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unusual interest in the practice of his profession, and short accounts of such
cases will be welcomed by the editor for publication. Space is to be devoted to the
problems of the Panel Medical Service, and here the point of view of the practi-
tioner will receive its place, and the help of the general body of practitioners will
be welcomed. The editor will also be glad to receive reports of the various medical
socicties in different parts of Ulster. Many points of interest are raised at their
mectings, but at present therce is no outlet for their publication. THE ULSTER
MEebpicar Jourxar hopes to supply a place for their publication. But here again it
depends on the secretaries of the societies concerned to supply these reports. The
editor is already in communication with a number of socicties, but if there is any
secretary who has not vet received an invitation from the editor, he is asked to
send up a report of the meetings in time for the next number of this Journal.

It is only by means such as these that THE ULsTER MEDICAL JOURNAL can hope to
succeed in becoming o true mirror of medical opinion in Northern ITreland. Can
the editor count on vour support?

FORTHCOMING MEDICAL MEETINGS

January 7 Ulster Medical Society - - - - .30 p.m.
« 14 British Medical Association, Ulster Branch - - (.15 p.m.
" 21 Ulster Medical Society - - - - X.30 p.m.
February 4 Ulster Medical Society - - - - .30 pom.
w11 Campbell Memorial Oration - - - - 230 p.m.
. I& Ulster Medical Society - - - - R.30 pom.
March 3 Ulster Medical Society (Laboratory Meeting) - R.30 p.m.
sw 10 Ulster Medical Society - - - - R.30 p.m.

POST-GRADUATE COURSE IN MEDICINE AND SURGERY

2\ course of post-graduate Lecture Demonstrations of a practical nature will be
held on Wednesdays throughout 1932 at the Roval Victoria Hospital, Belfast.
Particulars of this course will be found in the advertisement columns. Those who
wish to enrol are advised to do so as carly as possible, as the course will begin on
20th January. The complete resources of the hospital will be available for these
demonstrations.



alfections died, their nearest and dearest ceased to be more to them than the man
in the street.

To the casual observer it might appear that there are few conditions, if any,
that could be confused with this maladv. Unforfunately, however, this is not the
case, and such widely difering diagnoses as nephritis, hyperpiesis, brain tumour,
myocarditis, disseminated sclerosis, anemia, are amongst the labels that some
of these unfortunates carrv about for vears, much to their detriment. These
diagnoses have no doubt been made owing to too much stress being laid on
certain symptoms of the disease. One is apt to forget that these people are liable
to dizziness, staggering gait, headaches, serious eve changes, epileptiform atiacks,
slowness of specchs that they may have a coincident sccondary or even primary
anzemia and a myocardium suffering as a result of such. Their pulse may be above
the normal rate, they mav have varving amounts of albumin in their urine, and
the blood pressure may be raised. The writer can recall two cases of myxaedema
who passed through tvpical attacks of acute nephritis, and another who has the
blood-picture typical in every respect of pernicious anmemia.

One of the saddest features of these cases is that eve changes have often super-
vened hefore the discase is diagnosed, and that they do not vield to treatment like
the rest of the condition. To sce the large, pale, sodden tongue, that can barely
he protruded, transform itself within a few weeks into the normal red active muscu-
lar organ, is to witness one of the miracles of medicine. But 1o sec the eves that
can no longer read, and to which faces are but at best a blur, is to weep over the
limitations of medical science.

Onc last point that should be stressed as strongly as early diagnosis is the
question of adequate dosage in treatment. It is a common thing to find that the
case has been correetly diagnosed, and thyroid preseribed, but that the patient
after taking the prescription for months, and fecling no benefit, has eventually
discarded it. Tt is somewhat difficult subscquently to persuade these people that
the line of treatment was perfectly correct, and must be recommenced in an
intensified form. .\ case that the writer has seen had faithfully continued an
inadequate dose for some vears, and has unfortunately irreparable eve damage now.

Like every other serious condition that doctors encounter, myxeedema demands
both carly diagnosis and adequate treatment in order to obtain results which rank
amongst the most dramatic in medical science.

FORTHCOMING PAPERS

It is hoped to publish in the April number of THE ULsTER MEDICAL JOURNAL
amongst other papers, the following :——
“Recent Advances in Calcium Metabolism in Relation to Clinical Medicine,"" by
Professor \W. \WW. D. Thomson.
“Diagnosis and Treatment of Ante-Partum Hamorrhage,” by Mr. ¢, H. G.
Macafee.
“Heart Block following Coronary Thrombosis,” by Dr. S, B. Bovd Campbell.
“The Functional Divisions of the Large Intestine,” by Dr. R. H. Hunter.
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APOLOGIA

Tue Ulster Medical Society has published for manyv vears, at irregular intervals,
the papers and discussions which took place at its mecetings. This publication was
known as ‘“The Transactions," and it filled a useful part in the activities of the
Society. The Fellows and Members, however, consider that the time has come
when a journal should be issued at stated intervals to contain these papers and
discussions. At the last general meeting of the Society, it was decided to inaugu-
rate the publication of a new quarterly medical journal to replace the irregularly-
issued Transactions. It was thought that such a journal would increase the
usefulness of the Society, and help in some small way medical advance in Northern
Ireland. The matter was left in the hands of the Council, and THE ULSTER MEDICAL
Jourxat is the result.

On first thoughts it would appear that there is a sufliciently large number of
medical journals already before the profession; but the Ulster Medical Society
thinks that there is room for vet another : onc that will represent the outlook of
modern medicine particularly suited to the needs of the busy practitioner of Nor-
thern Ireland @ one which will place before him in a succinct manner the latest
methods of diagnosis and treatment in medicine, surgery, obstetrics, and
gynacology.

The Editorial Board is frankly proud of its charge. But although the journal
is financed and controlled by the Ulster Medical Society, it is only by the support
of the general practitioners of Northern Ireland as a whole that the Board can
hope to carry on the work of publication. If this support is forthcoming, then
THE ULstEr MEDICAL JoUrNAL will extend it sphere of serviee, but if support is
denied, it 11s existence must end.

There arce two wavs in which the practitioner can assist this Journal. He can
subscribe to the Journal directly, or indirectly by joining the Ulster Medical Socicty,
cach member of which will receive a free copy of the Journal on publication, for
Te UrsTer MEDICAL JoURNaL is really his Journal. The practitioner can help in
another wayv : he can contribute to its pages. From time to time he sees cases of
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unusual interest in the practice of his profession, and short accounts of such
cases will be welcomed by the editor for publication. Space is to be devoted to the
problems of the Panel Medical Service, and here the point of view of the practi-
tioner will receive its place, and the help of the general body of practitioners will
be welcomed. The editor will also be glad to receive reports of the various medical
socicties in different parts of Ulster. Many points of interest are raised at their
mectings, but at present therce is no outlet for their publication. THE ULSTER
MEebpicar Jourxar hopes to supply a place for their publication. But here again it
depends on the secretaries of the societies concerned to supply these reports. The
editor is already in communication with a number of socicties, but if there is any
secretary who has not vet received an invitation from the editor, he is asked to
send up a report of the meetings in time for the next number of this Journal.

It is only by means such as these that THE ULsTER MEDICAL JOURNAL can hope to
succeed in becoming o true mirror of medical opinion in Northern ITreland. Can
the editor count on vour support?

FORTHCOMING MEDICAL MEETINGS

January 7 Ulster Medical Society - - - - .30 p.m.
« 14 British Medical Association, Ulster Branch - - (.15 p.m.
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2\ course of post-graduate Lecture Demonstrations of a practical nature will be
held on Wednesdays throughout 1932 at the Roval Victoria Hospital, Belfast.
Particulars of this course will be found in the advertisement columns. Those who
wish to enrol are advised to do so as carly as possible, as the course will begin on
20th January. The complete resources of the hospital will be available for these
demonstrations.



Observations on Enlargemcnt of the Mesenteric
Lymph-Glands

By S. T. IrwiN, m.cH. (BELR.), F.R.C.S.ED.
President, Ulster Medical Society, 1931-32

THE lymphatic glands of the abdomen may be called the silent members of a closed
corporation, their sitence accounting for the difficulty in describing their physical
characteristics and accounting for their clinical behaviour. Surgical textbooks still
fail to throw much light on their clinical and pathological obscurity. Many practi-
tioners look upon the diagnosis of mesenteric Ivmphadenitis as a ‘‘refuge of the

N

destitute,”” uscd in haphazard fashion by those who cannot make up their minds
between appendicitis, cholecystitis, duodenal ulcer, and the half-dozen other diseases
which frequent the right side of the abdomen. Abdominal problems, more than those
of any other spcciality, still depend for their solution on the old-fashioned clinical
methods. True enough, we can invoke the aid of the radiologist and the biochemist,
and from them gain valuable information, but this information lacks the impersonal
precision of such instruments as the ophthalmoscope and the cyvstoscope. And in
the end we must make our diagnosis and outline our treatment on what we have
discovered by mcans of our own five senses. In regard to acute abdominal emer-
gencies, owing to the supremacy of the time factor, this is most true, and in the
category of acute emergencies, especially in childhood, Iymphadenitis occupics an
important place. No surgeon is long engaged in this type of work before he discovers
his own personal limitations, and recognises the wide gap often existing between
the premises afforded by the clinical examination and the inference which aims at
being an accurate diagnosis. And vet the circumstances are often so critical that
success or failure in diagnosis may entail the life or death of the patient.

The mesenteric Ivmph-glands, like those found clsewhere in the body, show a
wide range of pathological change. Let me begin by defining the types of enlarge-
ments with which [ propose to deal. The greater number of these enlargements
must, for obvious reasons, be excluded altogether. For example, I shall exclude all
the primary glandular enlargements such as those occurring in Hodgkin’s discase,
lymphosarcoma, and in the leukemias. 1 shall make passing reference only to the
enlargements associated with gastric and duodenal ulecer, and obvious ulceration
of the small and large intestine, as well as those which ordinarily follow malignant
disease. In short, my paper will be limited to a discussion of those mesenteric
enlargements which are not dircctly associated with obvious naked-eye diseases of
the alimentary tract. Though 1 shall refer and refer frequently to tuberculous
lymphadenitis, | shall exclude those cnlargements from this cause which produce
a palpable swelling, or which, by adhesion to gut or otherwise, produce the usual
symptoms and signs of cither acute or chronic intestinal obstruction. In the title
of the paper I have purposely avoided the term lymphadenitis, because 1 am not
sure whether in the present state of our knowledge we are justified in assuming
that all the types arc definitely of inflammatory origin.
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My interest in this subject was first aroused in 1913, when I was asked to go forty miles into
the country to operate on a girl of 14, said to be suffering from acute appendicitis. Her illness
had already lasted four days. It began with a sudden attack of right-sided abdominal pain. There
was no rigor, and though she felt sick she had not vomited. The pain, severe at first, had abated
slightly as the result of poultices and sedatives, but was still present. On cxamination, the girl
was plump and healthy-looking. There was no previous history of any illness. She had o clean
tongue, and her breath was not foul. Her pulse was 80, and her temperature 100.4°F. The
abdomen was slightly distended, but moved freely on respiration. There was no increase of the
pain on flexion or extension of the thigh. There was definite tenderness and « suspicion of rigidity
in the right iliac fossa, but no phlegmon was detected.  Rectal examination was negative. The
kidneys were not palpable, and the urine was normal.

The picture seemed to me a familiar one, and most surgeons would, [ think, have heen
ptepared to acquiesce in the diagnosis already made. Some might even have gone further and said
tnat the appendix was lying towards the ileum, that it was perforated, with the perforation
protected by a mop of omentum, and from the condition of the pulse that the peritonitis was
localised and subsiding.

Operation, however, revealed a disappointingly normal appendix, but proved the attack o be
due to the presence of a mass of caseating glands in the ileo-carcal region, one of which had
ruptured and produced a small area of localised peritonitis.

The condition of glandular enlargement is a common one, probably the most
frequent alternative, in this country at all events, to discasce of the appendix, but
rupture of a gland, on the other hand, is remarkably rare.

Since then I have been carefully obscerving the glandular enlargements in the
abdomen,not only in connection with other lesions such as ulceration of the stomach,
duodenum, and intestine gencerally, but more especially those cases in which no
lesion can be found sufficient to account for the patients’ complaints.

The recognition of enlarged mesenteric lymph-glands as a definite clinical entity
apart from an associated enteritis or peritonitis, began in this country in 1903,
In that year Edred Corner reported two cases in patients of the ages of 14 and 6
vears respectively. In one he removed a large mass from the right iliac fossa,
and in the other a similar mass from the left hypochondrium. Both masses proved
on subsequent c¢xamination to be enlarged and cascating lymph-glands of tuber-
culous origin. In both these cases the swellings werce casily palpable through the
abdominal wall, there was no obvious lesion of the intestine, and no involvement of
the peritoneum. In 190& Corncer reported several similar cases, in some of which
no palpable mass could bhe fclt belore the abdomen was opened.

In 1912, Floderus in Germany reported a series of one hundred cases collected
from the literature, all verified by operation.  He commented upon the absence of
a palpable lump beforchand, and on the fact that a correct diagnosis was made in
only seven of the one hundred cases. He considered tubercle to be the causc of all
the cases, but quotes Payr, who, while agreeing with this view in regard to the
glands found in the ilco-caecal arca, threw doubt on the smaller and more discrete
glands found elsewhere in the mesentery.

The most complete contribution to the literature of the whole subject from a
clinical point of view was made in 1912 by the late H. W. Carson, who reported
in great detail fifty cases from his own practice. This article is still the classic on
the subject. He considers the main cause of the disease to be tuberculous infection
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of the bovine type conveved by milk, predisposed to by discase of the appendix or
other form of sepsis.

In 1921, Struthers agreed that these cases are tuberculous, that the glands rarely
g0 on to suppuration, that the most frequent site is the ileo-caecal angle. He thinks
the discase is commoner in some districts than others, notably where tuberculous
diseasc of the cervical lymph-glands is also common. The correct diagnosis is rarely
made before opcration, the appendix is generally normal, and the prognosis is
always favourablc. He found 22 cases of lvmphadenitis to 187 of appendicitis.

In 1923, Freeman pointed out that the condition is not tabes mesenterica, though
the latter may be the final stage of it. The glands are “‘small, soft nodules.”” He
quotes Huesser as being opposed to the then theory that all the cases are tuber-
culous. Huesser submitted forty specimens obtained at operation to histological,
bacteriological, and inoculation, as well as naked-eve, investigation. He found
twenty-five of these negative to tubercle, and makes the important statement that
where the result was positive for tubercle, the result would have been the same had
judgment been bascd on naked-eve examination alone, That is, that where casea-
tion or calcification was present, the condition was tubercle, but not otherwise.

McFadden discussed the subject in a paper of considerable interest and import-
ance in 1927 before a meeting of the Ulster Medical Society. He reviewed thirty-
seven cases of his own, considered the cause to be the bovine tubercle bacillus,
and made the original suggestion that the acute symptoms in these cases were due
to an acidosis, and advanced the theory that the acute abdomen of children, said
to be the result of acidosis, is really due to an underlyving mesenteric lvmphadenitis.

In the same vear (1927) Bell agreed with the prevailing opinion that nearly all
the cases arc of tuberculous origin, that on x-rav examination shadows of calcified
glands are frequently seen, and that during an attack a leucocytosis of twelve to
fifteen thousand mayv he expected.

In 1928, papers were published by Rendle Short and by Jennings Marshall. Both
classify mesenteric adenitis into simple and tuberculous.

Freeman, in a sccond paper in 1929, and Walter \lverez in 1930, both from
America, lay stress on the views of Heusser, Freeman entitling his paper
“Non-specific Enlargement of Mesenteric Lymph-Glands,”' and  stressing  the
clinical evidence for regarding some of the cases as due to causes other than
tubercle; Alvarcz, directing attention to the resemblance of the condition to
appendicitis, expresses his firm belief in Adami’s work, and finds in it support for
the view that these cases of lvmphadenitis are due to absorption of low-grade
infections, not only tubercle bacilli, but other micro-organisms as well.

ANaToMIcAl, CONSIDERATIONS.

The lymph vesscls of the abdomen group themselves around the main arterial
trunks, and the glands are found at intervals along these channels. [t is, in my
opinion, important to remember that normally in all cases the largest glands in any
group are proximal in position.

The stomach, duodenum, and gall-bladder drain through a scanty series of lymph
vessels and glands into a proximal group which lies around the ceeliac axis.,
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The small intestine has a plentiful supply both of vessels and glands. The latter
number 150-200. They lie between the lavers of the mesentery. They form three
tiers—the smallest (para-intestinal) close to the intestinal wall are the most
numerous. The intermediate tier in position is also intermediate in size and numbers.
The proximal tier lies at the origin of the supcrior mesenteric artery, and is com-
posed of relatively few but large glands. These superior mesenteric glands converge
as they pass upwards. Theyv drain the whole of the small intestine with the exception
of the last six inches of the ileum.

The last six inches of the ileum, the ileo-ceecal valve, the appendix, and the
cacum, are drained by the ilco-caecal group of glands. They are relatively plentiful,
numbering from ten to twenty or more. They form a chain lyving behind the
parietal peritoneum, are bounded laterally by the ciecum and ascending colon, and
on the medial side and below by the root of the mesentery. Normally the lvmph
flows upwards by the side of the ileo-colic arterv, but though this artery is-a
branch of the superior mesenteric, the ileo-cecal glands do not discharge into the
superior mesenteric glands. There is a lvmph shed between these two adjacent scts
of lvmph vessels. The ilco-ciecal lvmph vessels pass upwards in front of the
duodenum, discharge into the lumbar glands, and thence into the receptuculum
chyli (Braithwaite).

The large intestine, with the exception of the cecum and rectum, has a relatively
poor lymph svstem. The ascending colon drains into the ilco-colic glands; the
transverse colon into the mesenteric glands; the descending colon and sigmoid
direct into the lumbar glands, and the rectum into the glands which lic upon the
inferior mesenteric artery.

For our present purpose | would direct attention specially to three groups of
vessels and glands in their order of pathological importance.

1. The group which accompanies the ileo-colic artery and drains the lower six
inches of the ileum, the ileo-civcal valve, the caecum, and the appendix.

2. The group of vessels and glands which surrounds the superior mesenterice
artery. These compose the final gland station for the Ivmphatic drainage of the
jejunum and the ileum, with the exception of its lower six inches.

3. The group of vessels and glands which converge upon the cceliac axis, and
receives lymph from the stomach, duodenum, and gall-bladder.

It will be useful for us at this point to remember that the lvmph-glands in the
neck present a very close analogyv to those in the abdomen, and often by a con-
sideration of glands which are scen and palpable, we shall be able to infer the
condition of thosc which are unscen and impalpable. FFor example, the main
aggregation of lvmphoid tissue in the pharvox is the tonsil; it is in close con-
nection with and is drained by the upper deep cervical group of lvmph-glands in
the neck. The main aggregation of Ilvimphoid tissue of the intestine is found at the
lower end of the ileum in the Pever's patches and solitary follicles. These are
closely connceted with and drained by the ileo-ciecal group of lvmph-glands
extending upwards from the ileo-caccal angle. Moreover, as evervbody knows,
both these groups of glunds are common seats of tuberculous infection, and both
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in the case of the tonsil and in the case of the Jower tleum it is rare to find any
sign of tuberculous disease, and we are forced to the conclusion that the tubercle
bacilli can pass through intact mucous membrance without leaving any trace behind
it. This has been proved experimentally by Calmette, McWeeney, and many others.
We must remember, however, that when tuberculous ulecration of the intestine
does occur, as, for example, in pulmonary discase, the ulceration will be found
in this region in cighty-five per cent. of cases: (1) in the lower six inches of the
ileum, (2) in that part of the caecum where the stream of contents from the ileo-
caecal valve strikes it, and (3) in the ileo-caecal valve itself, in this order. On the
other hand, where tubcerculous infection of a lvmph-gland takes place, and is of
such scverity as to pass through it and cause discase clsewhere, it cannot do so
without leaving permanent, unmistakable evidence of its passage (Cohnheim's

Law, quoted by Cobbett).

ParHoroGrcat CHANGES IN GLANDS,

L. Alteration in size.~——Normally glands vary in size from being hardly visible to
the size of a hazel-nut (Quain) or an almond (Cunningham), In deciding the question
of size, the position of the giand must be taken into consideration, c.g., a gland
the size of a hazel-nut occurring close to the gut must be held to be eniarged.

[t has been pointed out by many observers that obvious inflammatory discases
such as appendicitis, gastric and duodenal uleer, and even tuberculous ulceration
of the intestine, are often unaccompanied by marked glandular enlargement. In
tuberculous ulceraiion, for example, marked enlargement of glands only occurs in
22.8 per cent. (Godbery, Sweaney, and Brown). Winkler in three hundred cases
of intestinal tubcerculosis found gross enlargement of glands in only two cases.

On the other hand, m the absence of any gross intestinal lesion or gross involve-
ment of peritoncum, great_glandular enlargement may be found.  In acute Ivmpha-
denitis of the ileo-caecal group, the mass may resemble a bunch of purple grapes,
the ileo-colic artery representing the stem.

2. Alteration in size relative to position.-——Normally the largest glands are the
most proximal. If this relationship is reversed, so that the largest glands are distal
in position, this mdicates the presence of a local pathological causce.

In the ileo-cecal area, this reversal is found in the enlargements with which we
are here dealing, whilst, on the contrary, in the superior mesenteric group it is
the rule to find the largest glands near the mesenterie root.

If it may be assumed that the most alfected gland is nearest the scat of infection,
then it can be arguced that the route of mfection in the superior mesenteric area is
different from that in the ileo-ciecal arca.

3. Alterations in nuked-cve appearance and consistence of the glands.-—-(1) The
glands may be red in colour, soft, fleshy on section, tend to be flattened—-the
appearance found in acute inflammation. These are generally found in the ileo-caecal
arca. (2) The glands may be firm or even hard and fibrous, suggestive of a chronic
inflammation. These tend to be discrete, and are most characteristic of the enlarge-
ment found alfeeting the superior mesenteric or cacliac group of glands. (3) «.
The glands may be hyaline or cascating, indicative ol a tuberculous infection.
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b. The glands may show definite calcification. This may occur in one or two isolated
glands, or a group may be atfected. In the latter case they tend to become matted
together, and in latter stages become adherent to the overlying peritoneum.
c. Chronic abscess formation. This is relatively rare in the abdomen, considering
the number of cases in which the foregoing tvpes of enlargement are found.
Rupture of a chronic glandular abscess gives rise to acute symptoms, with signs
of localised or genceralised peritonitis.

4. Chunges in the other ubdominal contents in the presence of gross glandular
enlargement:—

(a) Abnormal irritability of the intestine <o that even gentle handling ol the gut
produces spasmodic contractions, especially of the circular muscle-coat.  These
contractions tend to occur in an irregular fashion, and quite unlike the orderly
passage of a normal peristaltic wave,

Carson has found definite evidence of intussusception, and in two cases observed
this develop under his eves during the progress of an operation. He has suggested
that the pain which is so common a [cature of the condition in its acute forms,
may be caused by temporary intussusceptions which spontaneously resolve.  In
favour of this view, it might be pointed out that in the ordinary ileo-ciccal type
of intussusception, gross enlargemeni ol the ileo-ciecal group of glands is very
common,

Irregular peristalsis duc to the cutting ol of central control to the autonomic
nerves by the swollen glands, would scem 1o atford a ready explanation for the
pain, but Corniolay records @ case upon which he operated where the symptoms
had previously suggested a perforated uleer of the stomach.  He found about
30 cms. below the duodeno-jejunal junction @ scgment of gut 20 cms. long, port
wine in colour, and very aedematous. In the corresponding parts of the mesentery
about twenty large glands, the mesentery thickened, but the peritoncum and the
bowel normal.  Three weeks Jater the gut was normal to barium-meal examina-
tion.  In view ol this and another similir case, he suggests a vascular cause for
the pain so typical of these cases. '

(b) Spasm of the pylorus wiil often be noted in these cases at operation. It
persists for long periods whiist the organ is under obscervation, but as a rule will
have disappcared il the stomach be examined again before the abdomen is closed.
It may be noted that these cases both in acute and chronic stages frequently show a
moderate gastric residue at six hours after ingestion of a barium meal.

(¢) Freeman ciaims that a similar irritable state of the abdominal wall exists in
those paticnts, making closure of the wound ditficult unless under deep anwsthesia.

NATURE AND ROUTE OF INFECTION.

Since the time of Corner, the view has been held that the infecting micro-organism
in these cases is the tubercle bacillus, and recent rescarches have shown the
prevalence of the bovine type of the baciltus. This wias held by Floderus, Carson,
and Struthers, and more recently by Meladden, Bell, and others,

In 1923, Heusser threw doubt on this assumption by reason of the results of his
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extensive and detailed examination of actual clinical material. These results have
been stated alreadv—briefly, he holds that some cases are certainly tuberculous,
but others are as certainly not. On clinical grounds Freeman, Rendle Short,
Jennings Marshall, Wilensky, and Halm have accepted Heusser's views. Payr
goes farther, and asscrts that the glandular enlargement in the ileo-ceecal area is
tuberculous, but the smaller, harder, more discrete, and more diffuse enlargements
in the mesentery of the upper part of the small intestine are of some other origin.

That most of the enlargements occurring in the ilco-caecal area are tuberculous,
few will deny. Arguments both direct and indircct may be adduced in favour of it:—

(1) Tubercle is a common infection—as cvidenced by the intracutaneous tuber-
culin test. Opie (Philadelphia) tested four thousand school-children.  Of these
thirty-seven per cent. werce infected under 3 years; seventy-one per cent. under 10;
Fifty to
sixty per cent. under 6 vears; eighty per cent. under 10; ninety per cent. under 14.

ninety per cent. under I8, Abt gives the following figures for Vienna :

(2) Mesenteric glands affected by tubercle are common at post-mortem examina-
tions. Leonard in 1931 found, out of fifty post-mortems in which there was evidence
of tubercle, forty-five showing mesenteric adenitis. Infection with tubercle is so
common in this region that some, including Calmette, look upon it as the primary
intestinal focus corresponding to Ghon's so-called primary focus in the lung.

(3) When intestinal ulceration occurs in tubercle, Brown and Sampson have
shown that in cightyv-five per cent. of cases it occurs in the ileo-ceecal area.

(4) When enlargement of glands occurs in this arca, it shows the distribution
which might be cxpected if infection took place from the gut.

(3) The enlarged glands scen in an carly case are of the type of an acute
lymphadenitis. Later they show caseation and calcification or other definite evidence
of tuberculous infection.

(6) Similar appearances occur in the deep glands of the neck. Many of these
show a sudden onset with acute symptoms and high temperature, but without an
obvious lesion in the throat. These on section show tubercle bacilli.

A boy, A. N., aged 2 years, reared on tubercle-free milk up to 1st June, 1925, when he was
taken to the scaside and given ordinary milk. On 19th July he took suddenly ill with rapid and
marked swelling of the tonsillar glands on the right side of the neck. Temperature varied from
100-103°, and the child was very ill. Subscquently the glands were removed, and were found to
be swarming with tubercle bacilli as the only type of infection.

Many other cases of this kind might be quoted, but it will probably be agreed
that with very few exceptions thesce acute cases of lymphadenitis in the ileo-caecal
region arc of tuberculous origin, that the infection usually occurs in infancy or in
early life, and that the vchicle of infection is milk.

A similar type of infection directly from gut probably occurs at times in the
glands of the upper part of the mesentery of the small intestine, e.g., occasionally
a gland as big as a large marble or even larger may be found in the distal part of
the mesentery. This may lic opposite an obvious ulcer in the small intestine, or the
intestine may be frec of obvious diseasce.  In cither case, we may assume with
Cobbett that infection has come from the arca of gut drained by the gland.

This is, however, a rare type of case in my experience. It is much commoner
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to find a moderate but generalised enlargement of these glands, They maintain the
normal relationship of size to position, but the most proximal glands may form
quite a large mass. How are these to be accounted for? There are three
possibilities :—

(1) They may be tuberculous, and sometimes they undoubtedly are. Such cases
show caseation or calcification, and may throw shadows on the x-ray plate. They
may coalesce into a large palpable mass, such as Corner removed in one of his
original cases from the left hypochondrium. If we can accept the general rule that
the largest glands arc ncarest the scat of infection, then these glands must be
infected from the blood and not from the gut. In short, these glands are infected
in the same way as the axillary, inguinal, femoral, and other subsidiary glands,
which cannot obviously be infected from their own drainage area, but which are
very frequently enlarged in the cases we are describing.  Infection in these cases
is blood-borne, arising cither by the primary invasion passing rapidly through the
lower intestinal glands and receptaculum chyli into the blood-strcam, or from a
focus which has remained quicescent for longer or shorter periods. These foci,
temporarily innocuous, arc potentially virulent, in the former case bacilli from them
killing the patient by a miliary tuberculosis or meningitis, in the latter producing
discase of a less extensive character or in a less important organ. The lyvmph-
glands arc especially prone to infections of this kind. These phenomena have been
reproduced and proved experimentally in animals by many observers.

(2) They may be due to infection by other micro-organisms.  Adami has shown
that what is true of tubercle bacilli is truce also of other microbes. He has recovered
B. coli streptococei as well as tubercle bacilli from the Ivmph of the thoracic duct
of animals one to two hours after feeding with an infective meal. Wilensky believes
these glands are so infected, and react by increasing in size and later becoming
hard and fibrous.

This type of infection may oceur in influenza, according to Freeman, and accounts
for the frequency with which enlargement of glands follows on this discase.

If the infection be regarded as micro-organismal but non-tubercular, the primary
focus may lic within an inflamed appendix. There is some support for this view
from the fact that many cases are improved by operation in which the appendix
alone is removed

though it must be admitted that it is rare to find it the seat of
obvious disease,

It is well known that abscesses at the roots of teeth and infections of the tonsil
give rise to septiccemias of various forms, notably certain forms of rheumatism,
and it is possible that mesenteric lvmph-glands may be infected in a similar manner
from these sources.

(3) The third view on these glands is that they are not really pathological, but
that they arisc from a simple hypertrophy of glandular tissuce owing to excessive
functional activity. Corroboration for this view comes from the histologist, who,
in the absencc of tubercle, usually reports a simple hyperplasia; from the com-
parative anatomist, who finds in the human subject a much higher development of
the lymph-gland system than in the lower animals; and from the theorist, who
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regards this development as a consequence on the requirements of digestion, owing
to the multifarious diets which civilisation has demanded.

Having thus outlined the anatomy of the mesenteric lvmph-glands, their patholo-
gical variations, and the nature and routes of infection, let us consider them from
their clinical aspects. Such i survey will prove that we are in fact dealing with a
definite clinical entity. It will not be denied that often the symptomatology is
diffuse and the findings at operation manifold.  In spite of these facts, however, we
can, after excluding those in which a palpable lump can be detected and those in
which intestinal obstruction is caused by adhesions or ulceration into gut, classify
our cases under three heads :—

1. Those duc to acute lvmphadenitis of the ileo-ceaecal group of glands, seen
during the acute stage.

2. Those due to a chronic lvmphadenitis, sequel to a previous acute attack seen at
some time, davs, weeks, months, or vears after the acute symptoms have passed off.

3. Those due to chronic glandular enlargements (I do not assert that theyv are all
inflammatory), where there is no history of an acute attack.

1. Those due to acute Ivmphadenitis, the result of infection by tubercle. This is
the tvpe which very closely simulates acute appendicitis. I am prepared to admit
that the likeness bhetween the two diseases is often very striking, and that in some
it is not possible 1o exclude the possibility of an appendicular cause for the
symptoms.  On the other hand, T cannot agree with those who hold that it is not
worth while trving to make the distinction, and that operation can do no harm.
[n the various series of recorded cases there is a definite and often quite a large
operative mortality, and, in addition, there is a grave risk, especially in the acute
cases, of spreading the infection by handling the infected glands,  In the literature
there are many cases which show that this has actually taken place, and where a
second operation has been rendered necessary, apparently by such extension.

Hence the importance of arriving at an accurate diagnosis without operation.
This demands hoth a detailed history as well as a thorough clinical examination,
for there is no single svmptom or sign of appendicitis which may not be simulated
in lvmphadenitis.

Let me give a briel outline of 1wo cases ——one of my own and one kindly supplied
by Mr. McConnell.

1. On 7th January, 1928, T was asked to see a small girl aged 63, by Dr. Martin of Banbridge.
On the previous day she had taken il with a sudden severe abdominal pain.  After the onset of
the pain she had vomited. Dr. Martin found her in bed with a normal temperature and normal
pulse; her abdomen was soft and pliable, but there was marked tenderness without rigidity in the
right iliac fossa. The following day the temperature was 99.4° and the pulse 104, At this stage
I was asked to see her.

She was a small, rather puny, pale child; there were many lymph-glands palpable on both sides
of the neck and in the axillie, the abdomen was not distended and moved frecly on respiration.
There was definite tenderness in the right iline fossa, but no rigidity, and there was no tenderness
or abnormal mass to be felt in the pelvis.  As the pain had begun in the epigastrium, had been
followed by vomiting, and later by tenderness in the vight side, and as the pulse and temperature
at the beginning were normal and had gone up afterwards, it was thought safer to operate, though
a glandular enlargement scemed the more likely, At operation o normal appendix was removed,
and many enlarged and caseating glands were found in the ileo-civeal region.
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2. A child, o girl, aged 2 vears 2 months, was referred to Mro McConnell by Dr. McDonald
of Portaferry.

Previous History.--Mother quite sure she had never had o previous attack of abdominal pain.

Present attack.-—-On the day of the attack <he fele guite well ot breakfast at 8 aome, but the
mother thought she was not Jooking welll A 1230 <he was unable to cat any dinner complained
of ahdominal pain, and vomited.  Seen by Dro MceDonald at 6 pom. He found her looking il
Temperature was 102°, and pulse rapid. Tender and possibly vigid in the right <ide of the abdomen,
He thought of the possibility of an appendicitis or intussusception from the crampy nature of the
pain, but there was no blood and no mucus passed per rectum.

Mr. McConnell saw the child four days after the onset of symptoms. .\ sturdy, well-developed
child, Tooking ill. Temperature 10170 Right side of abdomen tender, hut not rigid. Pulse rapid.
Tender swelling high up on the right <ide. No blood. No mucus. She had vomited many times
since the onset of illness. Scen in consultation by Professor Lowry, who agreed that as it was not
possible to exclude appendicitis, it was safer to operate.

The appendix was found to be normal. Numerous acurely infliomed, enlarged  ghinds were
found in the ileo-ciecal angle and mesentery.,

be useful at this point to compare the outstanding characteristies found

It mayv
in acute lvmphadenitis with those found in acute appendicitis :—

/. Previous Ilistory.—\cute appendicitis, especially in carly life, comes as a
bolt from the blue. Glandular cases will frequently give a history of previous
attacks of pain, rarcly severe, relicved by Iving down, occurring during or just after
meals, not seldom associated with some deterioration in general health or loss of
flesh or colour.

2. Age of Puatient—Twenty-nine of Carson’s fifty cases occurred hetween the
ages of 5 and 5. Tt may, however, occur as carly as 1 vear.

3. Onset is sudden, but not quite =0 sudden as in appendicitis, especially of the
obstructive type. For some hours hefore the onset of pain the child may look poorly.

7. Progress of the Case.—1n uppendicitis, as pointed out by Zachary Cope, there
is a definite march of events with ditfering symptoms and signs corresponding to
a varving pathology, and dependent on the structures involved-—first, the appendix
only, then the peritoncum, then, following rupture of the appendix, involvement of
rectum, bladder, psoas muscle, cte., according to position. These changes do not
occur in the glandular cases.,

Ao Pain. =The site of the initial pain in my experience is most often right-sided,
though it may begin in the epigastrium or elsewhere. Carson, however, considers
the pain an important diagnostic point, which he deseribes as **a sudden centralised
abdominal pain which makes the child ery, lasts fifteen minutes or less, and is
relieved by pressure or heat, and stops as suddenly as it began.™

fi. Vomiting oceurs in about half the cases, but nausca is almost universal.

o Temperature and Pulse.—Temperature varies greatly it mav be as high as
1037 on the day of onset. Thix is strong evidence against appendicitis. In appendi-
citis vou would guess the temperature at 1029, when in reality it is only 99°. In
lvmphadenitis the figures might be reversed.

Pulse varies so much that it is a poor guide.

S The torgue is moist and less furred than in appendicitis, and the breath less
foul. Tt lacks the characteristic fetor which is found in B. coli infections in general.

9. The superticial glands are usuallv enlarced, but not markedly so.  Neck,
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axillae, groins, and rectum should be scarched carcfully for palpable lymph nodes.

10. dbdomen:—

(a) Inspection.—Normal or slightly distended.  Moves [recly and  equally
throughout.

(b) Palpation.—Pain on pressure e right aliac fossa is not referred to middle
line as it often is in carly appendin cases.

Pavr has described two tender spots, one on the right above and medial to
MeBurney's point, the other above and to the left of the umbilicus.

Real rigidity is absent, and a lump was found in only three of Carson’s fifty cases.

(¢) Percussion.——Some fluid may be present, but is oo scanty to be recognised
by percussion,

/1. There is no limitation of thigh movements.,

/2. Two other points may be mentioned :—

(«) Mr. McConncll finds in most cases that the mother has noticed some swelling
ol the child’s abdomen.

(h) Dr. Tate has found free fluid in the pleural cavities in cases ol abdominal
Ivimphadenitis.

PRrRoGNOSIS.

This is as a rule favourable, and the discase a self=limiting one. s a general

rule the mere fact ol glandular enlargement is o sign ol successful resistance to

the infection by the tuberele bacillus.

OPERATION,

This i1s not necessary, and therefore undesirable. If the abdomen be opened for
purposes of diagnosis, 1 am convinced that in the acute cases at any rate, no
attempt should be made at removal of the glands, for the reasons already stated.

2. The second group of cases is due to a chronic lvmphadenitis, sequel to an
acute attack, in which the patient is scen at some tme (weeks, months, or vears)
alter the acute attack. These cases are subject to [requent exacerbations with pain,
risc ol temperature, pulse, cte., and, just as in the acute type, they also are of
tubereulous origin. Obviously the glandular condition will depend on the interval
of time sinee the original acute attack. The glands may show a general enlarge-
ment of uniform type, but usually cascation or caletfication will be found i some
glands, whilst others are solt and fleshy, The enlirgement may alicet the ileo-caccal
group alone, or may be generalised, alfecting the other groups as well.

Two examples of this group may be cited :—

Cuase I.—"The first was o schoolboy aged 17, whom T osaow i May, 19290 He was o hoarder
o darge public school. His previous history was bevond reproach. The finest wing-threequarter
plaving school foothall in the winter 1926-7, he carried all before him in the school sports in April.
1927, Just alter the sports his illness began with a0 sudden severe attack of right-sided abdominai
pain, with o rapid pulse and @ vemperature going up on the first day o over 1037, The school
doctor had diagnosed appendicitis, put him o bed on aoscanty fluid dict, and advised removal ol
the appendix when the attack hied subsided.

At this stage, about o formight adter the onset of the illness, T examined hime T found him a
vl thing vather pades bur apparenty wiry tvpe of schoolbove Ths pulse, temperature, and generald
condition were then normal, but there was stll decp tenderness in the right iliac fossa. Sone

small, hard, shoty glands were padpable in hoth sides of the neck, in both axillae, and both groins- -
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from the latter region they extended above Poupart’s ligament. Rectal examination was negative.

At this operation again no gross diseasc of the appendix wus found, but there were many
enlarged lymph-glands at the ileo-caecal angle. One of these was definitely caseating, but to
confirm the diagnosis of tubercle it was removed for histological examination.

Case 2.—The second case of this group was in a doctor, a woman, who came under my care
in March, 1923. Her first attack occurred during the war, when she was working as a student
house-surgeon.  She was contined to bed at this time with @ moderate rise of temperature and
pain and tenderness in the appendix region. The attack was thought to be due to appendicitis, but
owing to the stress of wartime work, operation was deferred. Similar attacks occurred from time
to time, especially when she worked too hard. The attack in which I saw her for the first time
followed close reading for her M.D. degrec. She complained of pain between the appendix and
gall-bladder regions, and at this point <she was tender, hut not rigid.  Her temperature was 1007,
ang her pulse 100, She herself feft sure she had appendicitis—this is & common history even in
lay patients.

At operation her appendix was Kinked, but not infuned, and unlikely to account for any rise
ol temperature, Her gall-bludder and  duodenum were normal, as were also her pelvie organs.
There were a large number of fleshy glands in the ileo-caccal region, and also in the mescntery
ot the small intestine, These varied in size from a smadl pea to @ hazel-nuty, and one definitely
calcarcous gland was found in the peripheral pare of the mesentery of the jejunum.

Subsequently she made wslow convaleseence, but stll got attacks of right-sided pain, especially,

1 ) s & I » 3] A
just as before her operation, when she became fatigued  with excessive work.  Following one
these attacks, she went for o fime o Switzeeland, and whilst there some enborged glands weree
demonsteated by Nerays in the vight <ide of the mediastinum, and were thought to account fon
her pain. She has never: shown amy ~ign, cither physically, clinically, or radiologically, ol
pulmoniwy disease, cnd I obelieve her condition has avisen by infection of her ileo-caeenl glands
with 2 bovine tubercle bacillus.

Diagnosis in these cases is particularly difficult. They show gastric symptoms,
often including pain one to three hours after food, hyperacidity, nausea, loss of
appetite, and constipation. They arce casily exhausted by overwork and confinement.
They are almost invariably tender in the right iliac fossa, though the tenderness is
above and internal to McBurney's point. Test-meal and radiological examination
may show hyperacidity and delay in emptyving of the stomach. They are often
regarded as examples of so-called appendix dvspepsia.

Operation for removal of this unoffending organ will not seldom be performed,
and laparotomy will at once clear up the diagnosis and indicate the lines of treat-
ment, which are those of tuberculosis elsewhere, With such treatment the prognosis
will be good, though the patients will be well advised to avoid over-fatigue and
confinement.

In both the foregoing groups the surgical pathology is clear and definite.
Though symptoms may be obscure and diagnosis diflicult, the pathology leaves
no doubt as to the nature of the infection and the correct lines of treatment.

3. The third group is less clearly defined.

The symptoms are vague in the extreme, suggesting at one time a discased
gall-bladder, at another a duodenal uleer, at still another o chronic appendicitis,
and yet the picture of any one of these is not quite complete. There is no rise of
pulse or temperaturce to indicate an inflammatory origin for the symptoms. These
arc the cases that pass from one hospital beneh to another. They have their
appendices removed by one surgeon, and their gall-bladders removed by another,
In the early days of gastro-cnterostomy they had this operation done because their
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pyloric valves did not admit two fingers, and this was later undone because to
their previous symptoms were added profuse vomiting of bile. They are usually
cdentulous as the result of traumatism, and their tonsils have been successfully
enucleated,

A complete epitome of their symptoms would be impossible on the present
oceasion, but 1 shall give you an outline of the notes of a case recently operated
upon in my ward (kindly supplied by my house-surgeon, Dr. George Kane) :—

Mrs. J., aged 34, married. Two children alive and well.  Pleurisy cight ycars ago. Bilious
attacks as a child and since. For the last one-and-a-half years dragging pain in the right side
close to the umbilicus. Attacks begin with vomiting. Pain has no relation to food, and is not
relieved by it.  Alkalies do not relieve.  Appetite good.  Bowels constipated.  Micturition and
menstruation normal. Loss of weight recently.

On examination, patient is pale and anzmic. Tongue moist. Teeth—uppers artificial, lower
incisors good. IFauces infected. Abdomen—outline normal, movements good. No superficial
tenderness, but on deep palpation two tender spots are found corresponding to Payr’s points as
already described.  Liver, spleen, and kidneys show nothing abnormal. Heart, lungs, and central
nervous system normal.

X-ray examination after an opague meal showed nothing abnormal, and the test-meal figures
lie within normal limits.

Operation through a right paramedial incision shows the gall-bladder, stomach, and duodenum
normal.  Appendix seemed fibrotic and distended at the tip, but no sign of inflammation—it was
removed. The glands of the superior mesenteric group were markedly enlarged, both those of the
intermediate zone as well as those within the root of the mesentery. The glands in the lesser
omentum were also enlarged.

That these glands are enlarged to a pathological degree T have no doubt what-
secver; that the enlargement is frequently tuberculous in origin is also beyond
doubt; but there are other enlargements which have not yet becen adequately
accounted for. Such cascs form an appreciable proportion of the chronic abdominal
problems occurring in practice. Out of 275 cases of this type, including appendi-
citis, duodenal ulcer, and mesenteric glandular enlargement, 1 find the following,
all proved by operation :—

Appendicitis - - - - - 82
Duodenal Ulcer - - - - 240
Enlarged Lymph-glands - - - 53

With the exception of Heusser's work, | can find i the literature no complete
reports on the histology, the bacteriology, or inoculation examination of these
cases. The clinical side of the problem has been studied, and many papers have
been published, but the subject awaits fuller investigation by the laboratory worker.

REVIEW

BEDSIDE INTERPRETATION OF LABORATORY FINDINGS. By Michael
G. Wohe, M.D. London: H. Kimpton, 1931. pp. 321; 133 figs. 23s.

Dr. WonE has written a most readable book. In it he describes laboratory investigations which

the practitioner who wants to cultivate a modest measure of personal laboratory work might

reasonably perform in his own consulting-room. He makes no attempt to make every practitioner

an expert in the more complicated chemical and biological tests, but confines himself (o the simpler

tests. The book can be warmly recommended to the general practitioner as being eminently practical.
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pyloric valves did not admit two fingers, and this was later undone because to
their previous symptoms were added profuse vomiting of bile. They are usually
cdentulous as the result of traumatism, and their tonsils have been successfully
enucleated,

A complete epitome of their symptoms would be impossible on the present
oceasion, but 1 shall give you an outline of the notes of a case recently operated
upon in my ward (kindly supplied by my house-surgeon, Dr. George Kane) :—

Mrs. J., aged 34, married. Two children alive and well.  Pleurisy cight ycars ago. Bilious
attacks as a child and since. For the last one-and-a-half years dragging pain in the right side
close to the umbilicus. Attacks begin with vomiting. Pain has no relation to food, and is not
relieved by it.  Alkalies do not relieve.  Appetite good.  Bowels constipated.  Micturition and
menstruation normal. Loss of weight recently.

On examination, patient is pale and anzmic. Tongue moist. Teeth—uppers artificial, lower
incisors good. IFauces infected. Abdomen—outline normal, movements good. No superficial
tenderness, but on deep palpation two tender spots are found corresponding to Payr’s points as
already described.  Liver, spleen, and kidneys show nothing abnormal. Heart, lungs, and central
nervous system normal.

X-ray examination after an opague meal showed nothing abnormal, and the test-meal figures
lie within normal limits.

Operation through a right paramedial incision shows the gall-bladder, stomach, and duodenum
normal.  Appendix seemed fibrotic and distended at the tip, but no sign of inflammation—it was
removed. The glands of the superior mesenteric group were markedly enlarged, both those of the
intermediate zone as well as those within the root of the mesentery. The glands in the lesser
omentum were also enlarged.

That these glands are enlarged to a pathological degree T have no doubt what-
secver; that the enlargement is frequently tuberculous in origin is also beyond
doubt; but there are other enlargements which have not yet becen adequately
accounted for. Such cascs form an appreciable proportion of the chronic abdominal
problems occurring in practice. Out of 275 cases of this type, including appendi-
citis, duodenal ulcer, and mesenteric glandular enlargement, 1 find the following,
all proved by operation :—

Appendicitis - - - - - 82
Duodenal Ulcer - - - - 240
Enlarged Lymph-glands - - - 53

With the exception of Heusser's work, | can find i the literature no complete
reports on the histology, the bacteriology, or inoculation examination of these
cases. The clinical side of the problem has been studied, and many papers have
been published, but the subject awaits fuller investigation by the laboratory worker.

REVIEW

BEDSIDE INTERPRETATION OF LABORATORY FINDINGS. By Michael
G. Wohe, M.D. London: H. Kimpton, 1931. pp. 321; 133 figs. 23s.

Dr. WonE has written a most readable book. In it he describes laboratory investigations which

the practitioner who wants to cultivate a modest measure of personal laboratory work might

reasonably perform in his own consulting-room. He makes no attempt to make every practitioner

an expert in the more complicated chemical and biological tests, but confines himself (o the simpler

tests. The book can be warmly recommended to the general practitioner as being eminently practical.
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Forty-four Consecutive Cases of Gastric Ulcer Treated
by Gastrcctomy

By P. T. CrymsLE, M.B., F.R.C.S.ENG.,

from the Royal Victoria Hospital, Belfast

AN examination of the records of the Roval Victoria Hospital, Belfast, for the
period 1919-1927 inclusive, a period of nine vears, shows that during this time
only twenty-cight gastrectomies and pylorectomies, apart from the series under
discussion, were carried out by the seven surgeons of the staff. If we may conclude
that the surgery of this hospital is a fair sample of the surgery of Ulster, then we
are justificd in stating that in the past our Province has had its gastric ulcers
treated medically, or by gastro-enterostomy, with or without local excision of
the ulcer.

Modern gastric surgery originated in Vienna, and therefore we are inclined to
look to Vienna for a lcad in the surgical problems of the stomach. .\ number of
papers by the leading Viennese gastric surgeon, Finsterer, some ten years ago,
produced a marked change in method which is now beginning to bear fruit in
foreign countries. In this small series of cases, I have mercly followed the practice
of Finsterer, which is to remove the lower half, or lower two-thirds, of the stomach,
which includes the ulcerated area, and to restore the continuity of the alimentary
canal by a retrocolic end-to-side gastro-jejunostomy.

There are six different surgical methods available for dealing with gastric ulcer:—

Excision o¥ ULcer.—This would appear to be insufficient, as there is a tendency
for the ulcer to recur, since nothing has been done to diminish the ulcer tendency.

GASTRO-ENTEROSTOMY.— ['his method gives good results in cases of prepyloric
ulcer. In my series, the gastric ulcer developed in the presence of a gastro-
enterostomy in three cases. I have in my possession a radiogram of a gastric ulcer
treated by gastro-enterostomy twenty-five years ago. The patient has never been
free from indigestion, and the stoma is seen functioning to the left of the ulcer site.

WEDGE RESECTION AND GASTRO-ENTEROSTOMY.—This is suitable for small mobile
ulcers, but it may leave behind a large area of diseased mucous membrane.

CauTERISATION OF THE ULCER, plus gastro-enterostomy.—This method gives
good results in Balfour's clinic, but I have no personal experience of it.

SLEEVE RESECTION, plus gastro-enterostomy into the lower compartment.—This
operation takes longer to perform than a gastrectomy, and has the disadvantage of
leaving the pyloric end of the stomach the gastrin (HC1 ferment) producing area.

GasTRECTOMY.—Of these methods, this appears to offer the best chances of
success, and in support of this vicw may be cited the following facts :—

(a) There is a reduction of acidity in the gastric contents.
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(b) The ulcer-bearing area (pvloric end of the stomach and lower two-thirds of

the lesser curve) is removed,
(c) Tt offers the safest and casiest means of dealing direct with an adherent ulcer.

(d) Not only is the palpable ulcer removed, but the excised area of stomach is
often found to be the seat of gastritis and multiple ulcers.

(e) The danger of leaving a cancerous ulcer untouched is eliminated.

(f) The danger of jejunal ulcer is almost completely eliminated. (It was absent in
Finsterer’s last three hundred cases.)

Every case in the series under review which was subjected to N-rav examination,
showed some form of abnormal opaque meal result. .\ niche was present in cighteen
out of thirty-three cases. This abnormality appears as an opaque spur projecting to
the right from the lesser curve. It indicates the site of the uleer, and is produced
by the ulcer. Seven-hour gastric retention was the only abnormality found in twelve
out of thirty-three casces. The retention is in the lower pole, and gives no indication
as to the site of the ulcer. An hour-glass stomach was noted in ten out of thirty-three

cases. In seven of these a niche was present, and in three there was no niche.

SYMPTOMS.

The symptoms present in the series mayv be discussed under four headings :—
Pain, vomiting, haamorrhage, loss of weight.

Pain.—This svmptom was present in every case of the series, It would appear to
be the one and only symptom which is invariably present. It is usually related to
food, but the time of onsct varies according to the patient. The usual period is half
an hour to one hour after food, but it may be extended up to three hours. A number
of patients complain of pain, but give no definite relation to food.

Vomiting.—This svmptom was present in eighteen out of fortv-four cases. Tt
tends to relieve the pain.

Hemorrhage ——In cleven out of forty-four cases hiemorrhage was present, cither
in the form of hamatemcsis or melaena. It should, however, be noted that this
condition is often found in the absence of uleer.

Loss of Weight.—In nine out of fortv-four cases there was a loss of weight. Tt is
most unusual to find a gastric ulcer in a fat person, but it does occasionally happen.
Case No. 26 was fairly stout, and showed a large chronic perforation on the
posterior wall of the stomach,

THE AFTER-TREATMENT of patients who have had the operation of gastrectomy
performed mayv be summarised as follows - -

(@) Haemostatic scrum, 2 c.c.
(h) Glucose saline per rectum, or intravenously il shock is present.
(¢) Fluids only, by the mouth, for five davs.
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(d) No aperient stronger than semproline with phenolphthaline.
() Gastric lavage for persistent hiemorrhage or obstructive vomiting,
(f) Alkalies by the mouth for sceveral weeks.

In discussing the treatment of gastrie uleer, it should be borne in mind that the
most successful operation vet devised is that of gastrectomy, and in my experienee it
is the casiest and safest type of operation in those cases where the uleer is adherent
to the posterior abdominal wall @ in cases of lesser-curve uleers of medium size, and
in which there is a considerable arca of inflamed stomach around them @ in all cases

of gastric or jejunal uleer following gastro-cnterostomy.

It should be remembered that syphilis may produce gastric uleer, in which case
the uleer will heal rapidiv with the usual anti-specific remedices. Also, that quite a
number of gastric ulcers appear 1o be associated with tubercular discase of the Tungs,

and this of course introduces an additional risk into the operation.

An interesting point in this series of cases is that in all cases the uleer was
situated in the lesser curve, and in most on the posterior surface. The commonest
site was that part of the lesser curve which overlies the pancreas, the pancreas
often forming the floor of the uleer.

Docs this pathological feature throw any light on the causation of the condition®
The lesser curve is the most fixed part of the stomach, it is the site of the “"magen
strasse,” the permanent stomach canal, and is intimately related to the gastric
vessels, lvmphatics, and nerves. My belief is that these lesser-curve ulcers begin
as acute or sub-acute perforations, and that leakage is prevented by adhesion to the
pancreas or lesser omentum, consequently they do not come to the surgeon as

poiforations.

Once the margin of the perforation becomes fixed to the pancreas, healing cannot
take place. The stomach cannot grow a new wall, nor can it contract <o as to

oblterate the defect.

Nothing but a dircet attack on the uleer can remove it. No medical treatment, no
alteration of the physiology of the stomach by gastro-enterostomy will suflice.
Without a dircet attack, the patient mayv live, mav at times be free from the

svmptoms, but the patholozical anatomy will persist.

I'know of no variation in stomach anatomy which might be an wtological factor,
and which might he dealt with by some simple operation, unless possibly o hvper-
trophic narrowing of the plvoric canal. Some surgeons are performing pyloroplasty
when they fail to find an uleer in patients with ulecr symptoms. | have done this
frequently withont causing harm, and 1 have ver jo see an o nleer develop after the
operation.

Against the obstructive wetological factor, advanced by Bolton, is the fact tha
pyloric and duodenal obstructions do not lead to gasirie uleer, and T have no record
of a gastric ulcer developing under such conditions,
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RestvLTs.—There were forty-four consecutive cases of gastrectomy for gastric
ulcer from 1923 to [431. Of these twenty-seven were in males, and seventeen in
females. Four of these died as a result of the operation, and one died subsequently
(G.S. W, head). The patients have been communicated with recently, and the results

may be classified as follows :—

Very good - - - - 27
(Giood - - - - - 4
Fair - - - - - 9
Not recorded - - - - 6
Deaths - - - - B

Much may be done to prevent the appearance of gastric ulcer by bearing m mind
the following simple rules :—

(1) Three squarc meals a day should be the rule,

(2) No intermediate snacks or drinks are taken, and food should be caten slowly.

(3) Tobacco shouid be avoided.

(4) Careful mouth hygiene is essential.

SPECIAL CASES.
Case No. 30,

L91T—Gastro-cuterostomy and appendicectomy for duodenal uleer. Remained well
for seven vears, when pain and bleeding appearced.

1927—Duodenum normal. Margin of stoma red and inflamed. Gastro-enterostomy
undone.  Remained well for one vear, when pain reappeared.

1930—\Ndmitted to Roval Victoria Hospital for hiematemesis and pain two hours
after food. Operation showed a duodenal ulcer. Two-third gastrectomy
performed.

(Good result up to present.

This case shows the controlling cifect of a gastro-enterostomy over duodenal

ulcer.
Case No. 29.

This man started his abdominal carcer with a perforated duodenal uleer, which
was treated by another surgeon by closure and gastro-enterostomy.

Later he returned to the Roval Victoria Hospital with dyspepsia and hama-
temesis.

At operation one found—Scarring of duodenum; stoma normal; large posterior
lesser-curve ulcer (3 inches broad by I inch high), floor formed by pancreas, at level
of incisura angularis, and separated by a narrow bridge of stomach from the stoma.

Gastrectomy performed.

Good result up to present.
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Case No. 89.

1921—Gastro-enterostomy for duodenal ulcer.
1923—Treated medically in Royal Victoria Hospital for indigestion.
1924—QOperation.
Pathology.—Gastro-enterostomy, stoma normal, Immediately to the left
of the stoma was an ulcer of the stomach, the size of a penny, which had
perforated all coats and was supported by the pancreas.
Gastro-enterostomy undone, jejunal opening closed.  Lower

Technique.
two-thirds of stomach, including ulcer, removed, and an anticolic end-to-

side gastro-enterostomy performed.
IFollow-up, May, [930—Has been in excellent health since operation. Carries out
full work as a packer. Meals must be small. If a large meal be taken, he

may vomit.  No mcrease in weight.

Cuse 1o (Fig. D).

Hour-glass contraction and Haudek's niche in the middic third of the stomach,

Symptoms for twenty-six vears, consisting ol pain two hours after food.

The operation revealed alarge aperture on the posterior wall of the lesser curve,
floored by the pancreas. The perforation was the size of a crown picee.

Thrce-fourth gastrectomy performed.

I'he operation was performed four yvears ago, and there has been a complete
abolition of symptoms, The patient carries out the full dutics of a postmistress.

Cuse § (Iig. 2).

Hour-glass contraction at junction of the lower and middle thirds of the lesser
curve. There 1s no Haudek's niche.

A man aged 63, with hunger pain for seven vears.

The operation revealed a lesser-curve uleer, which had perforated the stomach
wall, and was floored by the pancreas.

Two-third gastrectomy performed.

The operation was performed five vears ago, and the patient remains free from

all symptoms.
Case 32 (Fig. 3).

A labourer aged 338, .\ medium-sized Haudek's niche about the mid-point of the
lesser curve. No hour-glass contraction.
The symptoms, which included pain, vomiting, and haemorrhage, had been
present for one vear.
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At operation one found a free anterior lesser-curve ulcer, surrounded by an
extensive area of hard, inflamed stomach.
Two-third gastrectomy performed.
Severe primary haemorrhage into stomach cavity was controlled by gastric lavage
and the instillation of twenty minims of adrenaline. -
Result excellent.
Case 6 (Fig. 4).

Haudek's niche and hour-glass contraction in the middle third of the stomach.

A woman aged 53, who had complained of epigastric pain half an hour to one hour
after food for ten vears.

Operation revealed a lesser-curve uleer. Two-third gastrectomy performed.

The operation was performed five vears ago, and since then the patient has
increased two stone, five pounds, and has been free from all dvspepsia. She takes

ordinary food and does ordinary houscwork.

Case 238 (Fig. 5).

Woman aged 24.  T'he specimen consists of the Tower hait of the stomach, the
pviorus, and a small portion of duodenum. The pylorus is contracted; and is occu-
picd by a glass rod. The stomach, viewed from behind, shows o perforation on the
pusterior wall the size of a florin, and surrounded by scar tissuc. In the body this
aperture was closed by the pancreas.

Historyv.—Stomach trouble for twenty-five vears. Periodic attacks of severe pain
one hour after food. Operation for perforation of wgastric ulcer nine years ago.
Symptoms persisted after operation, which consisted of closure of the perforation.

Gastrectomy was performed in 1929, and the specimen obtained.

Case 3} (Fig. 6).

Man aged 3R. The specimen consists of the lower two-thirds of the stomach and
a small portion of duodenum, viewed from the front. There is a large aperture on
the lesser curve which, in the body, communicated anteriorly with a cavity in the
liver and posteriorly with an ulcer in the pancreas. The whole lesser curve wis
firmly bound to the posterior abdominal wall and the pancreas.

Historv.—Symptoms for cight months—scvere pain one to one and a half hours
after food, heematemesis, vomiting.

The operation was rendered difficult by the involvement of most of the lesser
curve and by adhesions around the duodenum. Two-thirds of the stomach was
removed, but the remaining posterior stomach wall was in poor condition for
suturing. The patient died two days after operation with leakage from the posterior
line of the anastomosis.

(For tabulated list of cases, see next page.)
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DR. JAMES MCDONNELL.

BLOCK KINDLY LENT BY THE
BELFAST NATURAL HISTORY
AND PHILOSOPHICAL SOCIETY



The Founder of the Belfast Medical School

By SamurL Smmms, B.sc., M.D., M.R.C.P., D.P.H.

THE School which this new journal represents had its origin a little over a hundred
vears ago, and from a small beginning it has expanded, until to-day it holds no
unworthy place in the great commonwealth of nations that constitutes the Empire.
Its fame is upheld by its graduates who are scattered over the four quarters of the
earth, and this is a direct result of the well-laid plans of one James McDonnell, the
son of the owner of a little property in the Antrim Glens, wicre ne was Born in
1762, about a quarter of a mile from Cushendall on the road to Red Bay.

In 1720 McDonnell's father died, and a few vears later he proceeded to lidin-
burgh, then the medical Mecea of Great Britain, where he graduated in 1784, His
thesis was “*On the Drowned.” He discussed the various methods then known of
resuscitation, and suggcested as a last resort, transfusion of blood. He then scttled
in Belfast, where he gradually built up a large practice. The population of the
town was about 17,000, and there were about ten physicians in practice, chief of
whom was Dr. Hallidav, the friend of Lord Charlemont.

The last ten vears of the cighteenth century in Belfast were vears of crowded
life, political and inteliectual, and it was during this period that the philanthropy,
the foresight, and the enthusiasim of McDonnell succceded in laying the foundation
of the Medical School by the establishment of the BELrFasT DispeExsary. Previous
to this the only medical relief in the town to the indigent was rendered by the
Belfast Charitable Institution in Clifton Street, which, however, was limited in
proportion to its means and accommodation. s a conscquence, many of the poor
recelved no medical treatment at all, and to remedy this was the aim of the founders
of the Dispensary. In the words of Malcolm, the historian of our Hospital :
“Amongst this nobie band of philanthropists it cannot now be considered invidious
to distinguish the name of one who may, without exaggeration, be considercd to
have represented this end throughout his active life, all the energy and zeal which
animated and cheristied this charitable movement—James McDonnell, M.D., of
whom it will be suflicient at present to state that in times of the greatest apathy

towards his favourite project, and when almost unassisted by an encouraging hand,
he continued to tend and watch over it with fostering care and unabated interest,
until it had reached a vigorous maturity. ™ The prospectus was issued on 13th April :
£30 only was asked for the initiation of the scheme. The first general meeting was
held on the 19th, and the medical officers, Dr. McDonnell and Dr. White, werc
appointed on 16th May. .\ house was taken in West Street (off Smithfield), and the
infant charity started forth on its wav. Its aim was to supply free medicine and
free medical attendance to the indigent poor, and also to visit them in their homes
when occasion required. The davs of attendance were Mondays, Wednesdays, and
Iridays at 10 a.m., and the Dispensary was open ull 3 p.m. The charity was
popular with the class for whom it was established, and in a little over four years
2,406 patients had received medical or surgical advice, and medicine valued at
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£120 per annum, which is at the rate of 4s. 4d. per person, or £21. 13s. {d. per
hundred.  Of these, 1,740 were cured, 336 relieved, 50 reported as incurable, and
280 died or made no report.

In the vears foliowing 1792 there is hittle evidence of Dr. McDonnell's move-
ments, It s known, however, that he was occupied with the Dispensary and with
his private medical practice.

A further step was taken in 1797, on the meentive of Dr. MeDonnell, to found
i public hospital. He was long convineed that it was necessary to have a hospital
where fever cases, which were very prevalent aimongst the poor, could be properiy
attended.  Typhus was a great scourge of the town for many vears, and it was
impossible 1o controi the mfection and nurse these patients in their own homes.
On Tith April this idea was publicly adopted by a Committee, and on the 17th a
dwelling-house was taken in Berry Street at a rental of £20 per annum. Six beds
and other requisites were ordered. .\ nurse was appointed, and on the 27th the
physicians and surgeons of the Dispensary were asked to attend at the new
institution.  The new hospital—-the first hospital in Irelund for icier—was thus
inaugurated. Tt was reported on the st june that ten patients had been received
into the hospital, cured, and discharged.

Ihis new institution, The Belfast Fever Hospital and Dispensary, was in this
way established, and the future expansion and foundations of the Medical Sehool
can be traced to this small hospital of six beds, opened in May, 1797, The first
appeal for public assistance was issuced on 6th October. It stated that sixty
patients had then been admitted to the hospital, with only one death, and the
importance of this work to the community was stressed. The original subscriptions
for the hospital had amounted 1o £33, and at the date of the appeal nearly £33 had
been expended on the sixty patients,

In a printed letter of John Tempicion (1766-1825), the Belfast naturalist, dated
September, 1797, it is stated : “Our benevolent friend, the doctor, willing to do
every service i his power to mankind, lately set on foot a fever hospital; the
institution was certainly good, but it has proved what many people prognosticated- -
Soseminary for diseases,” since 1t has only been three months established, the
housekeeper, the apothecary, the dispensing surgeon, Alexander McDonnell, and
Dr. Boisragon, also the doctor himself, had ali caught the fever by their attendance,
They are ali happily recovered, but the last-mentioned, and he is also convalescent.™
This incident perhaps was a factor in the temporary abevance of the charity, as
the extreme infectiousness of tvphus and its mode of propagation was not then
understood.

In September, 1799, @ meeting was held 1o revive the hospital, and £113 was
collected by means of a charvity scrmon of the Revo William Bristow. Three houses
in West Street at the corner of Smithfickd were taken, and turned into a hospital.
Dr. James McDonnell was appointed phvsician, and Miro Bartholomew Fuller as
surgeon.  From this time forward for the next eighteen yvears, the Belfast Hospital
and Dispensary increased i importance and in the atfections of the people of the
town. The guiding hand wius that of McDonnell, who devoted his time, his
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services, and his talent to making the Hospital a success. From December, 1799,
to October, 1800, 14¥ patients were admitted, with 12 deaths, and from that date
to 3th August, 1801, 249 were admitted, with 1& deaths. Thus in a little over a
vear and a half, there were 398 cases, mainly of typhus. For many years the only
cases that the hospital could receive were those of fevers, their urgency gencrally
excluding medical and surgical cases. Up to the year 180T the hospital and
dispensary was entirely supported by voluntary contributions, but in that ycur the
Irish counties were enabled by Act of Parliament to grant certain sums for
maintenance of these charities. The sum granted in this year amounted to
£193. 7s. 6d., and the progress of the hospital was so assured that at the closc ol
the vear the question of extension was considered, but temporarily abandoned.

In IX10 the first decisive step was taken towards the crection of a new Lospital
building. .\ portion of ground was selected in Frederick Street, a lease obtained
by Dr. McDonnell;, Wm. Clarke, and \WWm. McS. Skinner from the Marquess of
Donecgall, and a Building Fund was commenced.  In the following year the Buiiding
[fund was increased by means of Charity Sernons, and the labours of coilectors,
and on Hth June, 1815, the first stone of the new building was laid by the Marquess
of Donegall.  The foundation stone has a long inscription beginning with [loc
nosocomiwi wgrotis et arti medicee sacrum.

Dr. McDonnell now became the leading physician of Belfast, a position which
he maintained for over thirty years, untl ill-health forced him to retire. He was
clearly the leader in the foundation of the new hospital, and his activity was
everywhere visible. The yvears 1216 and IRI7T were pre-eminently ““hard yvears,™
and they were associated with a revival of the dreaded typhus. The building of the
hospital was pushed on, and at length the wards were opened on Ist August, 1317,
I'he epidemic was at its height, the patients were transferred from the old hospital,
“though the walls were wet and the staircases scarcely secure,” and no application
from town or country was refused. This hospital of one hundred beds was Turther
taxed in [&12 by the admission of 1,530 patients, and in 1319 by 1,258, From X117
til 1821 no patients were admitted to the hospital except fever cases; it was
probable that in these epidemics a fourth of the population was infected. 1t was
the intention from the foundation of the hospital that its advantages should not be
confined merely to the inmates. ““The physicians and surgeons of Belfast should
be tvited 1o place their pupils there, 1o acquire experience by obscrving its
practice, and in the course of a few years it might become a school of physic and
surgery of no trifling importance to the yvoung medical student of this neighbour-
hood and of the Province of Ulster.” This, however, was not adopted until
January, 1820, when the Committee recognised that pupils should be admitted into
the hospital, and that cach of the medical attendants might introduce one pupil 1o
act as clerk or dresser. The first registered medical student ol the hospital was
Mr. B. Bingham, who was registered on 21st December, 3215 from that date
up to 1350 over four hundred students passed through the hospital. In 1222 *The
Belfast Medical Society' was revived by four physicians, one of whom was Dr.
MeDonnell. The original Society founded in 1306 had lasted to IRTL when it was
dissolved. It was now again revived, a valuable medical library was collected
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and located at the hospital. In process of time, this Society became the parent of
the Ulster Medical Societv, which to-day possesses its original Minute Bool.
For some vears manv pupils attended the hospital, but the question of promoting
svstematic clinical lectures onlv became prominent at the close of =26, D,
McDonnell, however, had advocated in IR21 that the hospital should provide the
nucleus of a medical school. In [R27 1t was decided that such Tectures would he a
great advantage to the pupils and to the hospital, and on 3rd June the senior
physician, Dr. James McDonncll, gave the first clinical lecture on “Systematic
Medicine.”" The Belfast School of Medicine had started on its way. [ts author
had now reached the summit of his medical carcer: he had come to Belfast many
vears previously, he had founded a Dispensary, he had founded a Hospital, and in
the lecture-thcatre he had become a teacher of his profession. The full fruits of his
plans were not vet matured, but some vears later (1836), before his death, the
Medical School was completed by the establishment of a medical department in
the Academical Institution. The Medical School of Belfast was founded in the old
General Hospital, improved by the formation of the medical department of the
Academical, and completed in TR{R by the establishment of the Medical Faculty in
the Queen’s College.

Feeling that the time had arrived when he should retire from his active duties,
he resigned, and was appointed to the consulting stall’ of the hospital in 182R,
In the same vear, on 1&h April, he was presented with o service of plate, valued
at £700, inscribed as follows: “To James McDonnell, Esq., M.D., who during
a period of nearly forty vears has devoted his time and eminent talents to the work
of humanity,whosc gratuitous advice has alwayvs been at the service of the poor, and
to whose exertions this town has been principally indebted for that invaluable
institution, the Fever Hospital and Dispensary, this service of plate has bheen
presented by the nobility, Ladies and Gentlemen of Belfast and its vicinity, as a
tribute of their respect and esteem.  a.p. 1828 This testimonial was a proof of
the high position he occupied in the minds of the community, and it was certainly
well deserved. For manyv vears after this he still continucd to practise his
profession and to take an active part in scholarly work. His residence throughout
his long life was No. 13 Donegall Place. He was of medium height, and his
countenance was open, impressive, and cheerful. He was quick and able in speech,
and had a good stvie of composition. In medical science he was against the practice
of emploving wet nurses, and urged that children should be nursed by their own
mothers. He was interested also in the various phenomena associated with
irregularitics of the pulse, and was skilled in the treatment of fevers.

He survived until 5th April, 1845, when he died in his cighty-second vear. e
was then the oldest member of the profession in the city. His funeral was attended
by the Mavor and members of the Corporation. Tt left Belfast at 9 a.m. for
the journey to the churchyvard of Lavde, about one mile north of Cushendall, where
his remains rest amongst those of his illustrious ancestors. .\ beautiful Celtic
cross was erected to his memory, which cannot ever be forgotien (St monumentum
requiris circumspice), for to his foresight we are indebted to-dav for the Belfast
Medical School.
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P.S.—Mv original article contained references to the ancestry of Dro James
MeDonnell, to his bovhood davs in the Glens of Antrim, to contemporary opinions
on his method of practice. 1 mentioned also his association with the United
Irishmen, how he organised the Belfast Harp Festival of 1792, and how I
promoted the Belfast Reading Society, out of which grew the Linen Hall Library
how he was a foundation member and first president of the Belfast Literary Society,
1801, and how he organised the philanthropic Belfast Harp Society in 1806, 1y
seemed to me that these additional records gave one a view of the man himself, bu
the editorial shears have excised the above and left only a record of his medical
work. The above deficiencies then must not be attributed to Lack of knowledge on
the part of the author.--S. S.
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\ SHORT HISTORY OF ANATOMY. By Richard 1. Hunter, M.D., M.Ch.,
Ph.D. Second Edition. London: John Bale, Sons & Danielsson, Ltd. pp. R6.
3s. 6d. net.

Tuis little volume has now reached it sccond edition, which would show that there is o definite
place for it on the student’s bookshelf. Those of an inguiring turn of mind would often be glad
1o e more of men whose names cre attached to <o miiny anatomical struetures, and for such
the Targer works on the history of Medicine and Anatomy are often out of reach, Here Drc Hunter's
book is of great value.

The story of the events leading up 1o the passing of the Anatomy Act of 1832 is most vividly
related, and should be read by all medical students at the beginning of their studies so that they
may appreciate the different conditions under which they study anatomy compared with those of
a century ago,
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Simple Achlorhydric Anzmia in Children

By F. M. B. Avten, m.p., M.r.C.P. (LonD.), and G. P. McCutrach, m.8., B.sc.,
from the Belfast Hospital tor Sick Children.

For some time past attention has been directed in the periodicals of this country
and America to a condition variously described as simple achlorhydric anaemia (1),
cryptogenic achylic chloraniemia (2), pseudo-pernicious anaemia (3), hypochromatic
anemia (4), idiopathic sccondary anamia (3), and chronic chlorosis (6). It is true,
however, that Faber (7) in 1914 drew attention to the condition, and that various
continental observers have emphasised its distinctiveness from time to time. It

. yo

seems to us that the term ‘‘simple achlorhvdric anaemia’’ is the most suitable, as

this includes and emphasises the common clinical features of the condition.

The diseasc is said to be more common in females with an age incidence of 35

to 40 vears. Anamia is the predominant feature, but it is associated with gastro-
intestinal symptoms, particularly of flatulence. The anaemia is characteristic in
that the red blood cells are only moderately reduced, if at ally whereas the hiemo-
globin reaches very low readings, twenty-five per cent. not being unusual. Dyspneea
is prominent, and the patient, aithough the red cells may number over four
millions, is unable to attend to her duties; whereas the patient having pernicious
anzemia with a red cell count of under three millions may be capable of carryving

.

on with his work. According to Davies (&), the “gastro-intestinal symptoms
consist of discomfort and fullness after food, a poor appetite, and flatulence. These
are, like the anwemia, of long standing, and may dominate the picture for a number
of years. The anorexia may be more marked in the morning, and improve towards
evening. Discomfort ix worse after meat, and less after carbohydrate foods: in
consequence, the diet becomes one of bread, potatoes, milk puddings, and tea, the
patient being led by her symptoms to believe that other foods are injurious. Many
of the patients, when asked, remarked on their loss ol desire for any change of
diet; they had not touched meat for years, and they were satisfied if they ingested
small and frequent carbohydrate feeds.” The complexion is sallow, resembling
pernicious anwmia, but distinguished from sccondary an@emia by an icteric tinge.
According to some observers, there is an atrophy of the mucous membrance of the
tongue, but never associated soreness. The nails are split longitudinally, and arc
commonly flat, or even sometimes spoon-shaped.

The gastric sceretion is of particular interest, as there is absence of free hydro-
chloric acid, associated with, it is said, rapid emptying of the stomach contents
and increased viscosity of the gastric juice. Such is a brief summary of the
condition which is gathering many excellent clinical descriptions around it.

During the course of a routine investigation of two cases of anwmia who were
in the ward in the Belfast Hospital for Sick Children carly this year, it was found
that the blood examination showed a marked reduction in haemoglobin associated
with achlorhydria. One casc, Winifred G., aged ten years, had a red cell count of
5,837,500, white cells were 6,875, and haemoglobin 35 per cent. The differential
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count was—polymorphonuclears 71 per cent., lymphocytes 17 per cent., mononu-
clears 11 per cent., and eosinophiles 1 per cent. The other patient was Thomas C.,
aged eight years, who had a red cell count of 5,775,000, white cells 4,375, and
haemoglobin 30 per cent. The differential count showed polymorphonuclears 67
per cent., lymphocytes 26 per cent., mononuclears 6 per cent., and cosinophiles
I per cent. In both cases there was total absence of free hydrochloric acid in the
[ractional test-meal analysis, and in both the ansemia had been of long standing.

The examination and appearance of these cases recalled to memory a family of
seven children, three of whom were examined and investigated in 1926 and 1927,
and who could not be placed in any recognised group in the accepted classification
of the anzmias of infants and children. At that time, however, a test-meal was
not c¢xamined. These children, Muriel W., Gladys \W.  and Harold \\., were
shown at the mecting of the Association of Physicians of Great Britain and Ireland
at Belfast in 1927, The provisional diagnosis of a congenital family aniemia was
made, for although the appearance was very like peraicious angmia, the blood
cxamination negatived that conclusion. Conditions such as acholoric jaundice and
syphilis were excluded. In view of the recent interest in achlorhydric anwmia,
it was decided to investigate these children further, and within the past few weeks
4 number of blood counts have been done, and fractional test-meals examined.
ree hydrochloric acid was found to be absent in two of the children, and very
much reduced in the other. [t would have been interesting to have been able to
report on the blood and gastric contents of all the other four children and ol the
paients, but this was not possible.  However, we are able to present the biood
examinations of two of the normal children, and a test-meal was made on another.
These showed normal bloods and a normal test-meal. In June, 1927, Gladys W. was
thirteen vears of age, and the blood examination then showed 5,105,000 red cells,
6,400 whites, and haemoglobin 10 per cent. Muriel W was nine, and had 6,090,000
red cells, 6,600 whites, and hazmoglobin 33 per cent. The van den Bergh and
\Wassermann reactions were negative, and the fragility of the red cells was normal.
it was decided to keep the chiidren on liver and a simple iron tonic, which has been
lkept up constantly for over four years. In March, 1931, they showed red and white
celi eounts practically the same, but the hwemoglobin had risen in Gladys to 64
per cent. (70 per cent. in August, 1931), and in Muriel to 80 per cent. Fractional
test-meals showed complete absence of free hydrochloric acid in Gladys, and marked
Jdiminution in Muriel. The boy, Harold W, was cighteen years in 1927, and showed
a count of 3,450,000 red cells, whites 7,600, and hwmoglobin 30 per cent. The
differential count showed polvmorphonuclears 63 per cent., lymphocytes 31 per
cent., mononuclears 3 per cent., eosinophiles 2 per cent., and basophiles | per cent.
Ihe van den Bergh and the \Wassermann reactions were negative, and the fragility
of the red cells was normal.  In 1931 the reds were 3,030,000, whites 14,600,
haemoglobin 35 per cent., and diflerential counts the same. A\ fractional test-meal
was examined, and total absence of free acid was demonstrated.

Olga W, is o normal child, a sister of the last three cases, and twelve vears of
age.  Her red cells number 5,000,000, whites 16,000, and haemoglobin 90 per cent.

40



Polymorphonuclears are 65 per cent., lymphocytes 28 per cent., mononuclears 4 per
cent., and eosinophiles 3 per cent. Her fractional test-meal was normal.

Dorothy \W.  also a sister, aged twenty vears, shows red cells 4,900,000, white
cells 12,420, and hwmoglobin Y0 per cent, Polymorphonuclears are 70 per cent.,
lymphocytes 20 per cent., mononuclears 9 per cent., and eosinophiles 1 per cent.
The fractional test-meal was not done,

It seems a reasonably fair assumption that the threc affected children had absent
(or in the case of Muriel W, diminished) free hydrochloric acid in 1927, Mills (5)
mentions that there is sometimes a history of anamia in other members of the
family, and Witts (9) discusses the familial occurrence of simple and pernicious
achlorhydric anwemia sufliciently to exclude any reference here.

Witts says that he excluded cases under ten vears, as a symptomatic and transient
achlorhydria is not uncommon in infantile anwmias, but we believe, as these cases
show a blood syndrome along with achlorhydria similar to the condition in adults,
that the condition is the same occurring in children. The examination of the family
W. would suggest that the achlorhydria is not a transient phenomenon. There
does not scem to be any other reasonable diagnosis, as treatment for simple
secondary anemia was unsuccessful until very large doses of iron or iron and liver
were given. In addition, every possible source of bleeding was investigated, and
other diseascs which might have accounted for the condition were excluded. Tt is
admitted that the nail changes are absent, and gastro-intestinal symptoms are
present chiefly as deficient appetite, but this might be expected, as all obscrvers
emphasise that these are present only after a prolonged period.  Lack of energy
and lassitude, “*being casily tired,” were the chief subjects of complaint.

Another case came under observation quite recently which may also be one of the
same condition. A boy, Hugh H., aged eight years, has red cells numbering
3,888,000, whites 5,300, and hamoglobin 35 per cent.  His test-mcal revealed
total abscnce of free hyvdrochloric acid, and in five weeks, after treatment with
increasing doses of iron, his hwemoglobin reached 60 per cent.

The interest of these cases seems to be that the condition of simple achlorhydric
anemia described by previous observers in adults, does occur in children : three
cases in separate families arc noted, as well as three cases occurring in one family,
the other four members of which are unaflected.

SYMPTOMS.

The appearance of the children suggested pernicious anzmia as met with in
adults, the colour being sallow with an icteric tinge. Nutrition is good, but little
complaint was made of gastro-intestinal symptoms, although the appctite favoured
a carbohydrate dietary. lLack of energy and lassitude were marked, and these
formed the main source of complaint along with the obvious anemia. Changes
in the nails have not been noted in these cases, but the spleen has been palpable in
three of them. In two of the cases there was an intermittent low pyrexia for some
weeks during the stay in hospital, for which there was no obvious cause. The
tongue has been clean in all cases, and no complaint of soreness has been made.
As regards the fractional test-meal, free hydrochloric acid has been absent in five,
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and markedly reduced in one, but there has not been any excess of mucus,
probably accounted tor by the factor of youth. This possibly is associated with the
absence of the gross gastro-intestinal symptoms described in adults. Histamine
tests have not been made upon the gastric secretion in any of the cases.

TREATMENT.

Owing to the superficial resemblance to pernicious anwemia in 1927, the children
W, were advised to take liver as well as a simple iron tonic.  The improvement
was so obvious that the mother insisted on them continuing with the liver constantly
during the intervening tour or five vears, and the blood examination now made in
1931 shows the satisfactory progress made.  \ccording to Witts, liver alone is not
ol much value, but combined with iron he concluded the effect was better. The
other three children who came under observation this year were treated with at
least twice the ordinary dose of iron,  Idozan, on account of its palatability and
lack of digestive difliculties, was much favourced and quite effective.  Mills recom-
mended iron combined with copper, and some of these children have been taking o
colloidal preparation ol iron and copper since discharge from hospital. Josephs (10)
has made a valuable contribution in this conncction, that the effect of iron is hrst
on the reticuloeytes, and then on the hiemoglobin, with a latent period before the
cifect on the hiemoglobin s manifested, and he states that copper accelerates
hiemoglobin formation, but has no influence on the reticuloeytes. 1t is interesting
to recail that the preparation of iron which is most successful in raising the haemo-
globin content is reduced iron, and it is possible that this good effect is very lTargely
duc to the copper impurity which it is known to contain. The importance of this
latent period in iron-therapy is noteworthy, and it secems to be exaggerated in
simple achlorhydric anzemia. \We found that there was very little response to iron
for some time, and that a period of as much as three weeks might elapsc before
there was any definite clinical improvement.  In practice we need to remember that
the ctfect 1s not immediate.

Procyosis.

In adults this has not been considered good as regards o permanent cure, there
heing little tendency to spontancous recovery.  Ndmittedly the haemoglobin can be
raised and the condition of the nails cleared up, but continuous treatment is always
necessary. Two of the children W. were observed and treated before they had
reached puberty, and it is possible that in children who are treated before puberty
« better ultimate result may be possible. Although the other three cases which
have not reached puberty have not been sufliciently long under observation to prove

this suggestion, their response lends considerable support to it.

DiacNosts.

Obscervation of the achlorhyvdria associated with anwemia of the type described
is characteristic, The colour-index is never above unity, and always much under
this tigure. There does not seem to be any reduction in the red cells, and nucleated
reds were never seen. The presence of achlorhvdria distinguishes the condition
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from ordinary sceondary aniemia, In all cases syphilis has bheen excluded by a
negative Wassermann reaction; in the family WL this was negative in hoth parents
as well. Adamson and Smith (6) maintain that the condition now described as
simple achlorhydric aniwemia is similar to those cases of chlorosis of the chronie type
which do not respond to treatment with iron, and they regard the syndrome as
chronic chlorosis. The blood picture is certainly very similar, and so are rome of
the clinical symptoms, to those cases of chlorosis which used to be fairly conmon
in hospital wards. The recognition of certain distinetions has alwavs heen a
criterion for the isolation of a new entity in medicine, and to deny the identity of
a new syndrome in simple achlorhvdrie aniemia in which there is such a definite
feature as achlorhvdria docs not scem justified. Witts (9 has been unable to
demonstrate achlorhvdria in cases of chlorosis; in fact, he states that the free
hydrochloric acid is either normal or raised. The absence of a positive van den
Bergh reaction and the normal fragility of the red cells excludes congenital acholuric
jaundice.

There is room for considerable speculation and interest regarding the children
Muriel, Gladys, and Harold \W., as they appear to be the only members of the
family who are affected, and they cach have cither total or greatly reduced free acid
in the gastric contents. The condition does not scem to be related to the ““familial

’

infantile pernicious anzmia’’ described by Fanconi (11), which is associated with
pigmentation, cutaneous hiemorrhages, microcephaly, and hvpoplasia of the testes.
Parkes Weber, who saw these three children in 1927, considers them comparable
to Fanconi's cases in a consideration of “Some  Familial  Anawmias and
Splenomegalies’ (12).

SUMMARY.

The condition of simple achlorhvdrie aniemia as occurring in children is deseribed
in six cases.

The features are those of an anwemia of varving intensity, particularly reflected
in diminution of the hwmoglobin, associated with achlorhvdria.

The symptoms are those of poor appetite and marked loss of encrgy. Nutrition
is well maintained.

The blood reveals no abnormalities apart from the diminished haemoglobin,

The response to treatment in those cases hefore pubescence has been good in
two children, who have been re-examined after an interval of over four vears, Three
cases have heen seen during the past nine months, and their response has also
been satisfactory. One case scen after puberty has not been so satisfactorv. The
observations of others regarding the c¢fficacy of iron in large doses, and its com-
hination with small amounts of copper, have been confirmed.

Three of the cases recorded occurred in one family, the other members of which
appear to be normal.

We are indebted to Dr. M. Brice Smyth for facilitating our access to some of the cases, and to
Dr. Eileen Mercer for some of the laboratory observations. The boy Harold W. was at one time
under the care of Dr. S. Bovd Campbell, to whom we are also indebted.
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Infections of the Beard Region
By Ivax H. McCaw, m.5., B.cH.

Dermatologist to Royal Victoria Hospital, Belfast, and
Beltast Hospital for Sick Children

WHEN one is consulted by a man who has a skin discase on the beard region only,
one immediately thinks of three discases—impetigo contagiosa, sveosis, and ring-
worm. All three discases are contagious, and may be contracted at a barber's,
hence the term “'dirty shave,” the old term for ringworm of the beard being
“harber’s itch.””  On the other hand, it is more frequent to find these diseases in
men who shave themselves, and it is sometimes problematic from whence the
infection comes.

In order to make a definite diagnosis, there are some very important clinical
points which must be noted. First of all, how long has the discase been present?
In impetigo, the duration is usually given of a few davs up to a week or twoj; if it
is ringworm, a few weeks is usually the history; whercas a patient with sycosis
says that the discase has been present with exacerbations and remissions for months
or years. Sccondly, what is the type of lesion one sces in cach case? Therefore,
I shall attempt to describe briefly these three discases.

Impetigo contagiosa commences as a vesicle which is produced by the action of
streptococci which have gained entrance to the epidermis through a slight abrasion,
often during or after shaving. The roof of the vesicle, being very thin, soon breaks,
allowing clear serum to exude, carrying streptococet with i, Very soon afterwards,
the exuded scrum dries to form brownish or amber-coloured crusts, which on
removal leave raw, moist surfaces. Streptococet spread to the surrounding skin,
producing fresh lesions, so that in this way and by shaving, part or the whole of
the beard region may be alfected.  Mfter a week or two, a typical picture is seen
of raw, oozing surfaces and various-sized brownish crusts, which appear to be
simply stuck on the skin.  Impetigo being a superficial infection, may not be
absolutely confined to the beard region, but may spread to non-hairy parts of the
face and neck or on to the cars. The hairs and hair-follicles are not as a rule atfected,
unless the discase is complicated by staphylococet, which produce pustular lesions.
In the latter case, the patient is liable to be left with the more chronic disease,
sycosis, after the impetigo has been cured. s a rule, subjective symptoms are not
marked, itching being occasionally complained of, and as a rule the neighbouring
lymphatic glands arc enlarged.

Treatment is simple, but must be thoroughly carried out, otherwise the disease
may last for a few weeks. [t consists of removing the crusts with any antiseptic
lotion twice daily, and the application of ordinary white precipitate ointment, or of
Lassar's Paste containing two to five per cent. white precipitate. .\ uscful applica-
tion after the crusts have been removed is the French “*eau d'alibour,” which is
camphor water containing | in 1000 copper sulphate and 1 in 300 zine sulphate.
Antiseptics should be added to the shaving water, and only the arcas of the beard
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unaffected by the diseasc should be shaved, atter which the razor and brush must
be sterilised. Precautions must be taken for disinfecting articles of clothing which
come into contact with the diseasc, such as handkerchiefs, pillow-cases, etc.

The next disease in order of duration is ringworm of the beard—tinea barbae or
“barber's itch.”” Of this therc are two varieties, one a superficial, circular, scaly
type, like ordinary ringworm of the scalp, and the other a deep-seated, pustular,
painful condition. The first varicty is causcd by a fungus called the trichophyton
endothrix, which cnters the hair-follicles and hairs in the affected area, and some-
times produces slight inflammation. This variety has to be distinguished from
circinate impetigo, but microscopic cxamination of hairs taken from the affected
area will reveal the fungus.

The second, or suppurative, variety is the more common, and is caused by a
fungus called the trichophyton ecto-endothrix, which is of animal origin, Hence
one frequently observes this type of tinea barbae in farmers, cattlemen, or others
whosc occupation brings them into contact with infected animals. The disecase com-
mences as a perifollicular pustule, but soon the surrounding follicles become
infected, and usually by the time one is consulted about the disease there 1s a raised,
red, crusted, deep-seated, granulomatous mass, which is tender and painful. \When
the crust is removed, 1t reveals pustules pierced by opaque swollen hairs, which are
quite loose, and may be extracted painlessly and without any sense of resistance
in the follicles. Usually there are several such arcas, ranging in size from that of
a sixpence to a hall-crown or larger. The lesions resemble abscesses, but if incised,
only a small bead ol blood-stained serum vozes out. On examining the loose opaque
hairs microscopically, the fungus will be seen and the diagnosis settled.

The treatment of the dry, scaly type is best accompiished by depilating the
allected areas by means of N-rays, and the application of parasiticide ointments,
such as ammoniated mercury, oicate of mercury, chrysarobin, iodine, sulphur, etc.,
or if X-rays arc not available, the atfected hairs should be all carefully epilated and
the ointment well rubbed in.

The suppurative type 1s best treated by applications of boric-starch poultices
cvery few hours for some days, to remove the crusts, and epilation with forceps of
all the hairs in each lesion. The latter is not dillicult, becausc the diseased hairs are
quite loose, some of them coming away with the crusts, X-rays not being necessary.
After all the crusts and hairs have been removed, lodine ointment or ammoniated
mercury ointient must be regularly applied until all the intllammation has subsided.
The healthy parts of the beard region should be kept shaved, antiseptic precautions
being taken in doing so. This suppurative type of ringworm, like kerion scalp
ringworm in children, confers immunity to all forms of ringworm later in life.

The third disease, sycosis, is the most chronic of the three, and the most disap-
pointing as regards treatment. It is a pustular folliculitis usually caused by the
staphylococcus aureus, and commences as a minute red spot at the mouth of a hair
follicle, which rapidly develops into a pustule.  Neighbouring follicles soon become
infected, and the result is an arca of small follicular pustules, cach pustule being
pierced by a hair. Later on, when the lesions become numerous and close together,
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the whole affected area is red and dotted over with small pustules and crusts. One
or both sides of the face may be aflected, or the chin only, or the whole of the
beard and moustache regions. On the upper lip it is often caused by chronic nasal
catarrh, the discharge from the nosce infecting the skin and hair follicles.  The
patient complains of burning, itching, or pain if the affected hair is touched or
moved. This latter symptom is a very important one in distinguishing sycosis from
suppurative ringworm, because the patient complains of pain if one tries to pull out
an affected hair.

The treatment of sycosis is ditficult, because the discase is deeply situated in the
hair follicles, and it is practically impossible for antiseptics to penctrate suthciently
to kill the staphylococci. Therctore, one tries to prevent the disease from spreading
by means of antiseptic lotions, such as perchloride or biniodide of mercury, or the
“eau d’alibour”™ which T have alrecady mentioned.  Ointments ol ammoniated
mercury, oleate of copper or mercury, arc also used, and if there is much inflam-
mation, boracic omtment.  Opinions are divided as to whether the patient should
shave or not.  In cases where there s not too much pain or inflammation,
the patient should shave daily or cvery sceond day, using antiseptics in the
shaving-water and antiseptic shaving-soap, the razor being sterilised after use.
It is occasionaily usctul to apply a very thin Lyver of the ointment before applying
the shaving-soap. The patient should be told 1o emipty the affected hair-follicles by
extracting the hairs, but, needless 1o say, this advice is not always carried out, on
account of the pain that is occasioned thereby.

Depilation by mecans of NX-ravs is not altogether satisfactory, because it is difficult
to administer the correct dose of N-rays evenly to all parts of the beard region on
account of its contour, and the discase may reappear when the hair grows again.
Repeated large doses of X-ravs will produce permanent alopecia in the area treated,
but this is to be avoided on account of the disfiguring and disastrous NX-rayv scar
which will result.

Vaccine treatment is often disappointing,  ecither with stock or autogenous
vaccines, but recentiy 1 have been obtaining encouraging results by giving the
vaccine intradermally, as advocated by Drs. Barber and Forman of Guy's Hospital
(Proceedings Royval Soc. Med.. Nugust, 1931, pp. 1356-1360).

Before concluding, I should like 1o mention briefly the important points in the
differential diagnosis of these three diseases. Firstly @ The duration of the disease,
which is a few davs to a week or so in impetigo, a lew weeks in ringworm, and
months or yvears in sveosis,  Sccondly : In impetigo. superficial amber-coloured
crusts are the essential lesions, whereas in syeosis and suppurative ringworm the
lesions arce follicular pustules, the latter disease being deep-scated and swollen.
Thirdly : In impetigo the hairs are not alfected, in syveosis the hairs are painful to
extract, while in suppurative ringworm the hairs come out without pain or sense
of resistance, and show the fTungus on microscopic examination.

There arc several other skin diseases which may involve the beard region, for
instance acne vulgaris, cezema, lupus ervthematosus, sehorrhaeie dermatitis, cte.,
but I have confined my few remarks to those diseases which usually involve the
beard region only.
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A Plea for the Myxcr,dematous

By Eweex M. Hickey, B.sc., M.p., p.p.1.

Mater Infirmorum Hospital, Belfast

Axy person who has had the pleasure of teaching students clinical medicine must
have been struck by the ditficulty they experience in cliciting a true history and an
accurate account of the patient’s symptoms. It is obvious to the teacher that the
main rceason for his inability to extract information is that they are to a large
extent unaware that this information exists.  Long after student days are over,
one is apt to carry some of this early frame of mind into the consulting-room.
This is probably more truce with regard to certain discases than others. Myxeedema
is one of the most typical examples—not merely the mild cases that might possibly
present some ditliculty in diagnosis, but the actual fullv-fledged example of the
discase.

When myxaedematous patients arrive in the consulting-room, they have often
surprisingly few complaints. They do not feel well, they have not much energy,
they cannot walk Tar, they are casily tired, they feel short of breath, dizzy, ete. In
other words, their vague complaints might be the complaints of almost anyvone
who had been leading o life rather too strenuous for their capabilities, physical
or mental. They do not mention that their skin has become dry, their hands coarse
and lined; they forget that their hair is falling out, and that they rarely fecl warm.
In fact, they rarely mention any of the classical features of the discase.

It is true that the facies of the myxeedematous patient is most characteristic. If
ever a disease was writ large that all who run might read, it is certainly myx-
cedemi. The unfortunate victims, or, to quote a textbook description, these toad-
like caricatures of humanity, have their symptoms stamped on their broad, swollen
features. The two points that would appear to be most characteristic in sullerers
from this discase are the growling voice and the thick blutsh underlip. This Tip is less
blue perhaps than the lip of severe cardiac discase, but alwavs thicker. It is not a
feature of the nephritic facies, but it could not be confused with the bluish, pallid
lip of the scvere anwmias. The voice 1s unmistakable——it recalls Red Riding Hood's
woll, and cries aloud for chalk.  Having noted these two points, if the patient
proves to have in addition a slowly-beating heart, the diagnosis is clearly bevond
question, and the clinician can already feel a thrill at the thought that this patheti-
callv il swollen mass of humanity will, inoa very few weeks, trip lightly into
the consulting-room.

It is a notable fact that once hears more sincere expressions ol gratitude from
these people than from almost any other tvpe of patient. Nccording to the more
intelligent and highly educated amongst themy, it 1s impossible for anyvone who has
not been similarly aillicted 1o appreciate the Tull horrors of their condition. .\
Sliving death™ s a favourite deseription. Some have had to be led about, ¢ven
carricd upstairs. Work of anyv kind became an impossibilitv. Hopeless dreariness
was their outlook; all joy and laughter had gone from their lives. Their very
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alfections died, their nearest and dearest ceased to be more to them than the man
in the street.

To the casual observer it might appear that there are few conditions, if any,
that could be confused with this maladv. Unforfunately, however, this is not the
case, and such widely difering diagnoses as nephritis, hyperpiesis, brain tumour,
myocarditis, disseminated sclerosis, anemia, are amongst the labels that some
of these unfortunates carrv about for vears, much to their detriment. These
diagnoses have no doubt been made owing to too much stress being laid on
certain symptoms of the disease. One is apt to forget that these people are liable
to dizziness, staggering gait, headaches, serious eve changes, epileptiform atiacks,
slowness of specchs that they may have a coincident sccondary or even primary
anzemia and a myocardium suffering as a result of such. Their pulse may be above
the normal rate, they mav have varving amounts of albumin in their urine, and
the blood pressure may be raised. The writer can recall two cases of myxaedema
who passed through tvpical attacks of acute nephritis, and another who has the
blood-picture typical in every respect of pernicious anmemia.

One of the saddest features of these cases is that eve changes have often super-
vened hefore the discase is diagnosed, and that they do not vield to treatment like
the rest of the condition. To sce the large, pale, sodden tongue, that can barely
he protruded, transform itself within a few weeks into the normal red active muscu-
lar organ, is to witness one of the miracles of medicine. But 1o sec the eves that
can no longer read, and to which faces are but at best a blur, is to weep over the
limitations of medical science.

Onc last point that should be stressed as strongly as early diagnosis is the
question of adequate dosage in treatment. It is a common thing to find that the
case has been correetly diagnosed, and thyroid preseribed, but that the patient
after taking the prescription for months, and fecling no benefit, has eventually
discarded it. Tt is somewhat difficult subscquently to persuade these people that
the line of treatment was perfectly correct, and must be recommenced in an
intensified form. .\ case that the writer has seen had faithfully continued an
inadequate dose for some vears, and has unfortunately irreparable eve damage now.

Like every other serious condition that doctors encounter, myxeedema demands
both carly diagnosis and adequate treatment in order to obtain results which rank
amongst the most dramatic in medical science.

FORTHCOMING PAPERS

It is hoped to publish in the April number of THE ULsTER MEDICAL JOURNAL
amongst other papers, the following :——
“Recent Advances in Calcium Metabolism in Relation to Clinical Medicine,"" by
Professor \W. \WW. D. Thomson.
“Diagnosis and Treatment of Ante-Partum Hamorrhage,” by Mr. ¢, H. G.
Macafee.
“Heart Block following Coronary Thrombosis,” by Dr. S, B. Bovd Campbell.
“The Functional Divisions of the Large Intestine,” by Dr. R. H. Hunter.
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Estimation of Uric Acid in Blood for Clinical Purposcs

By Frorence Brarrie, m.sc.

from the J. C. White Laboratory of Biochemistrv, Queen’s University, Belfast

AN increase of urie acid in the blood his heen noted as the first change which occurs
in cases of impaired kidnev function; but on the whole question of variations in
the blood, uric acid has not received the attention it deserves. This is due possibly
to the lack of a convenient method for its determination. The well-known methods
of Folin and Benedict give reliable results, but possess certain disadvantages for
extra-laboratory use. .\ new method recently devised by Flatow has been found to
give accurate results, Its rechnique is simple, and requires only small quantities
of blood. The method depends on the fact that urie acid is oxidised to allantoin at
room temperature by potassium ferrievanide. .\ protein-free filtrate from the blood
serum s treated with an excess of ferricvnade, and the consumption which occurs
is determined by back titration with sodium indigo-sulphate. Details of the method
as are follows :—

Three c.c. of hawemoglobin-free serum are placed ina test-tube with 9 c.eoof
distilled water, and mixed with 3 c.e. of 1,63 per cent. solution of uranium acetate.
After thorough mixing, this is filtered through a dryv filter-paper. 3 c.c. of the
filtrate (this is equal to 0.6 c.c. of the original serum) are placed in a wide test-
tube with T e.e. of a saturated sodium carbonate solution, and 0.6 ¢.c. of potassium
ferricvanide (0.03914 per cent. accurately made up). 0.1 c.e. of ferricyanide
solution reacts with 0,01 mg. of uric acid. After three minutes the indigo-
sulphonate solution (prepared by five-fold dilution from a stock 0.22 gr. per
Hee, which also contains 0.3 per cent. <odium fluoride as preservative) is run
in slowly from a finely graduated burette, The titration should be carried out
against a white background, and is regarded as finished when the faint bluish
colour remains for half a minute. The indigo-sulphonate solution, which is not
very stable, must be standardised against the ferrievanide for cach uric acid

estimation, so that 1 c.c. i< bleached by about 0.2 c.e. ferricvanide.

The amount of uric acid present follows ot once from the amount of ferricvanide
used up, but for simplicity the following formula may be used-—
A-B

13
H=gx=3

(where Hois mg. per cente urie acid, FFis the number of e.eo of ferricyanide used,
M s the number of c.o. of undituted serum taken, .\ and B the amounts of blue
solution required in the standardisation and in the uric acid estimation respectively).
The total duration of a uric acid estimation from the time of the protein removal
is about five minutes.

REFERENCE.

Biochem-Zeit., 1926, Vol. 176, p. 173,
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Notes on a Case of Intra-Cranial Hoclgl(in’s Disease

By Rosert MaRsHALL, M.D., D.P.H., F.R C.P.L

from the Roval Victoria Hospital, Beltast

THE following notes are placed on record because of the extreme rarity of the case.
Hodgkin's discase apparently very rarcely invades the interior of the cranium.
Reeves (1) in 1927 desceribed a case where the orbit was involved; in 1874 Hutchin-
son (2) described @ case showing Ilvmphadenomatous tumours of the brain and
other parts; and in 1837 Beale (3) published notes of a case where the cerebral
membranes were involved.

H. M., a married woman of 32 yvears, was admitted to a surgical ward of the
Royal Victoria Hospital, Belfast, in March, 1928, complaining of swollen glands
in her neck, which she first noticed some three months before. .\ gland was excised,
and submiited to histological examination @ it was reported to be more suggestive
of tuberculosis than of Hodgkin's discase. In April, 1929 she was re-admitted, this
time on the medical side @ she still had her glandular swellings in the neck, but since
the previous October had heen suffering from headache, and of some numbness of
her lower lip. She was treated by “deep’™ N-rays, and the swelling in the neck at
first showed some diminution in size. She was discharged from hospital on 4th
June, but was re-admitted on 24th Nugust, complaining of abdominal discomfort,
and of a sensation of pains and ncedles in her right arm and leg. Her spleen was
now found to be palpable, and there was impaired resonance between her scalpula,
although X-ray showed no definite evidence of glandular enlargement in the chest.
Her cervical glands were larger, and a “biopsy’" was again performed; the report
differed from the previous one, as it read : **Early fibrosis in parts, and giant-cells
scattered throughout—Hodgkin's discase.” She stayed in hospital one week, and
then elected to go home, only to be re-admitted on 26th September, complaining
of severe headache, which she then said had commenced after the removal of the
gland carlier in the month, and which was occipital in site, but accompanied by
pain over the right fifth cranial nerve area; she had diplopia, dizziness, and frequent
vomiting which, she said, shightly relicved the headache.  In addition to her
previous physical signs, the right disc was noted to be hazy in outline, suggesting
carly papillaedema. She soon developed all the signs of an intra-cranial lesion allect-
ing the third, fourth, fifth, and sixth right cranial nerves. There was no proptosis.
Her headache could only be alleviated by increasing doses of morphia. On 26th
December she had a convulsion, with marked spasms of arms and face; this was
followed by a period of noisy delirium, after which she became completely comatose,
and died on 29th December.

The post-mortem notes of Dro Jo €. Davison and the pathological report of
Professor . Murray Drennan are appended :—
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PosT-MORTEM REPORT.

The body was cmaciated in its trunk and upper limbs; the lower limbs were well
nourished and showed no gross wasting ; both corncae were opaque. Rigor mortis
present.

The skull cap was removed; the whole brain was slightly cedematous, especially
on the right side. On section, the cerebral hemispheres and cerebellum showed no
lesion. The brain weighed 2% lbs.

Emerging from the optic foramen on the right side and lying in the middle
fossa, extending to the pituitary fossa and anterior clinoid process, there was a
soft mass of tissuc: the part actually within the cavity ol the skull measured
27 x 117 x $7, and involved second, third, fourth, and fitth right cranial nerves. On
opening into the orbit, the orbital fat was found to be infiltrated with the same
tissue.

Similar tissuc was found in flat masses behind the sternum, and along the thoracic
part of the vertebral column; in these regions the tissue was of a tough and almost
cartilaginous consistency.

The left pleural cavity contained much fluid. The right pleural cavity contained
much less fluid than the left. The lungs themselves were congested at the bases,
but showed no other sign of discase. The pericardium contained a little fluid.

The heart was very small (weight 6 ozs.), but was otherwise normal.

.

The liver weighed 3 Ibs.; on scction it appeared a ‘‘nutmeg’’ liver.

The spleen showed marked perisplenitis (weighed 18 ozs.); it was grossly nodular
and much enlarged,

The pancreas was embedded in and pushed forward by a huge mass of enlarged
glands, which spread downwards along the anterior aspect of the vertebral column,
cmbedding the abdominal aorta, and dividing into two directions to follow the great
iliac vessels. On removal as completely as possible, this mass of tissuc surround-
ing the abdominal aorta was found to weigh 1% lbs.

The kidneys and suprarenal glands were apparently normal. Each kidney
weighed 5 ozs.

Cause of death: Hodgkin's discasce (with masses in abdominal glands, spleen,
and orbit).

Microscorical FINDINGS.

Only portions of spleen, pancreas, liver, and orbital mass sectioned.
Spleen.—A few portions show only cngorged pulp in which there are many
pigment-laden cells. The greater part is altered by lesions of the Hodgkin type—
some of these show as fibrous knots or circles along the line of the arterioles, more
show as arcas of necrosis with fibrosis around, and punctuated here and there with
haemorrhages.  The cellularity varies—the dense fibrous parts have only a few
nuclei of the fibroblasts showing; the more cellular arcas of fibrosis show fibro-
blasts, a few lymphocytes and plasma cells, and a variable number of large clear
cells, amongst which arc actual giant cells with convoluted or lobed nuclei (the
D. Reed type of cell). [osinophiles occur in the surviving pulp and at the margins
of the necrotic cells, but arc¢ not numerous.
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The appearances as scen in this organ are those usually labelled lymphadenoma.

Pancreas.—\ mass of similar tissuc to the above-described lvmphadenomatous
tissue oceurs at one side of the pancreatic tissue, and surrounds the splenic artery
and adjacent structures. Tt invades the adjacent panereas, causing atrophy of the
pancreas.  Elsewhere the pancreas is not involved, and has the usual appearances,
plus considerable congestion of its blood vessels,

The Tissue from Orbit.—N\Il parts of this show the same general appearances,
viz., those already deseribed in the spleen. The number of large ccells varies in
different arcas, in places numerous, in places scantv—the latter usually where the
fibrous tissue is dense. Some parts show large numbers of cosinophiles.

The Lizver.—Shows only some venous engorgement and fatty change; no
Ivmphadenomatous invasion.

The histological appearances in the spleen, mass near pancreas, and mass in
orbit, arc those of lvmphadenoma. The only unusual feature is the distribution of

the lesions.,
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The U]s;er Medical Society

THE opening meeting of the Socicty was held on Thursdav, 15th October. Mr.
S. T. Irwin was installed President for the Session 1931-2, by the outgoing Presi-
dent, Mr. Henry Hanna. Before giving his Presidential address on Enlargement
of the Mesenteric Lymph-glands (page 5), Mr. Irwin referred 1o the generosity
of Mr. Hanna in presenting a beautiful cup to replace the Robb Golf Cup, which
had been won outright. He then spoke of the loss which the Socicety had sustained
in the deaths of a number of its Members and Fellows.

One of these was a distinguished Honorary Fellow, Lorrain Smith, who in 1894
was appointed to the newlv-created Lectureship in Pathology in the old Queen's
Collegre. When this Lectureship was replaced by o Professorship, he was the first
occupant of the Chair. In 1904 he was called to be Professor of Pathology in the
University of Manchester, and later still he held what may be regarded as the most
distinguished post in the subject of Pathologv-—-the Professorship of Pathology
in the University of Edinburgh.
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During the ten vears he spent in Belfast he took a prominent part in the life of
the School and the work of this Societyv. In 1904 he was called to the Presidential
chair. His departurc from Belfast at this time prevented him from actually holding
the position. He did, however, leave the impress of his dominating but ¢ngaging
personality on the School and the voung graduates of the time. He was a firm
believer in pathology, then in its infancy, as the basis of all medical study, and
infected his students with enthusiasm for the subject. He was elected an Honorary
Fellow of the Socicty in 1906.

James Huston was @ double graduate ol the old Royal University of Ircland,
obtaining the B.\. in 18220 MLB. in 1895, and proceeding to M.D in 1908, He was
one of our oldest Fellows, and a former vice-president of the Society. He was held
in high esteem in the town and district of Carrickfergus, where he practised.

On 4th August died \William Burns.

Probably he would have desired no more claborate epitaph.  Qualified in 1901,
he did special plague duty in India for two vears, before settling down to a large
and busy practice in his native city of Beltast. He played a prominent part in the
recent negotiations with the Government, when medical benefit was extended to
Northern Ireland. Deeply interested in all social problems, and widely read, he held
strong views on many public questions of the day. These views he always stated
clearly, and when he had spoken there was no possibility of ambiguity as to what
he meant. Constant in his attendance at our meetings, frequently taking part in
our clinical and scientific discussions, his outspoken but ahways friendly criticisms
will be missed.

No more tragic death has occurred in connection with our School for many vears
than that of Pauline Campbell (née Heron). Stricken with what she knew to be a
mortal diseasc, in the midst of the joys of early motherhood, and in the presence
of a voung and loving husband-—seldom has fate been more heartless.  She
graduated as recently as 1921 with first place and first-class honours.

John Robert Davison was one of the oldest Fellows of the Ulster Medical Society,
which he joined in the year 1827, In that year he obtained his M.D. degree, and at
once settled in practice in Belfast. Though he belonged to the older school of
practitioners, he kept himself wonderfully abreast of modern methods.  He had a
very human sympathy for his patients and their aillments, as well as a genial
disposition which rapidly gained, and for vears held, a very large practice.

In 1917 he read a thoughtful and practical paper on “*Tubcerculosis—a Public
Health Problem.’" 'l his paper is still within the recollection of some of us. We
shall all miss his friendly presence.

It is given to few busy practitioners of medicine to leave behind them such a
record of public service as that of the late Richard Whytock Leslic. .\ member of
the Senates of the old Roval and ouwr own Queen’s Universities, a member of the
Council of the British Medical Association, for thirty-five vears a member of the
staff of the Ulster Hospital for Children and Women, Medical Otticer to Campbell
College from its foundation in 891, as well as a former President of the Ulster
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Medical Society—to mention only the more outstanding of the positions which he
held. As President of this Society in 1912-3, many oi us still remember his
interesting and exhaustive address on “‘Infectious Discases Incidental to School
Life.”’

An casy, graceful, and fluent speaker, with a wide knowledge of affairs, both
medical and general, as well as a high code of professional honour, he held in a
remarkable manner the respect and esteem of his professional brethren.

He gave ungrudgingly of his time and cenergies to university and medical affairs.,
When the Royal University was abolished he was granted the honorary degree of
LL.D., a token of appreciation of his valuabie work on its Scnate.

The sccond meeting of the Socicty was held on Thursday, 29th October. In the
unavoidable absence of the President, the chair was occupied by Professor W, J.
Wilson, vice-president. Three short papers were presented. The first was by
Doctors IF. M. B. Allen and G. P. MceCullagh: “*Achlorhydric Anwemia in Children.”’
The second was by Dr. Ivan H. MceCaw @ “Infections ol the Beard Region.”
These two papers are published elsewhere in this number of the Journal. The third
paper was by Dr. R. H. Hunter: ““The Functional Divisions of the Large

)

Intestine.”” It is hoped to publish this paper in a future number.

The third meeting of the yvear was held on Thursday, 12th November, when Dr.
Brailsford of Birmingham gave a most instructive paper, entitled @ **Radiological
Appearances and Discases of the Hip-Jomnt.”

The President, Mr. Irwin, was in the chair. Dr. Brailsford's paper was con-
structed around a large collection of extremely interesting radiograms, illustrating
all the common conditions and many of the rarer discases affecting the hip-joint.
He first described the variations in the normal hip-joint which are sometimes seen,
including the accessory bone, the os acetabuli, which may be mistaken for a
fracture. He next dealt with congenital dislocation of the hip-joint. He was of
the opinion that the results of operation and manipulation were by no means
uniformly satisfactory, and that arthritis of the atfected joint was less likely to oceur
in untreated cases at a later date. e next described the condition of adolescent
coxa vara, and pointed out the complete separation of the head and neck which
occurs in extreme cases, and which may lead to a mistaken diagnosis of fracture.
He described the triangular area of irregular caleification which occurs in the neck
of the femur in this condition. He then passed to slipped epiphysis, and gave a
very complete account of the current theories regarding its causation and pathology.
Dr. Brailsford thought that trauma could not be excluded in all cases as a possible
cause. .\ description of Perthe’s discase followed,  He next dealt with the condi-
tions generally termed tubercular infection of the hip-joint, and showed several
examples of the earliest types of the discase. From Dr. Brailsford's remarks it
would scem that in Birmingham it is more common to find & very early crosion in
bone, or a small abscess in bone, than one sces in Northern Treland. Dr. Brails-
ford then discussed  infective arthritis,  osteo-arthritis,  and  svphilic  discases
involving the hip-joint, and concluded by showing examples of some of the rarer
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diseases, such as Paget’s discase, sccondary carcinoma, Ewing'’s tumour, osteo-
malacia, and chondro-osteodvstrophy.

The fourth meeting of the Session was held on Thursday, 26th November. The
President, Mr. S. T, Irwin, was in the chair. Mr. John F. Ward, B.Sc., of Crooks
Colloidal Laboratories, London, read a paper, entitled: ‘A Description of the
Mr. Ward first traced the history
of colloid chemistry from its origin with the work of Graham seventy vears ago,

)

Colloid, and Tts Adaptation to Vital Process.’

and then drew attention to its very wide extension within recent vears. He pointed
out that the original classification of all substances into the colloid or non-diffusible
and crystalloid or diffusible was now too limited for our present knowledge.
Faraday was the first to demonstrate that many metals could be produced in a
colloidal form. A\ cinema-film was shown, illustrating the propertics of solutions
of colloidal gold, silver, and sulpher. The Tyndall beam was used to demonstrate
their non-homogeneous character; on more minute examination under the micro-
scope the actual particles could be scen as a scintillating cloud of bright bodies in
rapid Brownian movement. The cffect of adding protecting substances, such as
gclating to the colloidal-metal solution, was shown; the metal could no longer
be so readily precipitated by the addition of salts. That the colloidal particles were
electrically charged was proved by their behaviour in an electric field, and in this
way the greater precipitating power of the more highly charged salt ions, such as
calcium, was explainable. The speaker went on to compare the relative sizes of
the filterable
viruses. Utilising the different sizes of various dye molecules, he gave a beautiful

bacteria, colloidal particles, and the most minute living bodies

demonstration of the mecthods of scparation by membrane filtration. .\ second film
was shown to illustrate the preparation of colloidal gold solution and its use in
Lange's gold test for G.P.I. and lues of the central nervous system. The extreme
care in the preparation of the gold solution was stressed.

The lecturer next proceeded to describe the peculiar bactericidal action of metals
when brought in contact with activelv growing cultures. Various theorics for this
action were discussed. The question of the nature of the metal calcium in the blood
and the mechanism of its regulation was a most important onc. Less than one-
millionth of a grain of irradiated crgosterol was sufficient to prevent rickets in a
rat fed on a diet deficient in vitamin D. The potency of such a minute amount
showed the importance of vitamins in the animal body. The standardisation of
preparations containing these vitamins was described, and the standards at present
used for vitamins A, B, C, and D were defined.

In conclusion, a film illustrating the technique used in the intravenous injection
of sterile gum saline was shown.

The Annual Dinner of the Socicty was held in the Medical Institute on Thursday,
3rd December. There was a very large attendance of Fellows and Members. The
guests included His Grace the Governor of Northern Ireland, the Lord Mayor of
Belfast, the Vice-Chancellor of Queen’s University, Belfast, the Rt. Hon. Mr.
Justice Brown, Mr. McConnell (Dublin), and Dr. Cunningham (Londonderry).
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Londonderry Medical Society

THE first meeting of the Londonderry Medical Society for the session 1931-2 was
fixed for 16th October, but owing to the illness of the President-elect, it was post-
poned until 30th October. On this date, however, it was again found to be
impossible to carry out the original programme, but at short notice several
members came forward with brief notes, casce histories, cte., and the meeting,
which was favourcd by a large attendance, turned out to be most instructive.

The following office-bearcrs were elected for the ensuing session :—Dr. J. G.
Cooke, the President-clect, was unanimousiv  clected President; his enforced
absence through illncess was commented upon by the outgoing President, Dr.
H. W. Cunningham, and the hope was expressed that at the next mecting Dr.
Cooke would be able to deliver his Presidential address. The Hon. Secretary and
Hon. Treasurer, viz., Dr. J. \. L. Johnston and Dr. J. Watson, were re-clected.

Dr. Killen opcned the mecting with a deseription of a case of sympathetic
ophthalmia, which was successfully treated with neo-salvarsan.  Discussion centred
on the diagnostic significance of the relative large mononuclear leucocytosis,
which in this case was found to be thirty-four per cent. in a ditferential count.

Dr. Eaton mitiated a discussion on the surgical problems which arise from the
swallowing of various forms of forcign bodics, such as artificial dentures, pins,
pebbles, etc., and illustrated his remarks with a very interesting series of radio-
grams, and showed convincingly the necessity of these in solving the problem of
what surgical measures have to be taken inany given case. \s mayv be expected,
this subject proved to be a fruitful one for discussion.

Dr. McGinley related the case of a patient who was brought into the Letterkenny
Hospital as an emergency. The woman was obviously ill, and examination of the
abdomen revealed a large tumour in the pelvis, which appeared to be an ovarian
cyst. On vaginal examination, this could be distinetly felt in the pouch of Douglas.
On operation, the cause of this tumour was found to be an enormously distended
gall-bladder, the fundus of which extended right into the pelvis. On removal it
was found to contain two pints of fluid and pus and hundreds of small gall-stones.
In the shocked state of the patient before operation, it was impossible to determine
if there was any jaundice present or not, and there was, of course, no time for any
clinical examination to be made.  The patient made a complete recovery.

Dr. Alexander then followed with a deseription of an operation for flail-foot on
a patient who had had infantile paralysis. .\ demonstration of the result was given,
showing how the munifest improvement was obtained.

Dr. Johnston concluded the proceedings with a demonstration of the clinical
bacteriological mcthods used in isolating B. tyvphosus. .\ description was given of
an outbreak of typhoid fever which occurred in Donegal this autumn, one nidus
being in Lifford and the other in Ramelton, seperated by fifteen miles, and the
suspicion arosc as to the possibility of there being a carrier. The steps taken to
prove this possibility were next gone into, which resulted in g keen discussion
regarding the carrier question, and the problems arising in their treatment.

J. A. L. Jouxstox, Hon. Secretury.
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PORTADOWN AND WEST DOWN DIVISION, B.M.A.

A MEETING of the Portadown and West Down Division of the B.M.A. was held in
the C.B. Café, Scotch Street, Armagh, on \Wednesday, 28th October. Professor
W. J. Wilson, Queen’s University, Belfast, read a paper on ‘“The Place of the
Laboratory in Diagnosis and Treaument.” .\ few of the points to which Professor
Wilson drew special attention were :—

(1) That the diagnosis rests with the medical practitioner, the laboratory worker
{urnishing him with a additional sign which, taken in conjunction with other signs
and symptoms, may be helpful to him in his treatment.

(2) Material for histological examination should be sent in a bottle containing ten
per cent, formalin. Tissue for cultural examination should be wrapped in sterile
gauze surrounded with oiled silk.

(3) For blood cultures, 5 to 10 c.c. of the blood should be injected into a bottie
containing about 100 c.c. sterile broth.

(4) LFor serological tests, 2 to o c.c. should be sent in tubes, and the use of glass
capsules and capillary tubes abandoned.

Such tests include the Widal test for the typhoid-paratyphoid group, the \Weil-
IFelix reaction for typhus, the diagnosis of undulant fever, the Wassermann and
Meinicke reactions for syphilis and its sequelee.

The serum in these tests should be clear and free from haemoglobin, hence the
syringe and necdle used inits collection should be dry or rinsed out with normal
saline solution. It should not contain alcohol or cther, neither should it be heated.
If glass capsules arc uscd, their ends should be closed with melied sealing-wax.

In the interpretation ol the result of a serological test, the doctor should remember
that @ ncgative resuit obtained before the tenth day ol the discase is of little
significance.

{3) For the examination of blood discases, films should be sent on a glass slide.

(6) For a determination of blood-urea and blood-sugar, the blood should be
prevented from clotting by the addition of a trace of powdered potassium oxalate.
A tiny portion [rom the point of a penknife should be added to the dry and empty
tube employced to receive the blood. In the blood-sugar test, the addition of excess
of the potassium oxalate might lcad to heemolysis and vitiate the results. In both
cases, » or L0 c.c. of the blood should be sent.

(7) \s much morbid material as possible should be attached to swabs sent for
microscopic and cultural examination.

A positive result of the direct examination of a diphtheritic swab is of great
significance ; a negative result of litde, Vaginal, cervical, and urethral swabs from
cases of gonorrheea in women, usually give negative results as regards the discovery
of the gonococcus.

(3) For the discovery of the Spirocieta pallida, a swab from the chancre is
useless; serum from the base of the chancre should be collected in capillary tubes.

(9) The first portion of cerebro-spinal fluid should be kept apart from  that
received for examination, as the first portion not infrequently contains blood from
puncture of a vein.
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(10) The isolation of typhoid and puaratyvphoid bacilli from feces is now a much
vasier task than formerly, and is now as reliable as blood culture in the diagnosis of
vinteric fever before agglutinins appear in the blood.

(11) Urine should be collected with as aseptic precautions as possible, even for
examination for tubercle bacilli. The presence of pus in urine unaccompanied by
B coli is very suggestive of tubercle infection, even where the tubercle bacillus
cannot be found. The presence of contaminating B. coli might lead to a wrong
diagnosis of B. coli infection.

(12) As regards Public Health examinations of water and milk, it should be
remembered that the bottles and corks should be sterile, and that for bacteriological
examinations six or eight ounces of water and two ounces of milk are sufficient.

For a chemical examination of water, a Winchester Quart bottleful is necessary.

A negative result as regards the finding of the tvphoid bacillus in water or milk
is of no significance, and does not rule out these materials as having been vehicles
of infection.

Dr. T. B. Pedlow reported a case of undulant fever which he had met with in his
practice. He commented on the frequency with which this fever occurs in Denmark,
an agricultural country very similar to ours, and how seldom it seems to occur here.
Is it not recognised? Or are Irish people immune?

Dr. H. C. C. Deane showed a demoid ovarian cvst containing hair and a well-

developed tooth. CuarLes J. Bovcuer, Hon. Secretary.

NATIONAL HEALTH INSURANCE NOTES--
BELFAST AREA

Mepicat. BENEFIT has now been in operation in Northern Ireland for one vear, and,
I think evervone is agreed, with advantage to both patients and doctors. The fact
that there have only been three complaints of a minor nature before the Medical
Services Committee speaks well for the efficiency of the service.

It is unfortunate that Insurance practitioners of Northern Treland should only
have had one vear of pavment at the full capitation rate of nine shillings, but it is
to their credit that they at once unanimously agreed to the ten per cent. reduction
brought about by the economy proposals, and T believe their readiness to shoulder
their share of the national burden will react in their favour when the time comes to
ask for a reconsideration of the present capitation rate, which is utterly inadequate
for the services rendered. The more efficient the service is made, the stronger will
he the claim of the practitioners when a reconsideration of the terms is made.

The question of the high cost of prescribing is still disturbing the Ministry of
Labour, as the recent circular issued by the Central Practitioners’ Committee to all
Insurance practitioners shows. TIn our next issue T shall deal with these difficult
problems.

I regret to have to record the deaths of Doctors W. Burns, R. W. Leslie, J. R.
Davison, and J. A. Hutchinson, during the first vear of Medical Benefit. The
profession, as well as the public, will feel their loss, as thev took a deep and active
interest in evervthing for the welfare of our profession.
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The Medical Guild of Belfast Insurance Practitioners held its annual meeting in
the Institute on 3rd November last, and one felt sorrv that the attendance was not
worthy of such an important Societv. Dr. D. Grav, the outgoing chairman, kindly
entertained the members to tea hefore the meeting.

I congratulate Dr. Robert Thompson on being appointed chairman for the ensuing
vear. The Guild has made a wise choice, as Dr. Thompson has had many vears’
experience of the oflice, being chairman of the Public Health Committee of the
Relfast Corporation. Dr. William Calwell was elected to the vice-chair, and Dr, D.
Rodgers is again secretary and Dr. Cahill treasurer. These oflice-bearers should
ensure a successful vear for the Guild.

The Medical Guild at its meeting on 31st November passed a resolution that
Insurance practitioners should not accept transfers from a practice that had been
sold, unless the special consent of the purchaser had been given. On this, of course,
rests the value of the practice to both purchaser and vendor. The Ministry of
Labour has consented to amend the notice sent out to insured persons on the retiral
or death of a practitioner. The use of paragraph A on the medical card under such
circumstances was unfair to the purchaser and vendor, and its deletion causes no

hardships to insured persons.
S. McCowms.

COUNTY AREAS

IT seems that the time has now arrived when we medical men in Ulster must, as a
matter of self-preservation, of economic and cthical necessity, co-operate so as to
he able to speak with one voice in the defence of our interests. By mutual and
friendly understanding and co-operation we can help cach other, and thus avoid
friction, either between oursclves or with the Insurance authorities. To those who
have not already done so, it is advisable to form Guilds, so that each district can
exchange views, and express to cach other difficulties or grievances as they arisc,
ir order to have them solved in 2 proper manner. If cach practitioner takes a line
of his own without consultation or sympathy, or in a spirit of rivalry, confusion
must incvitably result, with the consequences reacting most upon himself. .\ free
and informal discussion of this nature took place at the October meeting of the
Lisburn and District Medical Guild.  Matters affecting the interests of panel
practitioners were raised. The proposed mode of procedure to be adopted soon,
in cases of doubt or of attempted malingering, was also considered. The reduction
of remuneration owing to the present financial stringency was discussed, also the
importance of not over-prescribing, so as to save the Insurance Fund any over-
charges. With due regard to the interests of our patients, it behoves all of us to
see that such overcharges do not occur as far as we can prevent them. But to attain
this end, it is impossible to avoid the obligation of each prescriber to master the
details of pricing. These appear to need drastic overhauling, being complicated,
and in some particulars not a little foolish. The average charge per head for drugs
is now much too high, but with time and experience a considerable saving is to be

expected. ) )
J. S. Pearr, 14 Railway Street, Lisburn.
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OBITUARY.

JAMES ALEXANDER LINDSAY, M.a., M.p., E.R.C.p.(LOND.).

Emeritus Professor of Medicine, Queen’s University, Belfast.

Many generations of Belfast medical students will learn
with regret of the death of Professor James . Lindsay,
which occurred on Tuesday, 15th December, 1931.
“Jimmy ' Lindsay, as he was affectionately known to
his students, probably exercised a greater influence on
the Belfast Medical School than any other figure of his
time; while the gentleness of his disposition and the
kindliness of his nature carned for him the deepest
affection of the members of his classes. He was a man
of wide culture far bevond the confines of his profession,
and he contributed in a material degree to the fame of
the Belfast Medical School, adding lustre to its history
as one who always strove for the highest ideals of his
profession.

Professor Lindsay was a past President of the Ulster
Mecdical Society, and of the Ulster Branch of the
British Medical \ssociation; he was a Fellow of the
Royal Academy of Medicine and of the Royal Socicty
of Medicine, to all of which he brought distinction by
his contributions to their discussions.




