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sént the functions of its component parts, thus
it serves to carry oxygen from the lungs to the
tissues, and to carry carbon dioxide and other
products of metabolism 'to the lungs and excre-
tory organs; to carry nourishment to the tissues;
to act as a medium for the transmission of the
internal secretion of various glands; to aid in
equalizing the temperature of the body ; to supply
the agents to destroy or remove invading bacteria
and to furnish substances out of which pigments
and mafny of the various secretions of the hody
are formed..

The functions of the blood, then, being varied
in character, the study of its constituents serves
as an index to the condition of many of the organs
of the body and enlightens us as to the needs
for treatment.

The study of the prevention and cure of disease

by the injection of serums has been elaborated,
until now serum-therapy has an established value
among our therapeutic agents. Diphtheria has
been rohbed of its terrors and tetanus, hydropho-
bia, small-pox and typhoid fever are successfully
treated by this measure.
* Finally, with the advanced . requirements of
education, the improved opportunities for acquir-
ing hospital training and experience, physicians
are enabled to and do render to their patients bet-
ter service than ever before. It is to be regretted,
however, that their remuneration is not commen-
surate with the skill employed. It is to be hoped
that this will right itself in the near future.

A factor which is worthy of mention as being
among the important advances of recent years in

the practice of medicine is the employment of '

~ trained nurses.  The efforts of the physician are
" supplemented in a practical way by the skill of
~ the trained nurse, who can often relieve the phy-

; sician of much anxiety concerning the condition -

of his patient hetween visits. To my mind too
much credit cannot be given to that most noble
and self- swcuﬁcmg of all professions, the p1ofes—
sion of nursing.. !
Improved pharmaceuticals malke it possible for
the physician to carry out the principles of the
therapeutist and cure quickly, safely and pleas-
antly, Instead of the nauseating mixtures and
crude drugs formerly used, the more elegant prep-
arations are now at our disposal and meet with
much favor both from the physician and patient.
While physicians may at times be chagrined
at the apparent popular support given to qmcks
and irregular practitioners of medicine, let us re-
member that such fads as osteopathy and Chris-
tian Science are here to-day but gone to-morrow,

.mosquitoes,

_the workers have led up to this result,

while the science of medzcme, w1th I’IlppOCI‘atES
as its founder, will live on with increasing glory
through future generations.

Dr. GrExtwortTH R. BUuTLER: The finished
and interesting survey of modern medical prog-
ress which Dr. Stivers has given belongs to a class
of papers to which .it is always pleasurable to
listen. It is distinctly more agreeable to hear
praises of one’s profession than to twist under
criticism, even though deserved.  In this case,
however, the writer of the paper has not overesti-
mated in the least the tremendous advances which
have been made within a few decades, all of which
redound to the glory and honor of medicine. The
achievements of surgery are indeed wonderful;
no less so are those of therapeutics and prophy-
laxis in their broadest meaning. Antitoxin in diph-
theria, thyroid extract in myxedema, quinine in
malaria, and mercury in syphilis are indeed spe-
cifics,. The practical stamping out of small-pox,
the making habitable of waste places by protec-
tion from the malaria and yellow-fever-bearing
the restriction of epidemics of
cholera, yellow fever and bubonic plague, and the
reduction of the mortality from tuberculosis bear
eloquent testimony -to the accomplishments of
preventive medicine. In keeping with all this is
the great improvement in medical education. The
requirements for entrance have changed greatly
for the better, and the trend of events, as indi-
cated and urged by Dr. Stivers, is toward more
clinical instruction, with less time wasted in the
old didactic lecture. The latter is by no means to
be displaced; it has in modified shape an impor-
tant function to perform. But I believe that after
a thorough text-book drill in the theory much
more time will be devoted to the actual study of

.the concrete case.

The. three c¢rowning achievements of modern
medicine, which have saved an incalculable
amount of human suffering and disaster ave an-
esthesia, asepsis and, with all that it includes,
sanitation.

Dr. H. A. ]*AIRBAIR\T The distinguishing fea-
ture of the practice of medicine of this century
is that it rests upon practical research and inves-
tigation instead of mere speculation which char-
acterized procedure of former days.

Perfected methods, the steady advance of the
allied sciences and the more thorough training of
It is ac-
knowledged that the well-equipped medical man
of the day has gone through a more severe course
of mental training than the representative of
either of the other two professions. That is an
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account very different from the satirical shafts
which Dickens continually levelled at our ranks.
It is not strange under the circumstances, that
a great change has taken place in the methods of
instruction. The professor to-day faces benches
filled with men well trained mentally, thanks to
the work of the secondary schools and colleges.
He has a very different task from that which his
predecessors’ were busied with.  For instance,
with this material it is entirely possible for him,
in some of the branches, to draw out of the pupil
by propéer reasoning the natural history of many
diseases. Given an organ, the anatomy and physio-
logic function and, its chemistry being knowmn,
it is quite possible to correctly predict on such
data the results of its invasion by a morbific agent
the nature of which is known. The didactic lec-
ture of former days, the recounting of dry detail,
- is being replaced in modern times by the Socratic
* method of teaching. In the midst of these rapid
and radical changes it seems astonishing that the
old nomenclature of disease remains with us. It
cannot remain long. The orator of the evening has
drawn a pleasing picture which cannot be exhibi-
ted too often. Fe stands in fine contrast with
the carping critic and calamity crier who appears
on the platform of the various professions with
that perennial cry abotut over-crowded ranks, who
would apparently close the doors of learning with
such a slam that they would be in danger of
swinging around with such force as to jar his
own beloved frame.

You have his imitators in those who bemoan
the too rapid increase of the human race, who
chill the young men in all walks with their cry of
“not enough to go around.” In spite of them
the race increases and increases rapidly and pros-
pers and grows more mighty and enjoys life. It
disobeys the laws of nature and will continue to
do so, or, in other words, suffers the consequence
—sickness. It requires the aid of the medical
profession to relieve this and it prefers the practi-
cal man who can produce results. He will be in
good demand always and modern medicine 1is
coming to his aid more and more daily.

— \

Theisen (The Laryngoscope, August, 1903) does not
believe there is much doubt that lipomata are always
congenital. The only way the occurrence of these tu-
mors can be explained, is by the embryonal theory.
They undoubtedly owe their origin to some congenital
aberration, 4.e., misplaced fat cells. As the tonsil con-
tains no fat, some misplaced fat cells must be present
in embryanioc, life, and later owing perhaps to lowered
powers of resistance of the neighboring cells, the fat
cells show a tendency to pledommate and form a
growth.

CONCERNING FISTULA IN ANO.

BY WALTER C. wOOD, M.D,

Read before the Brooklyn Surgical Society, June 4, 1903.

In these days when surgical papers are, in
great part, concerned with the major problems in
Abdominal Surgery, one is inclined to apologize
for calling your attention to this minor subject.
Yet my observation forces me to believe that
many surgical errors are committed and many
professional reputations injured by failure to cure
this simple affection.” Kelsey says that 5o per
cent. of all operations for fistula, even in hospitals,
are failures either from fault in the operation
itself or from lack of care in the after treatment,
It is a fact that most of the patients on whom I
have operated for fistula in anoc have been pre-
viously subjected to operation, one or more times,
for the same condition. These patients seem to
be especiaily grateful when cured and especially
bitter when not relieved.

Since tlte time when Louis XIV, the French
king, rewarded Monsieur Felix and his numerous
assistants with over seventy-three.thousand dol-
lars and many honors besides, for the cure of his
fistula, the charlatans and quacks have reaped
rich financial harvests from these sufferers, many
of whom have been previously under the care of
our profession. Some fistulee any one can cure.
The common director plinged boldly in, the com-
mon bistoury pulled boldly through a mass of
tissue, the chasm plugged with gauze; such

" methods will cure some fistulee. Others require

a nice adaptation of means that tax the judgment
of the surgeon, his patience, and his skill. The
simple 4ype is illustrated by the fact that a sur-
geon, prominent in New York fifteen years ago,
cured his own fistula with a director, a bistoury
and a looking glass ; the complex type by a case in
a motorman who, required to work for the daily
bread of his family notwithstanding a fistula pre=
senting seven external openings, was completely
and permanently cured by three months of careful
office treatment after four hospital operations had
failed.

There are certain sources of error that I should
like to bring to your attention :

One common error is a failure to appreciate the
exact pathology of the individual case,

With the exception of the very few cases that
are secondary to strictures and malignant dis-
ease, a fistula is invariably preceded by an ab-
scess formation. LEven those very rare cases
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when the primary factor is an injury, an abscess
is the second step in the process. Now, it is a
mistake to assume that all, or even the majority
of the abscesses that result in fistula are located
in the ischio-rectal fossa. The origin of the ab-
scess is important as determining the location of
the fistula, and especially its internal opening.
Rectal abscesses are well divided according to
their location, as follows: The superficial ones,
three in number; tegumentary, sub-tegumentary
and ischio-rectal, and the deep one above the
levator ani,

The tegumentary abscesses are direct infection
of hair follicles due to irritation or uncleanliness.
These do not result in fistula and need not con-
cern us here.

The sub-tegumentary inflammations are, on the
contrary, of extreme importance, for circum-
scribed inflanmations of the sub-cutaneous and

submucous tissues are common and result in a

special type of fistula. They are essentially lym-
phatic infections with a small primary source
within the anal canal. Some develop slowly and
insidiously, ordinarily applying for treatment only
after the discharge of thin watery pus, while
others are more acute in origin and definite in
symptoms. These cases of sub-tegumentary ab-
scess, of either type, open externally or just
above the muco-cutaneous junction and net into
the rectum proper. A fistula arising from the
slower type is apt to pass up beneath the mucous
membrane of the rectum beyond the internal
opening, which is usually small. Many of these
cases go uncured because this small pouch is not
recognized. These cases seldom go in a straight
line and are not casily followed with an ordinary
probe, yet they have but few branches. When
these fistulae occur in patients with a sphincter
that is not in a state of tonic contraction, their
direction can be easily recognized and followed

to their full extent by the finger palpating the.

indurated cord which denotes the course. The
probes usually used arve far too large. The fli-
form bougie made for urethral use is an excellent
means for determining the internal opening, if one
exists, T wish to take exception to the statement
made aud emphasized by the well-known rectal
surgeon, Mathews, that it is of little importance
to determine exactly the internal opening of these
or any fistulze. When I find the internal opening I
cure these fistulee; when I do not find it, some-
times I cure them, sometimes I fail. It is not
enough to force a probe through the mucous
membrane when it comes riear the rectum. A sub-
mucous tract, or what constitutes practically a
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blind internal fistula, is left, and re-infects the old
tract,

In certain tubercular patients, when anesthesia
and confinement to bed are undesirable and when
the sphincter is relaxed (as is usually the case in
such patients), cure can be obtained by office
treatment. Under cocaine, injected in the skin
and into the fistula, the external opening is en-
larged along the line of the fistula for about an
inch. Then on other occasions, by the use of
cocaine and peroxide of hydrogen, the tract can
be followed up to its termination, It is well to
make a back cut on the upper surface of the
fistula, perhaps a quarter of an inch in depth.
This permits healthy granulation to spring up.
The use of chloride of zine, 5 per cent., or tinc.
of iodin twice a week, and the daily use of iodo-
form suppositories and internal tonics are very
necessary to ensure healthy healing.

If, however, an operation is done under anes-
thesia, as is much more desirable, when not dis-
tinctly contra-indicated, a more certain and rapid
cure can be obtained by dissecting out the fistulee
than by incising it. I refer now to the sub-tegu-
mentary fistule alone. After locating the inter-
nal opening by palpating the course of the fistula
and the use of a minute probe, a piece of silk is
threaded through the fistula and a large rectal
speculum inserted. The tract is then dissected
out, leaving it threaded on the silk. Tt is done in
this way: An incision is made down to, hut not
into the fistula, carrying it around hoth the inter-
nal and external openings. As the indurated
mass is dissected ont, from time to time, a little
peroxide of hydogen is injected into the fistula.
As long as no leak occurs from the walls of the
fistula, one is certain that no branch has been cut
across nor the tract entered. If any leak occurs,
the exact location of the defect is easily recog-
nized and more tissue removed or the branch
followed up. I do not now believe in or practice
the suturing of these cases. It militates against
the certainty of a cure and is unnecessary either
to avoid incontinence or to hasten repair, These
sub-tegumentary fistulee will heal permanently
in a month or less, without suture, when dissected
out in this way.

Concerning the operative treatment of those
fistulee that arise from true ischio-rectal ab-
scesses, [ have little to add to the well-known
principles.

I would like to emphasize the value of the little
procedure known as Salmon’s back cut. Tt is on
the same theory that we incise the cdge of a
chronic ulcer to permit healthy granulations to
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arise through the indurated tissue.
the healing process.

While in the sub-tegumentary fistulee I am
strongly in favor of excision instead of incision,
in these deeper cases it seems to me probable that
the older method of incision is preferable, These
fistulze are more branched than the superficial
type, and to excise all the ramifications of a com-
plicated case requires much time and is a for-

- midable procedure. It is only the simpler fistula
of this deeper type that do Dbetter with excision
than with incision. In doing the ordinary opera-
tion, unless it is very evident that the tract is
straight, it is surely better to cut from above
downward, making certain that the exact and
entire course of the fistula is laid open, rather
than by the quicker method of the older authori-
ties.

The question of incontinence of feces after
operation- is one that distresses the patient and
needs to be continually borne in mind by the
surgeon.

If both sphincters are cut once across at right
angles to their fibres, it is safe, but the exact
direction of those fibres must be considered, for
the anal sphincters are not circular but elliptical
in shape. It is therefore necessary sometimes to
make the incision from the external opening
parallel to the fibres until such a point is reached
that a line from it to the internal opening will
cross the sphincter fibres at a right angle. When
occasion demands it, there is safety in cutting the
external sphincter more than once, provided the
internal one does not share in the double injury.

Fistula work, perhaps more than any other

_class of surgery, depends for its success upon

intelligent after treatment. There are many
reasons why abscesses and fistule heal slowly or
not at all. These must be appreciated if the after
treatment is to he intelligently carried on. Ab-
serice of rest due to action of the sphincters to
~ coughing ‘and exertion ; a sluggish venous circu-
lation from portal congestion, acting as do vari-
cose veins on the healing of leg ulcers; poor

It hastens

drainage from too early union of skin surface;

direct entrance of gas and feces from the rectum
through an opening that has not been found, or
to the indirect injection by which the abscess
originated, namely the lymphatic channels, and
lastly, to a less extent than usually supposed,
local tuberculosis—these are the causes that miist
be overcome if healing is to he accomplished.

- Operate ever so well for the fistula and leave
the after care to one who is content with super-
ficial applications and does not appreciate the pit-

i

falls to be avoided, but expect a large percentage
of failures.” At least twice a week the bottom of
the wound must be examined under a good light,

~any pockets be broken up with the finger and

exuberant granulations cut down with iodine,
chloride of zinc or other caustics. In my expe-
rience, after the first week, these cases do hetter
with fresh air and moderate exercise than when
confined to bed. Sitting, however, is detrimental
and must be limited as much as possible.

Concerning the question of tuberculosis and
fistula, I am more hopeful than many. This sub-
ject must be considered from two points of view,
first: Simple fistule in tubercular patients, and
second, true tubercular fistulee. There is much
old authority for the position held quite gener-
ally that, in the presence of phthisis, a fistula wilt
not heal after operation, but will even break down
to a greater extent and the patient be injured by
any surgical interference. Those who do not ac-
cept this view and operate in the presence of
phthisis, acknowledge that these cases are not
casy to heal on account of cough which does not
permit the parts to remain at rest, and on account
of the lower vitality of the patients. At the
Loomis Sanitarium, up to April, 1901, 595 cases
of phthisis had been admitted among whom were
nine cases of fistula. All of thesec had Dbeen
treated by operation, which consisted of incision,
curetting and an after dressing of 10-per-cent.
icthyol gauze. One case was too recent to be
considered, the other eight had all healed
promptly with general benefit to the patient. The
statement follows that even the lung lesion was in
cvery case improved and the practice ot operating
for fistula in the presence of phthisis is strongly
recornmended.

Phthisis is a less frequent accompaniment of
fistula than is often supposed. Out of 139 cases
of fistula at Mt. Sinai Hospital in four years, 13
cases had phthisis, or less than 10 per cent.
lected statistics of 1,632 cases of fistula show 234
patients having phthisis, or about 14 per cent.

These facts make it wise to give particular %t-
tention to the lungs in all cases of fistula, but are
far from condemning a patient to an ultimate
death from tuberculosis because he has a fistula.

Because a patient has hoth phthisis and fistula,
it by no means follows that the fistula is a local
tubercular lesion. The true tubercular fistula
is not a comrnon lesion and shows many points of
difference from a simple one.

The openings are larger and apt to be anguldr
rather than round, while the edges are bluish and
depressed with undermined skin. The discharge

Col- .
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is more profuse and watery and irritates thc slkin.
The introduction of a probe is painless and the
history of the preceding abscess is insidious. The
anus is patulous and the sphincter without tone.
Microscopic examinations of the granulations
shows the bacilli, but it is not easy to find them in
the discharges. I think it also probable that the
ischio-rectal abscess is far less apt to he a tuber-
cular lesion than is the sub-tegumentary, therefore
it follows that the superficial fistula is more often
tubercular than is the deeper one.

In the presence of true tubercular fistula we are
confronted with two questions: IFirst, shall we
advise operation? Second, if so, what kind of
operation ?

" In answer to the first question, it seems to me
that the general surgical principles hold rather
than any special rule for fistula. If the patient’s
general condition warrants any operation of like
severity I would not hesitate to operate for fis-
tula any more than I would for hemorrhoids, for
~example. The negative side of the question 1
would reach by the same reasoning.

Concerning the type of operation I would sug-
gest three things:

TLocal anesthesia is especially desirable.

Any fistula that can he excised without too for-
midable a procedure had best be so treated.

If incision seems best, it is wise to do it with
the cautery instead of with a knife, and thus de-
stroy the organism and avoid infection of fresh
cut surfaces.

Discussion.

Dr. J. P. Warsasse thought that we should
divide these fistule into two other classes, viz.:
the chronic fistula that is surrounded by fibrous
scar tissue, and the more acute fistula associated
with some degree of surrounding cellulitis, These
represent two very different conditions; and con-
ditions demanding two different treatments.

In the cases associated with cellulitis, he be-
lieved we get the best results by simple incision
and curetting out necrotic material and paclunor
with gauze. :

In the old cases of chronic fistulee with a good
deal of fibrous tissue, in his experience he had
found that a dissecting out of this scar tissue
completely and- thoroughly and suturing the
wound from the hottom carefully, has given most
satisfactory results and has shortened the period
of confinement very considerably. ‘

It has been his practice in these cases to dilate
the anal sphincter until it was thoroughly para-
lyzed (not a moderate dilatation but an extreme
dilatation), until he was satisfied that the mus-

-cleanly.

cular fibres were thoroughly paralyzed, and would
remain so for at least twenty-four or forty-
eight hours, insuring rest to the parts. Then after
dissecting out the fibrous tissue a deep suture of
chromic gut was applied, and the wound treated
This method has, with very rare excep-
tions, given a prompt primary heahng

His experience with the probe in tracing out
the course of the fistulous tracts had led him to
believe that there are still better methods than the
probe. It is a difficult thing, even with as fine a
probe as the filiform bougie to find the different
ramifications of a fistula, and, as Dr. Wood has
said, a 1a1oe1 probe fails to enter these small
canals.

The speaker had found that the injection of a
strong solution of methylene blue into a fistula so
thoroughly maps out the whole tract that when
it is incised and laid open the eye easily follows
the blue pigment, and we can trace out every bit
of the fistulous pocketing that exists, and in that
way we may proceed and dissect out all fibrous
tissue to which we are guided by the blue stain,

In the superficial fistulee which Dr. Wood has
designated as sub-tegumentary, he believed we
may operate successfully under local anesthesia,
and even without paralyzing the sphincter ;. after
dissecting out the fistulous tract, close the wound
from one end to the other, and expect to get
prompt healing. IHe had used this method
enough to be quite satisfied that that course will
give, as a general rule, the most satisfactory re-
sults both to the surgeon and the patient,

Dr. L. W. Pearson said that there is a class of
fistulze long neglected that sometimes burrows all
about in the buttocks and in the tissues adjacent
to the rectum, in which he had had very excellent '
results in incising them and dissecting out the
fibrous tissue and suturing them. In two cases
the fistulee extended up into the rectum and bur-
rowed outside all over the buttocks. An incision

‘was made into the rectum—that portion was kept

open, hut all of that part that extended about on
the buttocks was sutured, the portion into the rec-
tum left openi and packed with gauze. That por-
tion which was sutured healed very readily, and
he thought that any one who will suture the parts
that are open away from the rectum will not be
sorry for it.

Dr. W. C, Woop had nothing to add except
one word in fegard to chronicity. In a recent
worlk on Diseases of the Rectum, by Tuttle, which
is a remarkably scholarly work, he declares that
the essential feature of a fistula is that it is
chronic, and so classifies all other types of open-
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ings into the rectum as sinuses, not as lectal fis-
tulze, but as sinuses complicating a septic process.
Therefore, the speaker had not made reference
especially in regard to the more acute conditions,
which require simple drainage,

Concerning the plan of suturing, he had not
had as good results along that line as he would
like, He could not get as a routine measure, a
fistula to heal up by suturing it. If he wanted to
cure a case positively he did not suture it. He
has not had the satisfactory results the two pre-
vious speakers had reported. He had tried and
been disappointed.

In reference to these sub- tegumentzuy fistulze,
they are more common than supposed. The rea-
son they do not heal is they are cut too deep for
the trouble. He had recently had four private
patients who had been operated on trom one to
four times each, and they were easy cases of fis-
tula if the exact type had been recognized at the
beginning. They were sub-tegumentary and never
entered into the ischio-rectal fossa.

HEAD INJURIES: THEIR DIAGNOSES.*

v

BY ALEXANDER RAE, A.B., M.D.,

Lecturer in Surgery and Assistant Visiting Surgeon, Long Island
College Hospital.

No more important class of injuries comes to
the notice of the surgeon than those affecting the
head. Patients suffering from some injury to
éither the soft tissues covering the head, the
bones of the skull, the contents of the cranium,
or from various combinations of these several con-
ditions are constantly presenting themselves.

The nature of the contents of the cranial cav-
ity, upon the integrity of which depends the wel-
fare of the individual, renders the occurrence
there of pathological conditions of most serious
import. The possibility of serious damage to cra-
nial contents, primarily, from the violence causing
the injury, and the great danger of complications
springing up secondarily, either of which might
prove fatal, often makes it impossible to predict
with certainty the final outcome of i 111]u11es to the
head.

The almost certain fatal termination of any
infective process in the cranial contents gives to
all measures to prevent or limit the same, title to
first consideration. Hence it is, that in all open
injuries to the head, aseptic or antiseptic, meas-
ures should precede even an attempt at accurate
diagnosis: for of what avail the accurate diagno-

. *Read before the Brooklyn Surgical Society, May %, 1903.

sis, obtained under conditions which allow of, or
set up fatal pathological conditions. In recent
years the intelligent use of germicidal solutions
at the right time has often turned the scale
against fatal infection and the beneficent influence
of the principles of asepsis and antisepsis becomes
especially prominent in the early care of injuries
to the contents of the cranial, as of the thoracic
and abdominal cavities, Most serious injuries to
the head, comprising loss of a considerable
amount of tissue, scalp, bone and brain, have been

" completely recovered from, where infection did

not supervene. The frequent failure of an at-
tempt to obtain and maintain asepsis in certain
head injuries, as in fractures of the base, where
the intrinsic conditions are such as to render fu- .
tile the endeavor to prevent the entrance of micro-
organisms, should not in the least diminish the
effort to maintain all wounds about the head in
an aseptic condition.

In the absence of active hemorrhage or evi-
dently fatal shock, the fact of the injury being of
the open variety, is of the first importance, for the
reason that even slight open injuries furnish op-
portunity for infection which may quickly change
an otherwise simple condition into one full of
peril to life.

If the injury is an open one, the wound will be
incised, punctured, lacerated, etc., depending on
the instrument causing the same. The character
and extent of the injury are determined by in-
spection, and the use of the sterile finger or probe
only after the injured and adjacent area has been
thoroughly protected. Here the variety and ex-
tent of the wound of the soft parts—the presence
or absence of bone lesions, injury to meninges or
brain substance are to be kept in mind. If the
wound in the soft tissues does not gape, it is lim-
ited to the skin; if it gapes widely, the subjacent -
aponeurosis has been cut through; in the latter
instance the periosteum may be separated, in
which case bare bone will be quickly recognized;
fractures with or without depression are usually
readily diagnosed in open injuries. Valuable in-
formation may be gained by noting the absence of
pulsation in an exposed area of uninjured dura. -
Normal pulsation being absent, search carefully
with bent probe under the edge of the bony defect
for a fragment of bone or other foreign body be-
tween dura and skull. Such material thus placed
causes anemia of the dura sufficient to interfere
with pulsation; contusion to the brain or a sub-
dural hematoma at the seat of the injury are like-
wise sufficient to destroy pulsation. Pulsation

. being absent, either of these conditions may be
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present ]n many cases, wnh dep1 essed bone
present, the necessity for thorough asepsis and
the advantages of an anesthetic may bring it
about that the examination will be part of the
treatment when depressed bone will be elevated,
fragments removed, rough edges smoothed and
fissures carefully cleansed.

If the injury to the head be a closed one, con-
tusions to the soft tissues, hematoma, fracture, in-
jury to brain or meninges with perhaps cerebral
or meningeal hemorrhage are possible conditions.
In the local examination of closed injuries inspec-
tion generally reveals a swelling, usually a hema-
toma. Does the swelling bulge prominently?
Is it circumscribed, tense and somewhat movable?
Then it is‘superficial, that is, between the skin and
the aponeurosis of the occipito-frontalis muscle.
Is the tumor flattened, spread out, of low tension
and immovable? Then it is beneath the aponeuro-
sis, possibly partly beneath the periosteum. A
sterile needle pushed into the tumor and reaching
bare hone at once defines the tumor as sub-perios-
teal. These conditions are readily understood
when the anatomical facts are recalled. The skin
and the aponeurosis of the becipito-frontalis mus-
cle are closely attached to each other; any collec-
tion of blood does not therefore easily separate
these structures, but makes room for itselfi by
bulging outward the yielding skin. On the other
hand, the aponeurosis and the periosteum are
joined by loose connective tissue so,that they are
easily separated by escaping blood; the aponeuro-
sis, however, is strong, tense and unyielding hence
the hematoma is spread out thinly beneath it.

The border of a flattened hematoma of the
scalp often presents a ridge of infiltrated tissue
of firmer consistency than the rest of the tumor.
The examining finger passing over this dense hor-
der into the softer portion of the tumor gives the
sensation accompanying a depressed fracture.
Any uncertainty may be eliminated by pressing
firmly on the ridge with the finger; in places, the
ridge can be entirely pressed out and the smooth,
bony surface felt, with its continuity unbroken.
In closed injuries the pressure of a fracture may

be overlooked until symptoms of cerebral irrita- -

tion from fracture of the inner table appear,
The one consideration in head injuries which
- outweighs all others is the fact as to whether or
not the brain and its membranes have been in-
jured. In open injuries much information may
be obtained from the local examination. In closed
injuries the presence of certain functional disturb-
ances often furnishes reliable evidence on this
point.

\Vhethcr the injury be open or closed the oc-
currence of unconsciousness on the part of the
patient, after receiving the injury, indicates that
either concussion of the brain or compression of
the brain complicate the situation. Concussion
and compression are peculiar conditions which
involve the whole brain; what are designated as
diffuse lesions. Of these concussion is much the
more frequent, all but the slightest injuries to the
head being accompanied by some degree of con-
cussion of the brain. In concussion there occurs
a shaking up of the entire substance of the organ
—a rapid molecular’ displacement of the total
brain substance. The violence causing the injury
stimulates all the centers to the point of exhaus-
tion and paralysis of all the centers for a variable
length of time follows. Hyperemia of the pia
and arachnoid of the brain and cord, hyperemia
of the brain substance and of the upper part of the
medulla are often the only pathological changes.
Concussion severe enotgh to cause death occurs,
and no lesion, gross or microscopic is found at
autopsy. In some cases, however, lacerations of
brain substance . involving extensive or small
areas, and accompanied by capillary hemorrhages
and hemorrhage into the membranes have been
demonstrated. These are not cases of simple con-
cussion, . Concussion has been designated cerebral
shock. It would seem, however, to be more than
this. " In ordinary shock all the changes can be
accounted for by the reflex paralysis of the vaso-
motor center in the medulla. Admitting that this
condition exists in concussion, it does not explain
the fact that in concussion, all the centers are af-
fected, the inhibition of all being for a longer or
shorter interval, complete. Many degrees of un-
consciousness are met with: in the slight or minor
forms the inhibition is evidenced by a stunned or
dazed condition of momentary or very brief dura-
tion, which can often, from a clinical standpoint
be disregarded. However brief the inhibition of
cerebral function is complete and is distinctive of -
concussion, and must be present if a diagnosis of
concussion is to be made. '

The symptom of vomiting may or may not be
present; when present it may occur immediately
or be delayed until the return of consciousness.
The slowing of the pulse-rate is an important ob-
jective, differential symptom. Severe degrees of,
concussion are serious conditions: the return to
consciousness, the rehabilitation of the pulse—rate
and restoration to normal function on the part of
the cerebral centers often being delayed for hours,
the slowed pulse remaining for some days. In
referring to compression of the brain, attention is
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dn u,ted only to the acute form, followmg injury
to the head. Only some sudden increase of pres-
sure causes characteristic symptoms of compres-
ion. The cubic capacity of any cranial cavity can-
not be increased; it can be diminished only by
some change in the contour of the hones of the
skull, as seen in depressed fracture. Any factor
added to the normal contents of the cranial cavity
relatively diminishes the cubic capacity. Either of
these conditions will bring about compression.
The only compensation for diminished intracra-
nial space is found in the transferring of an in-
creased portion of cerebro-spinal fluid out of the
cranial cavity into the sac formed by the mem-
branes of the cord—which sac is to a certain ex-
tent distensible. _
Depressed bone, of great importance, becatse
of its local pressure eifects, is less so as a causal
factor in compression—a diffuse condition—than
is hemorrhage from torn meninges or from a rup-
tured intracranial vessel. Escaping blood forms
a clot which makes pressure over the area on
which it rests, and a flattening or actual depres-
sion of brain substance results. The pressure is
at first local, but is transmitted partly by the brain
substance, partly through increased tension of the
cerebro-spinal fluid to all parts of the brain, and
compression of the organ results. The thcory of
compression is still under discussion. The ac-
cepted explanation of the condition allows of de-
ductions, which though oiten proved at autopsy
to be only partly correct, furnish the only work-
ing basis for diagnosis.

Is compression present? Seldom does this con-
dition exist alone. The clinical picture usually
furnishes signs of concussion, as well as of some
local lesion. The primary symptoms of compres-
sion are: IFirst, those due to irritation, and sec-
ond, those belonging to the period of depression.
In compression coming on quickly after injury,
.the period of irritation is so brief that practically
the signs of depression are those which alone are
.exhibited. Often after head injuries the condition
of unconsciousness is present. (1) The violence
disturbs the relation of the brain cells to one
another; the circulation is instantly altered; the
supply of oxygen or other pabulum is dimin-
ished ; cell nutrition is quickly modified; function
is mmediately lowered. (2) The highly organ-
ized brain cells exhibit quickly the effect of any
loss of nutrition, The condition being diffuse,
_involving all of the brain, the interference with
function is total and all the cerebral centers being
inhibited, unconsciousness supervenes. If uncon-
sciousness is quickly recovered from it was due

to concusslon, a transient condition. If the un-
consciousness continues the continued loss of
function is due to added factors: First, the
restoration of the circulation, therefore of the nu-
trition, is prevented by pressure, or, second, the
wntegrity of the brain cells has been affected when
their circulation and nutrition was directly
altered.

The pressure may be from depressed bone, with
or without a blood clot at the seat of injury : from
a large clot in the substance of the brain; from
numerous small hemorrhages into brain tissue, or
into the meninges.  Contusion and laceration of
portions of brain tisste, cortex or deeper portions
affect directly the integrity of brain cells. Pres-
sure, at first local, soon becomes general, and com-
pression causing and maintaining unconscious-
ness is present.

Does the unconsciousness disappear and in a
few hours recur, the signs manifesting themselves
gradually? Due primarily to concussion from the
violence causing the injury, this recurrent form of
unconsciotisness is almost surely due to hemor-
rhage from an intracranial vessel, and is typical
of hemorrhage from tie middle meningeal artery.
Resting in its groove on the inner surface of the
temporal bone the vessel is ruptured by violence
to ‘the head, with or without injury to the cranial
bones.. Before the escaping blood can produce
pressure effects it must dissect free the dura from
the bone and by causing it to bulge, make increas-
ing pressure, which being transmitted, soon
causes compression. The process of separating
dura from bone requires time, hence the interval
between the receipt of the injury and the exhibi-
tion of signs of compression.

Often, on the return of consciousness, symp-
toms of local injury -are revealed, manifested by
disturhed function of spinal or cranial nerves, or
of hoth. Usually this loss of function shows itself
in some form of paralysis. Knowledge of the
fact that cerebral functions are localized in cir-
cumscribed, discrete portions of the brain and ac-
quaintance with the location of at least some of
these centers, makes possible, in many cases, a
correct interpretation of this loss of function.

In open injuries (the patient being conscious),
when the known location of particular centers
coincides with the injured area and corresponds
with the loss of function exhibited, the diagnosis
is easily made. In closed injuries, without local
external signs, the history of violence to the skull
over some limited area, together with the loss of
function present, furnishes reliable testimony as
to the centers involved. In anv case, as far as
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knowledge of localization exists, the loss of func-
tion points to the seat of injury. The disturbance
of function is usually some form of paralysis, a
monoplegia, a hemiplegia, or it may be mani-
fested in loss of power in some cranial nerve,
when sight, hearing, the sense of smell, etc., will
be absent. Or some combination of.these two
classes of symptoms will point correctly to the
seat of the lesion. '

Tt should ever be borne in mind, however, that
in a considerable proportion of brain injuries no
local symptoms are present. Two reasons account
for this fact.

Uninjured portions of brain tissue quickly take
up and carry on the function of adjacent injured
areas, so that no loss of power is exhibited. What
is named the principle of substitution is very per-
fectly developed in cerebral tissue. Then, too,
much of the brain tissue has but slight physiologic
importance; therefore, considerable injury may
be done in certain areas without causing symp-
toms. IHence, much damage to brain tissue may
exist and no local symptoms be present.

Injury to the frontal lobes, except the third
frontal convolution may occur without motor or
sensory symptoms.

Paralysis, however, is not the only evidence of
a local lesion. Injury to one center may cause
irritation in an adjoining center, manifested by
twitchings or spasms of other muscles or groups
of muscles. This. irritation, if continued, will, by
over-stimulation soon exhaust the irritated cen-
ter and further paralysis will occur. Symptoms
of irritation may be present during the period of,
and be caused by the reaction from injury, or a
secondary inflammation may cause loss of func-
tion in one center and irritation in an adjoining
center. Usually, however, the symptoms of irri-
tation are not available until after some hottrs—or
days. '

Fractures of the base of the skull often present
signs which leave no room for doubt as to the
diagnosis. Escape of brain substance from ear
or nose means fracture through the base of the
skull with laceration of brain substance. Dis-
charge of cerebro-spinal fluid means just as un-
mistakably, fracture of the base with rupture of
the membrane, Cerebro-spinal fluid, making its
exit from the ear, with or without a rupture of the
membrana tympani from the nose or from the
Eustachian tube render possible a differential
diagnosis as to the location of the line of fracture.

Hemorrhage from the ear, nose or pharynx,
unless it contintes for some time, should be inter-

preted with caution, aIthough the probability. of
fracture is great. .

The added testimony of paralysis of a cranial
nerve increases this probability, and may be of
practical importance in locating’ the fracture. In
a few cases, for instance, in which the more
prominent symptoms disappear after a few days,
examination of the pharynx should always be
made in order to determine any loss of function
in the large superficial petrosal nerve. Deviation
of the uvula, flattening of the soft palate, indicate
injury to this nerve, which means-a fracture in
the pyramid of the petrous portion of the tem-
poral bone, Such care in examination will guard
against a too favorable prognosis inspired by the
subsidence of other symptoms.

Loss of function in one or miore nerves at the
base of the skull may, indeed, occur without a
fracture. Compression of a nerve in the bony
canal through which it makes exit from the skull
by extravasated blood, or by inflammatory exu-
date, may cause such disability. If the ex-
travasation be small, absorption and restoration
of function will follow ; if it be large, atrophy of
the nerve from compression miay result in per-
manent loss of function; if the nerve in its course
be torn or lacerated, the loss of function will prob-
ably be permanent. In these cases an immediate
diagnosis as to whether the lesion be at the origin
or in the course of the nerve would be difficult.
Paralysis of a single .cranial mnerve coming in
promptly after severe injm‘y to the head, is, how-
ever, strong testimony in favor of fracture.

Failure to correctly interpret loss of function in
the distribution of a cranial nerve will be fre-
quent, unless due consideration is given to the
possibility of the injury, being in the course of,
as well as at the origin of the nerve.

Tf the lesion is at the origin the paralysis will
be on the opposite side of the body; if the lesion
is in the course of the nerve the paralysis will be
on the same side of the body. Certain regional
symptoms being present, it will be seen that it may
be impossible to make a differential diagnosis or
prognosis which the subsequent history or an
autopsy will bear out. Detailed knowledge of the
paths of the cranial nerves in the base of the
skull may be of assistance in reaching a correct
diagnosis. Originating in centers known to be
separated by a considerable interval, some of the
cranial nerves follow paths through the base of
the skull which approach each other so closely
that two nerves are injured simultancously. The
function of each is altered or destroyed,
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The chstance separatmg theu centers is known
to be such as to make a simultaneous injury to
both unlikely, if not impossible. Knowledge of
the location of the point at which their paths' in
the base of the skull are in close proximity ren-
ders possible a judgment as to whether the injury
be at the center or in the course of the nerve and
assists in correctly locating the lesion.

To follow in detail the numerous lines of in-
terest closely allied to this topic would consume
far more time than your patience would afford.
Tet a brief summary suffice for this reading. In-
jury to vital centers alone excepted, on the pres-
ence or absence of infection more than on any
other factor, depends the outcome in injuries to
the head. The extentand character of injuries to
the soft tisstes of the head are usually readily
diagnosed. Subject to inspection and‘to further
examination by keeping in mind the arrangement
of these struictures, the location of accumulations
of blood or serum can be determined and their
significance better appreciated.

In injury to the bones of the cranium change
of contour can be determined and its importance
weighed, consideration being given to uie extent

“of the area injured and to any inward displace-
ment. The possibility of fracture of either or
both tables without change of contour should not
be forgotten. In open 111]1111es diagnosis should
be readily made., Closed injuries may have to be
converted into open ones before the exact condi-
tions can be determined.

Lscape of cerebral tissue or of cerebro-spinal
fluid, mean unmistakably, fracture of the base.
Hemorrhage from ear or nose should be inter-
preted with care, although the probability of frac-
ture is great.

Injury to the brain itself is evidenced by the
exhibition of functional disturbances which mark
the lesion as diffuse or local. Diffuse lesions are
concussion and compression. The former marked
by a brief period of unconsciousness; the latter
by a recurrent or continuous period of insensibil-
ity. On the return of consciousness loss of func-
tion or symptoms of irritation limited to one
group of muscles signifies a local lesion, and as
far as knowledge of localization exists, pomts to
the seat of the lesion. If depressed hone, causing
pressure, is the cause of the loss of function the
functmn will he restored on elevating the de-
pressed bone. If this does not restore the func-
tion the fact of contusion to the brain is empha-
sized. It may be remembered that considerable
damage to brain tissue can exist without any oc-
currence of local symptoms.

(Discussion on p. 507.)

THE TREATMENT OF HEMORRHOIDS BY
INJECTIONS.

BY ARTHUR H. TERRY, M.D,, |
Patchogue, N. Y.

Read at the nieeting of the Associated Physicians of Long Island
at Southampton, L. I., June 13, 1903. .

WaEN'I was a third year student of medicine
I heard of the use of carbolic acid injections for
hemorrhoids, but only . in terms of condemnation.
1 was told that while many cures had heen
claimed, this method of treatment was entirely
irregular and the reports of cures unreliable. It
was said that theoretically there was great dan-
ger in such injections. One of the chief dangers
was embolism, although no death from this com- =
plication had been reported. But so much evi-
dence in favor of the method accumulated it was
finally decided to try it in a selected case at one
of the New York hospitals. On trying it the
very complication occurred that had been feared
and the patient died of abscess of the liver due to
portal embolism.

On hearing all this my conﬁdencc in the profes-
sion was greatly increased and I became enthusi-
astic. I was aware of the fact that hemorrhoids
were often associated with liver disorders as an
effect, but T did not then know that. suppurative
pylephlebitis and multiple abscess of the liver had
even resulted from the ligation of hemorrhoids
and other traumatisms of the rectum.

I supposed this was a unique instance wherein
the time-honored custom of a disordered liver
causing hemorrhoidal disease had been exactly re-
versed by the carbolic acid injections. This evi-
dence of ability to foretell results so accurately
seemed to indicate that, after all, medicine had
become one of the exact sciences. I considered
that this correct prediction of the precise effect
likely to he caused by an untried experiment,
ranked with that celebrated astronomical achieve-
ment of Leverrier and Adams, who calculated
the position of Neptune before that planet was
known to exist. I deterrnined never to meddle
with injecting hemorrhoids. In the American
Journal of the Medical Sciences for July, 1885, I
read a convincing article by Dr. Charles B. Kel-
sey, recommending the injection treatment and
reporting 200 cases cured without embolism and
without serious complication of any kind. This
article referred also to the successful use of car-
bolic acid injections by an irregular practitioner,
who was Dr. Kelsey’s neighbor. The injections
used by Dr. Kelsey were of a strength varying
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tion and the strength to be governed by the condi-
tion found and the effect desired. He claimed
in this article to be able to produce a slough- or
not, at will—a claim which was soon disputed.
In bad cases he intentionally produced large
sloughs, resulting in the entire obliteration of the
mass, the base of which healed by granulation.

After having abandoned operations in cases of
every variety, and every degree of severity, and
after having . pushed the injections in a way to
bring out all their possibilities for both good and
evil, he has since repudiated them altogether as
uncertain and dangerous. But the faith of some
of the disciples has outlived that of the founder,
although there has been a tendency of late to
use either weaker solutions or smaller doses of
strong ones.

A 10-per-cent. mixture of carbolic acid in equal
parts of Pond’s extract of Hamamelis and water
is a formula which has been used extensively., I
have néver tried it. In 1838 I saw in the columns
of a medical journal the following prescription for
injecting piles : Rub together 1 drachm of salicylic
acid and 174 dachms of glycerin, add 2 drachms
of carbolic acid. To this add 1 drachm of borax
and 134 drachms of glycerin. Let stand until clear,
and inject 3 to 5 drops into small piles and 5 to 8
into large ones. The writer advised repeating
every ten days, said he had used it a long time,
had found it entirely safe, that it never gave rise
to inflammation or suppuration and that it caused
the piles to become smaller and disappear.

This is the formula I have invariably used for
injections, although I have not depended on in-
jections exclusively, in the treatment of hemor-
rhoids.

Shortly after reading this formula a gentle-
man, who had taken a cottage near my office,
and who was undergoing, or perhaps I should
say was indulging, in treatment by an irregular
practitioner, presuwmed to be the one before re-
ferred to, came to me and told me he would like

to avoid the inconvenience of going to New York -

every week, and asked me if I could not treat him
for hemorrhoids by the injection method. Hav-
ing read Dr. Kelsey’s and the other article men-
tioned, and being influenced by the patient’s sat-
isfaction with the injections, I decided to under-
take the case. Tor I reasoned that when an in-
telligent person, suffering from disease which
was not dangerous to life, had been honestly told
the advantages and drawbacks of the means of
relief available, if he elected to be relieved eventu-
ally by treatment rather than to be cured at once

from 10 to 50 per cent., the amount of the injec- '

by radical interference, there was no good rea-
son why he should be denied the privilege. It
was evident that for this man the injection treat-
ment had a' peculiar charm, For on asking him
if he had found the treatment painful he replied,
“On the contrary, it was agreeable rather than
otherwise.” This indicated a perfection of skill
which must be very difficult to attain and of
which its possessor will probably continue to en-
joy a monopoly. The patient’s experience with
me was quite different. He had an irritable
sphincter. The hemorrhioids did not protrude
and could not be easily brought down. The
speculum hurt him and my rather thorough pre-
liminary examination gave him so much more
pain than the other doctor did in his treatment
that he not unnaturally decided that the irregular
man knew his business best. He returned to his
first doctor, who, as I afterward learned, cured
him completely, and I hope agreeably. This ex-
perience was discouraging and humiliating, but
I saw where at least a part of the trouble was
and immediately took measures to improve my
armamentarium. Some time afterward I saw a
patient at a clinic submit to the insertion of first
a small and then a medium and finally the largest
size proctoscope, the first two without a murmur
and the last with suppressed groans, while the
class applauded his fortitude. The patient per-
mitted one member of the class after another to
examine him without any signs of rebellion, and
I wondered how many private patients, examined
in this way, would return to their tormentor for
tréatment.

The speculum that I now use and find very
convenient is a light aluminum bivalve with slides
in each side, known as O’Neil's specululn.  This
speculum requires very little expansion to be-
come self-retaining and by opening the slides the
hemorrhoids can be easily brought into view.
There is very little tendency for a hemorrhoid to
catch in the opening left on withdrawing the
slide, a fault I have found in some other specula,
causing the patient to suffer more from attempts
to disengage the pile or to withdraw the speculum
than he suffers from the introduction or the treat-
ment,

I got along much hetter than at first with the
next case I had. ‘

Case L—Mr. W., aged 40, well-driver, had
suffered with hemorrhoids for several years. He
did a great deal of hard work, hoth at home and
in neighboring villages. He always carried a
bulb syringe with him and when he had to relieve
his bowels he used an injection, after which he
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would he down f01 one or two homs I—hs con-
dition finally became so serious that he was
obliged to give up work, and he was confined to
the house when I saw him. Examination showed
several iarge hemorrhoids and a large mass on
the right side was easily protruded. The case
seemed too severe to think of curing with injec-
An operation was clearly indicated and
" advised. On discussing the matter it was decided
to try the carbolic acid. Injections of the solution
I have mentioned were given at intervals of a
week, ‘At the end of a month he was mtich im-
proved and resumed his work.
continued for another month. At the end of this
time he was by no means cured, from my, point of
view. But he was very much better than he had
been in a long time. About a year after he came
to my office for another injection, saying that he
was having some trouble again. This time I
found it convenient to use a speculum to reach
the part. Since then I have seen him many times,
but have never treated him. He always refers to
the great henefit he received from the injections.
He was a very loquacious individual and had been
inclined to boast of his suffering to every one
who would listen. The vanity he had manifested
about his disease was only exceeded by his elation
at what he considered his remarkable cure. The
gratuitous advertising hre gave me was quite un-
Solicited and, therefore, entirely ethical, but it
certainly was very effective, for I soon found my-
self with quite a large hemorrhoidal clientele,
Most of the cases T have treated in this way have
been of moderate severity and the results have
been very satisfactory. It not infrequently hap-
pens that patients express great relief from the
injections hefore the condition, on examination,
-appears to be much improved. This has one dis-
advantage compared to operations, where all that
is necessary can be done at once, for occasionally
patients, for one reason or another, abandon the
treatment when the symptoms are relieved and
before they are entirely well.

tions.

The following case shows the benefit that may

be gained in still less favorable conditions:

Case IT.—Mrs. R., aged 6o,
suffering with chronic nephritis, edema of ankles
and face, subject to aftacks of facial erysipelas.
Has suffered with hemorrhoids and prolapse of
rectum for twenty years. During past five years
has had several alarming hemorrhages from the
rectum. Various insufficient measures have been
tried to support the prolapse. At the time of be-
gmmﬁg treatment she could not stand up, or

walk across the floor, without holdmg up the

Treatment was

~ parts.

sallow, anemic,

paxts wﬁh the hand Sphlncter "md al the 11610‘1]-
boring tissues relaxed. It was evident that an ex-
tensive operation would be required to cure the
case, but her general condition was such that it
was not to he advised. Treatment was begun
without a promise of cure, but she was told it
would benefit her. The mucous membrane cov-
ering the irregular mass was in some places thick-
ened, while other places were excoriated and bled .
at the slightest touch. The bleeding points were
touched with nitric acid and on several occasions
with the thermocautery. The first injection
caused troublesome bleeding at the needle punct-
ure. Subsequent injections were given in sounder
tissue near the base of the swelling and an at-
tempt made to cause a contraction of the deeper
After fifteen injections the treatment was
discontinued. This patient had some pain after
the injections, but as she was very nervous and
timid, and had a great deal of pain anyway it was
difficult to estimate just how much pain the in-
jections caused. After three of the injections
there was slight strangury, an effect I had not
seen in any other case. The prolapse still oc-
curred when the bowels.moved, hut not at other
times. She was able not only to go about the
house and do light housework but to walk a con-
siderable distance comfortably. As the hemor-
rhages had been controlled and the urgent symp-
toms relieved it was not thought best to advise
further local treatment for this patient, whose
general condition was such that any kind of in-
terference was badly horne and gave rise to some
anxiety. While it is true that the result left
much ‘to be desired and was not comparable in
thoroughness to what might have been attained
by operation, or even by more vigorous or more
persistent use of injections, still it added very
much to the comfort and safety of the patient and

~made what had hecome the most serious of her

ailments one of comparatively little importance,
But the injection method is not to be looked upon
merely as a weak alternative to be used only
where operation is contraindicated or refused,
The cdses in which the treatment is very satis-
factory are those in. which there is not extensive
rectal disease, but where single well defined piles
exist which refuse td yield to such palliative
measures as ointment suppositories and regula-
tion of the bowels, and yet are not serious enouoh
to require a surgical operation.

Case IIT.—Mrs. R., aged 40, said that for ahout
two years she had had a little trouble in the rec-
tum. “Something came down” when the bowels
moved. Lately she had bheen much worse and
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this swellmo now seerned to come down in front
of the movement and to inter fere with defecation.
Examination revealed a hemorrhoid, a little larger

than a hazel nut, with a large base on the anterior

wall of the rectum just inside the sphincter. It
could be brought into view by passing a finger
into the vagina and depressing it. When thus
depressed it appeared much larger than it had on
touching it. An injection was given and it was
replaced. She returned in a week saying that
the injection had given but trifling inconvenience
and that she was better, This time it was more
difficult to bring it down and a speculum was used
and another injection made. She returned in ten
days and said she had had no further trouble.
A third injection was given and she was told that
if she had no more symptoms she need not re-
turn. She returned, however, in two weeks, to be
sure she was all right. - There was not enough
of the swelling left to indicate any further treat-
ment and she was discharged.

Case IV~—Mr. J., aged seventy-nine. Three
years before had had an operation for enlarged
prostate. He is dependent now on catheter, to
empty bladder, Had occasionally suffered with
hemorrhoids for years. TFor past year had had
some pain on defecation and a movement is al-

- ways followed by slight but persistent bleeding.
Has tried a great variety of ointments and sup-
positories. On one side of the anus there is a tag
over the site of an external hemorrhoid, which oc-
casionally becotnes inflamed and painful. In-
ternally a small hemorrhoid attached by a long,
narrow base, that extends one inch up the rectum.
On the lower part of this hemorrhoid a small
wart-like growth that does not bleed. Several
other points bleed easily. Patient is very timid
about treatment. Eight small injections were
given, and the patient was entirely cured. In this
case not the slightest pain was experienced. The
patient was too deaf to converse during the treat-

ment and invariably asked afterward if I had

made the injection. It was proposed to snip off
the external tag under cocaine after the internal
trouble was cured, but he said that he could not
bear the thought of even a “snipping operation,”
and as the external hemorrhoid seldom troubled
him he decided to let it alone. He would will-
ingly have let me inject it, if I had so advised,
but injections are not the treatment for external
hemorrhoids. ‘
I have attempted in this paper to give my own
experience without theorizing or quoting author-
ities, and the cases I have selected will serve to

show what may be expected from the cautious use
of small injections.

1 do not know that there is any special advan-
tage in the combination I have used. I can sim-
ply state that I have used it for fifteen years in
most of the cases that have occurred in my prac-
tice, and that I have never seen any bad results
from it. I never use more than two minims at
any one point, but often inject it in several places
at one visit. I have never seen any sloughing
and very rarely any painful inflammation. The
reaction is generally limited to a small area about
the puncture, and is shown by increased redness
at that point. But occasionally there will be dull
aching, lasting a day or two. I always tell pa-
tients that this may happen, but it is quite ex-
ceptional.

In regard to patients’ objections to operation
for piles, it must be admitted that they are not
altogether groundless. The having an anesthetic
administered, its often unpleasant after effects, its
occasional dangers, the discomfort, and even pain,
of convalescence, whiclh are sometimes very gréat,

-and the detention in bed are perfectly valid objec-

tions, and many sufferers go through life unre-
lieved rather than submit to the knife, who would
be quite willing to permit a procedure which-is
only technically surgical and which, while the pro-
fession opposes it as unsurgical, the laity favors
as non-surgical. Of course no conscientious phy-
siclan, for the sake of conforming to his patient’s
wishes, will do anything that experience con-
demus, but I believe the chief danger of the treat-
ment lies in attempts to make the injections com-
pete with operative-surgery in range of applica-
tion and in promptness of results.

~To the surgeon who does in a half hour or less
what by injections will require weeks and perhaps
months to accomplish, and who very properly rea-
sons that the objections to operations, important
as they are, are of little consequence compared
to the certain benefit that will result, this method
will seem intolerably slow and unsatisfactory. One
is almost open to a .charge of heresy who advo-
cates slower and less certain means for the cure
of diseases, which it is known can be quickly and
completely cured by the precise operations of
surgery. But patients have to be consulted
about what they will permit, as well as ad-
vised, and there can be no question but that all -
cases of hemorrhoids can be benefited, and
many cases can he completely and comparative-
1y painlessly cured, without the so much dreaded
operations.

N
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A CASE OF MULTIPLE LIPOMA.

BY C. F. BARBER, M.D.,

Surgeon Kings County Hospital, Etc.

LiromMa, per se, is not of sufficient interest to
the surgeon to cause him either anxiety so far as
results are concerned or a second thought as to di-
agnosis.

It is, in fact, a common form of benign tumor
of a fatty composition, occurring within many of
the organs of the hody hut found, most frequently,
encapsulated just heneath the skin. In size it
varies from an almost imperceptible growth to a
tumor reaching one hundred pounds in weight.

It wusually occurs singly, now and then in
groups, but rarely in great numbers. It is, there-
fore, owing to the preponderance in numbers of
this form of neoplasm in this individual case
that T present it for record.

G. A.; a well nourished man of about fifty-five
years presented himself for examination some I0

years ago with a number of fatty tumors upon his -

arm and lower extremities. I then advised their
removal but for some reason of his own the matter
was dropped until this July when he called again
for advice. This visit was occasioned by the pain
produced by the pressure of the tumors upon the
nerves of the arm; one of the lipomata having
assumed a sufficient size to encroach upon the
nerves at the wrist. His hideous appearance when
undressed caused him no little annoyance. How
much he had changed since my first visit I am
unable to record hut at this examination I was
amazed to find the number of growths that could
crowd themselves upon the extremities. Both
arms and forearms to wrists were so nodulated by
small and large lipoma that the interspaces where
the normal contour of the arm was preserved
seemed like atrophied areas. His lower extremi-
ties from waist to knees were in the same con-
dition.

I have frequently seen these growths upon the
‘back, shoulders or buttocks, but in this case none
existed in any of these localities.

To sterilize him for operation practically meant
a general bath in green soap and antiseptics.

Under general anesthesia about 8o (counted

82) fatty tumors were removed. Forty-seven in-
cisions were necessary for their removal. The tu-
mors varied in size from a cherry to a swelling
six inches in diameter. The one requiring the
greatest care for its removal was located in the
right groin, lying partly upon the femoral vein

and artery, its 1obes reaching under the vessels.
The time required for the removal was two and
one-half hours. I am pleased to add, although
the incisions were numerous, not a drop of pus
was found at a dressing and primary union re-
warded our labors. Had I not had the able as-
sistance of Drs. Maddren and Woolsey in closing
the wounds I should not have been able to have
finished the operation within four hours.

The patient was out of bed in five days and at-
tending to business in ten days. Strange as it may
seem little or no inconvenience was experienced
by the patient although it seemed as though every
move drew upon some of the incisions.

Suture materials of all kinds were used, silk,
catgut, silk wormgut; as we exhausted the supply
of one, the remaining kinds would have to be
brought into service. The result is satisfactory
proof of the sterilized condition of the materials.

‘The case is rather unique, and it is for that
reason that I inflict it upon the readers of the
JOURNAL,

THE MEDICAL SOCIETY OF THE COUNTY OF
KINGS.

STATED MEETING, SEPTEMBER 1§, 1903.

The President, CuwarrLEs N. Cox, M.D., in the
Chair.

There were about 80 members present.
The meeting was called to order, and the min-
utes of the previous meeting read and approved.

ELECTION OF MEMBERS. ~

The following, having been duly proposed and
accepted, were declared, by the President, elected
to active membership :

V.S, Pier, P. & S., 1900.

E. G. Van Orsdell, Albany Med. Coll.,, 1goz.

The President annouinced the deaths of the fol-
lowing members since the last meeting :

Thomas Moore Rochester, University Buff'xlo
Medical Dept., 1878; died July 12, 1903; mem-
ber, 1878 to 1902,

George Chappell Crawford, L. I. C. H.,
died July 13, 1903.

Henry De Haven Cameron, P. & S,,
September 4, 1903.

The President mentioned that he was 111 receipt
of advice from the Treasurer, that there were
about 300 members in arrears for dues for 1903,

1804

1889; died
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and requested that the delinquents settle their in-
debtedness as soon as possible.

SCIENTIFIC PROGRAM.

1. Paper: The Medical Treatment of Chole-

lithiasis and its Limitations. By Dr. J. Fums.
2. Paper: Treatment of Uterine Carcinoma by
Combined Use of Finsen Light and Roentgen

Ray. DBy Dr. Georce G. Hopkins.
Adjourned.
Wwm. S. Hussarp,
Secretary. -

' MEDICAL SOCIETY OF THE COUNTY OF KINGS.
SECTION ON PEDIATRICS.

Regular meeting, September 11, 1903, WM. A,

NorrrriDGE, M.D., Chairman; C. L GRAND

Kerr, Editor.

REPORT OF SOME CASES OF DIPHTHERIA.
BY ALFRED E. SHIPLEY, M.D,

Tur use of antitoxin in diphtheria is so gen-
eral, and its value so well recognized, that the
only apology for reading this paper is to present
to you a number of cases, all of which occurred
at the same place, under the same conditions, and
allowing' some observations to be made which may
be of interest to note. '

HISTORY.

The report embraces 33 cases which occurred
at the Eastern District Industrial School of this
city. The disease began during the service of
the writer in July of this year, 16 cases develop-
ing during that month, 14 other children came
under the observation of Dr. Walter H. Ross
during August, and three cases in September
under Dr. Charles E. Scofield. I am indebted
to Dr. Ross and Dr. Scofield for information
enabling me to make a complete report.

The institution has about 350 children under
its care, but the disease started and was practically
confined to one ward of the school containing
about 65 children.

The first three cases were observed on July
2oth, and, for the following nine days, one or
two new ones appeared each day. Then no new
cases appearing for three or four days, it was
thought possible that the spread of the disease
was under control, but during the first week in
August, a child was sent over to the hospital near-
ly every day suffering from the infection. About

August 10th, Dr. Ross, who was then on service, -
decided to immunize the rest of the children in
the ward from which the trouble originated. A
dose of 300 to 500 units of antitoxin was there-
fore given to each of 4o to 50 children. The day
following immunization, one case was observed
with one small patch to whom he gave an addi-
tional 500 units with prompt recovery. One child
showed evidence of trouble 12 to 14 days after
having been immunized, to whom then was given
the full dose. A quiet interval of 12 days was
succeeded by three new cases occurring three to
five days apart, and coming from wards in which
the inmates had not been immunized. Thirty of.
the children have heen returned to the institution

* fully recovered, and the last three cases are still

in the hospital awaiting the termination of the
period of quarantine,

OBSERVATIONS.

Value of Antitoxin.—Experience has shown to
us that the greatest cfficiency from antitoxin is
to be obtained when used early in the disease,
and that the good results derived from its use de-
crease in proportion to the length of time that has
elapsed since the beginning of the infection, Anti-
toxin injected aiter the fourth or fifth day cannot
be relied upon to give the almost uniformly good
results which obtain from an carlier use All of
the children in this institution were under careful
observation after the first case, any child showing

the slightest suspicious symptom being referred

immediately to the physician then on duty, and
several times a routine examination of the threats
of all the children was made. Practically all of
the cases were seen on the first day of the disease,
or at the latest within 48 hours of the invasion.

Dosage—The first four or five cases each re-
ceived 3,000 units of the serum. Afterward the
dose was reduced to 2,000 units, and in August a
few of the cases received but 1,500 units. In one
child, to whom was given the last mentioned
amount, an extension of the membrane from the
threat to the nose occurred, and an additional
1,500 units was then used, this being done two
days after the first treatment. In no other in-
stance was it necessary to repeat the dose. One
child with a mild attack did not receive any serwm
at all. If the reduction of temperature be taken
as a guide, the 2,000 unit dose seemed to be fully
as effective as the larger.

Location of Membrane—~In the majority of
cases the membrane was seen on both tonsils, in 2
few on but one tonsil, one ot two showed a tend-

t
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ency to mvade the uvula also in one it extended
to the nose, and still another came under first ob-
servation as a combined pharyngeal and nasal in-
fection. No primary laryngeal form was received,
nor was there in any case an extension of the
disease from the pharynx to the larynx.

Temperature—"This was taken in each case as
soon as it was sent over to the hospital and before
the antitoxin was used. It ranged from 9g34°
to 101° in the milder forms, to 10334° and
105%° in the more severe. After the serum had
heen used, within 24 hours there was a reduction
in every case. A few showed a decrease of hut
% to 3% of a degree, though a drop of 1 to 2°
was ustially noted, and two or three cases showed
a reduction from 103 and 104° down to 100°. A
temperature of 10525° was obscrved to drop to
0934° on the following day. In the child to whom
no antitoxin was given an initial temperature of
100° continued so for the next 48 hours. In the
primary nasal case, it was only 99%° when first
taken.

In most of the children there was a steady de-
crease in temperature until about the sixth or
cighth day, when it reached the normal point,
though in several instances the marked decrease
of the first 24 hours was followed for two or three

days by no reduction, after which it would stead-
ily drop.

The nurse in attendance Iep01ted that almost

invariably during the first night after the use of
the antitoxin the patient showed a marked de-
lirium, and, inasmuch as this occurred regardless
of the height of the temperature, the explanation
could not be sought in that direction. It is pos-
sible that the antitoxin serum antagonizing the
toxin of the disease produced this effect.
Pulse—The pulse was in proportion to the
temperature, ranging from ¢2 in the mild forms
to 160 in the severe. In but two cases was any
. irregularity of the pulse observed, this occurring
on the fourth to the seventh day of the disease,
and improving under appropriate medication.
The general rule was to allow the children out
of bed after the sixth of seventh day.
Complications—In one case a rash, resembling
measles, and covering both upper and lower ex-
tremities, appeared about the fourteenth day. In
the nasal case which required a second injection
of the serum, a paralysis of the soft palate oc-
cutred about the third week, but this cleared up
under treatment. In one child disappearance of
the membrane was followed by an abscess forma-
tion in both tonsils resembling quincy, with
prompt subsidence after spontaneous rupture.

Stlll another patlent had the abscess in one tonsil.

Termination—Thirty of the cases have fully
recovered, and the other three are convalescing
rapidly. The membrane usually began to dis-
solve innmediately after the use of the serum, and
very little if any was to he seen after the fifth
day.

Treatment.—In addition to antitoxin the ‘treat-
ment was as follows: A combination of 5 minims
of ferric chloride with gr. */;, of mercuric chlo-
ride, three times a day. ‘Antiseptic mouth washes
every two to three hours. From the second day,
whisky in half-dram doses, three or four times a
day was given, this heing stopped on the fourth
or fifth day, and instead strychnine sulph. gr. */,,
t. 1. d. was administered for 10 days or two weeks.
For drregular heart action, an additional dose of
strychnia.

I'mmunisation.—An opportunity to test its ef-
ficiency was here presented. The ward from
which the disease started contained about 65 chil-
dren, and after 20 to 25 cases had occurred, the
rest of the inmates each received an immunizing
dose of 300 to 500 units. One case showed con-
gested tonsils with a very small patch on the fol-
lowing day, and it is probable that had not the
immunizing dose Dbeen given, the throat would
have shown typical diphtheritic membrane instead.
It is possible, too, that the congestion was due to
the antitoxin itself. One other immunized case
showed the characteristic membrane on both ton-
sils, 10 to 12 days after the injection was given. -
Jt is fair to assume from the history recorded
that the further spreading of the infection was
prevented by the immunizing treatment. The
four or five new cases which afterward developed
came from other wards, with an interval of three
to eight days between each new case,

This series of over 30 cases of diphtheria with
prompt recovery in each instance after the use of
antitoxin serum is but another link in the chain of
evidence supporting the claims made for this
highly important therapeutic agent.

DISCUSSION.

Dr. Wirriam A, NortHRIDGE: I am in the
habit of giving an immunizing dose of antitoxin
to the well members in the families of diphtheria
cases and I am much pleased with the protective
power of antitoxin.

I have had one case after immunization—a hoy
of five finished a plate of ice cream which his
diphtheritic brother had left. He suffered a very

- mild attack.



As to thc amount of antitoxin to use. I—Iere

r. Shipley reports over 30 cases, with the diag-
11osis confirmed by the board of health and only
one injection given in each case except one, and
not more than 1,500 units given in any single in-
jection and 100 per cent. of recoveries.

Is the growing fashion of giving enormous
doses in every case a good one? "1 believe right
here our best judgment should be used and the
large doses reserved for the grave cases.

In the ordinary case, I give 2,000 units and
wait 24 hours and then repeat if necessary. The
antitoxin should be fresh.

I believe it gradually loses much of its power.

A good firm pinch is all the anesthetic required
on introducing the needle.

QOue must be careful not to pinch too hard.

These patients should be kept quietly in bed in
as near the supine position as possible for at least
four weeks and where there are any signs of
paralysis, for a longer period. A life would be
occasionally saved if this was always done.

THE BROOKLYN SURGICAL SOCIETY.

REGULAR MEETING, APRIL 2, 1Q03.

The President, W. M. Frienp, M.D,, in the
Chair.

SUPPURATIVE APPENDICITIS COMPLICATED WITH
FECAL FISTULA.

BY F, W. WUNDERLICH, M.D.

N. 5., age sixteen, native of United States, was
admitted to St. Peter’s Hospital, July 8, 1901, sui-
fering with appendicitis. She had been sick a
week with the usual symptoms of a sudden attack
of severe abdominal pain, which abated some-
what. Subsequently she had colicky pains, ac-
companied with fever and acceleration of the
pulse.

At time of admission her condition was critical.
She had severe pain in the abdomen. Tempera-~
ture 103.8°, pulse 130, A tumor with marked
tenderness and dulness on percussion were present
in the right iliac region,

Operation on the day of admission to the hos-
pital. The abdominal cavity was opened by an
oblique incision over the most prominent portion
of the tumor. A large collection of foul-smelling

pus was found in an abscess cavity, surrounded

by a mass of adhesions, which communicated
with another large abscess cavity in.the post-
peritoneal connective tissue. The patient’s con-
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dltlon d1d not admit of a prolonoed seaxch for
the appendix. The abscess cavity was washed
out repeatedly with normal salt solution. The
wound was partially closed with silkworm-gut
sutures, A glass tube was inserted for drainage,
the wound dressed with aBsorbent gauze and ab-
sorhent cotton, held in place by strips of ad-
hesive plaster and a binder.

July g—Patient feels better. Temperature
100°, pulse 108. Discharge is copious.

July 10 to 17—Discharge continued to be pro-
fuse. Temperature ranged from 100 to 101.4°,
puise from 84 to 104. General condition of pa-
tient improved slowly.

July 18—During the night the discharge was
quite profuse. A remmnant of the gangrenous ap-
pendix and a coprolite were found in the wound,
when the dressing was changed.

July 19—Patient has less pain, suppuration
still profuse. Temperature 100.4°, pulse 84.

July zo—Ts hungry. Complains of pain in
epigastrium. Temperature 100°, pulse 84.

July 21—Patient was nauseated all night, and
vomited bile mixed with mucus, At g AM., tem-
perature 101.4°, pulse 116; at 5 P.M., tempera-

ture 102°, pulse 120.

July 22—Profuse discharge. More necrosed
tissue came away. A.M., temperature 100°, pulse
98; P.M., temperature 99.4°, pulse 92.

July 23—Patient ‘feels better to-day. Some
necrosed tissue came away Temperature 99.6°,
pulse 92,

July 24 to 26—Condition about the same. Dis-
charge not so profuse.

July 27—Owing to contraction of the wound
it was impossible to drain the abscess cavity in
the post-peritoneal connective tissue satisfactorily
in front; a counter opening was therefore made in
the lumbar region and a glass tube inserted for
drainage.

TJuly 28 to August g—DPatient improved slowly,
and the discharge diminished.

Aungust to—Temperature 101°, pulse 112
Drainage was deficient because the tube had
slipped out. The tube was reinserted and better
drainage established. A small prominence ap-
peared on the coil of the small intestine, which
was adherent to the anterior wall of the abdomen
at the upper angle of the wound.

August 11 and 12—Although the prominence
on the coil of intestine had been covered' with

‘rubber tisste, and tarefully supported with gauze

and strips of adhesive plaster, it became larger;
it attained the size of a large split pea and the

- wall became thinner, The patient had no pain at
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the site of the swellmg Shc had more or 1ess

nausea, and vomited early in the morning of the

twelfth; later in the day she felt better.

August 13—Farly in the morning, a large
amount of offensive discharge escaped from an
opening in the intestines which had formed at the
site where the prominence had been. The dis-
charge was fecal in character.

August 14 to 19—Condition remained about
the same. A large amount of fecal matter was
dischar ged through the fistula,

Temperature 98.4, with a rise
on the twenty-fifth to 101, pulse ranged from 76
to g4. General condition improved gradually, and
the discharge of pus and fecal matter became less.

September 1 to z5—DPatient progresed favor-
ably.  Both abscess cavities had healed, but the
discharge from the fistula persisted. A proposi-
tion to close the fistula by operation was rejected.

September 26 to October 28—Under a dressing
of absorbent gauze and unguent. zinci oxid. albi,
with occasional applications of nitrate of silver,
the fistula gradually became smaller and finally-
healed.

The patient was discharged from the hospital
October 28, 1901.

The points of interest in this case are:

1.—The formation of a fecal fistula as late as
36 days after operation.

. 2—The formation of the fistula could be ob-
served for several days, and the support given to
the bulging weak spot in the wall of the intestine
was of no avail to prevent the formation of the
fistula.

In all probability, it was caused by angulatlon
of the adherent coil of intestine, in conjunction
with pressure from accumulated fecal matter.

G. E., age 23, native of England, waiter, was
admitted to St. Peter’s Hospital, July 12, 1go1. He
walked into the hospital, did not have much pain,
and did not appear to be seriously ill. Tempera-
ture 89, pulse 88. Rigidity of the muscles of the
right side of the abdomen was not marked, and a
tumor could not be felt distinctly. The patient
had been sick about a week. He had colicky pains
in the umbilical and right iliac region. At no time
did he have very acute pain ot nausea.

July 13—Operation. The abdomen was
opened by an oblique incision. An abscess cav-
ity was opened, which extended further to the"
median line than is ordinarily the case in appen-
dicular abscess. About 8 or 10 ounces of pus
were evacuated, and the cavity washed out with

- normal salt solution. The abscess cavity was

walled off by firm adhesions. Owing to the un-
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usual posmon of the abscess cavity, the search fo'
the appendix was soon abandoned, because of the
greater risk of infecting the general peritoneal
cavity by breaking through adhesions in this
locality. The wound was partially closed with
silkworm-gut sutures. A glass tube was in-
serted for drainage, the wound dressed with ab-

_sorbent gauze and absorbent cotton, held in place

by strips of adhesive plaster and a binder.

The convalescence was rather protracted, the
wound reopening several times after it had appar-
ently healed.

The patient was discharged from the Hospital
Sept. 17, with the wound healed.

December 9, 1gor—Five months after opera-
tion, he was again admitted to the hospital, with a
fistula at the lower angle of the operation wound.
The fistula had developed some time prior to his
admission. The fistula passed inwards and to
median line and with a probe a concretion could be
felt at the end. The outer portion of the fistula
was dilated with a laminaria tent, to facilitate the
removal of the concretion, but all attempts to ac-
complish this with forceps, small spoons and
curettes failed, owing to the tortuous course of
the deeper portion of the fistula. Evidently the
concretion was located in or near the remnant of
the appendix, and it was decided, if possible, to
dissect out the fistula, and to remove both appen-
dix and concretion by operation.

December 10—After the fistula and ﬁeld of
operation had been thoroughly cleaned and disin-
fected, the abhdominal cavity was opened by an
incision above the fistula. At this stage the plan
of the operation had to be abandoned, because a
coil of intestines was adherent to the anterior wall
of the abdomen at the upper angle of the wound
and another coil close to the fistula. The incis-
ion was closed with silkworm-gut sutures. The
orifice of the fistula was incised, the deeper por-
tion dilated and the concretion removed. Subse-
quently the fistula was curetted and thoroughly
disinfected with hydrogen dioxide, carbolic acid
and alcohol. A small piece of absorbent gauze
was inserted for drainage. The wound was
dressed wth absorbent gauze and absorbent cot-
ton, held in place by strips of adhesive plaster and
a .binder.

December 12—Woas restless during the night.
Pain has increased. Temperature 102.5, pulse 120.
Evidently the wound had been infected. The
dressing was removed, the sutures were taken out,
and the wound dressed with gatize moistened
with a solution of chloride of zinc. (1:2,000). As
soon as the sutures had been removed, some sero-
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purulent matter was discharged, and after the

moist dressing had been in place a slfort time the

pain subsided.

December 13—DPatient passed a comfortabie
night and feels much better. = Temp. 98.4, pulse
88. The wound was gaping.

December 14 to December 22—No material
change in the condition of the patient. The fis-
tula healed slowly and the discharge from the
wound diminished.

December 23—lfor the first time a small emi-
nence projecting from the wall of the small intes-
tine was’' noticed, which was adherent to the
anterior wall of the abdomen, at the upper angle
of the wound, caused by appendicular abscess iu
July, 1901. ’

December 24 to December 2g—The reporter
had an opportunity to observe the development of
a fecal fistula precisely as in the first case. It
began with the formation of a small prominence
projecting from the wall of the intestines, which
gradully increased in size, while the wall became
thinner in proportion, and finally gave away. The
only difference was, it took a longer time to devel-
op in this case than in the former, 6 days instead
of 3. All means taken to support the promi-
nence, to prevent if possible its attenuation and
breaking down, were as useless in this case as
they had been in the preceding case.

December 30—The prominent portion of the
intestinal wall had given away during the night,
and a fecal fistula was fully established.

December 31, 1901, to January 31, 1902—The
fistula with which the patient had been admitted,
gradually healed, and the wound surrounding the
intestinal fistula became smaller, but the latter
showed no tendency to close up, although a rub-
ber tube had been kept in the intestine during the
greater portion of the time, to prevent the forma-
tion of a spur and rectify angulation as much as
possible. "

February 1 to 21—General condmon of the
patient much improved. All except the intestinal
fistula had healed. The latter showed no ten-
dency to heal. The patient desired to have the
fistula closed by operation.

February 22—The intestine was cleaned by in-
jections as much as possible. A sponge with a silk
thread attached to it, was inserted through the
fistula. The fistula and the surrounding area
carefully washed and disinfected. During the
preliminary proceedings, rubber gloves were
worn which were taken off when the operation
proper was commenced. An incision was made
about one and one-half inches above the upper

margin of the fistula, and after the peritoneal cav-
ity had Dbeen opened, the incision was carried
down close to the fistula, the latter dissected loose
from the surrounding tissues, the loop of intestine
was lifted out from the abdominal cavity and
placed on a warm towel, moist with norrhal salt
solution. All cicatricial tissue was dissected off,
the sponge was withdrawn, the fistula closed with
two rows of silk Lembert sutures, the line of
sutures carefully cleaned with normal salt solu-
tion, and the loop of intestines returned to the
abdominal cavity. The peritoneum was closed
with a continuous catgut suture, the remainder of
the tissues were brought together with silkworm-
gut sutures. The wound was dressed with ab-
sorbent gauze and absorbent cotton, held in place
by strips of adhesive plaster and a binder.

February 23 to 28—Patient had no pain, temp.
98.4, pulse ranged from 8o to 88, When sutures
were taken out on the 28th, the wound had healed
by first intention throughout,

The patient was kept in hed for some time, as
a precaution, to obtain firm union of the wound
hefore any strain was put upon it, and to prevent
formation of a ventral hernia. .

He was discharged from the Hospital March
28, 1902, and has remained in good health since.

F. L., age 16, office hoy, native of U. S., was
seized with cohcky pains December 21, 1go2. He
contintted to have intermittent attacks of pain,
more or less severe, from December 22 to Decem-
ber 25, and remained at home.

December 26—The pain became more severe,
and he commenced to vomit. Dr. Jos. E. Wells
was, called in and attended to him December 26
and z7." Dr. Wells ordered a dose of calomel, to
be followed by a saline cathartic. On the fol-
lowing day, after the medicine had acted, he
found the patient so much better, that he discon-
tinued his visits tmtil he was called again Janu- .
ary 2, 1903. The improvement had been of short
duration. Intermittent attacks of colicky pains
had returned and increased in severity. - The pa-
tient became nauseated, could not retain any food
and vomited at times.

When Dr. Wells saw the patient again January
2, he had had a chill followed by high fever.
Temp. 103.%4, pulse very rapid, the skin was cov-
ered with clammy perspiration and slightly jaun-
diced. The vomiting had ceased, but nausea was
present and no food was retained. The fever
was of an irregular type, with a rise about 11
AM., a decline at 2 or 3 P.M., and another rise
at 6 P.M.

January 4—Dr. Wells noticed for the first time



a swelhng in the left 1ngu1na1 region, 'Ihe swel—
ling rapidly increased in size, and advanced up-
wards.

January 6—Dr. Wells found the swelling larg-
er, inserted an exploring needle, drew off pus,
and advised the removal of the patient to St.
Peter’s Hospital.

January 6—On admission to the hosp1ta1 the
patient looked very pale, the skin was rhoist ‘and

“clammy. Temp. 104, pulse 130, and feeble. He
complained of severe pain in the left side of the
abdomen; also of nausea and vomited frequently.
Operation on the day of admission. Marked
rigidity of the muscles on the left side of the ab-
domen was present. Also a tumor in the left
inguinal and the adjoining portion of the hypo-
gastric region, which became more distinct when
the patient came under the influence of the anes-
thetic.

The incision was made over the most promi-
nent portion of the tumor, and as soon as the
abdominal cavity was opened a large amount of
foul-smelling pus was evacuated. At the upper
end of the wound coils of small intestine were
adherent to the anterior wall of the abdomen.
After the pus had been evacuated as much as
possible, the abscess cavity was filled repeatedly
with warm normal salt solution and syphoned out,
until it came away pretty clear. The finger
could move freely in a large cavity, down to the
bladder, to Poupart’s ligament and below into the
pelvis. The large intestines were held down by
adhesions, while the small intestines were held up
by adhesions to the anterior wall of the abdomen
and adhesions between the different coils of intes-
tine. Owing to the condition of the patient, it
was considered unjustifiable to make a prolonged
search for the appendix, which, in all probability,
was in an abnormal position.

The wound was partially closed. A long glass
tube was inserted, the outer end was curved and
a long rubber tube fastened to it for drainage by
syphon suction. The wound was dressed with
absorbent gauze, absorbent cotton over this,
strips of adhesive plaster and a binder to keep it
in place. .

January y—Patient slept quietly during the
night, and the pain has been relieved. Temp
100, pulse 96. The discharge was profuse, the
dressing had to be changed several times a day.
The abscess cavity was washed out with normal
salt solution. The desire for food returned.

January 8—Patient rested quietly during the
night and feels stronger. Temperature g9, pulse
go. Discharge is profuse.
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Janual vy 9 to janum vy 2 5—’1 he dlscharge gmd-
ually diminished in guantity, and the abscess cav-
ity became smaller. Correspondingly short tubes
were inserted for drainage. Patient had a good
appetite, he gained in weight and strength.

January 26 to January 31—Patient coutintded
to improve. Irrigation with saline solution was
omitted.

February 1 to 8—DPatient progressed favorably.

February g—Without any apparent cause he
was seized with nausea, and complained of pain’
in the abdoinen. Temp. 100, pulse 98. Hydrarg.
chlorid. mit. gr. I Saccharr, alb. gr. X-M. f. chart.
IV-S. One powder every hour was ordered.
The howels moved and the nausea was relieved
Tor a short time.

February 1o—Nausea returned and the patient
complained of more pain in the abdomen. Ten-
derness on pressure was present in left side of ab-
domen. Temp. 100.4, pulse 100. Magnesia
citrate was given but rejected at once. A high
glycerine enema brought away some fecal mat-
ter, but the condition ‘of the patient remained
about the same. Toward evening some fecal
matter was discharged from the wound.

February 11—During the night and forenoon
a copious discharge of fecal matter took place
from the upper angle of the wound. It escaped
from a small opening in the coil of the small intes-
tne, which was adherent to the anterior wall of
the abdomen. As soon as free discharge had
taken place, the pain was relieved and the nausea
ceased.

February 13—Patient is free from pain, his
appetite is good, and there is little discharge from
the fistula.

February 15—Condition better.
from fistula.

February 16 to 28—Patient remained free
from pain, his general condition continued to im-
prove, and his bowels moveq regular without any
medication. The wound healed gradualiy, and
there was no recurrence of fecal discharge from it.

March y7—Discharged from hospital.

The points of interest in this case are:

1.—The site of the abscess, its extent and the
firm wall formed by the adhesion between ‘the
coils of the small intestines and the anterior wall
of the abdomen,. | '

2.—~The formation of a fecal fistula 35 days
after the operation for abscess, and .the short
time in which it healed definitely.

In this as in the other cases, the formation of
the fecal fistula, in all probability, was brought
about by angulation of an adherent coil of intes-

No discharge
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tine in conjunction with pressure and dlstenslon
from accumulated fecal matter above the point
of angulation.

DISCUSSION.

Dr. G. R. FowrLer said that Dr. Wunder-
lich’s cases are of interest because of the spon-
taneous closure of the fistulous opening of the
small intestine. While the common experience
is that fistulous openings in the large intestine
close simultaneously, it is quite the reverse in the
case of the small intestine. In the majority of
cases some operative procedure is indicated at
some time in the course of the case.

In his experience the occurrence of fecal fis-
tula in connection with appendicitis has occurred
most frequently in cases of tubercular peritonitis

in conjunction with an appendical lesion, i. e., the

fistula of the small intestine. Fistula of the small
intestine occurs to a greater or less extent because
of sloughing away of the stump beyond the liga-
ture of purse-string suture and occurrence of
gangrenous patches on the cecum itself in con-
nection with the original inflammatory condition.

SUBPERIOSTEAL RESECTION OF THE ULNA.

Dr. A. T. Bristow presented a case with a
‘history of tubercular bone disease, to show the
function after the removal, by a sub-periosteal
resection of the entire ulna except the upper artic-
ular portion, done about two months ago.” The
entire bone had regenerated with complete func-
tion of the forearm.

SUBPERIOSTEAL RESECTION OF MIDDLE 7TIIRD OF
CLAVICLE,

Dr. A. T. Bristow also showed a case in
which he removed the middle third of the clavicle
~—also subperiosteally, for superabundant callus
which pressed on the subclavian vein and the
lowest cord of the brachial plexus.

The case had been previously diagnosed as
rheumatism, but it was perfectly evident on ex-
amination of the clavicle that a callus had formed
‘which was pressing on the subclavian vein and
the lower cord of the brachial plexus.

Some two weeks ago lie made a longitudinal
incision over the clavicle, and did a subperiosteal
resection of the middle third of the hone. This

portion -of the bone was adherent to the sub-.

clavian vein, which he dissected free with a great
deal of difficulty without puncturing the vein. A
little spur of bone was also infringing upon the
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lower cord of the brachial plexus

l‘he opera-
tion was completed in about twenty minutes.
Whereas, before the operation, the hand and arm
were quite blue and swollen, afterward the hand
had regained its natural color, and since the op-
_eration the patient has been relieved of all pain.

LOCATION OF SEPARATED ENDS OF SPHINCTER ANI
MUSCLE BY ELECTRICAL CURRENT. UNION
OF MUSCLE FIBRES BY SUTURE,

Dr. A. T. Brisrow said that two months ago
he was shown a man who, after an unfortunate
operation for fistula in ano, had complete inconti-
nence of feces. IHe had been operated on by
another surgeon for repair of the sphincter, but
the ends of the sphincter muscles were buried in
scar tissue and were not found and the result of
the operation was not good. He then proceeded
to turn back-a skin flap downward from the anal
region so as to expose the whole area occupied by
the sphincter muscle, and then took an electrode
with small surface, the other being in the abdo-
men, and with a moderate current, and searched
the denuded area with the small electrode until
he got distinct muscular contractions. By this
means he identified the ends of divided muscle
and united them in the usual manner. The result
was a complete cure of the condition for which he
operated. He could not have gotten so good a
result, unless he had been able to identify the
sphincter; and as the ends of it were buried in
cicatricial tissue, it was-impossible to locate the
muscle fibers in any other way. The reaction of
the muscular fibers gave a completed clue to the
ends of which he was in search.

DOUBLE EXTIRPATION OF EXTERNAL CARQTIDS.

Dr. A. T. Bristow presented a case of double
extirpation of the external carotids for an inoper-
able carcinoma of the lower jaw. The interest-
ing point about this case is the family history:
Mother died of carcinoma of jaw at age of 48.
Growth first noticed in August, 1902; was oper-
ated on by curetting twice before admission to
hospital, but tumor increasedin size, and when
seen it was inoperable so far as the removal of
the growth was concerned. It was therefore de-
termined to excise the external carotids and sub-
mit the patient to the X-ray treatment afterward.
The two operations were done separately, the
second one a week following the first, and 30
minims of paraffine mixture introduced into the
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termination of the external carotld on either side.
A very curious symptom developed at the first
injection. The speaker injected 1}% drachms,
following which he had this curious symptom,
which he had never before observed in any of
these carotid cases, namely a complete anes-
thesia of the side of the face, and alsoa good deal
of difficulty in swallowing.
At the second operation he did not use so much
paraffine. In Dawbarn’s opinion the safest quan-
tity to use is 30 minims. . A curious fact that Dr.
Bristow has always noticed in all his carotid work
“has been this—when the stump of the external
carotid is passed underneath the hypoglossal
- nerve and digastric tendon, the patient’s respira-
tion always slows dow, and sometimes to a very
disagreeable extent. In this case the patient, who
was was doing perfectly well before, stopped
breathing as the artery was pulled up underneath
the hypoglossal nerve, and made to dive under
the tendon, and it was some minutes before his
respiration was restored. The day following the
operation there were no unpleasant after effects,
however, as he was sitting up in bed, and foul
days after he was able to walk. -

When these operations are done bloodlessly,
there is not a great deal of shock attending them,
. which can be ascribed to hemorrhage, neverthe-
less some of these patients die shortly after the
operation apparently from respiratory failure.
Dr. Bristow believes that the reason for the respi-
ratory failure is, that when the vessel is pulled up
beneath the nerve tendon, traction is made on the
superior laryngeal nerve, which crosses beneath
just about where the hypoglossal nerve crosses
above the vessel. When the latter is pulled up
you make some traction on the superior laryngeal,
and get a pneumograstic inhibition, which affects
the respiration. e had seen a patient doing per-
fectly well die instantly from such inhibition when
a Trendelenburg canula was inserted into the
trachea and the rubber bag inflated. The anes-

thetist tells him that he always notices the respira-

tions slow down and hecome shallow at this point
in the operation. b

The tumor has shrunk up, the remaining sinus
is quite small, and so far the result is pleasing.
What the final outcome will be no one can tell.
The speaker had one case go over a year, where
there was an entirely inoperable carcinoma which
arose from the antrum. He has two cases at the
hospital now, both doing well, one a huge carci-
noma of the lip, involving the jaw, in which he
extirpated both carotids and used the X- -ray.
These also have done well.

DISCUSSION.

Dr. M. FiGuiera said that he had performed
Dr. Dawbarn’s operation in four cases so far.

In these cases after dividing the external caro-
tid, he dissects the artery up, and ligates the
branches. He passes the thread with which the
artery is ligated under the nerve and under the
muscle, and gets it back that way. He never
noticed any interference with respiration or any
symptoms of collapse when that is done.

As to the results of the operation, he was very
much disappointed. One case was a sarcoma of
the superior maxilla, in which he removed the
bone, and when the tumor recurred he removed
both arteries on both sides, and in both cases the
results were very discouraging.

Dr. L. W. PeaArsoN said that he had operated
upon the patient with carcinoma of the jaw,
which Dr. Bristow presented. At the time he
saw him there was a very large fungating mass,
full of pus, very foul-smelling and very painful.
The man was suffering a good deal, and he was
called to see him. The operation was very brief
and consisted in doing very little.” It was to
curette away all the fungating material. This
was done to relieve the patient of his discomfort
and the had odor. The patient had been treated
by the X-ray for some months and the disease,
instead of ameliorating, tended to advance.

Dr. G. R. FowLER said that he had not seen
this inhibition of the respiratory act during the op-
eration of extirpation of the carotid in the six
cases in which he done the operation. In two, the
dragging upon the hypoglossal nerve by a re-
tractor in the hands of an assistant, lifting it up
so as to pass the vessel beneath it, was such as to
give rise to some interference with the motions of
the tongue for several weeks afterward in one.
case, and only for a few days in another. Of
course, this amount of dragging is unneccessary
and unjustifiable, but sometimes a retractor in
the hands of an assistant will do as much harm as
good. Certainly in these cases the traction was
harmful to the hypoglossal nerve and produced
this effect. It is reasonable to suppose, if Dr.
Bristow’s theory is correct, that, by dragging on
the laryngeal, inhibition through the pneumogas-
tric is produced, sufficient to cause this effect,
but he has never observed anything of the kind.

As to the results: The patient exhibited by
Dr. Bristow certainly is an excellent example of
the thorough efficacy of the Dawbarn operation in
restraining growths of this character, and even in
lessening them, or else it is an argument in favor

\
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of the employment of the X-rays. That now is
‘more than a month ago, so that one perhaps is
not in a position to accurately judge as to whether
the good results are due to the X-ray treatment or
the extirpation of the carotids.

The speaker was reminded by the -appearance

" of this man of one case in which he extirpated
both external carotids for the purpose of restrain-
ing the growth of malignant disease—a carci-
noma—as shown by the pathological examination.
In this case there was considerable edema of the
face, the eyelid was greatly swollen at the time,
and at first glance it would appear as if the case
was absolutely hopeless, and so it seemed, but
after the extirpation, the edema quite rapidly dis-
appeared, and two weeks from the time of opera-
tino (both carotids were extirpated at one sitting
in this case) the disease was not as large as a
silver half dollar on the face. The upper jaw
was involved, so much so that after the end of the
month, when the circulation had been sufficiently
established to give some guarantee that the repro-
ductive process was going on, to remove the
entire uppér jaw and that portion of the cheek
involved in the disease—and that was done,” The
operation was as bloodless as could be under the
circumstances, and the patient made a good recov-
ery from the operation itself. After waiting
another month until the sliding flap had partially
or entirely healed, he proceeded to make the effort
to close the opening by a plastic operation, taking
a flap from his shoulder. Unfortunately at this
.time the patient developed lobar pneumonia and
died, so it could not be known whether an attempt
at a plastic operation in filling in the gap after the
blood supply has been so diminished would be
successful or not. He was encouraged to believe
so, however, as the edges around the skin united
by first intention as readily as if the blood supply
had not been interfered with.

The question has been raised as to the advis-
ability of doing both operations at the same sit-
ting. The patient being in good condition, it
would seem as if that would be the ideal way of
dealing with the case, but each case must be
judged on its own merits.

Dr. Fowler made these remarks to introduce
the statement that one of the cases in which he
did the operation in two sittings died an hour
after the second operation. In that case 30
minims of a 1 to 8 paraffine and white vaseline
mixture were injected into the temporal terniinal
of the external carotid, or at the termination of
the external caro\tid,\ as Dr. Bristow called it, and
this quantity, 30 minims, was not exceeded, It

was injected from a syringe, which held exactly
30 minims. Unfortunately a post mortem could
not be obtained in that case, and the speaker was
surprised, while still in-the operating room en-
gaged in other work, to receive a message that
the patient had suddenly-expired.

Another case in which he did the operation on
both sides at one sitting, a man of 70 odd, died on
the fourth day after the operation; and in this
case also the death was entirely unexpected.

Just what symptoms occurred in connection with

the death could not be ascertained, he died so
quickly.
fused to permit the head to be opened.

It was unfortunate both cases should have been
buried without autopsy, because it was apparent
from the suddenness of death, that something had
occurred from the injection of the paraffine. The
lesson to he learned is, further study should be
made as to justifiable injection, and whether some
means cannot be reached to be sure that the in-
jection will go where you want it, and not a point
whaere it will be dangerous to encroach upon.

Dr. ArtmUR H. Bogart said that he had seen
three cases of ligation of the external carotid for
malignant disease.. One case he did himself on a
man about forty years of age with a malignant
growth involving the upper jaw. The operation
was done on one side only., Ile remained in the
hospital for about four weeks after the operation,
and certainly was very much improved inasmuch
as his pain was absolutely relieved. Previous to the
operation he suffered severe pain all the time, re-
quiring morphia to make him comfortable. There
was no apparent change in the size of the growth
after the operation, He wanted to operate on
the other side, but the patient declined. “This
patient had been treated with the X-rays for
about a month without any apparent henefit.

The second case was a man with a large
growth on the side of the face which was oper-
ated upon by Dr. J, B. Bogart, the vessel being ex-
cised and injected with the paraffine solution. This
patient never did well and died at the end of
forty-eight hours. e had very marked difficulty
in breathing after the operation, and it was
thought that the trouble was due to an injury to
the recurrent laryngeal nerve.

The third case was one of carcinoma of the
upper jaw, which came to the County Hospital
for X-ray treatment. He was advised against
it as the case was an advanced one, and was told
that if anything was done ligation and excision
of the vessel was the operation indicated. He
declined and the X-rays were tried for four weeks

In this case the friends absolutely re- -
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without benefit. He was then operated on by Dr.
J. B. Bogart in the usual way. To the speaker’s
knowledge he was still alive at least two months
after the operation.

He did not remember having seen any interfer-
ence with the breathing in these cases. In the first
case. there was some difficulty, but it was before
the operation had been begun, so that it was not
due to interference with the pneumogastric nerve.

Dr. A. T. Brisrow said that there is certainly
something about this operation which is very dif-
ferent from all other operations on the neclk. The
dissection, while a little difficult, and occasionallv
very difficult, particularly when there are aggluti-
nated glands in relation with the site of operation,
is nevertheless as extensive as the dissection we
frequently make in operations for tubercular
glands of the neck. It is not infrequent in these
cases to have the entire internal jugular exposed;
‘not infrequently we  divide the sterno-mastoid
muscle ; yet no one ever thinks of losing a patient
afterward; and yet a dissection which is not half
the extent of these incisions of tubercular glands,
for some reason or other not infrequently, is fatal,
and this occurs in uninjected cases. A patient
which he had lost at the County Hospital died in
the same manner as the case described by Dr.
Fowler, although he received no injection what-
ever. Before Dawbarn commenced these injec-
tions a number of his patients died in this
inexplicable manner, either an hour or two after
the operation or within a few hours afterward,
and rather suddenly. .

" An external carotid excision ought not to lose
the patient an ounce of blood. Just before the

posterior auricular artery is reached there is a

large vein which crosses the wound high up above
the angle of the jaw, which, if wounded, is apt to
give a troublesome hemorrhage before secured.
‘The hemorrhage has never been a serious factor
in any of the speaker’s operations. As for the
injection, 30 minims of the vaseline-paraffine mix-
ture would certainly not reach the circle of Willis,
which is the only point at which. fatal embolism
might occur. The paraffine-vaseline mixture
solidifies very quickly, too, so that it could not be
washed onward readily, therefore this does not
seem to be the explanation of these deaths.

As to the benefit of these operations: All op-
erations done for tumors of the lower jaw are
more hopeful than those in the upper jaw, but the
cases of sarcoma and carcinoma of the antrum,
for which most of these operations on the upper
“jaw are done, are followed by one gratifying
result to the patient, namely, the pain stops at
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once. The pain of these sarcomas of the antrum
is very intense from the pressure of the growtl,
and the moment you extirpate the artery on the
affected side, immediately the pain ceases. You
can not expect good results at all from any of
these carotid operations unless you do the second
operation with reasonable promptness after the
first. Anastomotic circulation is established so
rapidly. The speaker’s custom is not to let more
than ten days go by until he does the operation on
the other side. '

BULLET DISLODGED FROM LATERAL PHARYNGEAL
WALL AND EXPECTORATED THREE MONTHS
AFTER RECEIPT OF SELF-INFLICTED
WOUND IN RIGHT EAR.

Dr. G. R. FowLer exhibited a bullet that was
dislodged from the lateral pharyngeal wall of a
patient who entered the Methodist Episcopal Hos-
pital about three ‘months ago suffering from a
revolver shot wound of the right ear inflicted
with suicidal intent,

At the time of his admission no trace of the
bullet-was found. Adfter careful cleansing of the
parts he was put to bed and practically nothing
further done for him until he was able to be taken
to the X-ray room, when attempts were made to
locate the missile by the aid of the X-ray. This
proved to be unsuccessful. A little while there-
after he was able to be up and about, and was
placed in charge of the Throat and Ear Depart-
ment of the Out Patient Department. To-day
Dr. Sturges presents us with this bullet, which
the patient spat out. He ‘said that for a little
while before he could feel the projection of the
bullet with his finger in the left side of his throat.

That the bullet entered on the right side is certain.

Of course, it is entirely speculation as to the
course pursued by the bullet. At the time of ex-
amination of the patient, it was believed it had
turned into the bony auditory canal and had then
disappeared.

In a similar case six years ago an attempt was
made to remove.a bullet which was located at
this point. The attempt was successful as far as
the removal of the bullet was concerned. A co-
pious flow of arterial blood, evidently from the
internal carotid, followed the removal of the
bullet, and it was with considerable difficiilty the
speaker had succeeded in arresting the hemor-
rhage with vigorous packing. That man subse-
quently died, and an autopsy showed that the bone
had been entered in the carotid canal and the ves-
sel had been torn at that point; so with that ex-
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perience no p10t1 acted effcnt was made to locate
the bullet, since it was deemed unsafe to attempt
its removal at that time. That it passed through
the bony canal through the middle ear and finally
found its way along the track of the Eustachian
tube is more than probable. There are some
marks upon it, showing it dragged itself pretty
forcibly through the bony structure, as one side

"of the bullet is flattened with a considerable
groove upon it, obliquely placed—mnot the groove
which comes in the passage through the rifling
of the weapon itself. In fact, these small bore
weapons are such as to leave but a tllﬂmg mark
upon the bullet,

DISCUSSION.

Dr. M. Ficurra said that if he knew that a

patient had a bullet pressing on the internal caro- -

tid artery and wounding it, he would consider
that an indication for removal of that bullet, be-
cause mischief would come from letting. it stay
there,

THE BROOKLYN SURGICAL SOCIETY.

RecULAR MEETING, MAY 7, 1903.

AMPUTATION AT THE HIP JOINT FOR SARCOMA OF
FEMUR; PERSONAL STATISTICS FOR THIS
OPERATION DURING LAST FIFTEEN YEARS.

Dr. L. 5. PincuEer presented a case of hip joint
amputation and gave the history and also data
with reference to other cases of 111p joint amputa-
tion performed by him.

This patient is a woman thirty years of age,
who was admitted in April to the Methodist Epis-
copal Hospital with a large fusiform tumor oc-

cupying the lower two-thirds of the thigh, There -

had been constant, slow development of the dis-
ease during a period of six years. During the last
vear she suffered severe pain in the limb, and had
experienced a gradual loss of flesh and diminu-
tion of strength. When she was admitted to the
hospital she was emaciated and pallid, the hemo-
globin test was 48 only, and her weight was 106
pounds.

On the 8th of April, 1903, amputation at the
hip joint was done. Preliminary hemostasis by
pins, and rubber tube tourniquet was secured, and
then by means of a racquet-shaped incision the
soft tissues were divided, the attachment of the
tissues to the femur were dissected away, the head
of the femur was disarticulated, the blood vessels
were tied, the deep structures were brought into
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posmon and sutured togethel thh clnonnc gut,
A tube and gauze drainage was introduced into
the depth of the acetabular cavity, Upon the re-
moval of the rubber tube the hemostasis was
found to be complete and the ordinary protective
dressings were applied. Very little, if any shock
was evinced by the patient as a result of the op-
eration, She reacted well. She has since made
an uncomplicated recovery, as is evidenced by her
present condition, four weeks after the operation,

The tumor, which had sprung from the perios-
teum, was one of mixed spindle and round cell
sarcoma. This is the sixth case of hip joint am-
putation which has been under his care since the
opening of the Methodist Episcopal Hospital, and
a few data with reference to the previous cases
may illustrate some points connected with hip
joint amputation.

Case 1. 1891, Tuberculosis of Hip—A man,
forty-nine years of age, was admitted to the .
Methodist Episcopal Fospital January 23, 1891,
with tuberculosis of the right hip, with abscess
and sinuses, for which excision of head and part
of neck of femur was done. The diseased acetah-
ulum was curetted and the sinus tracts laid open
and curetted. The disease continued to spread,
and a progressive general septic state persisted.
After three months of treatment without benefit,
it was determined to remove the limb. TFor this
purpose, April 24, 1891, was made an incision
just above great trochanter, and carried down-
ward and across to the inner side so as to make
a long flap from the inner side of the thigh. The
vessels were caught and tied, as cut. Head of bone
and ligaments being gone, disarticulation was
easily accomplished. Patient suffered much shock
and died on the following day.

Case 1I. 1893. Sarcoma of Thigh—A man,
aged thirty-three years, was admitted in March,
1892, to the Methodist Episcopal Hospital with
a large, firm, movable tumor five inches in diame-
ter, in the soft tissues on the inner side of right
thigh, occupying its middle and upper thirds. In-
guinal glands not involved. March 23rd it was
removed and proved to be a completely encap-
sulated tumor connected with the periosteum of
the femur, which the pathologist pronounced to
‘be a round and spindle-celled sarcoma.

Eighteen months later he was readmitted with
a recurrent growth, which had first been noted six
months before this time, and which now extended
on inner side of thigh from two inches above the
knee to Poupart’s ligament.

October 13, 1893, amputation at the hip was
done. The femoral vessels were first ligated just



504 BROOKLYN MEDICAL JOURNAL

below Poupart’s ligament. Long external flap
was made, the femur sawed through just below
the trochanter minor and its r®maining portion
disarticulated ; the soft tissues on the inner side
of thigh were cut through close to the pelvis to
get well above the tumor, The man left the table
in good condition, but steadily sank, and died on
the morning following the operation.

Case 111, Sarcoma of Thigh.—A woman, nine-
teen years of age, was admitted to the Methodist
ipiscopal Hospital in December, 1901, who, for
one year before admission had noticed some swell-
ing of her left thigh, It was hard and not pain-
ful and had slowly increased in size. Five weeks
before admission it had hecome painful. At time
of admission there was a firm fusiform tumor in-
volving front of thigh throughout its middle and
upper thirds. Red blood cells, 3,700,000} leuco-
cytes, 16,000; hemoglobin index decreased.

December 12, 1901, amputation at hip joint was
done. Hemorrhage was controlled by use of
Wryeth's pins and elastic bandage tourniquet. A
long posterior flap was made, the femur was freed
and the head of the bone dislocated out of the
acetabular cavity. The hemostasis was perfect,

The patient rallied well. Wound healing was
satisfactory, and on January 30, 1902, six weeks
later, patient was discharged. General condition
excellent.

Pathological Report.—Small spindle-celled sar-
coma. Growth seemed to be entirely encapsulated
within the muscular structures, and had no bony
connections. Nine months later (September,
1902), patient died of general sarcomatous in-
filtration of lungs, scalp, etc.

Case IV,  Twuberculosis of Hip—IF. D,
male, single. Patient was operated on a number
of years previots to the present trouble for tuber-

i culosis of the knee joint. Resection was done,
and result was very satisfactory. Later developed
hip joint disease, which was treated for about two
vears with extension. ILater abscess formation
and sinuses developed, on account of which am-
putation at the hip was done.

Uncomplicated recovery,  Returned home.
Later developed pulmonary tuberculosis, from
which he died. \

Case V.  Tuberculosis of Hip—A man,
aged fifty-three years, was admitted to the Metho-
dist Episcopal Hospital in October, 1902, with an
open tuberculous sinus on outer side of left hip.
Injection of sinuses with iodoform emulsion, etc.,
for one month; some improvement resulted and
he was referred to the dispensary for further

. dressing,
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January 15, 1903, he returned to the hospital
in a worse condition, with multiple sinuses in
the groin and about the hip. January 17th, the
carious head of the femur was excised and an
imperfect attempt to dissect out the sinuses
made.

Patient did not improve. Continued to grow
septic and to lose ground. After three months
more of ineffective treatment it was determined
to remove the limb at the hip, which was done
April 8, 1903. The external illiac vessels were
ligated about one and one-half inch above Pou-
part’s ligament, Circular incision. Head of
bone being gone, disarticulation was easily ac-
complished. Much oozing from all cut surfaces.
All discased tissue cut away. Drainage with
gauze and tube. Patient sutfered considerable
shock, but reacted fairly well until third day,
when he sank rapidly and on April 12, died.

Case V1. Sarcoma of Thigh—~-A woman aged
30 years was admitted April, 1903, to the Metho-
dist Episcopal Hospital with a large fusiform tu-
mor occupying the Jower two-thirds of the thigh.
There was a history with a slow development of
the disease during a period of six years. Pain for
past vear. Gradnal loss of flesh and strength.
When admitted the patient was emaciated and
pale. Weight, 106 pounds, Femoglobin, 48 per
cent.

Amputation, April 8th, 1903. Amputation at
the hip joint was done, Hemostasis hy Wyeth's
pins and rubber tube tourniquet. Racket shaped
incision, Soft tissues developed. Attachments
severed and femur disarticulated, Deep strue-
tures sutured with chromic gut.  Tube and gauze
drainage. Hemostasis perfect.

Patient reacted well and has made an uncom-
plicated recovery.,

Pathological Report—~Tumor adherent to bone,
Mixed spindle and round-celled sarcotna.

DR, PiLcuer said that these six cases, thus out-
lined, represented the total of his experience with
this procedure. Three have been done for sar-
coma of the thigh; three for inveterate tubercu-
losis. Two cases of sarcoma of the thigh recov-
ered, one died. Omne case of tuberculosis recov-
ered and two died. The condition which deter-
mined the immediate result evidently has been
the possibility of securing complete hemostasis,
Those cases, in which it has been possible so to
manage the technique as to save the blood, have
recovered. Those in which the local condition
was such as to make a considerable loss of blood
inevitable have died as the immediate result of the
aperation,
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PATHOLOGICAL DISLOCATION OF THE KNEE.

Dr. L. S. PILCHER presented a young man who,

in 1891, accidentally sustained a wound of the
right knee joint by hatchet. Suppuration fol-
lowed in the joint. It was in a distant part of the
country where the accident occurred, where the
case was carried on to its conclusion. After a
long period of septic disorganization of the joint
and severe illness he gradually recovered, and
with the recovery a destruction of the knee joint
and a recession of the upper end of the bones of
the leg behind the lower end of the femur fol-
lowed. :
Now, at this late date, he presents himself for
examination as to the question, if there is any pos-
sible interference which would improve the con-
dition of the leg. There is absolute fixation at
the joint, the projecting femoral condyles promi-
nently overhanging the anterior surface of the
bones of the leg. The fusing of the bony surfaces
together posteriorly seems to be very evident. A
moderate degree of posterior displacement of the
upper end of the hones of the leg in old cases of
any knee-joint disease is, of course, not unusual,
but so marked a degree of displacement as is pres-
ent in this case is rare. There is an apparent
shortening of the limb of about six inches froni
the floor as he stands, )

Dr. Pircuer said that the one object of the
presentation of this case was to get a criticism of
the conclusion he had arrived at in his own mind.

It seemed to him, that excepting from a cos-
metic point of view, the condition that had been
reached by the process of Nature. blind as they
were in this case, were as good as could be ex-
pected ; that he had a limb with a certain degree
of angle, which made it a much more useful limb,
a much less troublesome limb than if it was a
straight limb; that inasmuch as there was no
active disease of any kind, and that there was a
firm ankylosis and it was fairly useful as it was,
his judgment in the case was, that no surgical in-
terference should be attempted. Of course, it
would be perfectly possible to excise the end of
the femur, and after having done that to bring
the tibia around underneath the femur
get a straight limb in an ankylosed position.
It would be straighter than now, but would not be
as convenient and useful a limb as the one he now
has, and unless some better conclusion is sug-
gested—that was the recommendation he was
going to give-—not to have anything done for it.

SUCCESSFUL OPERATION FOR BRAIN TUMOR.

Dr. M. Figuemra presented a patient from
" whom he had removed a tumor of the posterior

and'

and superior part of the parietal lobe. It was
removed two ‘months ago. The man recovered
remarkably well. IHe was paralyzed at the time
and unable to walk. He had some affection of
one of his eyes. He has recovered so well that
he is now able to walk, and is improving grada-
ally every day. A

Of course, all brain tumors are not amenable -
to surgical operation. From the position, pres-
sure, size and relations about one-half of all
tumors of the brain are not amenable to surgical
operation. Then, again, of those cases that are
amenable to operation about 75 per cent, can not
positively be located; and in Starr’s tables, in
those cases operated on from the localizing symip-
toms, the tumors were not found. Then, again,
from the number of those cases that are operated
on, the number of recoveries is small indeed~—73
per cent. is supposed to be the number of deaths,
according to late statistics.

The case presented was the case of a man about
49 years old with a clear history, so far as carci-
noma or specific disease is concerned, and he was

* never sick nor had any trotible up to eight years

ago, when in the pursuit of his business he was
knocked down by a trolley car and received an
injury to his head about the place where the tumor
developed afterward. He said the injury was
not severe enough to make him unconscious or
sick. It left a scar and dent in the hone, hut
there was no fracture, as was proven afterwards
when he was operated on. Qutside of this he did
not have any other injury.

About six months ago he began to develop brain
symptoms -in the form of dizziness and headache,
and this went on for several weeks, when he felt .
a sensation in the calf of his leg as a numbness,
and this nunibness gradually extended to his feet;

along with it he began to lose power, and in a few
“weeks or a month afterwards the same feeling

came on in his hand-—numbness at first and then
loss of power. It extended to the arm and in time
to the face. He had slight defect of sight of one
eye—at least he could not see as well with one
eye as with the other. He had marked anes-
thesia and the diagnosis of brain tumor was ;.
made. -He was admitted to the hospital, and
there the diagnosis was confirmed, and the exami-
nation that was made and the results that were
obtained will be related by Dr. Onuf.

Dr. B. Onur presented the report of the neuro-
logical examination at to-day’s examination. The
patient can now fead fluently and evidently with
understanding. He has not had any more attacks
of disturhance of speech. The tactile sense in the
affected extremities has improved. He uses his
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11crht hand qmtc Well now, v vhlch is, cv1c1e11ced by
the fact that he can write with the right hand
and with no impediment, apparently. He has
still a marked disturbance of gait, but the sensa-
tion in the lower extremities is better than it has
been, and this is quite remarkable in view of the
situation and extent of femurs removed.

The tumor was situated in the upper parietal
lobule. It ran almost to Rolando’s fissure. The
mass was removed as far as the median fissure of
the brain, and it is remarkable that the patient is
still able able to move his toes and anlkle and foot.

The toes he moves very little, but the foot quite

well. That so much function was still left may
be explained by the fact that the molar centers
from here part over to the median side of the
hemisphere.

Another 1em'11kable feature is thls, that the
patient has no hemianopsia. This seems almost
incredible. The fibres from the optic thalamus
to the cuneus are those which convey the visual
fibres to the visual center, and it seems almost in-
credible that these fibers have not been cut
through by the leison of the operation. Although
the mass was three-quarters of an inch deep, it
evidently did not reach deep enough to affect

these fibres, because the patient has now no hem-

ianopsia. The visual fields are not contracted
at all. ,

As regards function, this result, considering the
large amount of brain removed, is as excellent as

can be expected from any brain case.

MULTIPLE TUBLRCULAR STRICTURES OF THE
INTESTINE.

Dr. W. C. Woop reported the case of Miss S.,
23 years old, stenographer, sent to the Brooklvn
Hospital on February 22, r9o3. Her physician
said that her health had been good until August,
1902, when she developed an attack of abdominal
pain chiefly about the umbilicus. This lasted two
days accompanied by some nausea and vomiting.
A second attack came on two weelks afterward
with the pain located in the right iliac fossa.
Since then there had been many attacks of ab-
dominal pain accompanied by nausea and vomit-
ing, lasting one or two days, with abdominal ten-
derness chiefly on the right side of the abdomen.
Between the attacks the intervals had varied from
a few days to a month, during which periods there
had been diarrhea and loss of appetite. As her
general health was failing and the attacks becom-
ing more frequent, her physician advised opera-

~acute symptoms, Dr.

tion, thmkmg it pr obable that the case was one of
appendicitis.

On admission there were no local or general
symptoms, it being during an interval between
her attacks. "The history alone was the reason
for operation. ;

The abdomen was opened over the right 1hac
fossa by an intramuscular incision, and within six
inches of the ileo-cecal valve a tight stricture of
the small intestine was found. It was annular in
form, about one-half inch broad and included the
thickness of the intestinal wall, which was cov-
ered with a few red miliary tubercles. There
were a few enlarged mesentery glands of soft
consistency and a very moderate amount of local
adhesive peritonitis. The rest of the abdominal
cavity, as-far as inspected, seemed normal. The
stricture was resected and a Murphy button used .
in closing the divided gut. The calibre of the
opening of the stricture was about one-third inch
in diameter.

The pathologist’s report (Dr. Van Cott) was
that sections of the intestinal wall and mesentric
glands removed showed presence of tubercles
many undergoing degeneration. There was a
small drain inserted in the wound.

" The patient did fairly well for six weeks, except
that if the food was increased to any extent, ab-
dominal pain developed. This seemed due to the
button, which had not been passed. On the forty-
second day, after a more severe attack than usual,
a little fecal matter appeared thirough the small
sinus, and an X-ray print showed the button in
sit.  On the fiftieth day a still more severe
attack of pain developed, with vomiting, prostra-
tion and a temperature of 101.5° and pulse of 110.
On the fifty-third day after the subsidence of the
‘Wood operated a second
time, expecting to remove an offending button.
He was surprised to find that the button had
passed on, but that a tight stricture had developed
some six inches above the point where the first
one had been removed, and that a third one was
in the process of development between the point
of the first stricture and the ileo-cecal valve.
Also that the disease of the mesenteric glands had
greatly advanced.

He removed both strictures and joined the di-
vided ends with the collapsable Harrington ring.
The patient died with extremely rapid pulse about
forty-eight hours after. operation.

A full autopsy was not permitted. The button
was . found in the rectum, it probably having
passed.the third stricture during the acute attack
two days before operation,
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PERSISTEN?T SINUS FOLLOWING NEPHRECTOMY.

Dr. W. C. Woob reportéed the case of Miss T\,
35 years of age, whose right kidney had been re-
moved two years ago by a Chicago surgeon. Her
family state that the kidney was tubercular. A
persistent sinus had remained since, although sev-
eral times curetted and treated -continually in a
sanitarium. The discharge from the sinus was
slight. No wurine had been noted. A probe
could be inserted about two inches.

On freely enlarging the sinus, an open ureter
was recognized, and a long probe could be passed
toward the bladder. The uteter seemed healthy.
It was, therefore, not removed, but slit open for
about two inches, and its mucus lining destroyed
with the thermo cautery, while a half drachm of
pure carbolic acid was injected down the canal.

The wound has since granulated readily from
the bottom.

PAPER:! HEAD INJURIES, TEHEIR DIAGNOSIS.

BY ALEXANDER RAE, AB., M.D.

Discussion.

Dr. L. S. PrcuER said that there was one point
raised in Dr. Rae’s paper that had often been the
subject of thought with him in his work, and that
is the 51g111ﬁca11ce and the propriety of the con-
tinued use of the term “Concussion of the Brain,”
As it has ordinarily been used and, as he thouglht,
the reader limited in the paper this evening, the
term “concussion” of the brain is aun indefinite
term, that signifies simply some injury to the
brain, the symptoms of which are evanescent.

It has seemed to him always that that was an
unscientific term, and one which possibly had no
satisfactory basis in pathology. All these cases
of evanescent symptoms are probably due to dam-
age to the brain tissue, but the damage is not
severe enough, or is not located at centres that
are important enough to determine lasting symp-
toms, and it is not a condition that can properly
be given a term that will distinguish it from the
same conditions placed elsewhere in the brain,
which do produce more permanent symptoms. As
far as the tissue of the brain is concerned, as far
as the pathological changes incident to the injury
are concerned, they are the same. in conditions;
which we call concussion, as in conditions which
are spoken of as contusion or compression in
other cases,

It seems that possibly there is really no sound
reason for the continued use at the present day
of the term “concussion” of the brain. “Concus-

sion” is shakmg, a'mere shakmg of the tissue, If
some lesion is not produced it does not produce a
symptom. Every step we take, ever vy motion of
the body is accompanied with a certain amount of
shaking, of molecular motion in the tissues, and
unless some damage is produced by this, there is
no result. If the damages are less in their extent,

‘we are accustomed to class them in other parts of

the body under the general term of “Contusion.”
A contusion may be slight or severe, nevertheless
if it is a laceration of the tissue, unaccompanied
with external wound, we speak of it as a contu-
sion. Why not use the same term in speaking of
cerebral tissue as we do in speaking of muscular
tissue, or in speaking of nervous tissue in other
parts of the body, i.e., a slight cerebral contusion
with evanescent symptoms, a severe contusion
with symptoms of hemorrhage and compression,
with extensive laceration and destruction to im-
portant centers and all that sort of thing.,

He would like to suggest an amendment to otr
ordinary surgical nomenclature in these cases by
the dropping out of use of the term “Concus-
sion,” and of speaking of cerebral contusion in its
various degrees.

Dr. J. P. WarBassE said that the term “Con-
cussion of the Brain” is retained as a surgical
designation, because it is applied to a peculiar
form of contusion.

The blood vessels of the brain are less firmly
supported than the blood vessels in other parts of
the body, and are more sensitive to mechanical
irritation, as far as their vasomotor changes go;
we have in that the origin and necessity for this
term “Concussion.” A. contusion of the brain,.
by virtue of its mechanical irritation or shock,
cauises a vasomotor contraction, a stimulation of
the contractile muscles of the vessels, and conse-
quently a diminution in the calibre of the blood
vessels, and hence an anemia of the brain, pro-
ducing unconsciousness or other cerebral symp-
toms. A more severe contusion may cause vaso-
motor paralysis and dilatation of the cerebral ves-
sels: Now, in any.other part of the body, even
if there were such a vasomotor change, it would
not give rise to any symptoms that we would be
able to discover from our outward observation,
and it is for that reason that the term “Concus-
sion” of the brain is necessary to describe a con-
tusion, affecting tissues in which the slightest cif-
culatory disturbance gives rise to the most pro-
nounced and evident constitutional manifesta-
tions. A vasomotor disturbance in’the vessels
of a muscle or in connective tissue that would
give no symptoms at all if occurring in the brain,



would be assoc1ated \Vlth pIOfOulld c0nst1tut10na1
disturbances. This is the reason why it is best
to retain the word “Concussion,” because it
describes a peculiar contusion. ‘
- Dr. M. FiGUEIRA said that the terms Concus-
sibn and Contusion are used more in a clinical
than in a pathological sense. Itis a fact that clin-
ically the picture of concussion does exist, e.g., a
man receives a blow in the head, is knocked down,
becomes unconscious, his pulse is small, his respi-
ration is not changed much, his face is pale, and
he remains in that condition for a while; then the
color comes to his face, his pulse gets full, he vom-
its, and in a few hours is well. Now, there is no
contusion that we are acquainted with, surgically,
that presents clinically this picture. If you fall

down and bruise your elbow, if you receive a -

blow from a stick, if you contuse or bruise your
muscles enough to interfere with function, it is
not such an evanescent thing; but in the brain,
inside of a few hours, from this picture of uncon-
sciousness, paleness and suspension of brain func-

tion all symptoms disappear and the man returns -

to his nominal condition, and in a few hours has
returned to his labor, and, may be, we never hear
about it any more.

Bruises or contusions in other pa1ts are more
permanent, They remain for days. There are
lesions there of the blood vessels and of the parts
that gradually pass off. It has been experi-
mentally demonstrated that in cases of “Con-
cussion” there are lesions in the form of capillary

hemorrhages in the substance of the brain. These

are severe forms that probably will have lasting
symptoms, as sucli lesions cannot pass off in a few
hours. These are cases of bruises of the brain;
but there are other minor forms in which the
symptoms disappear so soon that bruising of the
brain substance could not have taken place. We

must think and remember that the brain substance

is a peculiar substance. It is a material substance
that has the power of thought and sensation, and
disarrangement of its cells and circulation that in
a few hours may readjust itself without material
lesion corresponding to a bruise, so that clinically,
and even pathologically, the term concussion is
one that is warranted as representing a clinical
picture that has been recognized and that we see
every day, and it does not seem to me a justifiable
conclusion that this a lesion of the b1a1n similar to
a bruise.

Dr.'A. T. Bristow said that™ the general ten-
dency nowadays with reference to this question
of. Concussion is to throw out the term “Concus-
sion” "as ‘g pathological entity altogether, and to
consider all injuries of the brain which produce
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unconsciousness, temporary or lastmg for a
longer period of time, to be the results of slight
changes in the br ain substance, either part or
in whole. It occurred to him as he listened to
the Chairman that it was possible sugh cases as
were described, of more or less evanescent un-
consciousness, with vomiting and cerebral symp-
toms of that sort, may be due to a change in the
pressure on the brain—a sudden change in the
cerebro-spinal fluid to the ventricles. The brain
is a little over go per cent. fluid, and it is quite
conceivable that a shock of the nature described
would possibly drive the cerebro-spinal fluid from
ventricles into the Aqueduct of Sylvius and into
the central canal of the cord, so that there would
be a diminution of the pressure in one part of the
spinal axis and an increase of pressure in another
part. It seems these cases may be accounted for
in that way—that would acccount for the vomit-
ing and fainting.

He had had an opportunity to review almost
all the important surgeries published in the last
five years through the courtesy of the Editor of
the Annals of Surgery, and he had been much in-
terested at the attitude whiclh they all seemed to
talke on this subject ; and it is decidedly on the line
of Dr. Pilcher’s remarks.- In other words, the
tendency is to throw out the term “Concussion’”
as a pathological entity, and instead tn adopt the
term “Contusion,” the degree of contusion deter-
mining altogether the violence of the symptoms.
We can have a contusion without much lacera-
tion, or we may possibly have the vessels in the
arachnoid ruptured with slight hemorrhage, or
we can have a meningeal hemorrhage with athe-
toid contraction of the fingers, the peculiar char-
acteristic flexing of all major joints. All these
may be present as demonstrating the existence of
a contusion which is very severe and which has
resulted in laceration. '

Dr. A. R4E said in closing that the technical
nomenclature of the art of surgery properly in-
cludes all terms which serve to define different
abnormal conditions. A competent definition of
any condition is such a description of it as serves
to distinguish it from all others.

In order, therefore, that any term may have a
permanernt place in the surgical vocabulary, it
should suggest a conception which is different
from that brought before the mind by any other
surgical condition. The pictute before the mind
in concussion is that of a jarring of all the brain
cells; each coming in contact with adjacent cells,
but without disturbance of their anatomical rela-
tions; without altering their anatomical structure.
Physically the cells remain unaltered,
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The change is limited to a slowing of the blood
current, in consequence of which the functional
activity of the brain cells is lowered and some
degree of unconsciousness, proportionate to the
degree of inhibition, results.

The pathologic condition is an alteration in the

physiologic activity of the brain cells; their integ-
rity being in no other wise affected than by their
being temporarily deprived of their normal blood
supply. Recovery promptly follows restoration
of the circulation.

There is no other factor to cause delay.

In contusion, on the other hand, the violence
with which the cerebral cells are thrown against
each other and against other intra-cranial tissues
is sufficient to cause actual damage to the cells in
portions of the brain.

Here alteration in circulation is present as in
concussion, but in addition, the automatical struc-
ture and relations of the cells are altered, so that
a certain amount of repair is essential before the
_cells are restored to their normal condition.

Here, too, are the dangers of inflammation and

destruction of a portion of the injured tissue,
which are absent in the simpler condition of con-
cussion. :

There is, therefore, a distinct difference be-.

tween the conditions in concussion and contusion,
which should be clearly before the mind, and to
" indicate this difference the 1se of both terms is
essential. )

Tautology, in nomenclature, is undesirable. To
discard terms which are clearly significant of dis-
tinctly different conditions, is unwise.

PROGRESS IN OBSTETRICS AND GYNECOLOGY.
BY CHAS. JEWETT, M.D.,
AND
A. SCHAUF, M.D.
SIMULTANEOUS EXTRA AND INTRAUTERINE PREG-
' ' | NANCY.

Dr Geyl (Zentralblatt fiir Gynikologie, No.
30) reports a case of the above in a primipara,
thirty-five years of age. The patient was oper-
ated upon by laparotomy for extrauterine preg-
nancy and a four and a half months fetus ex-
tracted.

Considerable hemorrhage occurred prior to and
during the operation. The placenta was found ad-
herent to the right broad ligament and removed
after ligating the broad ligament at the uterine
and abdominal ends. The next day an intact ovum
the size of an apple was expelled per vaginam

0

accompanied with a profuse hemorrhage., Tam-
poning was resorted to, but the patient died dus-
ing an attack of syncope.

A CONTRIBUTION TO THE QUESTION OF TRUE AND
FALSE EXTRAUTERINE PREGNANCY,

Dr. Karl Kober (Zentralblatt fiir Gynikologie,
No. 22) says Schambacher was compelled to ex-
clude extrauterine pregnancy in four cases out of
fourteen of retrouterine hematocele, while in his
own investigations of seventy-five cases of hema-
tocele by a very careful microscopic examination
only twice was it impossible to find evidences of
conception.

The general rule is that pelvic hematocele is
produced by ectopic gestation. The histological
findings are proof positive, although macroscopic-
ally no evidences of conception products may be
discernible. Tt must, however, be borne in mind
that histological examinations are often exceed-
ingly difficult and that it is impossible to examine
in series sections :all the tissues encountered, so
that a certain amount of luck is necessary in de-
tecting the convincing conception products.

TWO CASES OF RECURRING TUBAL PREGNANCIES.

Dr. Karl Reifferscheid (Zentralblatt fiir Gynd-
kologie, No. 22) rates the frequency of recurring
tubal pregnancy at from § to 6 per cent.

CasE 1.—Patient twenty-five years of age.
Abortion two years ago, complicated with peri-
tonitis, which kept her in bed for five weeks. In

‘the early part of June, 1899, she became ill with a

right tubal pregnancy. Treatment was expectant
for about three weeks, when the recurrence of se-
vere pains necessitated operative interference. A
laparotomy was performed and a tumor the size
of a child’s head was removed from the right side
of the uterus, the adherent omentun was ligated,
and adhesions were separated, while the left tube
and ovary were freed from adhesions and per-
mitted to remain. Patient recovered. An exami-
nation of the tumor showed it to be a tubal abor-
tion in the third month.

June =20, 1901, two years later, the patient was
again admitted to the hospital with the diagnosis
of ruptured left tubal pregnancy. To avoid if
possible a second laparotomy the tumor was aspi-
rated per vaginam. In three days, however, the
tumor had regained its former size and was.as
painful as before. "A second laparotomy was per-
formed and the tumor, the size of a child’s head,
was removed from the left side of the pelvis. It
contained a tubal pregnancy in the second month.
Patient recovered.
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CASE 2-Pat1ent thlrty -two years. Has had
two normal spontaneous deliveries, the last one

QOctober 18, 18g7; two abottions at two and
three months respectively between the first
and second pregnancies.  Menses irregular,

from two to seven weeks intervals, and last-
ing usually eight days. ILast menses occurred
Qctober 7, 1902, which was lighter than usual.
For the last two weeks she had complained
of pain in the right inguinal region. An exami-
nation revealed a tumor the size of a hen’s egg in
the right side, which seemed to belong to the
ovary. October 17, 1902, a laparotomy -was per-
formed and the right tube containing a six weeks’
fetus removed. No adhesions. Patient recov-
ered. March 13, 1903, patient returned to the
clinic and said she had been well since the opera-
tion. Last menses occurred in the latter part of
December, 190z. Eight days ago she developed
symptoms of a ruptured tubal gestation with evi-
dence of hemorrhage. Fainting and ‘severe ab-
dominal pains were present, Just prior to oper-
ation she went into collapse. Dulness was plainly
discernible over the lower part of the abdomen.
A laparotomy was performed; the abdomen was
filled with clotted blood, the left tube having rup-
tured. It was ligated and removed. Patient was
in collapse when removed {rom the table. Salt
infusions were given and camphor injected hypo-
dermically. Slowly the pulse returned, and a few
hours later was regular at 120. Patient rapidly
recovered.

Tn the first case the peritonitis following the
abortion had probably produced adhesions and
obstruction in the lumen of the tube which de-
layed or arrested the impregnated ovum in its
passage fo the uterus.

PROGRESS IN SURGERY.

BY GEORGE R. FOWLER, M.D.

Rostowzew. The Réle of Ascarides in the Eti-
ology of Appendicitis. Bolnjitschnaja Gazeta

Botkina, Zentralblatt fitr Chirurg., 1903, I, p. 11.
- In a patient dead from erysipelas R. found an
Ascaris lumbricoides in a normal appendix. In
two other cases small specimens of Oxyuris were
found. Of these cases, in one a normal appendix
was found, and in the other adhesions were-pres-
ent. In pursuing his studies upon this subject out
of 278 appendices, 108 contained fecal matter and
therefore could contain the ova of intestinal para-
sites. During the ten years immediately preceding
1900, among 163 cases of appendicitis occutring

in the Obuchow Hospital in only three instances
was there found Botriocephalus and Ascaris lum-
bricoides. As a result of these observations the
author concludes that intestinal- parasites take
only a very small part as a direct etiological fac-

_tor in appendicitis.

Eiselberg. Radical Treatment of Intestinal In-
vagination. Langenbuk's Archives. Vol. LXIX,
Fasic. 1 and 2.

The author’s experiences are based upon thu--
teen cases of invagination. Twelve of these were

_treated by total resection and one by first partial

and then total elimination. Eleven of the cases
were in adults and two in children.” Ten out of
the thirteen were cases of ileocolic invagination,
and in six of these an abnormally long mesentery
of the large intestine, particularly the cecum, and
more or less of the muscularis with hyperemia and
infiltration of the wall were found. These E.
suggests as congenital conditions and operative
as etiological factors in the occurrence of invagi-
nation.- ‘

The most important diagnostic symptoms are
severe pain, usually vomiting, and altered, usual-
ly bloody stools; further, meteorism is present,
and ecither a palpable tumor or a more or less
pronounced feeling of resistance upon pressure
with the palpating fingers. In acute cases the
symptoms of ileus predominate.

Disinvagination was "attenipted twelve times
after opening the abdomen, but ‘was successful
only five times. Even when successful, E. pre-
ferred to apply total resection, for the reason that
in one instance he found a carcinoma of the sig-
moid flexure, and in another a cicatricial steno-
sis of the small intestine. In a third case a tumor
could not be excluded, and in still another the
history was such that a recurrence was to be ex-
pected. The stand is taken by the author that

_resection of the entire invagination, followed by

axial reunion, is the proper course to follow, -as
in the cases in which disinvagination is impossi~
ble. ‘ »

The author insists that lapalotomy is the only
rational and justifiable procedure in all cases of
invagination with symptoms of ileus, although in
some cases in children, he adds, we may wait
forty-eight hours. = In hyperacute cases, occur-
ring in very weak subjects, we shall have to be
satisfied with disinvagination, supposing that it
can be done, adding, for the ahove reasons, radical
operation later on, when possible. Should disin-
vagination be impossible in this class of cases, re-
section. should be at once resorted to, a temporarv
artificial anus heing made.

Sahli. Surgical Treatment of Gastric Ulce1 !
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Komcspondenublatt ]‘m Schwewe; Ae; gte, 1902,
XIL

S. declares that operatxve treatment of. gastric
ulcer should be limited to cases of uncompensated
anatomic stenosis of the pylorus due to cicatrix
formation and adhesions. According to the author,
it has net been demonstrated that gastro-enteros-
tomy is to be recommended in cases of gastric
hemorrhage. Life is only threatened in “foudro-
yant” hemorrhage, and the presence of this can
scarcely constitute an indication, since, if this
were assumed to be true, many unnecessary oper-
ations, if the author’s view of the matter is the
correct one, would be done.

Bommarito. (Palermo.) A New Operative
Procedure for Radical Herniotomy of Inguinal
Herniz, Cernta chir., 1902, V1. Zentralblatt fir
chirurgie, 1903, I, p. 13.

B. devised a modification of Bassini’s radical
operation for inguinal ‘hernia, and applied the
modification in a series of cases. The operation
corresponds precisely with Bassini’s in the first
steps, including ligature and resection of the her-
nial sac. At this point Poupart’s ligament is iso-
lated, and the femoral ring exposed as much as
possible, access being gained for the inner aper-
ture of the femoral ring. Poupart’s ligament is
now divided obliquely from within outward, and
the isolated spermatic cord placed into the femoral
canal. The latter is closed again by accurately
suturing the ligament above. The inguinal canal
is then closed.

PROGRESS IN DERMATOLOGY.

BY J. MCF. WINFIELD, M.D.

F. v. Krzysztalowicz, 'in the Monatscheft. f.
prakt Derm., 1903, XXXVI-421, gives a careful
study of a case of multiple neuro-fibroma cutis.
He states that the disease begins early in life and
is often congenital. Some cases seem to be hered-
itary. Fhe tumors are multiple and are chiefly on
the trunk.
as a pea and others are as large as an adult’s head.
The small tumors are of a bluish color, the larger
ones the color of the normal skin. Patches of pig-
ment, small angiomata, are also observed. The
patients are often of inferior intelligence, and
show other signs of defects that are probably due
to developmental disturbances. :

Hartman in the Arch. f Derm. u. Syph.,

March, 1903, LXIV, p. 301, in an article entitled

“On an Urticarial Skin Affection,” déscribes sev-
en cases of Urticaria Perstans. The prominent
symptoms were itching and an excoriated papular

In size they vary; some are as small

1ash The papules were in patches in sizes from
a pea to a fifty-cent piece, indurated and of a red-
dish-blue color. In none of the seven cases were
there any indication that the eruption had begun
as wheals. The eruption was all over the body
except the scalp, palms and soles. The pruritus
preceded the eruption in some instances for sev-
eral years. The itching generally began in a
small spot, gradually spreading over the whole
body. It differs from prurigo in that it affects the
flexor surfaces and that the lesions are larger. A
careful review of the literature, together with the
histological findings, leads the author to conclude
that the affection is a chronic pruritus and that
the eruption is secondary, due to the mechanical
irritation of scratching.

Morris and Dore in The. Practitioner, April,
1903, P. 433, in a paper entitled “Light Treat-
ment in Lupus and Other Diseases of the Skin,”
protests against the careless employment of the
term “Light Treatment and Finsen Treatment.”
The term light treatment should be reserved for
treatment with the chemical rays, viz., blue-violet
and ultra-violet, and states. that the X-ray should
not be included. - Concurring with other observers
they conclude that the small lamps (Bang and
Miller) are too superficial in their action to be of
any great benefit. The authors think that better
dermatological results can be obtained from the
Finsen light or. X-ray than by the high frequency
currents. ]

Meneau, Annals de Dermet. de Syph., Feb,
1003, p. 97, in an exhaustive paper attempts to

establish the identity of the different varieties of

ichthyosis. He divides the fetal variety into three
groups—first, grave or fatal; second, of moderate
intensity, and third, slight or extrauterine in de-
velopment. The author concludes that the histo-
logical characteristics of the varieties are so iden-
tical that the difference is only of degree and not
of kind. A very important and valuable part of
the paper is the complete bibliography.

The Mississippi Valley Medical Association at its
29th annual meeting held in- Memphis, October 7-g,
adopted resolutions making for the abolition of the toy
pistol and other dangerous toys, The action was taken
in view of the fact that more than 400 deaths occurred
from tetanus as a result of wounds received during the
gth of July celebration of 1go3. The Resolutions com-
clude with the following:

Open treatment of all wounds, however insignificant,
in which from the nature or environment there is any
risk of tetanus.

Immediate use of Tetanus Antitoxin in all cases of
Fourth of July wounds, or wounds received in barn-
yards, gardens, or other places where tetanus infection
is likely to occur.

As a forlorn hope, the injection of Tetanus Antitoxin
after tetanus symptoms have appeared.
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SOME RESULTS OF THE SANITARIUM TREAT-
MENT OF TUBERCULOSIS. '

At the International Conference on Hygiene
held at Brussels in the early part of September
this year, several important aspects of the utility
of special hospitals for tuberculosis as affecting
the public health of a community in which they
are situated, were emphasized.

‘Dr. Newsholm, medical health officer for Brigh-
ton, one of the speakers, described the causes to
which he attributes the greatly lessened mortal-
ity from tuberculosis in England, where of late
years the death-rate from this disease has been re-
duced fifty per cent.

Among the causes to be considered are the gen-
eral sanitary improvements, which have aided in
raising the general standard of health. The
cheaper price of food, which goes hand in hand
with a lower death-rate, is likewise indirectly an
important factor. The intimate relationship be-
tween the high price of wheat and mortality from
‘consumption is, of course, traceable to a lowered
standard of health, which an insufficiency of food
entails. Poverty and tuberculosis are close com-
panions, poverty not only furnishing the appro-
priate soil, but “also increasing the closeness of
contact of the frequency of opportunities of in-
fection.”  Beyond all other measures in the re-
duction of mortality from tuberculosis, he regards
as most active the numerous special hospitals for
tuberculosis which have been established in Eng-
land. Two factors are especially operative as a
result of their establishment. The first of these is
that among those who die during treatment in
hospitals, the period during which they are most
.dangerous as the sources of infection to their fam-
" ilies and others is passed in surroundings where
‘measures to prevent infection to others are con-
stantly employed. :

The other direction in which hospital treat-
ment is of special value in the reduction of mor-
tality, is in the case of those who recover or part-
ly recover during hospital treatment. These are
discharged sufficiently benefited to return to work,
and in addition, while in the hospital, have re-
ceived sufficient instruction concerning the dis-
position of their sputa to become much less fre-
quently the cause of contagion to others than be-
fore their admission. .

The educational feature of sanitariom treat-
ment for consumptives is one of the strongest
claims in favor of the establishment of such spe-
cial hospitals; and the fact that more than one ob-
server has been led to believe that patients, af-
ter their discharge, even though not cured, are
much less dangerous to their families and fellow-
workmen, is certainly worthy of municipal con-
sideration.

Sanitaria have also an undoubted advantage for
the poor over climatic treatment, in that it is ordi-
narily much easier for individuals of this class to
leave their work for a month or two for hospital
treatment than for the more protracted periods
which removal from their homes to imore favored
climates entails. ‘

TENEMENT HOUSE IMPROVEMENT,

PermArs no body of men takes a deeper inter-
est in the welfare and housing of the poor than
do physicians. To none more than to the latter
do improved methods of ventilation and the elimi-
nation of dark apartments used for dormitories
and living rooms give greater satisfaction.

The large number of building plans which
have been recently filed for tenements as now
prescribed by law with large inner courts by
which ventilation and light are secured to every
room, seems also to lindicate that the consid-
erable number already built have proven a-profi-
table investment. Within the first six months of
the present year plans have been filed in Greater
New York for about seven hundred tenements
of this class at an estimated  cost of consider-
ably over twenty million dollars. '

MEDICAL SOCIETY OF THE STATE OF NEW YORK.

Ir is a matter for congratulation to all con-
cerned that the way has at last been prepared for
a union of the Medical Society of the State of
New York and the New York State Medical As-

-sociation.

On 'anotlier page of this isste we publish the
speech presented at Garden City by Dr. Bristow,
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Pres1c1ent of the Medical Soc1ety of the State of
New York, on the occasion of a meeting of the
Associated Physicians of Long Island, October
17, 1903, in response to the toast: “The Medical
Society of the State of New York,” to which we
direct special attention.

MEDICAL NEWS.

EDITED BY CLARENCE REGINALD HYDE, M.D,

It is earnestly hoped that all members of the
profession possessing mews concerning them-
selves or thetr friends, which would interest oth-
ers, will communicate the same to the News Ed-
ttor before the oth of each month. Items for this
department should be sent promptly to Clarence
Reginald Hyde, M.D., 126 Joralemon Street.

Dr. Henry W. Burnett, L. I. C. H,, ’g7, has
removed to 533 Elmwood avenue, Providence,
R.L

Dr. John M. Holt, L. I. C. H., g5, at present
in the U. S. Marine Service, has been ordered
from Honolulu to Manila.

Seney Hospital will receive a bequest of $25,-
000 by the will of Mrs. Cornelia. Prosser, of
Cleveland, O.

- Dr. R. C. F. Combes, of Hancock street, was
recently shot in the right leg by an enraged Ttalian
who imagined. that the doctor had permitted his
wife to escape from the doctor’s sanitarium.

Police Commissioner Greene removed Dr. Ste-
phen S. Cook from the presidency of the Board
of Police Surgeons and appointed Dr E. T. T.
Marsh in his place, Under the same ruling the
commissioner appointed Dr, Henry P. De Forest
to succeed Dr. Paul Smith as secretary of the
board.

The Memorial Hospital for Women and Chil-

dren, at St. Mark’s and Classon avenues, has been
sold at public auction under foreclosure proceed-
ings to the.Jewish Hospital Society of Brooklyn
for $96,500.. The sale took place at'the Montagte
street Real Estate Exchange, and was conducted
by the D. & M. Chauncey Real Estate Company.
The Williamshurg Hospital was the next highest
bidder, at $96,000. The Jewish Hospital will take
possession of the building soon, and vacate the
quarters it has occupied for several years in the
- Eastern District. It is rumored that $250,000 will

be spent in completely 1enovatmg the bu11d1ng, €5~
pecially the plumbing, making the hospital one of
the most modern in appointiments in this borough,

Dr. William H. Allee, of Brooklyn, graduate of
P. & S. N. Y., 1899, has taken up the practice of
his profession at Stamford, Conn.

The Archdeacons of Suffolk County, L. I., in-
tend to establish a county hospital in Patchogue in
the near future. It is not to be a local institution,
although Patchogue is expected to furnish the
building and equipment. The plans for the pro-
posed hospital are now being arranged.

Dr. Alfred W. Schooley, borough physician of
Braddock, Pa., treated 102 cases of smallpox at
the pesthouse during the year past, orly one of
which proved fatal. He attributes his success to
the fact that he refused to permit any of his pa-
tients to taste alcoholic beverages during their ill-
ness. '

Dr. Helene Friedericke Stelzner expresses her
disapproval in the Medicinische Wochenschrift of
Munich, of Professor Stieda’s proposal that there
should be separate medical  colleges for woman.
She believes that in such a case the women stu-
dents would have to put up with inferior teachers,
collections and opportunities for clinical study and
practice, with the result that people would refuse
to engage women doctors.

The annual Field Day of the Long Island State
Hospital was held at Kings Park, L. I, Septem-
ber zz2. There.were special contests for male and .

~ women patients, employees and nurses. Some of

the contests were barrel rolling, potato race, nail
driving, sack race, egg and spoon race, jockey
race, wheelbarrow race, bucket race, shoe hunting
and an obstacle race. First and second prizes
were awarded, most of them useful articles, as to-
bacco, buckles, scarf pin, garters, shoes, um-
brellas; side combs, subscriptions to popular mag-
azines, and watches. Dr. William B. Savage, of
Islip, was one of the judges.

The B1ook1yn Gynecological Society at its an-
ntal meeting in October elected the following
officers: President, William E. Butler; first vice
president, Water J. Corcoran; second vice presi-
dent, John O. Polak; recording secretary, H. C.
Keenan ; corresponding secretary, Victor L. Zim-
mermann; treasurer, Lewis G. Langstaff; path-
ologist, Charles Louis Fincke. The Society also
voted $100 to the Kings County Medical Society
for the Library Fund.

The seventeenth regular meeting of the Associ-
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ated Physicians of Long Island was held Qcto-
ber 17 at the Garden City Casino. The scientific
session was in charge of Dr, Frank E. West, of
Brooklyn. Dr. George T. Fanning, of Smithtown
Branch, read a paper on “IFracture of the Ster-
num ; Report of My Own Case;” Dr. Lewis S.
Pilcher, of Brooklyn, read a paper on “Recent
Experiences in Dealing with Prostatic Obstruc-
tions.” . A dinner at the Garden City Hotel fol-
lowed, at which the president of the association,
Dr. William H. Ross, of Brentwood, presided.
Special trains were provided for the accommoda-
tion of the Brooklyn members through the cour-
tesy of Dr. George K. Megner, of Jamaica, chief
surgeon of the L. I. R. R.

Mr. and Mrs. Samuel Rothholz announce the
marriage of their daughter, Isabel Haar, to Dr.
Henry Mateland Mills, of 1924 Sixth avenue,
on September 8th.

Dr. William Dandison Wood, the oldest phy-
sician on Long Island, died recently at his home
in Jamaica. He was born in Lincolnshire, Eng-
land, August 2, 1821, and was graduated from
the Castleton Medical College, Vermont, in 1855.
He was one of the organizers of the Queens
County Medical Society, and known prominently
for his liberality and generosity. Two daughters

and a son, Dr. Philip M. Wood, of Jamaica, sur-

vive him.

Dr. H. M. Alexander, the owner of the Lan-
caster County vaccine farms, near Marietta, Pa.,
died recently in his country home at Conewago,
Pa., aged 52 years. He established his vaccine
farms in 188g.

The Long Island Medical Society, of which Dr.
Ralph H. Pomeroy is President, announces an im-
portant and radical change in the program of its
scientific session. Hereafter the Society will be
divided into sections of six members each, with
its respective Chairman, and each section will
have entire charge of the meeting to which it is

-assigned. Formerly members were assigned by -

the President. :

Following was the program of the semi-annual
meeting of the Medical Society of the State of
New York in the Academy of Medicine, October
13th and 14th. The President, Dr. Algernon T.
Bristow, presided: :

1. Hepatic Drainage, J.- B. Deaver, Philadel-
phia, Pa. ‘ .

2. The Treatment of Certain Classes of the Un-
" derfed, W. S. Ely, Rochester, N. Y.

3. Faculties of the Mind not understood and

not used, with Special Reference to the Curability
of Epilepsy, M. A. Veeder, Lyons, N, Y,

4. Evolution as affecting Morbid Processes,
M. A. Booth, Elmira, N. Y.

5. Vaccination and the Law, Nelson G. Rich-
mond, Fredonia, N. Y.

-6, The  Internal Secretions, Glentworth R.
Butler, Brooklyn, N. Y.

7 Otitic Serous Meningitis. Lumbar Punec-
ture. Recovery, Francis Huber, New York,

8. Paper by Hon. J. McGaw Woodbury, New
York. :

Symposium of the Roentgen Ray.

I. The Therapeutic Uses of the Roentgen Ray,
A. D. Bevan, Chicago, Il

I1. The Diagnostic Valueé of the Roentgen
Ray, C. L. Leonard, Philadelphia, Pa.

II. Further Observations wupon the Treat-
ment of Sarcoma with the Roentgen Ray, W. B.
Coley, New York.

1. A Description of the Present Status of the
New York Hospital for the Treatment of In-
cipient Tuberculosis, Willis G. Macdonald,
Albany, N. Y.

2. Potable Waters, E. S. Willard, Watertown,
N.Y.

3. Conservation in Pelvic Infections, John O.
Polak, Brooklyn, N. Y.

4. The Question of the Relation between Hu-
man and Bovine Tuberculosis, D. Bovaird, New
York. ‘

5. Dosage, A. Jacobi, New York.

6. The Dispensary Treatment of Tuberculosis,
J. W. Brannan, New York.

7. The Causes and Prevention of Infant Mor-
tality in Nurseries and Asylums, E. H. Bartley,
Brooklyn, N. Y.

8. The Sufgery of Tumors of the Spinal Cord,
Geo. Woolsey, New York.

Symposium on Typhoid Fever.
I. A Rational Definition of Typhoid Fever, H.
A, Fairbairn, Brooklyn, N. Y. '
II. Anomalies and Difficulties of Diagnosié in
Typhoid Fever, H. E. Elsner, Syracuse, N. Y.
III. The Management and Treatment of Ty-
phoid Fever, Egbert LeFevre, New York.
IV. The Ithaca Epidemic, L. Coville, Ithaca,
N.Y.; Geo. A. Soper, Ithaca, N. Y,





