 95 sq. cm. That of a 
man is given as about 3000 sq. cm. (7). Therefore, the 
dose of Adrenalin which a man should take on the basis 
of, say, 4 c.c. of 1 in 10,000 per 100 sq. cm. of stomach 
area would be about 120 c.c., i.e., 12 c.c. (3 dr.) of the 1 
in 1000 Adrenalin diluted, followed 'after the administra-
tion of antidote or stomach washout by about 6 c.c. (1 1/2 
dr.) of the 1 in 1000 Adrenalin diluted. The above experi-
ments seem to show that in a oase of cyanide poisoning 
the following procedure is advisable:— 

(1) Adrenalin (3 dr. of the 1 in 1000 diluted, or, say, 
4 oz. of the 1 in 10,000 solution), be immediately 
given. 

(2) Then Martin's antidote if it be at hand. 

(3) Then wash the stomach out. 

(4) After having washed the stomach out, administer 
some more Adrenalin, say, 2 oz. of the 1 in 10,000 
solution. 

Martin and O'Brien found that if death did not ensue 
within 30 minutes of administering a lethal dose of the 
cyanide, the animal would live. 

Should Martin's antidote be not at hand, the procedure 
would be (1), (3), (4), as above. 

Experiments with strychnine and with aconite showed 
that Adrenalin administered by the mouth would also delay 
the absorption of these poisons when introduced into the 
stomach. 

Of the action of Adrenalin in acting as a chemical anti-
dote to the KCN in the body, nothing much need be said, 
because even if this were conclusively proved, the effec-
tual carrying out of injections would be a practical im-
possibility under ordinary working conditions. 

My  sincere thanks are due to Professor W. A.  Osborne 
for his kind advice and encouragement when these experi-
ments were being performed in his laboratory. 
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A CASE OF HYDATID OF THE COLON. 

A. HONMAN, M.R.C.S., Eng. 

The following case possesses some points of interest:--- 
F.G., 33 years, consulted me in July, 1909, stating that 

he had had during the last sight months four attack,3 of 
severe abdominal pains, accompanied with vomiting, and 
that he had been advised to have his appendix removed. 

He stated that in December he had a severe attack and 
had vomited a quantity of blood and large quantities of 
bile, and had passed a quantity of blood by the bowels; 
that this was followed by obstruction of the bowels, which 
was finally relieved by high enemas, etc. His condition 
was diagnosed as ulcer of the stomaoh and he was sent 
into a private hospital and healed by artificial feeding, etc., 
and he left there the following January considerably im-
proved. 

On returning to work, which entailed a lot of riding, his 
pains returned, and on consulting me he stated that whilst 
he was in no pain he suffered from indigestion, had had 
blood in his motions to a more or less degree for the 
last three weeks, and had tarry motions and complained of 
pain in the right groin and pain in urinating. 

There was marked rigidity of the muscles over the right 
side of the abdomen, and a mass could be felt rather higher 
than the normal appendicular region, and there was some 
tenderness on deep pressure there. The urine was free 
from albumen, pus or blood. 

In operating, I made a perpendicular incision over the 
mass—at the edge of the right rectus—and found  a  hard 
mass covered with adhesions, which, on separating, showed 
a  growth attached to the ascending colon, and as it pre-
sented every appearance of being  a  sarcoma, and was pro-
truding into the lumen of the intestine, I resected the 
colon, joining by end anastomosis. I placed  a  wisp of 
gauze at the union, as there was some little tension in 
bringing the ends together. There was  a  little fmcal leak-
ing which ceased in  a  few days. 

On  cutting into the tumour  I  found that it had  a  very 
thick wall and was closely packed with hydatid cysts; 
the larger pole of the growth had only mucous membrane 
covering it, and it had evidently started in the muscular 
walls. 

INTRA-UTERINE CRYING OF CHILD. 

R. H. FETHERSTON, M.D. 

(Hon. Surgeon, Women's Hospital). 

The following occurrence seems unusual enough to re-
cord, as in a large midwifery experience I have met with 
nothing comparable. The patient was  a  young married 
woman, aged 25. Primipara. She was an inmate of  a  well-
equipped private hospital. Labour began at or near term. 
Progress was slow but normal. On examination, breech pre-
sentation was found with the back of child forward and to 
left. There was plenty of pelvic room, and soft parts 
normal. 

When the os became fully dilated the buttock descended 
into pelvis, about half-way to perineum, and membranes 
ruptured spontaneously. I watched for some time, and 
on making fuller examination now found the sacrum of 
child, rather than the breech, opposite, but some distance 
from the vaginal orifice. I had great difficulty in getting 
my finger over the flexure of the thigh for traction, and 
then could not correct the malposition or deliver. 

I administered chloroform and still could not correct 
presentation or bring breech into vaginal outlet. I then 
passed my hand over the side of child into uterine cavity, 
meeting with no difficulty. Both thighs were flexed closely 
upon abdomen. Knees extended, with feet resting on 
shoulders. Head flexed upon chest. 

The uterus contained no liquor amnii, and was quite dry. 
It was not contracted tightly around the body of the child. 
The walls seemed to keep or be kept off the child, 
leaving a space between its posterior wall and the legs 
of child. This space contained air which did not enter as 
my hand did, but must have entered previously. With 
very little manoeuvring I drew down the left foot to va- 

ginal orifice. The foot was just protruding. At this mo-
ment the child, still, of course, with head at fundus, the 
foot still at shoulder, an ordinary footling presentation, 
with left foot only outside vagina, began to cry loudly. The 
cry could be heard all over the room quite plainly. It 
was extremely strange to hear a loud cry coming from the 
mother's abdomen. Both nurses and I watched the case 
for two or three minutes, the child crying all the time, 
without the least sign of stopping. I wondered how long 
it would have gone on, but having thoughts of possible 
suffocation in mind, and using leg for traction, I drew 
body of still crying child down. The crying stopped only 
when the head was drawn into pelvis. I now rapidly com-
pleted delivery of a female child weighing 8 pounds. It 
was slightly cyanosed, gasped on delivery, and took about 
three minutes to establish normal respirations and cry 
again. 

Both mother and child did well. 
I have previously heard a noise made by children before 

birth of head in breech cases, and also in a face presenta-
tion, but they were muffled and slight, and never loud 
crying such as this. 

Only one of my colleagues at the Women's Hospital with 
whom I have discussed the case has had an experience in 
any way similar, and the condition must be very rare. 

The explanation is, of course, simply, that air had en-
tered the uterus probably when the liquor amnii escaped 
and had given the uterus the ballooned appearance noted 
by me. • 

I am confident the uterus contained air before I put my 
hand into its cavity to bring down a foot. 

The cry was as loud and lusty as that of a child wrap-
ped in shawl and placed in a cot to wait the completion 
of labour. It cried for fully three minutes without any 
sign of weakening. 

I shall be pleased to hear of similar cases from any of 
those who read my scanty notes in "Journal." 

Rupert Waterhouse [Brit. Jour. of Children's Diseases, 
July, p. 2541 gives an account of cases of enlarged 
thymus and quotes others from the literature. The first 
case, mt. 3 months, had dyspneea from birth. It rapidly 
became more marked, respirations more hurried, inspira-
tory stridor developed, with retraction of supraclavicular 
fossm and lower part of the chest. Nothing abnormal 
could be felt, tracheotomy gave no relief and the child 
died. 

The thymus was much enlarged, weighed 34 grammes 
and measured 3 ins. by 3 ins by 3/4  in. in thickness. 

The second case, nit. 10 months, had slight diarrhoea 
from which it recovered, but two days later died suddenly 
while being bathed. The thymus weighed 24 grammes. 

The third case, nit. 9 weeks, was well nourished and 
appeared healthy, but was found dead in bed with mottling 
of the head and neck, and the innominates and veins of the 
head and neck  were dark and distended, definitely con-
trasting with those elsewhere. 

The mode of death in these cases has been much dis-
cussed; formerly it was believed to be due to mechanical 
causes, but latterly to the supposition that these patients 
possess  a  peculiar "lymphatico-chlorotic" constitution 
(status lymphaticus or lymphatism) in which death occurs 
from sudden failure of cardiac and respiratory centres. 
Although support is given to this theory, death occuring 
from trivial causes and death under anaesthetics, in other 
cases the mechanical effect of pressure is the most im-
portant. In Siegel's case (Berl. Klin. Work, 1896, No. 40) 
tracheotomy gave no relief in a boy nit. 21 years, but when 
the incision was extended downwards into the anterior 
mediastinum a piece of the thymus as large as a hazel-
nut appeared with each inspiration. This was drawn up 
and fastened to the fascim over the sternum. The boy 
made  a  complete recovery. 

In these cases on which the article is based, death 
in the first case was due to pressure, and may have been 
relieved by operation. In the second it was doubtless due 
to lymphatism. S. W. F. 



August 26, 1911. 	 AUSTRALIAN MEDICAL JOURNAL. 	 61 

3u5traYtan fiiebtcaY journar 

26/Jz AUGUST, 1911. 

THE PSYCHOLOGY OF STRIKES. 

In the remarkable exhibition of industrial unrest that 
civilisation is at present experiencing, there is little real 
complaint, either of low wages or oppressive conditions. 
At no time in the world's history was the condition of the 
worker better than at present. In England and America, 
at least, wages are higher than ever before, and personal 
liberty is as full of reality for the humblest toiler as for 
the wealthiest employer. Yet it was in America that the 
present epidemic began. It spread to the Continent of 
Europe, appearing acutely in Italy, Belgium and France, 
and now has reached England in even more aggravated 
form than that displayed in its earlier manifestations. 

It would be possible to draw a very close analogy be-
tween the strike epidemic in the body politic with that 
of epidemic disease in the body organic. It is not difficult 
to find analogues for the microbes which, under favour-
able conditions, multiply for the time being into many of 
their kind, and give rise to feverish unrest, which at length 
tends to spontaneous recovery. It seems certain that 
strikes will occur in spite of all the machinery for their 
prevention, and the psychology of strikes ought to make 
an interesting study. 

It is probable that the psychology is a manifestation in 
the mass of that desire to stand in the limelight and dic-
tate, which is so common and persistent a phenomenon in 
the individual. It is manifest individually from the cradle 
—certainly in the nursery, at school, in the young orator, 
and in the old who boast of their experience or their 
wealth. The "strike" state of mind is the morbid side of the 
primitive love of power suddenly reflected from the mass. 
It is a hysterical amblyopia in the aggregate. The aggre-
gate "strike" mind conceives the idea that it can do what it 
likes. The field of vision becomes contracted for a few 
hours, or days, or weeks, until perception again realises 
that there are others in the world, and that all existence is 
merely a compromise. It is probable that the desire for 
Dower is just as natural an attribute of the normal mind 
as the desire for food is an attribute of the normal 
body. And it is certain that the desire for power exhibited 
in most "strikes" is just as morbid as the imperiousness 
of wayward children or inordinate vanity in the grown 
individual which nearly approaches and readily oversteps 
the line of insane megalomania. 

If such a view of the pathology be correct, the remedy is 
not far to seek. The only way out of "strikes" is to impress 
on the strikers at the outset, by short sharp methods, that 
their field of vision is contracted. It is of small help 
talking of conciliation, conference or arbitration while the 
strike vision is still disordered. All of these are excellent, 
but of no effect till "vision is once more balanced by pain-
ful impressions administered by those whom the strikers  

have momentarily considered as non- existant. The "strike" 

mind is never quite normal, and the idea of a universal 
strike is inherently an insane conception; even more so 
than Schopenhauer's suggestion for a universal suicide. 

gote5 anb Corumentg. 

A paragraph in a morning contempor- 
Syphilis 	ary  announced that an advisory com- 

mittee on the question of proposed 
measures for the regulation of syphilis, considered as a 
menace to public health, had held a meeting opened by 
the Minister for Public Health. 

Without taking any sort of exception to the exist-
ing personnel of that committee, it may be pointed 
out that it is made up of members of the pro-
fession who hold very pronounced views upon certain 
aspects of the question which cannot as yet be taken as 
settled. The deliberations of such a body would be greatly 
strengthened by the inclusion of some others, either of 
open mind, or of even declared scepticism as to the ex-
pediency of bringing syphilis under a system of official re-
cognition. That there is much to be done in the way of 
public enlightenment need not be disputed, and it is satis-
factory in this regard to see that the lay press is over-
coming the mock modesty which has hitherto expunged 
the word syphilis from their compositors' fount. We have 
no desire to see the subject made a topic of drawing room 
conversation, nor to renew the familiar references to its 
presence, which were apparently customary in Shakes-
peare's day, but we can see nothing to be gained by refer-
ring to it under such meaningless titles as the "Black 
Plague" or " a certain disease" which are at present given 
as hostages to convention. If public assistance is to be 
gained, the public must not be frightened, but supplied 
with accurate information. If no accurate information is 
forthcoming, then the project is foredoomed to failure, for 
we are already familiar with the overwhelming torrent of 
sentimental objection that must be faced if no new posi-
tion is clearly, simply, and dispassionately stated. 

The annual report of the Registrar- 
Vital Statistics 	General for South Australia contains 

some extremely interesting informa-
tion, very completely tabulated, dealing with the condition 
of public health in that State. The total population of a 
territory covering 380,000 square miles is about 430,000. 
The infantile mortality figure is the lowest in the world. 
The prosperity of recent years is reflected in the 
marriage rate, which was the highest ever recorded, and 
marriages according to the Methodist ceremony are nearly 
double that of any other religious denomination. The death 
rate from phthisis was slightly lower than that of Victoria, 
but higher than any other Australian State, except Tas-
mania. An interesting table of deaths from all causes, 
in comparison with the weather, shows that June was the 
most fatal month, closely followed by August, September 
and December, while, curiously enough, July was a month 
of comparatively less mortality. Among deaths attributed 
to the puerperal condition, by far the largest proportion, 
19 out of 50 were due to puerperal septicæmia. A dis-
quieting feature of the report is contained under the vac-
cination figures. During the year 1910 10,540 birth were 
registered, while only 1800 successful vaccinations were 
made, this working out at 17.08 per cent. of birth. The 
total amount paid by the Government to 191 public vac-
cinators was £293/5/. We fear that such a statement 
will almost certainly involve an outlay of much larger 
dimensions if small pox be introduced into a population so 
indifferently protected. 
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VICTORIAN BRANCH. 

DISCUSSI(1) O\ DR. RENT HUGHES' PAPER. 

Dr. Officer said flat foot was a condition that one very 
frequently met with, especially amongst children and 
growing girls, and he would have been very glad if Mr. 
Hughes had included in his remarks more of the clinical 
symptoms. There was an allied condition exceedingly 
common in growing children generally ;  an associated con-
dition of commencing scoliosis, which, if not rectified, leads 
to very serious deformity later on. He had been in the 
habit for some years of measuring all cases of even slight 
scoliosis from the anterior superior spine to the internal  -
malleolus on each side, and then measuring from the an-
terior superior spine to a central point on the ground be-
tween the two feet, to see if it is due to any flatness of  - 
the foot, and also taking the impression of a wet foot on 
brown paper. 

Dr. Stephens said that he would like to ask Dr. Hughes 
four questions:—(1) At what stage did he regard flat foot 
as irrecoverable? (2) How could he tell when spasm had 
disappeared? (3) At what stage would he start using sup-
ports? and (4) Why he did not favour the support advo-
cated by Royal Whitman in these cases? 

Dr. Buchanan said that in his own case pain was most 
marked at the third and fourth toe. He went to 
half a dozen different surgeans in London, and it 
was not till about a year after, that he found 
out what it was, more or less by accident. 
Following out the lines of treatment suggested by Dr. 
Hughes, the symptoms had disappeared, but even at the 
present time, if one over-worked, or walked about too 
much, the symptoms came on again. He had seen a great 
number of these cases in out-patient surgery work at the 
hospital. He found that the actual symptoms will disap-
pear when attending to the general health, but the flat 
foot itself remained. There was always a certain amount 
of pain in the foot with the actual symptoms, the pain 
becoming so intense that it is impossible to walk. The 
pain in many cases passes up the outer side of the leg 
and has been diagnosed as neuritis of the external popliteal 
nerve. The method of support by boots seemed to him to 
be particularjy interesting, and he was very much inter-
ested in Dr. Hughes' address. 

Dr. Fetherston said that he would like to know the per-
centage of ordinary healthy boys who have more or less 
flattening of the arch of feet. In examining at Wesley 
College the boys on entry at school, nothing had struck 
him so much as the large number with flat arch of feet, 
very rarely bad. They are given advice as to exercises, 
and improve very much. On later examination, it is 
hardly noticeable at all. When the American fleet was 
here, Dr. Fetherston had asked several of the surgeons 
how they kept the blacks out of the navy, and was told 
that flat feet was a cause of rejection, and all black fellows 
had flat feet. 

Dr. Hughes, in reply, said that he thought amongst Aus-
tralians, there were a great number of children who had 
a very low arch, who were to some extent congenitally 
fiat-footed. Dr. Fetherston's remarks, he said, seemed to 
bear out that there were a large number of flat-footed boys 
amongst our children, and he thought that the prevalence 
of low arch might be due to the natural quick growth of 
Australian boys. The obvious thing to do was to try and 
get them as early as possible and help them in the way 
indicated. One had to distinguish feet congenitally fiat 
and feet that had an acquired valgus. Feet that are con-
genitally flat do not give rise to pain; they give rise, 
perhaps, to an awkward gait and to a somewhat diminished 
elasticity. He had seen a black fellow with a very fl at 
foot win the 100 yards championship in England, and he 
once saw a black fellow with a very flat foot jump six 
feet. Weak ankles were extremely common amongst  

growing children; they should not be put in steel sup-
ports, if it can possibly be helped. He thought this was 
a condition productive of a large amount of flat foot in 
after life. Regarding the symptoms of flat foot, several 
speakers had pointed out that the pain was not constant 
in any one place. It may occur in so many places. It 
may occur where the astragalus is dropping or where the 
new bone is forming; it may occur where the external 
malleolus is pressing against the oscalsis. This caused 
probably the acutest pain. It may occur in various other 
Portions  of the foot. Other symptoms were soreness of 
shins and pain along the muscles of the leg and thigh. 
As they walk, other muscles are brought into play in 
awkward position, and so given greater strain and so 
undue exercise of those muscles is brought about. The 
ungainly gait, of course, gets worse and worse with the 
condition. Regarding the question as to whether flat foot 
was irrecoverable, he said that some of the pictures he 
had shown looked very bad, but there were .only two 
worse than the child he had shown to the meeting; -he 
thought the child shown would keep on getting better, as 
she got used to new conditions; she already had a higher 
arch than in the first instance. He would not consider a 
flat foot irrecoverable until he had wrenched it thoroughly 
under chloroform two or three times, and put it up in 
plaster, leave it for a fortnight, and wrench again, and put 
up again. Finally, he thought that if one was not 
able to make much headway, one would be justi-
fied in removing some of the new formed bone. 
He had not had a case in which he had been 
able to do this, but he considered it a conceivable 
condition. A very deep anmsthesia was necessary for the 
wrenching movements, because you have to use all the 
force you have in some instances. Some people advised 
putting a flat foot across a wooden block, but he always 
objected to using anything except his own hands. Other-
wise you were liable to get bruises. He would never use 
a wedge, as shown by the American books. He pressed 
as hard as possible to invert the foot; this was the first 
position to try and overcome; then dorsal flex, and, if 
possible, rotate. If strong obstruction was caused by 
spasm of the peronii they should be divided. He was 
not sure what supports Whitman used, but he himself had 
long ago given up using metal splints for the reason that 
they go through the leather very quickly, and he could not 
see that they were any advantage over the leather splints 
which he used during the last few years. He had tried 
aluminium, which was lighter and stronger and better than 
other metal supports, but he always went back to leather, 
and he got more satisfaction from leather than from any-
thing else. 

Regarding the spasm, one can only see when the spasm 
passed off by examining the foot and seeing that there 
was no spasm in the peronei. He thought skipping was an 
excellent adjunct to ordinary tiptoe exercises. 

SPECIAL MEETING, WEDNESDAY, AUGUST 16th. 

The President asked the opinion of members about the 
question of autonomy for the Association in Australia, or, 
at any rate, for obtaining more liberty, on the lines of the 
Sydney branch. 

The resolution by Dr. Hayward, of Adelaide, with ap-, 
pended note already published on the subject, was read. 

Mr. G. A. Syme said it was a very old question, and was 
a matter that had been brought up at several Congresses, 
more particularly at the Congress held in Dunedin. At 
that meeting he proposed that an Australasian Association 
be formed by the existing medical societies amalgamating, 
but the people who had always opposed the matter were 
the Sydney people. The Sydney branch enjoys much 
greater liberty than any other of the branches, and they 
do not seem inclined to allow any other branches to ob-
tain the same amount of liberty, if they can prevent it. 
At all events, they were very strong in their opposition, 
to form an Australasian Association. 

The same thing happened at Hobart, opposition being 
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particularly shown by a leading man from Sydney, who was 
loud in his denunciation to do anything that would in any 
way diminish the authority of the British ledical Associa-
tion, and the same feeling will probably be still felt in 
Sydney. 

As regards the question itself, Mr. Syme said he thought 
we ought to have an Australasian Medical Association, in 
sonic way affiliated with the B.M.A. The constitution 
would have to be altered very materially. He was very 
much in sympathy with the proposal, and had been so 
for some years. 

Dr. Kent Hughes said he could only reiterate what Dr. 
Syme had said. He had felt the great disadvantage to be 
governed from the other side of the world. Whenever diffi-
culties arise, it was a tremendous disadvantage to be go-
verned by men who had no knowledge of the conditions 
t hat obtained, and he thought the position was ridiculous. 
'l'hey could not possibly understand the question. Literal 
experience of this kind had been obtained on two occasions, 
very much to our sorrow. It seemed to him, that if they 
could not get anything else, they might get more liberty, 
much on the lines of the Sydney branch. It seemed far-
cical to go on year after year in the same way as at pre-
sent. In no other field does this hold good. In politics 
and in everything else, eve have a free field in Australia. 
He heartily endorsed the suggestion. He did not, how-
ever, wish to be disassociated altogether from the B.M.A., 
but he would like to see something done in the matter. 

Dr. Hooper said he did not see why the proposal should 
he stopped because the Sydney branch was against it. 
1f opposition were to come from Sydney, we should have 
to overcome the opposition. We should obtain the wishes 
of all the members of the profession on the matter. 

Dr. Ostermeyer said he thought the difficulty was, what 
is the Constitution. It seemed to me an unknown quality. 
He had never seen the Constitution. He was certainly in 
favour of the proposal, though it did seem to him that we 
were in a very peculiar position. He would like, however, 
to know what what was the constitution. 

The President said that the great disadvantage was that 
there was nobody to speak for the whole of Australia. We 
were going to get social legislation probably that will mean 
a fight. The sooner we are prepared for a fight the better. 
The sooner we get a Central Council to speak for the 
whole of Australasia, the better it would be. If things 
were then forced on the profession, there would be some-
thing solid to meet it. 

A vote was taken on the subject, and members were 
unanimously in favour of some such action as suggested 
being taken. 

RETROSPECT  IN  SURGERY. 

Triple Simultaneous Tubal  Pregnancy. 

P. Launay and Seguinot [Revue de Chirurgie, April 
1911] contribute a study of bilateral simultaneous tubal 
gestation, based upon a case with the following interesting 
history. The patient was aged 26 and had had no chil-
dren and no miscarriages, and there was no history of 
any antecedent metritis or salpingitis. 

On October 21st, 1910, she was seized with violent pains 
in the right flank, with vomiting. A diagnosis of acute 
appendicitis was made, and the case was treated expec-
tantly. Three days later she was admitted to hospital and 
was then worse, complaining of pains in the right side of 
the abdomen, coming in crises and accompanied by vomit-
ing. On examination, there was wooden rigidity of the 
right side of the abdomen, with extensive dulness on per-
cussion. Tenderness was greatest in the right iliac fossa. 
The treatment was still expectant. 

On November 14th, the patient felt a violent pain in the 
left flank rapidly becoming general throughout the pelvic 
cavity. Dr. Seguinot was called in, and made a diagnosis 
of ruptured tubal pregnancy on the left side. Operation 
was performed on the following day. The abdomen was 
opened by a median sub-umbilical incision, and a large 
pocket on the left side, shut o ff  alone by adherent intes-
tine and omentum, was found filled with, clots, which were 
removed in handfuls, and in the midst of them a male 
foetus, 13 centimetres in length, was found with sonic 
debris of tube and placenta. The left tube was found to 
be ruptured in its middle portion, and continued to bleed 
until clamped. 

In seeking to examine the appendages on the right 
side, it was discovered that the supposed inflammatory 
mass was another large eucysted mass of clot, from the 
middle of which two foetuses of 12 centimetres in length 
were removed, together with a placenta to which two 
broken cords were attached. The right tube had rup-
tured near the uterus. A subtotal hysterectomy was per-
formed. 

The patient made a good recovery and left the hospital 
on January 14th, 1911. The case, with the obvious simul-
taneity of conception in the two Fallopian tubes, the one 
being a twin pregnancy and the other a single pregnancy, 
is claimed by the authors to be unique in science. 

D.M.M. 

Scarlet Red. 
J. S. Dairs [Ann. of Surgery, May, 1911, .702] brings 01) 

to date the facts about  Scarlet Red as a healer. These 
facts have behind them a long list of reliable observers, 
both experimental and clinical. Dairs himself was very 
sceptical in the beginning, naturally being unwilling to 
believe that a commercial dye stuff could produce such 
epithelial stimulation in sluggish wounds, some of which 
had existed for years. The chemistry of the group of dyes 
going under the name of scarlet red is explained, and it is 
pointed out that  amidoazototuol is the component part of 
the dye which possesses the more marked stimulating ef-
fect. The action begins on any ulcer, however unhealthy, 
but is more rapid on flat, clean, granulating surfaces. The 
technique begins with the thorough cleansing of the 
wound with bland lotion, followed by drying. Hydrogen 
peroxide may be used before this in very dirty cases. Ni-
trate of silver stick is used to keep down granulations; 
iodine is also recommended as a certain cleanser of granu-
lations. The red is applied then as an ointment of 8 per 
cent. strength for 24 or 48 hours, and alternated with sonic 
bland ointment. By using a 4 per cent. strength it may 
be used over longer periods without the danger of severe 
irritation. This strength of ointment has been applied 
with great success to partial Thiersch skin grafts. It is 
stated that the skin resulting after healing of wounds by 
scarlet red is very sound. It does not tend to break down, 
and there is very little of the accustomed scarring and 
contraction. Scarlet red is not in itself an antiseptic 
but a stimulator of epithelial growth; each wound should 
therefore receive the additional treatment appropriate to 
it; syphilis should thus be bore in mind. A persual of 
this article leaves the strong impression that this dye 
stuff should be given a thorough trial in clinics where 
chronic leg ulceration and extensive burns are so com-
mon and troublesome. 

Panda] Tonsil. 
J. S. Fraser [Edin. Med. Jour., July, 1911] discourses very 

fully, with special reference to their removal by enu-
cleation. This important subject is introduced by a care-
ful automical study well worth perusal by any contem-
plating tonsillar surgery. The "submerged" tonsil is 
clearly described, and the fact that the supratonsillar 
fossa is part of the tonsil and included in the capsule, is 
made clear. The muscle relationships and attachments 
are shown, and a full description of nerve and vascular 
connections, including lymphatic, given. The practical bear-
ing of each in disease and treatment is pointed out. The 
diseases particularly considered and to be cured by en- 
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ucleation are simply, chronic, hypertrophy, recurring at-
tacks of tonsillitis, peritonsilitis and quinsy and tubercular 
disease. The connection between rheumatism, especially 
of the chronic type, and the septic tonsil, is touched upon, 
and the author recommends enucleation as the first step 
in treatment. In tubercular cervical adenitis tonsillar enu-
cleation will become a frequent necessity in successful 
treatment. The percentage of such tonsils proving on exa-
mination to be tubercular is not small. 

The indications for operation and the type of operation 
most suitable are set forth. The author prefers a local 
anaesthetic, except in very nervous people. The method 
of anaesthetisation is fully pictured, and the author's 
operative technique tested on 100 cases described step by 
step. He sits the patient on a low stool and requires a 
good assistant. A gynaecological volsellum takes a very 
good deep grip of the tonsil and blunt pointed scissors, 
curved on the flat, do most of the work. A final liberation 
of the lower pole is sometimes accomplished with a curved 
probe-pointed knife. The two essentials are to get a firm 
grip and to keep outside the tonsil capsule. Both tonsils 
are removed at the one sitting if desired. The operation 
under a general anaesthetic is then described. The head 
end of the table is somewhat lowered and the patient's head 
held slightly over it. The operator stands on the patient's 
right, the assistant swabs, and the anaesthetist uses ton-
gue depresser and steadies the head. 

In the after treatment, rest in bed with disuse of voice 
is insisted on for a day or longer. It is wise to elevate 
the head well for several nights. This very complete 
article concludes with remarks on the difficulties and dan-
gers of enucleation. Hemorrhage and sepsis are fully 
considered. 

Surgery of Visceroptosis. 
J. G. Clark ["Therapeutic Gazette," May, 1911] gives 

special attention to the cases with constipation and sounds 
a note of warning against the indiscriminate operative en-
thusiasm likely to occur as the result of some recent pub-
lications, just as has occurred in the past, in the case of 
nephropexy. He insists on a thorough medical investiga-
tion and treatment before any surgical thought is enter-
tained. The summary of the entire question hangs on 
whether there is a definite anatomical defect constituting 
a partial obstruction. Types of colonic defects are pointed 
out. Descensus cmci may be the real cause of pains re-
ferred to the appendix. Theories as to the cause of pain 
vary; one observer refers it to difficulty of caecum in 
emptying itself; another to the block affecting the ileuin. 
The troubles of the patient may again be referred to one 
of the flexures; this is more likely when there is marked 
ptosis of the transverse portion. And marked redundancy 
of the sigmoid may be the cause of symptoms. The study 
of these cases by the X-rays is discussed, and the author 
is careful to point out that many cases that show what 
one would call proptosis give no symptoms at all. He, 
therefore, considers the colonic function in conjunction 
with the X-ray finding. The author has not yet reached 
the point where he can accept Love's idea of colonic ex-
tirpation, but he feels sure that in cases of great redun-
dancy and dilatations of the colon this measure is the 
only one offering a hope of relief. The author gives a list 
of cases, all treated more than a year ago to secure accu-
rate information. The various operations have been—
Suspension of sigmoid, suspension of transverse colon, ex-
cision of sigmoid, erasion of sigmoid and suspension of 
transverse colon, lateral anastomoses of sigmoid, and, 
lastly, excision of transverse colon. In this list he claims 
48 per cent. of complete cures. The conclusion are worth 
recording. They are- 

1. Developmental anomalies are at the bottom of many 
cases. 

2. Posture is frequently a result rather than a cause 
of the ptosis. 

3. The congenital defects become active through trauma-
tism, or badly managed childbirth, habitual constipation or 
operative adhesions. 

4. Neurasthenia often dates from puberty and operation  

in such adults may only give partial relief, because of this 
constitutional asthenia. 

5. Cases in which there is a recent acquirement of the 
active factor give the best surgical results. 

6. Various suspension operations are valuable in proper 
cases. The fixation points may be unstable. 

7. Radical excision will give the best results, but the 
mortality is higher. 

8. In no field of surgery should haste be made more 
slowly. 

9. The most essential point is a very careful study of 
the case history pointing to a definite partial obstruction. 
A good skiagram is of the greatest confirmatory value 

J.S. 

RETROSPECT IN MEDICINE. 

The Nature and Treatment of Chorea. Carey Coombs, 
Bristol Med. and Surgical Journal, 1911, XXIX. 51. 

He regards the rheumatic origin of chorea as abundantly 

The Cerebral Forms of Poliomyelitis and their Diagnosis 
from forms of Meningitis. 

Koplik describes in detail six cases of polioencephalitis 
occurring during the prevalence of poliomyelitis in New 
York and its vicinity. They presented involvement of the 
structures of the brain, especially medulla and pons, with-
out permanent affection of the cord. The general picture 
is thus cerebral, and the symptoms are cerebral symptoms 
with, in certain cases, added palsies, ocular, facial or 
bulbar, according to site of the inflammatory lesion. It is, 
however, the cases which are limited in their extent of 
involvement of the ocular and facial nuclei, and which 
are accompanied by cerebral symptoms, that are of the 
greatest interest, their differentiation from meningitis of 
either the acute suppurative (meningococcic) and the tu-
berculous forms being difficult or in some cases impossible. 
It is noted that the onset in cases resembling acute cere-
bro-spinal meningitis is less acute than is usual in that 
disease, the patient having usually been ill for a day 
before taking to bed. In the subacute cases, again, the 
onset is much more acute than in tuberculous meningitis, 
in which disease Koplik states that he has not seen an 
authentic case of sudden onset in several hundreds of 
cases. There is usually a previous history of absolute 
health. After the acute symptoms set in, there may be in 
some cases an abatement and in others a recurrence of 
symptoms of a cerebral nature, which gradually deepen. 
If the case is one resembling an acute meningitis the 
symptoms are more active, with neck rigidity, pain in the 
neck, headache and delirium. If the case resembles the 
tuberculous forms of meningitis the patient lies more 
quiet, exhibits palsies of the cranial nerves, and may even 
have marked hydrocephalus with distinct Cheyne-Stokes 
respiration and unconsciousness. In both sets of cases 
the delirium, stupor or coma lightens, the patients after a 
week or more of illness becoming brighter, and recovery 
proceeds. Lumbar puncture in all the cases reveals a clear 
or slightly flocculent fluid, without bacteria, and a cytology 
of 90 to 100 per cent. lymphocytes. An examination of the 
blood shows a leucocytosis at first of pronounced degree of 
polynuclear type. The onset of the disease may be ushered 
in by fever, which rapidly subsides to within a fraction of 
a degree of the normal, and the major part of the illness 
runs its course with this temperature, which is practically 
normal. The diagnosis is made from the points of clinical 
course laid down in this paper. The prognosis is for the 
most part good, except in those cases which involve the 
nuclei of the nerves controlling respiration. In such cases 
the outlook is that of an acute bulbar paralysis where the 
extent of the lesion will decide the fate of the case. The 
main point to have in mind is the great similarity of a 
certain set of these cases to those of tuberculous meningi-
tis, and the absolute futility of a positive diagnosis with-
out study of the case, lumbar puncture, and all the clinical 
aids at our command. 

[Amer. Jour. of Med. Sciences, June, 1911, p. 788.1 
L.S.L. 
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proved, and states that there is a definite nervous disorder 
due to effects of rheumatic toxins on the cerebral cortex. 

Post-mortem: The nerve cells show marked degenerative 
changes up to absolute destruction of cellular detail. with 
an almost normal condition of blood-vessels and connective 
tissue. The cortical cells suffer most severely, the changes 
being equally marked in all cortical areas, motor cells not 
more than others. 

The anterior horn cells are normal. 
The contrast between normal meninges and intense 

cortical changes suggests intoxication without invasion by 
micro-organisms. 

There is also clinical support for this theory. In rheu-
matic children nervous instabilities in the shape of un-
certainties of temper, night terrors and a state of general 
misery, are seen. The rheumatic toxins act on the cere-
bral cortex, the highest level areas go first with loss of 
control as the first functional result, the motor cells being 
attacked later. In the earlier stages we have loss of 
power to control emotion and movements which are really 
voluntary effort run wild; later involuntary movements 
dominate, pointing not only to loss of control of damaged 
high-level centres but also to persistent irritation of motor 
cells. Symptomatology shows it is not merely a motor 
disorder but definite organic disease. Definite psychical 
symptoms occur as delirium sometimes with visual hallu-
cinations, lack of emotional control shown by irritability, 
easily provoked laughter and violent outbursts of crying. 
Cerebration is slow, and there is lessened power of men-
tal concentration. 

For treatment the author recommends salicylates com-
bined with sodii bicarb, rest in bed, and free use of 
salines. This will not abort an attack as there is a certain 
amount of indissoluble chemical union between the toxins 
and the protoplasm of the cortical cells, which only time 
will undo, but will prevent further damage. The period of 
rest should be prolonged, and convalescence should take 
place, if possible, in the country. 

For excessive movement he recommends chloretone grs. 
4-5 t.d.s. up to 8 grains in children over 10, one dose al-
ways given at bed-time. This acts as a muscular depres-
sant as well as a general sedative.  • 

S. W. F. 

OBSTETRICS. 

Placenta Praevia: A Study of 10,000 Cases. 
Dr. Ellice McDonald ("Surgery, Gynecology and Obstet-

rics" writes:—Of 8625 cases of placenta prmvia treated in 
the antiseptic era, the mortality of the mothers was 7.22 
per cent. and the mortality of the children was 55.5 per 
cent. The mortality of the children is understood because 
of lack of uniformity in reporting. 

The maternal mortality of complete placenta prmvia was 
15.5 per cent. and foetal mortality 71.9 per cent.; the ma- 
ternal mortality of incomplete placenta prmvia was 4.8 
per cent. and the foetal mortality 58.9 per cent. 

Incomplete placenta prmvia is two and a half times more 
common than the complete form. 

Complete placenta prmvia (placenta prmvia totalis) is a 
different disease from incomplete placenta prmvia (placen- 
ta prmvia isthmica aut simplex) with a different incidence, 
a different pathologic anatomy, a mortality three times 
greater, and requires different treatment. 

In placenta prmvia, immediate treatment gives the best 
results to mother and child; but immediate delivery is 
not always advisable. 

In complete placenta prmvia, if the cervix is fully di- 
lated, combined (bimanual version of Braxton-Hicks 
should be done. Extraction should not follow version 
unless the os uteri is completely dilated, because of the 
danger of cervical laceration, hmmorrhage, and uterine 
rupture. 

If the child is dead or premature and the cervix not 
fully dilated, combined version with extraction of the 
child, delayed until the os dilates, will arrest haemorrhage 
and save the mother. This expectancy is dangerous to a 
living child. 

If the child is not known to  be  dead and the cervix is 
undilated, the best results for mother and child are ob-
tained by the water dilated elastic bag of Champetier de 
Ribes, introduced by a special forceps within the uterus 
and within the ovum. The bag should be 10 to 12 cm. in 
diameter, with a capacity of  500  to 600 cc. and may be 
kept without deterioration in glycerine. The bag con-
trols hmmorrhage by means of direct pressure, acts as a 
gentle dilating force, and, in placenta prmvia in general, 
is the most successful mode of treatment. The cervix may 
be dilated with Goodell's steel dilator to a size sufficient 
to admit the bag, if the os is resistant. 

If the cervix is not dilated and the patient's condition is 
grave, the best results for the mother are obtained by 
combined version and delayed extraction. This usually 
sacrifices the child, but 71.9 per cent. of the children  'die 

in any case, and, of those babies saved, 15 to 40 per cent. 
die in the puerperium. 

Incomplete placenta prmvia in general is best treated by 
the elastic bag, introduced within membranes. If the cer-
vix is fully dilated, combined version and extraction may 
be done. Rupture of the membranes suffices for mild cases. 

Postpartum hmmorrhage occurs in approximately 12 per 
cent. of all cases of placenta prmvia and is a frequent 
cause of death. This should be guarded against by appro-
priate measures. 

Gauze tamponage of the cervix is not a good method of 
treatment of placenta prmvia, as it exposes the woman to 
infection, separates the placenta, and often does not con-
trol the hmmorrhage. It is a makeshift method to be 
used only in emergency. The elastic bag should be given 
the preference. 

From the time of diagnosis of the condition until some 
hours after delivery, the patient should not be left with-
out medical care. This is particularly true of the first 
hours after delivery when the danger of delayed postpar-
tum hmmorrhage is great. 

Cmsarean section kills more mothers and saves a few 
more weak babies. It adds to the dangers of placenta 
prmvia the risk of Cmsarean section in an anemic patient 
and does not, unless hysterectomy is done, remove the pos-
sibility of postpartum hmmorrhage. 

R.  T.  S. 

Pew  TBOOt155. 

Clinical Symptomalogy, b) Alois Pick and Adolph Hecht. 
New York and London: D. .Appleton and  Co.; Melbourne 
and Sydney: Angus and Robertson Ltd. 

This issue of the work is an authorised translation under 
the editorial supervision of Karl Konrad Koessler, M.D. 

As is pointed out in the preface, therapeutic measures 
should not be directed against single symptoms, but when-
ever possible against the primary disease. Unhappily, the 
primary disease is often not amenable to curative or speci-
fic therapy, and the physician is compelled to ameliorate 
the patient's condition by relieving his distress and check-
ing the life-threatening symptoms. 

The work discusses fairly fully the symptoms of the 
various diseases, taking as a framework the leading ones. 
As far as possible the pathology is indicated; then briefly, 
sometimes rather briefly, the treatment to be adopted is 
given. 

The subject matter is well and clearly arranged, and 
the book is provided with a capital index. The spelling 
is American. The contents are well up to date. The con-
venience of the reader has been considered throughout. 

For the purposes for which the book is prepared, it can 
be regarded as useful and helpful, containing many prac-
tical suggestions. W.H.S. 
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CORRESPONDENCE.  

(To the Editor of the '`Australian Medical Journal.") 

Sir,—There are displayed in Collins-street the name 
plates of two practitioners long since- dead, and a third 
bearing the name of a gentleman who, if still alive, has 
certainly not been in Melbourne during the last five years. 
Will the Secretary of the Medical Board tell us why?—
Yours, etc., 

QUIS CUSTODIET.  

GENERAL AND PERSONAL.  

Pageants are a favourite form of amusement in Eng-
land, and "The Medical Press and Circular" recently made 
a suggestion that during Coronation year a medical 
pageant should be organised in London. A correspondent  
at once proposed the following programme:- 

]. Carriages drawn by milk-white steeds containing pro-
prietors of daily and weekly newspapers singing paeans 
of praise of quack remedies, and carrying sacks of gold 
obtained from advertising the same. 

2. Motor-cars elaborately ornate, containing bonesetters 
and unqualified practitioners enjoying a plenteous feast 
with champagne. 

3. Duly qualified medical practitioners walking in the 
dust raised by the preceding cars, eating dry crusts, with 
real pain. 

4. A heavy, cumbersome car containing the curricula 
regulations of the General Medical Council, drawn by medi-
cal students bound in chains. 

5. A bath chair containing the only living specimen of 
a "pure consulting" physician. 

6. A small car containing medical and surgical peers—
banner with inscription "PEERLESS." 

7. Medical knights on horseback accompanied by squires 
(pharmacopoeia) . 

8. Regiment of prescribing chemists, attended by district 
nurses and midwifes treating patients. 

9. Fully-sized model illustration "Professional Jealousy," 
drawn by two traction engines. 

10. Microscopic slides illustrating "Professional Unity" 
in small cart. 

11. Heavy lorries laden with printed matter issued by 
British Medical Association to Divisions, driven by Medical 
Secretary.  

12. Model of a "hat shop and cinematograph theatre," in 
the Strand, with banner inscribed: "Puzzle—Find the 
British Medical Association." In nuda veritas. 

13. Car containing anti-vivisectors devouring S. Paget 
(ti) (Spaghetti), accompanied by brown dogs and cat calls. 

14. Christian Scientists on foot singing the edifying song 
with chorus, "What is Mind? No Matter! What is Mat-
ter? Never Mind!" 

15. Surgeons carrying swabs. 
16. Patients carrying swabs. 

' 17. Model of Law Courts. 
18. M.D.U. flag: "Defence, not Defiance." 
19. Expert witnesses accompanied by "lyres." 
20. Model of an "ideal home" for medical practitioners, • 

"The Workhouse." 
21. Small car containing paying patients. 
22. Battalions of gratuitous and contract patients. 
23. "Express" delivery carts driven by obstetric physi-

cians. 
24. Memorial car: "Brown Dog lying at Battersea Park." 
Though many of the allusions do not apply to Austra-

lia,. the cynical humour of the programme will appeal to 
most of us,  

Tfirttt51j 	2155octatton.  
VICTORIAN BRANCH. 

NOTICES. 

Wed., August 30th, 8.30 p.m., Council Meeting. 

W.A. BRANCH: Third Wednesday in month. 
N.S.W. BRANCH: Last Friday in month. 
QUEENSLAND BRANCH: Last Friday in month. 

EDITORIAL NOTICES. 

It is particularly requested that all literary matter, books  

for review, etc., be addressed to the Editor, Dr. Alex.  
Lewers, 65 Collins-street, Melbourne.  

The "Journal" now being a weekly medical newspaper, it  
is requested that notices and items of personal or  

general medical interest be forwarded to the Editor.  

Newspaper copy should be marked.  

All business communications and advertisement applica-
tions should be addressed the Manager, "A.M. Journal,"  
Medical Hall, Brunswick-street, East Melbourne.  

Telephone 1434 Central.  

Changes of address should be notified to the Honorary  
Treasurer ;  Dr. C. H. Mollison, 102 Collins-street, Mel- 
bourne.  

Annual subscription (except to Victorian Branch), £1 is.  

Dr. Beattie Smith has presented a framed portrait of  

Dr. T. S. Clouston to the Acute Mental Hospital.  

The appointments in the special departments at the  

Melbourne Hospital are stated to have been made without  

authority in the bye-laws. Special bye-laws are to be  

passed to meet the situation.  

In reply to a letter from the Ballarat District Branch of  

the B.M.A., the city clerk states that a scheme of under-
ground sewerage for Ballarat is in process of being  

worked out and estimates made of its probable cost.  

The Melbourne Hospital advertises for applications to  

fill the post of Out-patient Physician for a period of three  

months. Application must be made on or before August  
30th.  

Dr. R. A. Robertson, who was last year resident medical  

officer at St. Vincent's Hospital, Melbourne, has com-
menced practice at Coonamble, N.S.W.  

Dr. Konrad Hiller will deliver the remaining lectures in  
Medicine in the place of Dr. NIaudsley, while Dr. S. V.  
Sewell will lecture on Physiology in the place of Professor  
Osborne.  

The annual supper of the Melbourne Medical Society  
will be held at the Grand Hotel on Saturday, August 26th,  
at 8.15 p.m. The guest of the evening will be the State  
Governor Sir John Fuller.  
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