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PREFACE.

WHuILE engaged in assisting Professor Gairdner in con-
ducting his Clinical Classes in the Glasgow Royal Infirmary,
and also in my own work at the Western Infirmary here, the
want has often been felt of some volume to which students
might be referred for assistance in the study and reporting
of medical cases. The methods of case-taking sketched out
by various teachers are no doubt useful in their way ; but
they do not give the amount or the kind of assistance really
required in the investigation of a difficult case.

It is common to find that at the bedside of a patient the
observer fails to apply the knowledge he actually possesses;
it does not occur to him to follow up the inquiry by the
necessary methods; although he may be perfectly familiar
with them, he ay not think of them at the time, or at least
he may fail to recognize their importance for the case on hand.

This Manual, however, does not aim at supplying an easy
and certain method of making a diagnosis. It would be
strange, indeed, if any book could teach a student to do that
which the most accomplished physician is often unable to
complete to his own satisfaction. But one well-trained in
clinical observation, if unable to make a diagnosis, can at
least examine his patient thoroughly, and it is in this respect
that he has an immense advantage : the case is thus put in a
fair way for a diagnosis whenever this becomes possible.

It seemed quite within the scope of a book to give some
assistance in this clinical study of the signs and symptoms
of disease, by supplying carefully selected data in a condensed
form, by submitting accurate methods of investigation, by
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vi PREFACE.

pointing out probable fallacies, and by directing attention to
collateral inquiries or issues which might otherwise be readily
overlooked by the inexperienced.

If some such assistance could be given, within one volume
of convenient size, it seemed also that our teaching at the
bedside might be relieved of an enormous mass of detail,
which is apt at present to interfere with the higher forms of
clinical instruction and research: the importance of these
elementary details is so great that they cannot be omitted,
or neglected in any way, in the teaching of large numbers,
without disastrous results.

In attempting to produce such a volume as is here indicated,
it was found expedient to apply to several contributors. Dr.
Samson Gemmell has written the portion dealing with Physi-
cal Diagnosis: from his official position he was able to make
free use of Professor Gairdner’s lectures and teaching on this
subject: he has, likewise, prepared a short section on the
Sphygmograph, to which instrument he has devoted some
special attention. In making arrangements for that part of
the work which involved the detailed discussion of the symp-
toms of disease in the various Systems, it soon became evi-
dent to the Editor that it would be very desirable to obtain
the assistance of experts in special departments, if the best
results were to be aimed at. Professor Stephenson, accord-
ingly, agreed to deal with the important department of Female
Disorders ; and Dr. Joseph Coats undertook the section on
Laryngoscopy and Diseases of the Throat. With the devel-
opment of the work it seemed desirable to add a chapter on
Insanity, on account of the growing importance now attached
to this branch of medicine, and also on account of the need
which students feel of some guide in approaching cases of
mental derangement ; this portion of the book has been fur-
nished by Dr. Alexander Robertson. But in the special
sections of this work, thus committed to different hands, the
writers kindly agreed to keep steadily in view the relation of
the departments undertaken by them to the general scheme
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of the book ; and so to keep the description of mere details
in subordination to those aspects of disease important in an
ordinary physician’s practice : indeed the space available for
these subjects forbade any attempt to deal with them in full
detail. Certain parts of the clinical investigation were likely
to be neglected in the plan of such a book, if a more general
view of the aspect and physiognomy of the patient were
not also supplied : to meet this want an introductory chapter
on the Physiognomy of Disease has been furnished by Pro-
fessor Gairdner, who has throughout given much assistance
in the rest of the work. A concluding chapter on the Method
of performing Post-mortem Examinations has been added by
Dr. Joseph Coats : imperfect methods of examining the body
after death often lead to the practical loss of most important
and laborious clinical investigations.

No attempt has been made to follow out any very strict
nosological plan or classification of subjects. The guiding
considerations have always been convenience and utility.
The limitations of space forbade any attempt to deal with the
treatment of disease, although occasional allusions are to be
found to the effect of remedies. When the nature of a case
has been thoroughly mastered, so as to afford a trustworthy
guidance to its position in respect of a true diagnosis, the
whole literature of medicine is ldid open for our assistance
in the treatment.

Many portions of this book are adapted more for reference
than for reading in a continuous manner; but others, it will
be easily seen, can be read best in sequence. Some subjects
are dealt with more fully than others: this has been deter-
mined, in large measure, by considering what were the parts
of the clinical inquiry in which the student required most
assistance, or in which his present books seemed defective
for clinical purposes.

Some references have been given at the openings of most
of the chapters for the benefit of beginners, who might not
know the names of special treatises dealing with the various
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subjects in detail. 'To prevent repetition of the titles, a list of
these is given separately after the table of Contents. It has
not been thought desirable, as a rule, to cite authorities for the
statements in the text. Numerous references to foreign books
and to periodical literature would have been required in doing
80, and it was feared that these would only confuse many
readers. Occasionally a name has been introduced, in special
circumstances, for the sake of clearness, and to avoid any
mistakes which might arise from such an omission. In the
absence of such citations, care has been taken, in the sections
dealing with subjects on the borderland of medicine, to have
them revised by those familiar with these departments.
Various friends have kindly done this, and their names are
omitted here simply to avoid attaching a responsibility to
them which mere revision in this way scarcely imposes.

In the illustrations the aim has been to supply those which
the student is likely to feel the want of in his actual bedside
investigations. To keep the volume from being too expensive,
no attempt has been made to illustrate those subjects which
require color for their proper representation : it was thought
better to omit such altogether. Instruments have likewise
been omitted: the reader is supposed to be engaged in using
those referred to. The illustrations are partly new and partly
borrowed from recognized authorities. In particular, acknow-
ledgment must be made of those obtained by the Publishers
from the valuable work of Dr. Gee, and from the well-known
book of my friend Dr. Wm. Roberts. Several have also been
copied from Dr. Gairdner’s Clinical Medicine. A list, with
details of the sources of the illustrations, is given elsewhere.
Dr. John Wilson (whose illustrations of the cutaneous para-
sites are already well known to the profession) has supplied
several new microscopic drawings of great value.

J. F.

351 BaTH CRESCENT, GLASGOW,
August, 1878.
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CLINICAL DIAGNOSIS.

CHAPTER L
THE PHYSIOGNOMY OF DISEASE.

IN examining for medical purposes a patient affected with
some bodily disease, it is of importance for the inquirer to
have before his mind from the first the nature and the scope
of the inquiry proposed, and not to be misled by any of the
merely conventional phrases or forms of thought under which
plausible fallacies and rash generalizations are so prone to
hide themselves. This remark applies with peculiar force
to the investigation of the more external or physiognomic
characters of discase, because it is in dealing with these that
the physician is under the strongest temptations to appear
wise at all hazards, and thus to formulate his knowledge (or
his ignorance) under terms which may or may not be correct
as regards the individual case before him, but of which he
would find the exact definition extremely difficult, or impos-
sible. Thus, it is very easy in a particular case to pronounce
the patient ¢ of a phthisical aspect,” or ¢ of a gouty habit,”
or ‘“strumous,” or of a rheumatic or other ¢ diathesis,” or to
say that he has a well-marked ¢ malignant,” or ¢ cancerous
cachexy ;” and any one of these expressions may, in the
particular case, indicate something that is really true, while,
nevertheless, the expression itself is altogether objectionable,
and devoid both of real accuracy and scientific value. What
the clinical observer has to do is not to grasp at a hasty
generalization, but to note details of positive fact, and out of
these to evolve the elements of a sure diagnosis. The state-
ment that the patient has some peculiar and specific consti-
tutional morbid tendency or bias is not, in any case, the
statement of a fact, but of an opinion, and somctimes of a
very insccure and fanciful opinion.  Such a statement, there-
fore, should never be found among the preliminaries, pro-
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bably, indeed, rarely even in the more advanced stages, of
an hospital report; inasmuch as even when true in fact, it is
an inference based upon many, and much simpler, facts which
ought to have been separately noted. The same principle
holds, perhaps still more strongly, as regards the so-called
‘‘ temperaments’—sanguine, bilious, nervous, ete., and all
their more complex varieties. Without discussing here at
all the amount of truth, or of reality, underlying these ex-
pressions, it may be certainly affirmed that their relation to
particular diseases is almost wholly illusory ; and, therefore,
the statements in which the elements of a diagnosis, so to
speak, are concerned, should be as simple and precise as
possible, and should certainly not involve any general doc-
trine or theory of the disease or of its canses.

Nevertheless, it is quite true that diseases, considered as
disturbances of the physiological course of a healthy life, are
often marked by incidents which leave indelible traces not
only in the history, but on the physical structure of the body ;
and it is the study of these, properly speaking, which affords
to the well-informed physician almost the whole basis of ob-
jective fact out of which a morbid tendency, or diathesis, can
be inferred with a fair amount of probability. In other
words, diathesis, as a study of facts in an individual case, is
an inference cither from previous facts in the history indi-
cating deranged physiological function, or from manifest
structural changes, the vesult of these; whercby we are
enabled to establish, but only as a presumption founded with
more or less probability on the evidence, the existence of a
tendency to similar changes, or changes of some allied order,
in the future. In other words, the proof of diathesisis essen-
tially the proof of disease; but, it may well be, disease in its
earliest manifestations and least notable forms.

There is a whole group of diseascs, for example, which
affect the human body chiefly or exclusively during its period
of growth, whether of early infancy or of adolescence ; and
another group, the first approaches of which are usually ob-
gerved only along with, or succeeding, the physiological signs
of senile decay. As regards the latter group, it may be said
with truth that physiology and pathology are inextricably
intermingled. A too carly arcus senilis, or the premature
development of ¢“crow’s feet” at the outer margins of the
eyelids, wrinkles in the skin of the face, diminished sensi-
bility of the retina, or early presbyopia; still more, the well-
known changes in the arteries, twisting or rigidity of the
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radials, etc.; fulling or grayness of the hair, diminution or
loss of sexual activity, and cessation of the catamenia in
women ; all of these (and yet perhaps none of them singly
and unsupported by the others) may be appealed to as evi-
dence of a liability to diseases of the senile group generally;
and, if further corroborated by slight manifestations of actual
disease, or of organic changes the result of disease, may form
considerable elements in the diagnosis of a diathesis, as for
example, a tendency to hemorrhagic apoplexy. Or again,
certain transverse markings upon the teeth (quite distinet in
character from those to be afterwards noticed as syphilitic);
curvatures, or other alterations in the form of the long bones,
and a certain well-known conformation of the thorax, may
indicate with the utmost precision disorders proper to the
period of the first or of the second dentition, when rickety
distortion, with or without bronchitis and other severe but not
permanent conditions of disease interfering with the free ex-
pansion of the lungs, may have left an impress upon the bony
skeleton.  So, too, it may be remarked that the presence or
absence of traces of past disease of the bones and joints, or
of glandular enlargements and cicatrices in the neck, or of
spinal disease, may, together with a certain conformation of
chest, or indeed of the body generally, form part of a chain
of circumstantial evidence, as it were, tending to prove, or
to disprove, a liability to tubercular disease of the lungs.
But what has chiefly to be rooted out of the mind of the ill-
informed, or imperfectly trained, clinical student is the im-
pression that such conclusions are to be safely reached through
mere phrases appealing largely to the imagination without
minute and careful study of details. 'The popular, and to a
certain extent the half-educated medical mind, is always
looking for a pathognomonic sign, or a broad, striking, easy
generalization from a few facts; whereas it is only by ripened
experience that we come to know gradually the real value of
common and obvious, still more, of uncommon and not ob-
vious, facts when seen tn combination, so as to form con-
jointly a basis for large inferences. Such a diagnosis, however,
is often the result of the careful study of the physiogromic
characteristics of individual patients.

In beginning the study of this subject, it is impossible to
overlook the importance of the weight and size of the body
as a test of its physiological condition. Many diseases, per-
haps indeed all diseases attended by fever, and many or most
of the organic diseases of the viscera, whether febrile or not,
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are characteristically marked by a loss of weight, which
often bears some sort of relation to the progress of the dis-
ease, especially in cases that end fatally. This tendency is
the physical expression of a derangement of the entire tex-
tural nutrition of the body, which, as a rule, becomes ap-
parent externally, in the first instance, through the gradual
wasting of the stores of fatty material in the subcutaneous
layers and in the interstices of the muscles, omenta, orbits,
etc.; but which really carries as an ultimate result the wast-
ing of every texture in the body—the bones, the fibrous
tissues, and the nervous centres being (according to Chossat)
the last to become appreciably altered in weight ; the brain,
indeed, almost inappreciably, even in an animal starved to
death. But in morbid inanition (as opposed to this physio-
logical kind) there is usually not only deficient, but altered,
tissue-formation ; so much so, that while fut disappears from
all the usual situations in which it is normally stored up,
fatty or oleo-albuminous molecules arc formed in the micro-
scopic elements of the wasting textures generally, and
chemical products, also, of decomposition of the nitrogenous
tissues are found in excess in the blood, muscles, and glan-
dular viscera. And this may take place (as in diabetes
mellitus), when large quantities of actual nutritious matter
of various kinds are passed through the organs of assimila-
tion, and are even digested and assimilated, up to a certain
point, with preternatural activity. In such cases it has been
said, with a certain amount of truth, that the body becomes
autophagous, or sclf-devouring ; the muscles feed upon the
integumentary tissues, the brain and nerves upon the mus-
cles ; the new nourishment conveyed into the system, if any,
being wasted and rapidly excreted, along with the effete
matter of the wasting tissues. This state of morbid emacia-
tion is most easily recognized in the living patient by gradual
loss of weight, as well as by the external characters of
shrinking and shrivelling of the soft tissues, in the order
indicated above as a general rule.  But loss of weight, as a
personal and individual fact, can be exactly established only
by repeated weighing of the same patient at intervals; and
in hospital wards this ought to be done on admission, and
afterwards every weck or two, so as to obtain an accurate
view of the progress of the case. In private practice, among
men of the well-to-do classes, it is quite common, nowadays,
to find that the habitual or physiological weight of the indi-
vidual, and even the amount of variation in it in the midst
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of apparent good health, are well enough known to patients
themselves, from actual weighings more or less frequently
repeated ; and by availing ourselves of these spontaneously
provided data we are often able to form a tolerably clear con-
ception of the morbid changes present at the time of first
secing the patient. But in other cases no such data exist;
and the ¢ personal equation,” so to speak, of weight has to be
adjusted for the individaal from more general statements, or
from actual observations founded on averages. But this is
by no means easy ; for the limits of variation in weight con-
sistent with health, even in the same individual, have yet
to be determined ; and the extreme limits of* difference in a
number of individuals of like stature are notoriously so wide,
even under strictly physiological conditions, as to render all
averages inapplicable to the extremes. A vast series of
observations by Dr. Hutchinson is, from this cause, of com-
paratively small value to the clinical observer as furnishing
a standard of health, it being necessary to allow for great
variations in both directions from the mean weight corres-
ponding to stature; but perhaps the following condensed
summary may be adopted as an approximation to the actual
truth :—

A man of 5 feet should weigh from 8 to 9 stone.

5 ft. 3 in. @ 9«10
“ Bt 6in. u 10411«
“ Bt Y in. « 11 <124 «
[ 6 ft. 13 12 ‘6 14 [

These numbers (uas already stated) are not to be taken as
being more than approximations to a normal standard of rela-
tion, subject to considerable latitude of interpretation in both
directions. In applying them to an individual case it will be
well to ascertain, as far as possible, the life-history of the
patient in respect of height and weight proportion, if not in
exact figures, at least in such terms as may be conventionally
well enough understood for practical purposes.  Supposing,
for example, that the patient is a well-grown man, verging
towards the ‘“scre and yellow leaf,” and in advancing age
evidently tending to accumulate fat in the abdominal wall
and elsewhere—Was he always ¢ stout” (in the sense of his
present condition), or was he, as a youth, *“thin,” or
“slender,” or ¢ wiry,” or *‘a light weight”? All of these
are expressions well un(lmslood by most men as conveying
easily-appreciable relations of bodily conformation, and the

3%
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last of them might even' lead to more exact statements tend-
ing to determine the precise time of life when the sense of an
increasing burden of flesh became manifest as a subjective
fact. In the growing period of the body it is quite common
to say of persons of slender habit, that they ¢ shot up very
fast,” . e., that the increase in height did not carry corres-
ponding breadth along with it in boyhood ; and this expres-
sion, or something like it, is often used by mothers as indi-
cating a fear or misgiving that the phthisical tendency, either
as a diathesis, or even as an actual disease, may have existed
or been manifested at an early period of life. ¢ Wiry,”
again, is generally open to a different interpretation ; it cor-
responds, in a man, to what in a woman would be called
(but not, of course, by herself or her friends) ¢scraggy,” or
“raw-boned;” viz., a physical conformation in which bone
and muscle predominate, and the whole organization indicates
a robust and active rather than a graceful or refined personal
presence ; but, nevertheless, a bodily organization perfectly
sound in essentials, and eminently fit, from its very hardness
and angularity, to do rough work in the battle of life. «Thin,”
or ‘slender,” in a man, perhaps conveys the trace of an im-
putation of physical inferiority, or, on the other hand, these
expressions may be perfectly indifferent as regards previous
health or discase. The physical opposites of these bodily
states, within the limits of health, are usually conveyed by
the expressions ¢ lusty,” or ¢ stout,” or * in good condition,”
and a little good-humored allusion, half in a joke, will often
elicit most important facts for the physician; indeed, be-
ginners would do well to study the facetious vocubulary of
Prince Hal, as applied to that great impersonation of vigor-
ous and humorous rotundity—Falstaff, in the pages of Shaks-
peare.! In women, and espccially in those who have still
reason to be careful about appearances, it is necessary to take
care not to give offence by a too abrupt or coarsely-worded

! ¢King Henry IV.,”” Part I. — The converse of the character of
that lusty knight, who might be supposed to be the original of the
proverb, ¢ Laugh and grow fat,” will be found in Cwsar’s remark
on Cassius as a probable conspirator, and ‘¢ dangerous,’” on account
of his ‘“lean and hungry look,”” his much thought and reading;
his keen penetration ¢ quite through the deeds of men;’” and his
contempt of personal gratification and amusement. A perfect type
of what would be styled in old medical language the ¢¢ bilious,’’ or
rather ‘‘ atrabilious,”” or ¢ melancholic temperament.”’—See ““Julius
Ceasar,” Act I., Scene 2. )
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question ; but with a little tact there is no real difficulty in
getting at the facts in a round-about way, and even without
using the sickly French slang of ¢embonpoint,” which is

supposed by some to be specially polite language as applied

to ladies of a somewhat too large and substantial physigue.
But in all these inquiries and observations it is to be re-
marked that the experience of years, and the critical appre-
ciation of the human form under a great variety of conditions,
normal and abnormal, gives to the physician in many cases
a power akin to that of the artist, incommunicable by words;
an instinct of divination, so to speak, by which the true
character and the history of the organism may be read in the
external features and physical characteristics ; and this, not
only as to health and disease, but as to all the leading ele-
ments of character.

There is one remark that will not, perhaps, quite readily
occur to the superficial observer, but which is, nevertheless,
of the widest possible application to the subject of body-
weight, and of the greatest significance in respect to the
physiognomy of disease. It is natural, perhaps inevitable
to think of great and small body-weight as being really
posed or contrasted conditions, just as we think of giants s
dwarfs as opposed or contrasted in respect of statur¢’
general bulk.  But this is a false, or at least a mislé..
analogy ; for while a son of Anuak may be in every way as
healthy and as well proportioned as a General Tom Thumb,
it is impossible to look upon excessive any more than defec-
tive body-weight, per se, as a mere question of big or little.
Up to a certain point, indeed, and within the limits of strict
physiological health, the increase of bulk may be a mere
question of degree; e. g., a man of medium stature may be
140 1bs. in weight, or he may be 180, or even, perhaps, 200
Ibs.; it the proportion of all the more important or essential
bodily parts is fairly preserved, e. g., of the muscles and liga-
ments to the bones, of the viscera of the chest and abdomen
to the external structure, and of the cavities to the viscera,
there will not be necessarily, at least, any appreciable im-
pairment of function, or any disease. But the tendency of
extremes in both directions is very apt to be towards im-
paired function, and therefore towards actual or proximate
structural disease. Aud in the case of excessive corpulence,
still more than that of excessive emaciation, it may be said
that the morbid tendency, once implanted, is apt to be pro-
gressive; the functions and structures that are oppressed by

-
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the abnormal growth of fatty tissue being thereby perma-
nently, though very gradually, altered, so that most of the
tissues visibly degenerate, and what seems at first sight to
be an hAyperfrophy of the bodily frame becomes, in a most
genuine and physiological sense, a true atrophy of some of
the most important and vital parts of it. Thus, fatty atrophy
of the heart, of the secreting cells of the liver and kidney,
and of other important organs and parts, is extremely com-
mon in cases ol excessive corpulence; and the blood itself,
there is strong reason to think, undergoes in such cases a
kind of relative atrophy, both its amount and its nutritious
quality being more or less impaired. Hence the old and
probably correct observation derived from the days of large
blood-lettings, that stout subjects (in the sense of corpulent)
do not bear loss of blood nearly so well as those of more
slender bodily constitution. It is also notorious that such
subjects often succumb much more readily to fevers and other
exhausting diseases than those of ¢ wiry” frame, or e¢ven those
who, from defectively slender development, may have ap-
peared to be of a much inferior physigue. It is not at all
clear, therefore, that any amount of external fat beyond a
fair average is, physiologically speaking, advantageous to the
possessor. And it is just at the period of life when the first
traces of senile decay begin, that the embarrassment caused
by an excess of rotundity is most apt to tell upon the consti-
tution.  Generally speaking, a moderate accumulation of fat
up to the age of 40, or even 43, is wholesome rather than
otherwise ; and if associated with a broad chest, well-devel-
oped and active muscles, an energetic character, and a
healthy respiration and circulation, will tend to long life,
even if the digestion should be, as often happens, rather
fecble.  But increase of fat to a notable degree beyond the
middle term of life is always to be regarded with suspicion,
as implying a probability of vital and dynamic conditions of
nutrition tending to precipitate the process of the senile de-
cay. And anything like marked obesity persisting to, or
increasing at, the age of 60 is a manifest invasion of the
prerogatives of that age which has been characterized as that
of the “lean and slippered pantaloon.” On the whole, it
may reasonably be doubted whether the ¢ spare” constitution
of body, if it be free from, or escape, the risks incidental to
actual disease in childhood and adolescence, is not in reality
more favorable to long life than any considerable amount of
fat. There are no statistics on the subject ; but the medical
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observation of mankind in general shows that, as in Pharaoh’s
dream, it often happens that ¢ the ill-favored and lean-fleshed
kine did eat up the well-favored and fat kine.” And the
spontancous and instinctive expression of the late Mr. Bant-
ing as to his excessive fatty envelope, viewingit, as he did,
as a ‘‘ parasite” destructive both to health and comfort, is
not so far removed from truth as are many popular estimates
of this condition of body.

The ideal of a sound and perfectly organized bodily struc-
ture at the various ages of life has been so beautifully pre-
sented to us in the masterpieces of ancient and modern
sculpture, that every medical student or physician who de-
sires to keep his eye and mind in training would do well to
spend an hour now and then in a gallery of casts or marbles,
and to compare the perfect forms coming from the chisel of
Phidias or Praxiteles, Thorwaldsen or Canova, with those
habitually seen in the hospital or consulting-room. He will
then come to appreciate by his senses what is simply a phy-
siological and, indeed, a physical fact, that there is an ideal
relation of size and form as between every separate part of
the human body; and that every outward and inward struc-
ture contributes an exactly-halanced proportion to the whole
visible result. The study of this proportion, as affected by
disease, and as modified by action and suffering, constitutes
the physiognomy of disease.

In spare habits, or when there is a reasonable suspicion, &
priori, of phthisical atrophy, the following points require
to be observed, especially in early adult life. The presence
of “clubbing” of the finger ends, or of undue curvature of
the nails ; the red line on the gums, said to be more or less
characteristic of tubercular disease ; the pecnliar momentary
starting and elevation of the skin produced by a tap of the
finger point over the costal cartilages, and described as
“ myoidema;” any undue, and especially any unilateral,
flattening below the clavicles, or deformity clsewhere of the
chest, and any inequality, or want of symmetry, in the res-
piratory movements ; any rapid and too easy flushing of the
face, and especially that limited flush of the cheek with pallid
complexion generally, which denotes fever in an exhausted
constitution ; any or all of these may in particular cases be
valuable indications of truly morbid emaciation.! In infants

! These subjects are referred to in detail under the sections on
the Nails, General Signs of Pyrexia, Gums (Chapter xi.), and
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and children, sometimes also in adults, it is not uncommon
to observe emaciated limbs and face, with an enlarged abdo-
men (almost always a sign of grave, often tubercular, disease).
And in very young infants the presence of emaciation gene-
rally, with a retracted abdomen, and a large head, the ante-
rior fontanelle (if still open) being protruded instead of
depressed, is a combination of signs of the gravest import, as
tending to reveal disease of the meninges of the brain, even
should the symptoms otherwise be obscure or wanting; still
more, if these indications are accompanied by peculiarities of
expression, or abnormal movements of the eyes (strabismus,
nystagmus) or of the pupils; or by the phenomenon describerd
by Trousseau as the ‘“tache cérébrale,” and considered by
him to denote fever with a cercbral or meningeal lesion.!

in those dealing with the physical examination of the Chest
(Chapter xvi., Part 1). Myoidema is the name first applied by
Dr. Lawson Tait (‘‘ Dublin Journal of Medical Science,’’ vol. 52, p.
316) to a phenomenon observed long ago by Drs, Graves and Stokes
(‘““Dublin Hospital Reports,” vol. 5, p. 70), as probably charac-
teristic in some degree of phthisical emaciation, and as being found
most frequently ‘‘in incipient phthisis over the seat of the irrita-
tion’’—i.e., on the side first affected and in the supra-clavicular
region. According to Dr. Tait, the sign attends especially the
softening stage of tubercle. ‘“ After each stroke of the ends of the
fingers’’ (say the first discoveries of this sign) ‘‘a number of little
tumors appeared, answering exactly to the number and situation of
the points of the fingers, when they had struck the integuments of
the chest. Thesc having continued visible for a few moments, sub-
sided, but could be again made to appear on repeating the percus-
sion.”” [My observations, in very numerous instances, lead me to
concur with the original description here given more closely than
with the details of fact and of procedure in Dr. Lawson Tait’s paper.
In particular, I have found that the ‘‘little tumors’’ of Drs. Graves
and Stokes, which arc undoubtedly the more important part of
myoidema, are produced more easily, and with far less risk of fal-
lacy, when the percussion is made, not over a voluntary muscle at
all, but over the anterior costal cartilages. The name therefore
seems, in a certain sense, a misnomer, if it is intended thereby to
suggest that the contraction of the fibrillee of voluntary muscle has
anything to do with the more distinctive phenomena. The ¢‘little
tumors’’ are quite evidently due to a temporary contraction of mus-
cular fibres in the skin itsclf, similar in kind to those of the dartos
on pinching the scrotum. I believe the phenomenon, thus inter-
preted, to have some, but by no means a pathognomonic, signifi-
cance.—W. T. G.]

! On drawing the back of the nail or the blunt end of a pencil
along the skin, we find, in the healthy subject, that a momentary
whiteness of the part is followed after a time by a distinct red
streak. But in certain states this redness is much more easily pro-
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A condition frequently, but not necessarily, associated
with the phthisical or morbidly emaciated habit, is Anemia;
a term which has been variously defined, but which may be
taken as corresponding in gencral not so much with diminu-
tion in the absolute quantity of the blood as with deprecia-
tion of its quality; a lower specific gravity of the serum, a
more or less considerable fall in the proportion of the blood-
corpuscles, and of course of the coloring matter. Physiog-
nomically considered, an®mia is recognized chiefly or exclu-
sively by this last character ; and the most marked examples
of it are those in which emaciation, though perhaps present
more or less, is not extreme. If, indeed, the blood is simply
reduced in quantity as a part of the general emaciation, but
remains not greatly out of proportion to the other tissues (as
in many cases of phthisical emaciation), the characters of
anemia will not be at all strikingly present. The lips will
remain well colored, and the mucous membranes may even
be morbidly congested in such a condition. But when, along
with only a moderate reduction in the amount of the solid
soft tissues, and without any circumstance tending to the local
determination of blood, there is a great reduction in the
quality of the latter, the consequences as regards the appear-
ance of the patient are very striking. There is, in the first
place, an extremely pallid huec of the whole surface, and
especially of the face; lips not quite so pale as the rest of
the countenance, but entirely devoid of their natural rosy
hue ; the conjunctivie of the eyelids similarly pale ; the ocular
conjunctivee bluish, from the shining through of the choroid :
and all these characteristics brought out the more remarkably
in dark complexions, inasmuch as the tints which depend
not on blood but on pigment may be unchanged. Thus
the skin may be nearly as pale as that of a corpse, and yet
there may be dark circles (chloasma) round the eyes or on
the brow ; or the natural diffused pigment of the whole sur-
face may be so exaggerated as to give to certain parts of it
almost the appearance of the skin of a negro or mulatto (the
so-called ¢ bronzed skin” or ¢ Addison’s disease’”). But
in cases of an®mia, pure and simple, there is usually no special
pigmentary change, and the whole external characteristics

duced, and is likewise very much more intense and persistent ; it
is to this excessive redness that the term tache cérébrale is applied,
from its being frequently observed in cases of acute meningitis.
But it is now gunite certain that it may be found equally in many
cases of enteric fever, and in certain other diseased conditions.
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suggest merely an unduly watery or much impoverished
blood. The skin is cool, and the tongue may be clean,
though extremely pale; there is often a little puffiness of
the eyélids and dropsical swelling of the ankles; it may be
(as in Bright’s disease) even general dropsy of the entire
subcutaneous tissues. The muscles are flabby rather than
much reduced in bulk ; the expression is that of great lan-
guor, but not of suffering or of anxiety ; if the texture of
the skin is fine and delicate, the blue veins may be seen be-
low the surface, but reduced very much in volume as com-
pared with the normal ; and in the veins of the neck there
is found the well-known humming of the ¢ an®emic murmur”
or ‘ bruit de diable.”” A special variety of this state of pure
aniemia is chlorosis, in which greatly disordered or absolutely
arrested menstruation in young girls is attended by all the
circumstances above noted, often with a very remarkably
green tint of the complexion (as the name implies). In all
these cases the blood, tested accurately by Malasses’s instru-
ment or by the hamochromométre, shows a reduction in the
amount of coloring matter, or of corpuscles, equal to one-
third, one-half, or even more; and in this way a physiog-
nomic sign, which formerly could only be stated in general
terms, can now be reduced to most accurate expression, and
made subservient to exact observation as to the progress of
disease or the results of treatment. (See Chapter ix.)
When this anemic condition is recognized, we must never
rest satisfied in the investigation of the case till we have
done our best to ascertain the probable cause. We inquire
for the history of any hemorrhages or any of the less obvi-
ous forms of loss of blood described clsewhere (Chap. ix.)
A similar deterioration may result from the chronic influence
of the malarial fevers, for example, or from the recent oc-
currence of some acute illness from which the patient’s
system has not fully recovered. But too often such anzmia
is only symptomatic of the serious inroads of tubercular,
syphilitic, malignant, or renal disease, and the investigation
of the urine is so important in all apparently causeless forms
of anemia that it must never be neglected. Present or past
suppuration of a chronic character may likewise be respon-
sible for the deterioration of the blood ; the extreme pallor
and the wax-like appearance of patients suffering from the
lardaccous, waxy, or amyloid degeneration of the viscera
usually arise from such prolonged suppurations, but this dis-
order may also be due to less obvious causes. The examina-
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tion of the blood frequently guides to the diagnosis of
Leukemia and to the investigation of the spleen; or the
general enlargement of the lymphatic glands may suggest
the presence of Hodgkin’s disease as the cause of the per-
sistent anzemia. But after eliminating all these causes of the
deterioration, we may still find ourselves in the presence of
a simple progressive pernicious anemia, the origin and
pathology of which still remain obscure, while the tendency
to death is very marked.

The converse of an®mia, in medical language still current,
is Plethora ; a condition which has had a great deal to an-
swer for in medical pathology and treatment. But plethora,
considered merely as & morbid excess of blood, can hardly
be said to hold its place among recognized pathological states
at the present day; fulness of blood, in other words, can
scarcely be considered morbid unless there is some other
pathological change either as regards its quality or its dis-
tribution. The condition to which the name plethoric is
usually applied is one in which there is stagnation of blood
in the smaller veins of the surface, giving to it, e<pecmlly in
the face and nose, the rubicund and ¢ port-winey” appear-
ance suggestive of the days when two bottles of that luscious
stimulant were regarded as a moderate allowance for a gen-
tleman at an after-dinner sitting. This peculiarity of coun-
tenance, as well as the plethoric and well-fed condition
generally, when occurring in persons (especially males) past
the middle term of life, particularly if associated with hered-
itary predisposition or with known habits of’ self-indulgence,
has been regarded as among the notes of the gouty habit or
diathesis, and also, along with a short and thick neck, as
among the predispositions to apoplexy.

There is a very remarkable condition of the blood and of
the containing vessels, in one of its aspects allied to anxemia,
in another to plethora—that, namely, which, attended with
coldness of the surface and rapid depression of the powers of
life, corresponds with the so-called ¢ collapse” or ¢ algide”
stage of Asiatic cholera. In so far as this condition can be
here dealt with, it may be regarded as one in which a highly-
concentrated blood encounters resistance in being driven
through the capillaries; the great mass of the blood, there-
fore, tending to accumulate in the venous system, and pro-
ducing congestion, and even ecchymosis, by rupture of the
smaller veins. It has been shown by chemical analysis that

4
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the blood in this condition has lost a considerable proportion
of its water and albumen, owing to the enormously rapid and
copious discharges from the intestinal canal ; but the blood
corpuscles remain, for the most part, in the vessels. There
is, therefore, a strange combination of shrivelling of most of
the textures of the body from loss of fluid, and persistence of
blood-color, altered, however, in the direction of lividity by
deficient aération. A person in this state has the skin, espe-
cially in the face and extremities, of quite cadaverous cold-
ness, and often has the whole attitude and expression of a
corpse ; the ends of the fingers are shrivelled, the features
thin and pinched, the nose and all the extremities livid in a
high degree; the conjunctivae are bloodshot and ecchymosed ;
the eyes sunk in the orbits ; the tongue and breath cold; the
respiration and circulation almost inappreciable ; but there
is no disappearauce of the external fat, nor any true emacia-
tion ; the breasts, accordingly, in women, and the abdomen
in corpulent men, remain well clothed with integument even
after death. A condition more or less allied to this is seen
in some cases of acute peritonitis, tending rapidly to death,
as in perforation of the bowels, which, like cholera, may
cause death by collapse in a few hours, though, of course,
without the excessive evacuations above referred to.

The traditional description of the so-called Fucies Hippo-
cratica is not very far removed in some of its details from
the state of acute collapse as above described, and has been
so often formulated in one shape or other by compilers, as
conveying the elements of a fatal prognosis, that it may be
as well to transcribe the words from the original source: “a
sharp nose, hollow eyes, collapsed temples; the ears cold,
contracted, and their lobes turned out; the skin about the
forehead rough, distended. and parched; the color of the
whole face green, black, livid, or lead-colored.” But the
reader will do well to consult the other physiognomic details
in Sec. 2—4 of the Prognostics of Hippocrates (Dr. Adams’s
translation, vol. i. p. 236) for numerous vivid and picturesque
touches which are now among the common-places of medical
observation. And the description of the phthisical body by
Aretxus is equally deserving of attention, as a sample of ac-
curate appreciation of detailed facts emanating from remote
antiquity. The most important facts of the description re-
ferred to are as follows, but the whole chapter in the excel-
lent translation of Dr. Adams well merits perusal :—
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¢* Voice hoarse ; neck slighly bent, tender, not flexible, somewhat
extended ; fingers slender, but joints thick ; of the bones alone the
figure remains, for the fleshy parts are wasted; the nails of the
fingers crooked, their pulps are shrivelled and flat, for, owing to
the loss of flesh they neither retain their tension nor rotundity ; and
owing to the same cause, the nails are bent, namely, because it is
the compact flesh at their points which is intended as a support to
them; and the tension thereof is like that of the solids. Nose sharp,
slender ; cheeks prominent and red; eyes hollow, brilliant, and
glittering ; swollen, pale, or livid in the countenance ; the slender
parts of the jaws rest on the teeth, as if smiling; otherwise of a
cadaverous aspect. So also in all other respects ; slender, without
flesh ; the muscles of the arms imperceptible ; not a vestige of the
mamme, the nipples only to be seen ; one may not only count the
ribs themselves, but also easily trace them to their terminations ;
for even the articulations at the vertebre are quite visible ; and
their connections with the sternum are also manifest; the inter-
costal spaces are hollow and rhomboidal, agreeably to the configu-
ration of the bone; hypochondriac region lank and retracted ; the
abdomen and flanks contiguous to the spine. Joints clearly de-
veloped, prominent, devoid of flesh, so also with the tibia, ischium,
and humerus; the spine of the vertebra, formerly hollow, now
protrudes, the muscles on either side being wasted; the whole
shoulder-blades apparent like the wings of birds. If in these cases
disorder of the bowels supervene, they are in a hopeless state.
But, if a favorable change take place, symptoms the opposite of
those fatal ones occur.”’—Areteus, Causes and Symptoms of Chronic
Diseases, Book 1., Chapter viii.; On Phthisis.

In association with the various atrophic and anzmic states
above referred to, we have to consider the physiognomic im-
port of another much abused word, around which, as around
the words ¢ diathesis” and ¢ temperament,” a great deal of
very obscure pathology has been made to revolve. Cackexia,
in its original and etymological sense (xaxés and &:5), means
any bad or defective habit of body—/habitus depravatus—
usually the result, not the cause, of disease. The term
“ habit” here implies, of course, chronicity; and the word
cachexia is, accordingly, one consecrated by usage to the
definition of states characterized by chronic lesions of nutri-
tion, as opposed to the fevers and acute diseases. In the
systematic nosologies—Cullen’s for example—the Cacherie
form an order including all chronic diseases of nutrition which
are not strictly local, and not obviously associated with fever.
Henee cancers, dropsies, rickety affections of the bones in
childhood, and above all, the various types of glandular,
articular, pulmonary, cutaneous discases, known either as
scrofulous or tubercular, are commonly enumerated among
the cachexies ; and more modern authors add gout, rheuma-
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tism, scurvy, and syphilis to the list. But the use of the
thermometer tends very much to break down the distinction
between the febrile and the non-febrile diseases—between
the pyrerie and cachexrie; and in some of the latter, e. g.,
in tubercular discases and in syphilis, the febrile element,
though spread over longer periods of time, and therefore less
intense as a rule, is quite as really, if not invariably, asso-
ciated with many of the nutritive changes as in the pyrexie
commonly so called. It cannot, therefore, be admitted that
there is anything in the essential nature of a cachexia to dif-
ferentiate 1t pathologically from a fever, or from an acute
disease like pneumonia. There is, it is true, the element of
time, implied in the long duration and very gradual evolu-
tion of the disease ; but the relation of the local changes to
the constitutional disease is, in the cachexia as in the fever,
a matter of inference from the study of the whole of the
phenomena; and it is impossible to admit, & priors, that a
specific, and latent, constitutional taint always precedes and
determines the local affection.  The safe rule of physiognomic
diagnosis here i3, to make the discovery of a cachexia (as of
a diathesis) an inference from individual facts actually ob-
served and verified in the particular case; not a general
formula such as is often implied under the terms scrofulous,
strumous, syphilitic, gouty, or cancerous cachexia. It may
be easily admitted, indeed, that these cachectic states actually
exist in connection with the discases named ; but what is not
80 easily admitted is the proot of the cachexia apart from all
positive manifestations of actual disease of the special kind
implied in its name.

The following brief indications, however, may be noted as
regards particular types of cachexia. In the Serofulous or
strumous variety, as also in a certain proportion of cases of
tuberculosis in the adult, there may be found evidences of
defective nutrition, or emaciation, extending back to child-
hood, and modifying the entire form of the skeleton, as well
as the integument. A slender form, and a narrow or de-
formed chest may be accompanied by the cicatrices of gland-
ular abscesses, or of sinuses connected with the bones; a
delicate, pale skin, or one marked by traces of eruptions on
the scalp or elsewhere ; often with retarded puberty, and im-
perfectly developed organs of sex ; flabby muscles, attenuated
bones, and relatively large (sometimes anchylosed or actively
diseased) joints. The upper part of the abdomen may be
increased in bulk, from waxy enlargement of the liver; or
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the whole abdomen, from disease of the peritoneum or mes-
enteric glands. The patient is commonly more or less anz-
mic, and is often (sometimes periodically) subject to febricula
(hectic).

In the Gouty habit there is frequently no cachexia, pro-
perly speaking, at all appreciable until the middle term of
life is reached or past. There may, on the contrary, be all
the indications of strong vitality, robust conformation, and
great bodily and mental activity. At a certain period of life,
however (prematurely or not), the ordinary signs of ageing
occur ; and along with these (and with the cessation of the
catamenia in women) comes an increase of obesity, or the
plethoric development of the facial veins (described above);
eruptions on the skin; varicose veins in the lower extremi-
ties ; manifestly diminished energy, and sometimes oppression
of breathing. Preceding or succeeding these signs may occur
the special deformities due to the local deposits of uric acid
in the joints of the toes and fingers, or (as Dr. Garrod has
remarked) in the lobes of the ears. The peripheral arteries
often present at this stage well-marked senile degeneration.
There are, however, not a few exceptions to these remarks ;
and the gouty habit may even concur with, or follow, the
serofulous cachexia, as age advances.

It is doubtful whether any very definite cachexia can be
said to accompany Cancerous disease, apart from the local
developments of it in the organs, and their consequences.
But in the majority of cases of gastric, hepatic, omental, or
uterine cancer, and in not a few mammary and other exter-
nal cancerous growths, there are cither extreme emaciation
and anemia, or persistence of the external fat with flabby
integuments, and a peculiar sallow pale complexion; the
expression of the countenance at the same time indicating
habitual suffering and great despondency of mind.

Dropsical cachexia is most frequently associated with
Bright’s disease of the kidney. It is marked by great pallor,
a languid expression without suffering, unless from difficulty
of breathing ; often puffiness of the face and eyelids; absence
of fever, and an almost perfectly dry, cool skin, sometimes
of fine, semi-transparent texture, at other times locally thick-
ened and even wrinkled or furrowed from the effects of long-
continued dropsical effusions, especially in the lower extrem-
ities, scrotum, and loins.

It does not appear at all clear (notwithstanding the well-
known degcription by Dr.Todd of the ¢ rheumatic diathesis’),

4*
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that either in acute or chronic Rheumatism there is any de-
finable cachexia or physiognomic peculiarity of bodily con-
formation, apart from the more obvious history and conse-
quences of the disease.

In Rickets, there is a precursory or incubative stage of
impaired general health of cachexia (according to Sir William
Jenner, Medical Times and Gazette, 1860, vol. i.) extend-
ing usually from the fourth to the twelfth month of the infant’s
life. More or less emaciation takes place, and the movements
indicate languor and peevishness or moroseness, perhaps with
hot skin and a degree of low febrile irritation. By and by
it is observed that the natural impulse of healthy children
to play about, does not exist ; the child prefers to lie still,
and refuses to be amused; the superficial veins become large,
and the jugular veins especially are much dilated ; the hair
continues thin upon the scalp, and the fontanelle remains
widely open.  Inter-current diseases of the chest may oceur
even at this stage, and may considerably modify the progress
of the rickety cachexia; but three truly physiognomic
characters are specially noted by Jenner, as appertaining to,
and distinctive of, rickets, even in advance of' the charac-
teristic deformitics of' the skeleton, which are not often easily
observed until the little patient begins to walk. The first
is, profuse perspiration of the head and upper part of the
body, especially during sleep, with large and full veins of the
scalp and sometimes undue pulsation of the carotids. The
second of these early symptoms is an intolerance of covering
at night; the child insisting on kicking the bedclothes off,
and lying with naked limbs, so as to be ¢ always catching cold,”
according to the mother, who tries in vain to keep the infant
properly protected. The third characteristic symptom is
positive suffering when touched, or even when approached,
by strangers, obviously from general tenderness, both of the
surface and of the muscles and bones : an exaggeration of the
state above described as existing at the very earliest stage of
this cachexia. ¢ A child in bhealth,” says Sir Wm. Jenner,
¢“delights in movements of every kind. It joys to exercise
every muscle. Strip a child of a few months old, and see how
it throws its limbs in every direction ; it will raise its head
from the place where it lies, coil itself round, and grasping
a foot with both hands thrust it into its mouth as far as pos-
sible, as though the great object of its existence at that mo-
ment was to turn itself inside out. The child, suflering
severely from the general cachexia which precedes and ac-
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companies the progressive stages of the bone-disease in
rickets, ceases its gambols ; it lies with outstretched limbs as
quietly as possible, for voluntary movements produce pain.”
The consequence of all this suffering, after a short period, is
further permanently imprinted on the physiognomy in an
aspect not only of languor, but of premature sadness and se-
dateness, as of age, the effect of which is increased by the
inability of the muscles to support the spinal column, which
becomes curved forwards in the cervical region, and back-
wards in the dorsal. The bones of the cranium are soft and
thin, yielding in some cases to pressure like card-board, and
the form of the skull is altered, flattened behind or at the
vertex, and protuberant in front. There is enlargement of
the ¢nds of the long bones; the ribs are ¢ very soft, so that
there is great recession of each rib where it joins the costal
cartilage at each inspiration.” It is easy to see in this de-
scription of the signs of a ¢ cachexia” a very real and pre-
sent disease, the source of all the deformities and permanent
alterations in rickets, to which we have already alluded as
being themselves, in after life, physiognomic evidence of dis-
turbed health and function during the period of childhood.
The Syphilitic cachexia is so plainly a part of the actual
disease, defined and demarcated by the well-known succes-
gion of the various stages and external and, internal lesions,
that it seems unnecessary here to treat of it in detail, as the
evidence of its presence is dealt with under special sections
in connection with the throat, the skin, the bones, the joints,
etc. But in long standing cases of syphilis its deep influence
on the system is often manifested, not merely by an appear-
ance of bad health and general delicacy, but also by a dingy,
sallow and somewhat discolored appearance of the skin of tl.c
face ; this may impart to such patients something of the
physiognomic aspect of malignant disease already referred to.
In all bodily conditions involving Fever, whether classed
among the specific fevers or not, there are certain physiog-
nomic characteristics which ought to be constantly present
to the mind of the physician, not only as throwing light on
the diagnosis, but often also on the prognosis and treatinent.
Thus, in the earliest periods there is the somewhat collapsed
appearance, the pallor, the shivering, and cutis anserina
which belong to the cold stage. At a later, but still early,
period, the face is flushed, the expression is that either of
languor or of pain, according as there is or is not a local dis-
case ; very often the attitude indicates restlessness, aswhen the
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patient is found overnight or in the early morning with the
bedclothes tossed and disordered, and the body more or less
exposed. In this stage the skin may be dry or moist, or it
may be dry on the exposed parts and moist under the clothes,
or vice versd.! In certain fevers, as in the rheumatic and
py®mic kinds, moisture of surface and often profuse sweat-
ing predominate throughout; in others, as in scarlet fever
and most of the eruptive fevers, a dry hot skin is more char-
acteristic of the early stages up to the height of the fever.
In phthisis and most of the fevers accompanying organic
discase, sweats of considerably intensity alternate with hot
and dry skin, often repeatedly in the course of twenty-four
hours (hectic fever). In fevers accompanying diseases
gravely affecting the respiration, as in pneumonia and bron-
cho-pneumonia, the flush on the cheeks has a peculiar duski-
ness or lividity ; this is very notably the case, also, in acute
tuberculosis. In some cases of pyxmia the febrile character-
istics are associated with a yellowish color of the integument,
or even with jaundice. A like change may take place when
the liver is directly involved in the discase, and even in some
cases of pneumonia. Fevers depending on septic poisoning
of the blood are recognized by the peculiar odor, as of putre-
faction, which exhales from the body even at an early stage,
before the cadaveric odor or the symptoms of approaching
death have appeared; such cases may have a traumatic ori-
gin, or they may occur spontaneously, as in some instances
of enteric fever, of erysipelas, of dysentery, and of septic
poisoning from infection. Fevers depending on abscess, or
upon profuse suppuration in connection with mucous or
serous surfaces, are often very specially characterized by the
tendency to intense and repeated shiverings, which can be
compared only to the commencing stage of the ague-fit. A
like disposition to rigors sometimes follows the passing of a
catheter or bougie into the bladder, and this without any
appreciable injury done to the mucous membrane.  All these

! A remarkable contrast to these irregularities of the cutaneous
transpiration in fevers is to be found in most cases of diabetes mel-
litus, in which, with great emaciation and disorder of nutrition and
of the urinary excretion, the surface often remains throughout
harshly dry and cool, the natural perspiration, even under severe
exertion, being suspended. Generally speaking, a dry skin which
does not very easily perspire, and maintains an equable temperature,
is the sign of a ‘‘ wiry”’ frame and of good health. Corpulent
persons, om the other hand, perspire easily.
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phenomena may be fairly included in the range of physiog-
nomic diagnosis ; the more precise appreciation of tempera-
ture through the thermometer will come under consideration .
hereafter (see Chapter iii.). In all fevers which continue
for more than a brief period, the tongue becomes more or less
coated with a white or yellow fur; in the hectic of phthisis,
however, and in some cases of enteric fever and of mild inter-
mittent, the tongue remains surprisingly clean and natural.
As the fever advances the fur increases, the papillee enlarge
and become congested, the dorsum of the tongue becomes
dry, usually first in the neighborhood of the raphe. At a
still more advanced stage, the tongue becomes dry all over,
brown, and roasted-looking, while incrustations of brown
epithelial debris (sordes) gather upon the teeth, alveoli, and
lips ; this condition is specially characteristic of typhus and
similar fevers, typhoid pneumonia, and generally speaking
of the more severe continued fevers from the middle of the
second week onwards; it yields very gradually after the
crisis, the fur being thrown off sometimes in patches, some-
times more evenly, and the natural moisture returning (see
also Chap. xi.). At the stage indicated by the phenomena
just described, there has usually been more or less of mental
disturbance, and the whole attitude and manner of the pa-
tient, as well as his words, indicate a wandering mind and
semi-unconsciousness, or even an advance into coma, with
great and increasing weakness; the posture being in the
more extreme cases absolutely prostrate on the back, with
the mouth more or less open, the eyes half closed, and some-
times a film of dried mucus and lachrymal secretion on the
conjunctivee ; the pupils being often contracted so as to re-
semble pinholes, and insensible to light. When associated
with profuse sweating, or, even apart from this, with cold
extremities (the febrile heat remaining in the central parts
of the body), the prognosis is as bad as it well can be in any
fever. A very unfavorable sign is a starting or twitching
movement of the tendons of the wrists (subsultus tendinum),
and tremor of the muscles generally ; still more unfavorable,
if possible, are the movements of the hands described by Hip-
pocrates, and reproduced by countless authorities with more
or less conscious imitation for more than 2000 years under
the names of carphologia, floccitatio, cte.: ¢ When in acute
fevers, pneumonia, phrenitis (acute delirium), or headache,
the hands are waved before the face, hunting through empty
space as if gathering bits of straw, picking the nap from the
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coverlet, or tearing chaff from the wall—all such symptoms
are bad and deadly.” The peculiar deadliness of such
symptoms, it may be remarked, depends upon the fact of
their indicating at once two apparently contrasted states of
the nervous centres and especially of the basal ganglia and
mesencephale, if not also of the medulla oblongata—viz.,
restlessness, with greatly lowered, it not lost, sensibility to
external impressions; unconsciousness, with disturbed ex-
cito-motor activity, and almost always with entire absence
of real sleep (coma vigil); the movements are absolutely
automatic, and yet they are continuous, being excited by some
purely physical irritation of the motor centres apart alto-
gether from consciousness, and acting feebly through the
efferent nerves upon those groups of muscles especially which,
in the normal condition, exhibit the most highly differenti-
ated and exquisitely combined movements under the influ-
ence of the will.  To the same order of phenomena belong
the constant mutterings (typhomania or typhoid® delirium),
or wordless, and sometimes even voiceless, movements of
articulation (mussitatio) observed in the later stages of many
severe fevers, conveying to the mind of the observer merely
the idea of unrest, without the faintest suggestion of meaning
or even of consciousness. (Compare sections on Delirium
and Sleeplessness.)

The specialties of physiognomic diagnosis bearing on dis-
eases of the chest will be discussed hereafter. (See Dyspneea,
Orthopneea, ete., Chapter ix.).

In all diseases of the Nervous system it is of paramount
importance to observe the attitude and bearing of the patient,

! Prognostics, IV.; Adams’s translation, vol. i., p. 238.

2 It should be particularly remarked, as necessary for the recon-
ciliation of old and new terms, that the word *‘ typhoid’’ is not used
here in the special and limited sense given to it by Louis and the
French school of the present century, as a designation of enteric
fever, but in that larger and more general meaning which it had
from at least the time ot Galen, of typhus-like (+oc, sl3o¢). Typhus
and most of its derivatives, including typhomania, are Hippocratic
words, used in a figurative sense, from ¢, smoke, as indicating
the stupor which attends the graver kinds of fever; and, in the
case of typhomania, the combination of stupor with restless delirinm
—exactly the functional contrast referred to above. The etymolo-
gical facts are interesting, as showing how, even in the most re-
mote period to which the literature of medicine extends, clinical
phenomena which only receive their physiological interpretation
trom modern science were, nevertheless, sometimes very exactly
noted.
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his manner of answering questions, of putting out his tongue,
speaking, eating, handling familiar objects, walking, etc.
There should be no hurry in making these observations;
sometimes the abnormal facts can be taken in at a glance, as
it were; at other times the disease may elude observation
altogether, until brought into full view by some particular
abnormal act. This applies in a very special sense to dis-
orders supposed to be of the mind, which have often a very
distinet physiognomic expression, while in other cases they
require to be sought out through tedious processes of detail,
amid many difficulties and possible fallacies, or even as
underlying positive deception. In all disorders attended
with paralysis, tremor, or convulsion, there will be at some
time or other visible phenomena affecting one or other of the
modes of ordinary activity above enumerated ; or there may
be deficient power of evacuating or of retaining the excre-
tions of the bowels and bladder. A slight tremor of the
lips, and a hesitating utterance, as if the lips and tongue had
no grip (so to speak) over the consonants, will, along with a
peculiarity in the gait, an unusual stillness in the muscles of
expression, and a slight disparity of the pupils, reveal with
almost absolute certainty an early stage of one of the most
hopeless of diseases—general paralysis of the insane. A simi-
lar but more complete absence of facial expression, without
any of the other characters just mentioned, unless it be a flaw
in the articulation absolutely limited to the labial consonants,
will give the key to a more rare, but far less dangerous dis-
order—double or bilateral paralysis of the portio dura: while
a one-sided action of the face and brow, with a permanently
open or half-open eye on the side of the paralysis, and a
twist of the mouth towards the opposite side, will show forth
the much more common, and equally isolated, paralysis of
the portio dura on one side only. An open mouth, dribbling
saliva, an awkwardly-moving or nearly motionless tongue,
with very indistinct articulation, will reveal the labio-glosso-
laryngeal paralysis of Trousseau and Duchenne. The tra:l-
tng walk of the hemiplegic patient, in which the weight of
the body is supported on one limb, while the other (the
paralyzed) limb is either dragged on the ground, or lifted by
a movement of circumduction proceeding from the pelvis,
and favored by a hitch of the whole body, are signs which
can be noted at once, along with the motionless, sometimes
rigid, hand and arm of the same side, semiflexed, and with
the fingers bent into the palm.  The slow, shufiling gait of
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the true paraplegic, and the staggering, erratic progression
of locomotor ataxy (‘‘as if his legs did not belong to him’’)
are equally "characteristic, almost at first sight, and easily
distinguishable from the limping of hip-joint or other articu-
lar disease, and from the reeling, serpentine, plainly bewil-
dered course of the man tending homeward after a debauch,
and ready at any time to lie down in the dirt, to save the
trouble of further picking his way. More difficult to distin-
guish from the latter are some forms of apoplexy or of cere-
bellar disease, of the diagnosis of which, however, it is
impossible to treat in this chapter. The wrist-drop of lead
paralysis, the irregular manipulations of writer’s cramp and
other peripheral nervous disorders of the fingers, must also
be omitted here, though essentially of the nature of really
physiognomic diagnosis. The peculiar jerkings and general
‘““insanity of the muscles” which characterize chorea must
also be dismissed with a reference to special articles and
treatises ; as also the whole subject of tremor, paralysis agi-
tans, and spinal sclerosis.!

Reverting to the disorders which seem to have more rela- .
tion to the mental functions, it may be affirmed with truth
that almost every distinct type of insane aberration has its
peculiar physiognomy, from the extravagant and excited ges-
tures, shouts, and destructive violence of the maniac, to the
muttering and moaning of the victim of pure melancholia,
nursing his secret sorrow alone ; or the mindless, speechless,
slouching, purely animal characteristics of the extreme de-
mented patient, pushed about almost like a chattel by his
keeper, without spontaneity, and only capable of being ex-
cited into a temporary sense of apparent enjoyment by the
sight of food, or of tobacco, or perhaps, in some instances, by
objects of sexual desire. And within these divisions lie almost
endless varieties; e. g., the hysterical maniac, incoherent,
extravagant in speech, laughing and weeping by turns, erotic
and shameless in her behavior at times, and with lucid inter-
vals, it may be, of long duration; the harmless and good-
humored, half-demented creature, pleased with every slight
attention, easily amused, and always busy with some me-
chanical or artistic occupation—knitting, or drawing, or

! These subjects are discussed in special sections of Chapters v.,
vi., and viii. Consult the index for the names of the various dis-
eases and symptoms referred to. See also in particular the sections
on Speech, Walking and Balancing, Twitchings, etc.
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writing long snatches of nonsense in verse, or playing the
fiddle ; the suspicious monomaniac, who follows you with his
 eye at every turn, grumbles and mutters audibly his suspi-
cions, and would no doubt at times lay violent hands on you
if permitted; the egotist, who adopts the manner and style
of the Emperor of India, or the Queen of Sheba, or of more
sacred characters than these, or, it may be, of the Creator of
the Universe! Each of these insanities tends to produce, as
it were, a physiognomy for itself; the whole physical habit
becomes so moulded upon the prevalent delusion, that it may
almost be said that a glance at the patient and his surround-
ings gives some considerable insight into the special character
of his mental unsoundness. Still more curious, because more
inexplicable, are the physiognomical individualities that lie
within the apparently narrow bounds of idiocy and imbecility.
There is the congenital idiot, often dwarfish in body and
infantile in expression and habits, sexually undeveloped, with
a A-shaped palate, and one or more apparently accidental
bodily deformities, living the life almost of an infant: the
crétin of the Alpine valleys, goitrous and otherwise physically
deformed; the epileptic idiot; the hydrocephalic idiot ; the
microcephalic idiot ; the paralytic idiot. Of all these, and
of other varieties, the physical and physiognomic characters
have been admirably described by Dr. Ireland in a classic
work recently published. (For further details see also Chap-
ter viii. on Insanity.)

As in the insane and the imbecile physiognomic diagnosis
assumes a special importance, from their inability, in many
instances, to give a coherent account of themselves, so it may
be said that in infancy and in early childhood the physiog-
nomy of disease constitutes by far the most important aspect
of diagnosis considered as a whole, unless in the case of
positive physical signs directly bearing on the state of the
internal organs. If an healthy infant of from four to six
months is carefully studied from the medical and physiolog-
ical point of view, it will be found, of course, to have
increased considerably both in stature and weight since its
birth ;' but in addition to the mere growth and increase of
bulk a skilled eye and touch will easily determine the fact

! According to Quetelet, an infant grows in length, nearly seven
inches and a half during the first year of life ; in the second year,
only half of this amount ; and in the third year, only one-third of
it. From the fourth or fifth year of life the increase is a little over
two inches (56 ‘milliviet-es) annually till the age of puberty.

5
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that the muscular structure of the limbs have acquired much
greater firmness, plumpness of outline, and with these more
apparent spontaneity and definiteness, so to spcak, of phy-
siological activity. The cause of this change is partly the
constant exercise of the muscles themselves, and partly the
rapid development of the nervous centres presiding over the
muscular movements. As yet, the movements are mostly
automatic; there are few, it any, purpose-like acts of pre-
hension with the hands, for instance, until nearly six months
old, although an object conveyed into the grasp is held, just
as the nipple is held when placed between the lips. There
is, however, a constant activity of the limbs, both upper and
lower; and a gradual education of all the voluntary muscles,
including those of expression and voice, to the functions
afterwards to be performed under the influence of the intelli-
gent will. The child is obviously a sentient and emotional
being, and one of the half-conscious impulses which guide its
movements when awake is the positive delight which it
experiences in giving to every individual voluntary muscle,
down even to the smallest of those which move the toes and
fingers, a fair share of daily and hourly exercise. Watch an
infant four, or six, or eight months old, crowing with the
mere physical enjoyment of perpetual motion, kicking its
arms and legs about as it is removed from its bath and lies
naked in its nurse’s arms, and you will be compelled to
recognize the force of this healthy, but apparently, as yet,
unintelligent instinct. It is the same instinct as, in the more
developed system of the kitten at a like or yet earlier age,
leads it to chase its own tail, and to do a thousand pranks
that seem aimless, but are in fact surely guided towards a
definite end in the evolution both of the bodily and the
mental faculties—viz., the instinct of Play.) Next to the
yet more absolutely necessary, and therefore earlier displayed,
instinct of suction, this is the faculty that, more and earlier
than any other, rules the life and determines the physiog-
nomy of the infant. We have seen, in the graphic words of
Sir William Jenner, how this power of spontaneous and
wholesome bodily movement is disturbed in the ricketty
cachexia. It might be added that in almost every serious

I Dr. John Strachan has discussed the physiological and educa-
tional aspects of this subject in an admirable little treatise—‘‘ What
is Play ?’ Edinburgh, 1877 ; a work which may be recommended
to the perusal of every student and practitioner of medicine.
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disease of early infancy and childhood it is possible, by
studying carefully the relation of the spontaneous movements
to each other, and to the attitude and expression of the child,
its cries, smiles, inarticulate noises, its color, state of general
nutrition, behavior in sleep and in waking, to arrive at a
seasonable, and often a perfectly just, conclusion, as to the
general nature and locality of the disease. If there is paral-
ysis in any limb; if the spine or any individual joint is weak
or pained ; if the breathing is obstructed; if the abdomen is
pained and tender, or distended ; if the bony skeleton is too
yielding, and does not afford the requisite support, or affords
it only with pain; in each case there is a typical departure
from the normal attitudes and modes of activity, as displayed
in the waking moments; or from the happy, quiet slecping
existence of the healthy infant. Of course it is absolutely
necessary that the survey should be, as far as possible, com-
plete and deliberate ; do not, therefore, confine the observa-
tion to the face, or be satisfied with feeling the pulse, and
looking at a bundle of clothes. Note the color of the cheeks,
the heat of the skin all over the body, the presence (especially
in sleep) of twitchings, startings, sudden catchings of the
breath, or breathing with effort and with imperfect expan-
sion of the chest; observe the descent of the diaphragm, the
elevation of the ribs on both sides, the state of the abdominal
wall and its contents, the state of the fontanelle, the size of
the head as compared with the body, and any abnormal flat-
tening of the vertex or projection of either frontal region ;
the fulness of the veins of the head and neck, the presence
or absence of local, or undue, perspirations; observe if the
eyes are completely closed, as in healthy sleep, or half-closed
as in some febrile and cerebral discases ; if the child buries
its head in the pillow, or has the hair worn away, as it were,
on some parts of the head, or has the neck twisted backwards,
and stiff; or, at a more advanced age, if he grinds the teeth,
or picks the nose habitually ; if the nostrils are dilated in
inspiration, and if there is any noise in the larynx, or in the
chest ; if the surface shows any eruptions, or the mouth and
anus any mucous patches or condylomata, or other evidence
of syphilitic disease ; if the muscles are flabby or well-nour-
ished ; if the abdomen is retracted, or tumid and resistant,
or soft, natural, and easily manipulated. All or most of
these observations can be made even in a slecping child with-
out disturbing it too much ; but of course it will be best to
take them in the order most convenient for this end. The
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pulse and respiration should also be numbered, if possible,
during sleep. Other observations, as on the mouth, gums,
teeth, tongue, throat, nostrils, ears, as also all detailed phy-
sical explorations, should be postponed until all the informa-
tion that can be procured during slecp and waking from these
physiognomic data has been carefully gathered and noted,
and until some questions as to previous history have been
ut.

d Most of the inferences to be drawn from the preceding
observations will be commented on in other parts of this
book. We may here, therefore, fitly close our chapter on
the physiognomy of disease.!

1 For consultation, by those who may wish to follow out the medi-
cal literature of this subject, the following authorities may be re-
ferred to, with a caution, however, in the case of some of them,
sufficiently indicated in the opening paragraphs of this chapter:
Galen on the Temperaments, especially in his treatise ‘¢ De Tempe-
ramentis (el xpicsan), and elsewhere in many places, for which
see the general index, Kiihn’s edition, vol. xx., p. 588. For a more
brief résumé, see Paulus Agineta, translated by Adams, vol. i.
pp. 84-86 ; Lavater, ¢ L’Art de Connaitre les Hommes par la Phy-
sionomie,”” Paris, 1806-7 ; Baumgaertner, ‘‘ Physiognomice Patho-
logica,”” with Atlas in folio, 1839 ; Sir Charles Bell, * Essays on the
Anatomy and Philosophy of Expression,’’ London, 1824, 6th edit.
1872; Laycock, Lectures in ‘‘Med. Times and Gazette,’’ 1862, vol. |
i.; Corfe, ¢ Med. Times and Gazette,’’ 1867, vol. i.; Charles Dar-
win, ‘‘ The Expression of the Emotions in Man and Animals,” 1872,
and later editions—a work full of original suggestion and philoso-
phical research, though not specially occupied with disease, or with
its physiognomic expression.
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CHAPTER II.

EXAMINATION AND REPORTING OF MEDICAL
CASES.

CASE TAKING.

IN examining cases brought under his notice a physician
is guided by the circumstances in which he finds the patient,
and by his knowledge and experience of the condition with
which he has to deal, and so one case is approached in one
way, and another in quite a different manner. No one
method can actually be applied to all cases; indeed no one
method could possibly be the best if used indiscriminately.
When a patient is gasping for breath and scarcely able to
speak, we must reserve our questions for the most important
points. When a patient is delirious, muddled, or obviously
unreliable, it is vain to try to procure from him a connected
statement of his history and his sensations. If actually in-
sensible, or in a fit, we dare not delay our examination of his
condition, so far as this can be ascertained, simply because
we would prefer to await the arrival of information as to the
previous history or the mode of attack ; such delay (apart
from all practical questions of treatment) might deprive us
of the only opportunity of ascertaining the nature of the
ailment. Nor would a physician explore the family history
of a person with scabies in the same way in which he would
investigate this part of a phthisical case; his question directed
to the patient with scabies on this matter would probably be
limited to a few pointed inquiries to ascertain the infectious
character of the eruption, from its presence in other members
of the family. Usually we begin by inquiring more or less
fully what the patient feels to be wrong ; this serves to direct
the first part of our physical exploration of the organs, and
the mischief detected there often sends us back to inquire
into the exact way in which the illness begam, the previous
health, and the tamily history ; certain points thus ascer-
tained may demand a renewed examination of the organs,

or the exploration of other parts,
H*
o)
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In urgent cases we seize upon the severest symptoms, the
dyspneea or pain for example, and try to get the greatest in-
formation attainable at the least cost to the patient, sparing
him as much as possible the fatigue of questioning or of phy-
sical examination, according as the one or the other causes
the greatest annoyance or danger, filling up the gaps from
the information supplied by the attendants.

‘When there are obvious features of capital importance, such
as jaundice, febrile eruptions, bronzing of the skin, pulsating
tumor in the neck, serious hemorrhages, profound anemia,
and the like, we often begin with these facts, and having as-
certained their origin, proceed in our inquiries to the other
parts of the case and its earlier history.

When the illness is obscure, a more systematic examina-
tion of all the organs and functions of the body, and an
equally careful inquiry into the history of the patient and his
family, may be required to unravel the difficulties.

In reporting cases, likewise, very different methods are
pursued by the same physician, according to the varying
peculiarities and the different points of interest and import-
ance in each case, and also according to the object he has in
view in making the record.

The student in the medical wards, however, is not placed
in exactly the same position. The cases assigned to him for
reporting are usually selected by those in charge of the pa-
tients, and they seldom fail to warn the student when pro-
longed physical examinations would be dangerous, or when
special parts of the investigation must be omitted or passed
over slightly. To the student, therefore, a more uniform
plan can be recommended, and it is the more useful to him,
as without some method to guide him he is apt to omit notic-
ing various important features of the ailment. This may
arise from forgetfulness, and from there being so many points
which have to be investigated ; but the student is likewise
apt to omit important parts of the inquiry from supposing
that the indications of disease found by him in one part are
sufficient to account for the whole illness ; having found, for
example, the presence of albumen in the urine and other
evidence of renal disease, the beginner may never think of
examining the heart, and may set down a distinct loss of
vision to some accidental coincidence.

It is in the examination of the actual state of the patient
(status preesens) that the student chiefly requires the assist-
ance of some method in his investigation of the various
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symptoms and physical signs. The following plan is recom-
mended by Professor Sanders, who has devoted much con-
sideration to this subject. A division into ‘ Anatomical
Regions” and ¢ Physiological Systems” is first made, as it
assists in reviewing the signs and symptoms of disease; by
dealing with these regions and systems methodically we can
detail the ¢ signs” and the ¢ symptoms” separately, under
each system ; we thus save allied facts from being divorced
from each other, and yet prevent the confusion which is apt
to arise from mixing up diverse symptoms and signs together.
The ¢ Regions,” also, can be combined with the ¢ Systems,”
by classifying the systems under the regions according to the
situation of their principal organs.

A preliminary division which is found convenient is to
separate the “ EXTERNAL” from the ¢ INTERNAL.” Under
the External portion may be included those obvious features
which go to form the ¢ physiognomy of disease,” or refer to
the peculiarities of the patient. The temperature of the
body, although really an internal phenomenon, is usually
judged of by the feeling of the skin, or by the application of
a thermometer to the axilla; it is thus included under this
department. The conformation, weight and muscular devel-
opment, the apparent age as compared with the real age, the
expression and complexion of the face, the presence of dropsy,
the posture, and the like, come in here. An examination of
the skin for eruptions of any kind, and a survey of the limbs
and joints, for any signs of disease, likewise fall to this por-
tion of the investigation. Such facts as glandular enlarge-
ments may either be stated in this connection, or in a more
detailed manner in connection with the regions where they
are noticed ; the extent of these affections usually determines
our choice in such cases.

The Internal examination may be subdivided into the
¢ Regions” of the Heap, THorAx, and ABDOMEN. The
Head includes the great organ of the ¢ Nervous System,”
and as the spinal and peripheral nervous system cannot well
be separated from the cerebral, in any preliminary examina-
tion, we include all parts of the nervous systems in this re-
gional division. The Thorax contains the great central
organs of the ¢ Respiratory” and ¢ Circulatory” systems,
and as these cannot be duly examined without considering
the peripheral portions, they also are dealt with all together
under this region. The Abdomen, likewise, as a region,
supplies us with two systems—the ¢Digestive” and the
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¢ Genito-urinary”—for a complete exploration in their whole
extent.

It is supposed to be an advantage to begin always with the
External part of the examination, as some points of it are
otherwise apt to be overlooked ; it can usually be rapidly dis-
missed unless, indeed, it constitutes the principal part of the
case. In the Internal regions Professor Sanders recom-
mends us to deal with the systems whose great organs are
contained in the same cavity before proceeding to the others;
to discuss the heart and lungs in sequence, for example, be-
fore proceeding to the digestive and genito-urinary systems
and their organs contained in the abdomen.

We begin with the system which seems from the history
or from the general aspect of the case to be one most essen-
tially affected, and we also, of course, consider it in much
fuller detail. Hospital cases are usually so far prepared for
the student by the previous record of the temperature and
the preservation of the urine and expectoration for his in-
spection.

“If we find orthopnwea, general anascarca, and distended
Jjugular veins, we begin with the circulatory system.

«“1f we find purulent expectoration, emaciation, and
clubbed finger ends, we begin with the respiratory system.

«If we find albuminous urine and pale puffy countenance,
we begin with the urinary system.

“If we find jaundice and protuberant abdomen, we begin
with the digestive system.

“If we find paralysis or convulsive twitches, we begin
with the nervous system, and so forth.” (Dr. William Rob-
erts.)

These anatomical and physiological divisions could never,
however, preserve us from making serious omissions in our
reports, unless each detail in each system were investigated
with an absurd and, indeed, a reprehensible completeness.
The manifestations of disorder in the various systems often
appear in the most unexpected quarters. These points can
only be learned by a varied experience of morbid conditions,
such as the beginner cannot be expected to possess. The
detailed description of the symptoms dealt with in the sequel
may supply, to some extent, from the experience of others,
the want thus felt by a beginner, so that when he comes
upon any of these symptoms he may know how to pursue
the investigation in its various ramifications, and to estimate
to some extent the bearing of the facts on the diagnosis.
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As an indication of the points to be investigated under
each heading, and the order in which the inquiry may be
taken up, the following tabular statement is appended. It
is used by Dr. Sanders in his clinique at the Edinburgh
University :—

DISEASE. RESULT.

PrELIMINARIES—]. Name. Age. Occupation. Residence. Date
of admission. No. of Bed and Ward.
2. Complaints, as stated by patient, or reported by friends; or
obvious morbid conditions, e. g., Jaundice.
3. History of present attack ; of previous health. Family his-
tory. Social history.

PrESENT CONDITION— .
Regions A, Erternal.—1. General condition as to development,
height, weight, muscularity, posture. 2 Expression of
face. 3. Integument; temperature, perspiration, erup-

tions, tumors, &c. 4. Condition of limbs and joints.

Regions B, Internal.
Commence with the region and system affected, and describe
all the systems of a region before going to another.

Heap, NERVOUS SYSTEM—
Peripheral—Nerves ; motion, sensation, special senses.
Central—Brain and spinal cord; intelligence, sleep, head-
ache, &c.

THORAX, RESPIRATORY SYSTEM—

Peripheral—Nose ; action of al® nasi. Larynx; voice (laryn-
goscope). Trachea. Cough.

Central—Lungs and pleura.
Examination of these as to—

(a) Symptoms—Number of respirations, dyspncea, pain, cough,
expectoration, heemoptysis, &e.

(b) Physical Signs—Inspection, palpation, percussion, auscul-
tation.

THORAX, CIRCULATORY SYSTEM—

Peripheral—Arteries ; veins, &c. Pulse, number, character,
variations.

Central—Heart, and large vessels within thorax.
Examination of these as to—

(a) Symptoms—Cardiac dyspncea, palpitation, pain at precordia,
syncope, angina pectoris.

(b) Physical Signs—Inspection, palpation, percussion, auscul-
tation.

ABDOMEN, DIGESTIVE SYSTEM—
Symptoms—Teeth, tongue, deglutition, hunger, thirst, diges-
tion, vomiting, bowels.
"Physical Signs—Inspection, &c., of abdomen. Tumors. Liver
and spleen.
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ABDOMEN, GENITO-URINARY SYSTEM—
Frequency of micturition, pain, &ec.
Urine; amount in 24 hours, sp. gr., color, reaction, odor, de-
posits, chemical qualities.
Menstruation, lactation, pregnancy.
Diagnosis—Full ; including causes and all the lesions and disorders
arranged in order of importance and succession.
Proarosis—Immediate and remote.
TREATMENT—Principles, indications and special prescriptions.
PRoGRESS AND TERMINATION.

THE PERSONAL HISTORY.

The History of the tllness under observation should, as a
rule, be taken separately from the record of the previous
health of the paticnt. We begin by secking to know what
gymptom, or combination of symptoms, or what circum-
stance has brought the patient into the hospital, or made him
seek medical advice. The points regarded by the person
himself as important are thus obtained, and should always
be recorded at the beginning of our reports, even although
they may not seem to us the most cssential features of the
illness. The subscquent course of the case has often much
light thrown upon it by this record of these ecarly indica-
tions, for the patient may feel the importance of certain
things which may be overshadowed in our minds by con-
siderations based on our theoretical view of the disease.

Taking these leading complaints as our basis, we try to
discover the date at which they appeared, the order and se-
quence of the symptoms, and the relative severity of the
different parts of the illness at different times, and particu-
larly the date at which the disease laid the person aside from
work, and confined him to the house, or to his bed, as the
case may be. Having traced the date and origin of the
present complaints, we seek to ascertain if they arose in the
midst of health, or if' they sprang out of some previous ill-
ness or general derangement. It it appears that the patient
regards the present trouble as definitely originating in some
other illness, or if from the known facts of disease this re-
lationship seems probable to ourselves, we begin our history
of the present illness with an account of the former one out
of which it has seemed to spring. But if the present illness
cannot be well defined by a date of previous health, or if the
history is entangled in a long story of former disease or
general delicacy, it usually conduces to simplicity to begin
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by taking the history of the present aggravation of the con-
dition separately, and to include the former part of the ill-
ness in the account of the previous health of the patient.
For example, if we find that dyspneea, dropsy, etc., consti-
tute the chief complaints of the patient, if these have ex-
isted for two or three months, and seem to date from a
second attack of rheumatic fever, six months ago, we begin
with this second attack of rheumatism, we trace the sequence
of events from it, and reserve a detailed account of the first
rheumatic attack, and any former illness, for the other part
of the case which deals with the previous history of the pa-
tient. But if we find a serious hemoptysis, or a violent
pain in the chest, or severe headache and vomiting to form
the obvious and urgent complaint of a patient on admission,
we deal first with the origin and course of these, even al-
though it may be certain that the patient has long been the
victim of chronic lung disease. Having traced the history
of these urgent features of his complaint, we go back and
try to unravel the tangled web of chronic ill health in all its
various manifestations.

In the case of children, and especially of young children,
we may often save time by ascertaining from the mother the
point in the child’s age up to which it was regarded as
healthy. We may note in passing whether the child was
suckled, or how it was fed, when it was weaned, when denti-
tion began, and when the child began to walk. From this
period of health we trace all its illnesses onwards, up to the
present, even although there may not be much connection
between them. If, again, the child has been delicate from
birth, or troubled with many recurring illnesses from the
beginning, it is equally important to procure a connected
history of all these, so as to judge of the child’s prospects in
the present attack of whatever kind this may be.

In procuring the history of an illness from the patients or
their friends, we should try to get the facts as known or ob-
served by themselves, rather than mere names received from
others or theoretical conceptions, such as ¢ inflammation,”
“ brain fever,” and the like. Calling an illness ¢ Rheuma-
tism,” for example, may quite mislead us in the history of
cases which really depend on spinal meningitis or locomotor
ataxy. We must try to learn trom the patient or his friends,
in such a case, what evidence there was of the so-called
rheumatic attack, whether it was associated with swelling of
the joints, where the pain was localized, whether there was
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feverishness, and so forth. The story of an inflammation of
the chest or Jung must, likewise, be recorded, with such ad-
ditional information as can be obtained ; this may tend to
confirm or to throw doubt on the name given. Sometimes,
however, when the name of the disease is given with some
precision, and stated on the authority of some medical man,
or in connection with some hospital, we may accept the
name of the disease, adding in our notes the authority on
which we do so.

In following up the sequence of symptoms we also aim at
representing in our report the facts of the illness as actually
experienced and complained of by the patient, apart from all
theoretical views ; some patients are very fond of importing
these into their narrative. The reality or severity of certain
symptoms may often be usefully indicated by stating special
facts, for example, in a case of swelling of the belly, that the
skirts had to be widened, or that the trousers could not be
buttoned ; or in a case of weakness, that the person could
not walk across the floor without assistance ; or in the case
of pain, that the patient could get no sleep, or that he
screamed out, or fainted in connection with it. Details like
these guide our estimate of the value of the history as de-
rived from the patient. We must, likewise, make use of
our own knowledge to check the patient’s history, particu-
larly in putting special questions to make sure of the real
facts when the account seems improbable or incredible. We
may also, after getting the history from the patient, inquire
as to whether certain symptoms were not present, as he may
have forgotten them, but we must, if possible, avoid putting
ideas into our patients’ minds; leading questions must be
sparingly used, or at least reserved for the end of the inter-
rogation, and to bring out negative points in the case with
clearness and precision.

The history of the previous health should be, in part, of
a general kind, such as patients can readily supply; the
dates and durations of previous illness should, as a rule, be
specified, as well as the names of the diseases; the general
state of the strength, and the date of any deterioration in
this respect must likewise be noted. But in addition to this
general sketch we must often put special questions as to
special points, which the patient might otherwise overlook.
Thus, in cases of heart disease, we always inquire about
rheumatism ; the indications of this, especially in childhood,
are often so slight that they might easily be missed without
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some special inquiry. In cases of spinal paralysis, aneurism,
and some other affections, we must inquire for any strain or
injury, and we note its date and the exact manner in which
it happened. We must often, indeed, go back upon the
history of our patients, especially as regards this earlier por-
tion of it, after the examination of the case in various ways
has guided us so far to the diagnosis. Sometimes, more-
over, as described in the section on * Family History” (see
p- 65), we must search about in our questions for diseases
allied to the one suspected to exist, using popular names
likely to be known by the patient or his friends.

The inquiry as to previous venereal diseases is often im-
portant, but must be approached with delicacy in the case of
women, especially those who are young and apparently
respectable. We may often gain some information as to
syphilis in an indirect way, by inquiring for a history of
sore throat, skin eruptions, nodes, and falling out of the
hair; or,in the case of those who have had children, whether
any of these were born dead, whether there had been any
miscarriages, whether the children born alive had eruptions
on their buttocks, snufles, or the like. We can seldom
place much reliance on the mere denial of syphilis, but with
tact in approaching the subject we can often obtain the his-
tory and date of infection. The history of gonorrheea is
important in certain arthritic affections, and particularly in
cases of urinary irritation, as, when stricture follows it, the
bladder and kidneys are often involved. Syphilis has to be
considered in the history of a multitude of diseases—skin
diseases, nervous affections of various kinds, disease of the
liver, amyloid degeneration of the liver and kidneys, aneur-
ism, and other forms of disease of the bloodvessels, laryngeal
ulceration, &c.

Social History: Habits.—Certain points not of a purely
medical character are usually inquired into, in addition to
the bare facts as to age, occupation, residence, marriage,
&c., which are taken in all cases for the routine purposes of
the hospital records; special points must often be searched
out. The age may suggest a comparison between the alleged
and the apparent age. The occupation may have to be
scrutinized as to the special peculiarities of the employment,
and the exposure to evil influences known to beset certain
trades; former occupations sometimes explain certain ail-
ments. The residence may raise questions as to the healthi-
ness of the locality, its freedom from certain discases and its
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exposure to others; the accommodation in the particular
house may also have to be investigated, as regards its cubic
space, its water-supply, drainage, &c.; former residences,
exposure to malarious influences, to tropical climates, &c.,
have often to be inquired for, and the results must in many
cases be recorded even when they are negative. The effect
of marriage, its date, and the number of children born alive
and dead must also be recorded ; in the case of women the
number and date of miscarriages and abortions should also
be noted in some part of the report.

The kind of food habitually used often supplies very im-
portant light as to certain diseases: the use of tea in excess,
or to the exclusion of milk, vegetables, potatoes, &c., often
explains scorbutic, nervous and dyspeptic disorders. The
excessive use of tobacco is suggested in cases of cardiac pal-
pitation or pseudo-angina pectoris, dyspepsia, dimness of
vision, and other nervous troubles. The use of alcoholie
stimulants must be inquired into in cases of liver disease,
renal affections, dyspeptic complaints, and in all diseases
characterized by delirium, with or without much fever ; the
history of any previous intemperance often explains the high
delirium present, and has great importance in the prognosis
and the treatment. The form of alcohol used, whether beer
or spirits, is sometimes a matter of importance; we must
likewise ascertain whether a somewhat excessive use of these
was of daily occurrence, or whether the excess was only
during an occasional outbreak in the course of weeks or
months.,

The regular use of other stimulants or sedatives, especially
opium, chloral, and chloroform, must sometimes be inquired
into.

The practice of masturbation is to be inquired for with
great caution, as we must avoid suggesting the idea of evil
to those whose minds are free from any such notions, but in
certain cases of epileptic seizures, in certain forms of cardiac
palpitation, and in some cases of nervous prostration and
spermatorrheea the questions must be put with clearness in
the interest of the patients, for their warning, quite as much
as for the benefit of the diagnosis. Excessive venereal in-
dulgence, whether within the married state or not, is often
responsible for nervous disorders, spinal paralysis, locomotor
ataxy, and other less definite forms of disease. These effects
are more common in the male than in the female.
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FAMILY HISTORY.

The importance of family history in throwing light on the
tendency to special disease is well shown in life insurance
studies. This inquiry embraces a note of the age of the
parents and of the brothers and sisters of the patient, and of
their state of health if alive, of the ages at which any such
relatives may have died, the nature of the illnesses they have
had, and the diseases which caused their death. Inquiries
as to other relatives are occasionally important, especially
when the number of brothers and sisters is small, or the in-
formation regarding them obscure; the grand-parents, and
the uncles and aunts of the patients, on both sides, are the
mort important in this respect. In going beyond these to
half-brothers and sisters, to nephews and nieces, to cousins,
or even to the children of the patient, we necessarily in-
troduce complications from marriage ; these, however, may
sometimes be allowed for in summing up the inquiry.

Now all this information can seldom be obtained with any
feeling of accuracy, and in hospital practice the deficiencies
are enormous. We should begin by getting the bare facts
as to the size of the family, the ages of those living, and
the diseases and ages of those who have died. In some
cases, where we can interrogate the mothers of children,
with suspected syphilis for example, we should also try to
obtain the number and dates of the miscarriages and still-
births, ascertaining whether these occurred before or after
the birth of the child under consideration. The further
prosecution of the inquiry must turn upon the facts thus
elicited, and upon the other facts discovered in the investi-
gation of the illness. Hence we often revert to the family
history at the end of the inquiry, to bring out information
on special points as to the health or history both of the living
and dead. When the causes of death alleged are doubtful
or unsatisfactory, we may sometimes judge for ourselves from
the facts of the illness supplied by our informants. In par-
ticular, we must receive with great reserve the deaths set
down to ¢Teething,” ¢Change of Life,” ¢ Childbirth,”
“Cold,” ¢ Inflammation,” &c. Many deaths are set down
to childbirth or change of life although they were really due
to phthisis, which had led, perhaps, to suppression or irregu-
larity of the menstruation at an early age, or which had run
a rapidly fatal course after childbirth. Regard should be
had to the age at which such a death occurred, how long the
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confinement had been survived, how long the weakness had
lasted, and whether it was associated with cough, spitting of
blood, or other suspicious symptoms. In these doubtful
cases, inquiry as to the collateral branches of the family is
important—e. g., if a patient’s mother is reported to have
died from a cause in doubt we may search with advantage
into the history of the maternal uncles and aunts. ¢ Inflam-
mation of the Lung’” and ¢ Pleurisy” must be scrutinized in
the same way, especially if other deaths occurred from phthisis
or pulmonary affections in the same family ; if either pleurisy
or pneumonia proved fatal after a prolonged illness, we may
suspect that these were allied to phthisis, or that some scro-
fulous tendency existed in the constitution of the victim.
The name of ¢ Bronchitis” also covers many deaths from
phthisis : the age of the subject, the duration of the illness,
and the occurrence of lividity, dropsy, &c., may sometimes
guide us. “Worm Fever,” ¢Intermittent Fever,” ¢ the
dregs of the measles,” and some other terms of this kind are
often merely popular names for tubercular disease. Sudden
deaths ascribed to apoplexy are to be investigated as to
whether the death was almost instantaneous or whether the
illness lasted at least some hours : in the former case cardiac
or aneurismal disease is more probable than apoplexy; apo-
plectic attacks in early manhood, with one-sided paralysis,
are to be suspected as due to syphilitic, cardiac, or renal dis-
ease. In fact, the name must be regarded, unless substan-
tiated by good evidence, as of only little account; all the
knowledge we possess of the nature of diseases and their
relative frequency at particular ages, and in particular coun-
tries, must be brought to bear on the scrutiny, and some
familiarity with the names of diseases in common use among
the poor is also of much value in hospital inquiries.

In inquiring into the illnesses which the members of a
family may have had, it is desirable to suggest various dis-
eases allied to the one known or suspected to exist in the
patient, using for this purpose various names, so as to meet
the limited knowledge of our informers, and also to refresh
their memories. Thus in regard to scrofulous diseases, we
ask for swollen glands or ¢ waxen kernels,” or runnings in
the neck, diseases of the spine and other bones, bad joints,
white swellings or “incomes,” as they are termed in Scot-
land, disease of the glands of the bowels, water in the head,
consumption of the lungs, or decline, or weakness of the
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chest with spitting of blood, and so on, we may in this way
get at the facts when a more general question fails. It is
wise, also, in many cases to avoid disagreeable words, such
as scrofula, in the first instance at least, as many people are
so annoyed at the suggestion of such affections being in their
family that they feel shy of giving any detailed information.
In inquiring for a family history of cancer, we should like-
wise be chary of mentioning this dreaded name, at least if
our patient’s disease is only of doubtful malignancy, trying
rather to get our informants to volunteer statements on the
subject, and searching for the information wanted under the
names of growths, tumors in the breast or elsewhere, disease
of the liver, stomach, or womb, with wasting, jaundice,
dropsy, floodings, &c.

We must further bear in mind, in these inquiries, the
variations of :llied diseases which appear in different mem-
bers of the family, and in different generations ; by asking
for such by name we often refresh the memory of our inform-
ants. Heart disease, rheumatism, chorea, psoriasis, and some
other cutaneous affections, and perhaps renal concretions, and
emphysematous bronchitis, appear to replace each other in
different members of the same family. The scrofulous group
has been already referred to. The neurotic group includes
the various forms of neuralgia, epilepsy, hypochondriasis,
hysteria, and insanity; apoplexy and hemiplegia may (per-
haps doubtfully) be included in this group, their hereditary
character seems rather to be associated with vascular dis-
orders. Gout, disease of the liver, contracted kidney, renal
calculus and gravel, and angina pectoris form another allied
group ; and these have also some affinity with the disorders
connected with arterial degenerations. Syphilis, which, of
course, has marked hereditary characters, assumes such a
multitude of forms as to preclude enumeration, but the ten-
dency is for such syphilitic diseases to fail in the course of
time from early death or sterility. Abortions, still-births,
early deaths in infancy associated with cutaneous eruptions
on the buttocks, and with snuffles, are important in many
family histories ; nervous deafness, opacities of the cornea,
notched teeth, epilepsy, and imbecility are occasional mani-
festations of the same disorder in those children who survive ;
in adult subjects who have acquired syphilis we must either
put the question of infection directly or investigate their
symptoms and condition when the question of syphilis is
important in the family history we are studying.

6*
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Although family history is chiefly useful in determining
the tendency to certain chronic and constitutional affections,
or to premature decay of the individual or of certain organs,
we find, likewise, a tendency in some families to special
fevers—enteric fever, for example—and even to certain de-
grees of severity or to special complications—as intestinal
hemorrhage—and this may guide us at times, especially in
prognosis. The hemorrhagic diathesis itself is sometimes
clearly hereditary.

But, supposing we have fairly collected all the information
above indicated, certain precautions are required in drawing
our inferences. These are due to hereditary diseases missing
at times the parents of our patient, or even the whole gene-
ration ; or to the diseases in question only appearing at ages
beyond those available in the study of our patient’s history ;
or to the members of the family, who might have been
affected, having been cut off by accident or by what may be
termed accidental disease (fevers and many acute diseases).
A large family, with all the living members grown up to
middle or advanced life, should show pretty clearly the ten-
dency of their family constitution, but even then cancer, for
example, i3 8o notoriously disposed to appear at the later
periods of life that it may be absent from the family history
at the time we are in search of it. A child may die of can-
cer supposed to be quite unknown in the family till perhaps
its parent dies of the same discase many years later. This
defect might be supposed likely to be supplemented by the
history of the uncles and aunts, or of the grand-parents or
the grand-uncles and aunts of our patient; but there is first
of all the difficulty of getting precise information, and even
then, unless the numbers be large in such families, we may
readily miss the evidence of a family taint. In tubercular
disease, likewise, especially in children, the family tendency
may not have had time to manifest itself at the date of our
inquiry. The number and ages of those living come in here
to enable us to guess, as it were, at the probabilities of such
- a tendency having had time and opportunity to manifest
itself, if really present. A deceptive appearance of sound-
ness in the family history may sometimes arise from there
being no account of deaths or illnesses connected with the
suspected disease, when really from smallness in the number
of the family, or from deaths due to fevers, &c., no opportu-
nity was allowed for the disease to show itself. Such a
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family history, although not ¢“bady” is mot ¢“good;” it is
defective in its evidence. In a larger family, again, a stray
death may have occurred from phthsis or rheumatism, due,
perhaps, to exceptional exposure or unfortunate modes of
life, although no great tendency to such disease existed in
the family. 'We must, therefore, consider all these points in
trying to form a sound judgment.
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CHAPTER III.

TEMPERATURE—PULSE—GENERAL SIGNS OF
PYREXIA.'

TEMPERATURE.

AN increased heat of the body is one of the oldest and
most widely recognized signs of fever. It may be estimated,
roughly, by applying the hand, or perhaps the back of the
hand to the surface of the patient’s body, selecting some of
the sheltered parts, such as the axilla, the groin, and espe-
cially the abdomen. It must be borne in mind that a certain
coldness of the extremities and of the exposed parts may
cocxist with a great elevation of the temperature in the in-
terior of the body, and even in the axilla or groin. The
variable temperature of the observer’s hand, moreover, must
be remembered as a fruitful source of fallacy, so that when
we aim at accuracy in determining the degree of pyrexia,
or at certainty in pronouncing its absence, we must have
recourse to the thermometer.

Clinical thermometers should be sensitive, and should have
the bulb of such a size and shape as to be adapted for intro-
duction into various parts of the body. The graduation
should be on the stem itself. Accuracy in the instrument is,
of course, desirable in all cases, and is especially important
it any great deviation from the usual range of temperature
happens to be discovered. Certificates of accuracy, or of

! Various works on the practice of medicine, on diseases of
children, and the acute infectious diseases must be consulted for
details : See especially Aitken (as regards temperature) ; Vol. I.
of Reynolds’s System of Medicine; Murchison on Fevers, &ec.
Waunderlich in his Medical Thermometry, and Burdon Sanderson
in his Handbook of the Sphygmograph, deal with these subjects in
detail. The Sphygmograph is discussed in most of the recent
treatises on Physiology. Galabin’s little pamphlet on Bright’s
- Disease is also valuable, and Sphygmographic tracings are now
given in various works or sections of works dealing with heart
discase. See also Mahomed’s Papers in Medical Times und Gazette,
—1872, Vol. I.
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the amount of error in the scale, may be obtained by send-
ing the instruments to be tested at Kew Observatory. It is
very important to have the observations made with the same
instrument, in the case of a given patient, as in this way,
although there may be some slight error in the instrument,
the changes in the patient’s temperature, noted from time to
time, are but little affected by such errors ; the variations in
a patient’s temperature, from time to time, are usually more
important in the case than the absolute height of the reading
within half a degree on either side. If the self-registering
maximum thermometer be used, care must be taken to shake
down the index below the probable temperature of the patient,
before it is applied ; if an instrument without any registering
index be used, care must be taken to read it ¢n sitw. In
applying the thermometer to the Axilla, the following points
must be attended to : if there be much sweat, the skin should
first be wiped dry; the bulb should be introduced deeply
into the axilla, under its anterior or pectoral fold, and the
arm must be kept close against the thorax ; it is sometimes a
good plan to make the patient hold the arm in position by
means of his other hand, or by lying slightly on the arm
during the observation; strong muscular effort to hold the
arm by the side is apt to cause a hollow in the axilla, and so
to remove the soft parts from the bulb of the thermometer.
‘We may, however, require some one to hold the insirument
in position if the patient has not strength or intelligence
enough to kcep the arm closely applied ; care must be taken
that no folds of the underclothing interpose between the bulb
and the skin ; it should also be seen that the instrument does
not slip down or project behind and beyond the axilla. Zhe
thermometer must be left in position till the mercury main-
tains the same level for two or three minutes. The time
required for an accurate measurement of the temperature in
the axilla depends on this cavity requiring to be kept closed
long enough for it to reach its maximum heat, as this may
have been reduced by exposure to the air; it is clear, there-
fore, that a very different length of time may be required in
different observations; the only accurate method is to see
that the maximum is really attained, as judged by the sta-
tionary position of the mercury; a stationary position for
two or three minutes is found to be sufficiently accurate for
ordinary clinical purposes. When self-registering instru-
ments are intrusted to unskilled persons, who cannot read
the index, fifteen minutes may be named as a proper time
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for the application of the instrument. If the arm be kept
closely applied to the side for fifteen or twenty minutes ¢m-
mediately before the thermometer is introduced into the
axilla, the necessary time for the actual observation may be
shortened. Heating the bulb of the instrument beforehand,
to a temperature near the blood-heat, is desirable if the
weather be cold or the bulb be large, but it does not mate-
rially lessen the time required for the observation.

If the Mouth be used for testing the temperature, the bulb
should be placed under the tongue and the lips kept shut,
the breathing being performed through the nostrils. The
mouth resembles the axilla in being sometimes open and
sometimes shut, and similar remarks apply to it as to the
axilla. The mouth may often be used with advantage for
testing rapidly the temperature, in an approximate manner,
in dispensary or private practice. Care must be taken that
nothing very cold (as ice) has recently been in the mouth.

The Rectum gives results more accurately and rapidly
than either of the preceding, and it is sometimes preferable,
especially in the case of children, where axillary measure-
ments are often irksome, tedious, and unsatisfactory. The
bulb is oiled and introduced two inches within the bowel,
and held steadily till the maximum is reached ; this always
occurs in two, three, or four minutes. If very young, the
child may be placed on his left side, in the nurse’s lap, with
his face to hier right breast. The objections to the rectum
(apart from the annoyance and exposure involved) are the
possible compression of the bulb by the bowel, the chance
of the bulb being inserted into hard feces and so prevented
from being in contact with the bowel, and the possibility of
its being affected by the descent of fluid feces from a higher
and warmer level ; in any of these cases the temperature of
the rectum itself, which is what we desire, may really be
missed. The temperature of the rectum as compared with
the axilla may be quoted roughly at three-quarters of a de-
gree Fahr. or nearly one-halt' degree centigrade higher than
that of the axilla.

The Vagina yields accurate and rapid results with the
thermometer, but is only seldom to be recommended for
clinical observations; the temperature in cases of labor,
uterine diseases, &c., may sometimes be thus tested with
advantage. The Urine sometimes affords rapid and useful
information, if it be passed into a vessel slightly heated, and
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if the temperature be immediately taken with a sensitive
registering thermometer.

" The time of day at which the temperature is taken should
be noted, or at least clearly understood. The human tem-
perature has a daily range, during health, of two or three
degrees of Fahrenheit’s scale (say a degree or a degree and
a half centigrade): the range is more marked in children
than in older persons: the temperature rises in the early
morning hours, attains a maximum in the afternoon, and
falls 80 as to be at its minimum an hour or two after mid-
night. In fevers, likewise, there is a daily range, the mini-
mum occurs usually some time about 4 A. M. ; the daily ascent
varies somewhat, beginning usually earlier in the day in
severe than in mild cases, but as a rule it is distinctly mani-
fest about mid-day or towards the afternoon: the maximum
may be expected, most frequently, about 8 P. M. In hectic
fever, and in certain stages of enteric fever, the morning
temperature is often nearly normal, although the afternoon
and evening readings may be very high. (See Figs. 1 and
6.) Sometimes, however, the type is ‘“inverted,” the tem-
perature being low at the hours at which it is usually high.
The importance of having the observations made at the same
hours, so as to have them comparable with each other, be-
comes thus very apparent. This likewise shows the danger

Fig. 1.—Diurual range of the temperature in Hectic Fever

of relying on one observation (especially in the morning or
forenoon) as proving the absence of pyrexia. In some dis-
eases the oscillations follow definite rhythmical courses of
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their own (as in quotidian, tertian (Fig. 5), or quartan in-
termittents), but in others the daily oscillations are sudden
and erratic (as in pymmia). Frequently repeated observa-
tions in the course of the day reveal some curious and im-
portant facts in the history of the temperature; in this coun-
try, however, only two or three observations in the day are
usually taken, so as to avoid fatiguing or annoying the pa-
tients. If frequent observations are to be made, the best
hours are about 2, 6, and 9 A. M., 12 noon, 3, 6, 9, and 12
P. M.; and special readings should also be made in connec-
tion with rigors, convulsions, or other unusual occurrences
and also in testing the effect of remedies, or of any special
anti-pyretic treatment.

Normal and Abnormal Temperatures may be classified as
follows :—!

350 Cent.
Below {360 Cont.
About 3640 Cent.
Normal 37° Cent.
3740 Cent.
About { 380 Cent.
{38§° Cent.
390 Cent.

950 Fahr. ] Very low, or Collapse Tem-
96.80 Fahr. peratures.
97.70 Fahr. Subnormal Temperatures.

98.6°0 Fahr. Normal Temperature.

99.50 Fahr. .
100, 410 F:li:. Slightly above Normal, or

101.30 Fahr. Sub-Febrile Temperatures.

About { 102.20 Fahr. | Moderately Febrile Tempe-

3940 Cent. 103.10 Fahr. ratures.
About 400 Cent. 1040  JFahr. | Highly Febrile Tempera-
v {40*0 Cent. 104.90 Fahr. tures.
Above 410 Cout. = 105.80 Falir. } HYPerByroto | Tempera-

Such a table enables us, on reading the thermometer, to
affirm the absence, the presence, or the degree of pyrexia in
a patient at a given time; but this really supplies but little
information. The temperature may be normal and yet the
patient may be dying or may even be in the midst of a
dangerous fever, which will manifest itself in the course of
an hour or two as a burning heat. We often, however,
detect by the thermometer a degree of pyrexia when we
have but little expectation of doing so, judging from the
patient’s pulse, skin, or general aspect; or when, as in a
rigor, or in cholera with coldness of the surface and extre-
mities, an inexperienced person would think a febrile heat
impossible. Very high or very low temperatures may also,
as a rule, be regarded as evidencing, in themselves, a danger-

' The various degrees are here given in both scales, as the Cen-
tigrade is likely to come into more general use.
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ous condition. Hyper-pyretic temperatures occur as serious
complications in rheumatic fever, and some other diseases,
associated usually with great cerebral disturbances. Very high
temperatures, lasting but a short time just before death, are
not uncommon in various diseases. (See Fig. 2.) Very low
temperatures, however, are equally or even more common
. just at the end. (See Fig. 8.) Collapse temperatures, as
taken in the axilla, are sometimes due to a surface depres-
sion, so that if we wish to know whéther the internal heat
is really lowered in such cases, we must apply the thermo-
meter to the rectum or vagina. (Compare terminal tempe-
ratures in Fig. 7.) The thermometer only supplies infor-

Fig. 2.—Uuusually high temperature just Fig. 3.—Very low temperature
before death. Just before death.

mation as to pyrexia at the given time; its indications,
therefore must be interpreted with due caution, and in view
of all the facts of the discase.

The manner of rise in the temperature, and the duration
of the pyrexiu, with regard to the date of the illness, are
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often most valuable for diagnosis. Some diseases are remark-

able for the rapidity with which the temperature rises. Most

of the short fevers or febricule, as they are called, begin

suddenly, and rapidly attain their maximum. (Fig. 3.)

Amongt these are the surgical febriculee (immediately after

operations), and the feverish attacks, associated with obscure

and often transient disturbances of the general health, due

to disorders of' the digestive organs, especially in childhood.

The following likewise usually show a rapid development of

pyrexia: Suppurations, and most of the diseases ushered in

with severe rigors, ague, tonsillitis, acute nephritis, scarla-

tina, smallpox, pneumonia, pleurisy, peritonitis, meningitis
of the e
titis. A
first day
smallpox
that the
shows an
its maxi
although
the maxi
with the
¢levation
named al
ful cases.
Other

and prog . .

cially observed in enteric fe-

ver (Fig. 4), although excep-

tional cases of this disease

occur in which the pyrexia

attains its maximum at what

seems to be the very be-

ginning of the illness. But

in enteric fever, as a rule,

the elevation -is such that

during the first three or four

days every day marks an ad-

vance on the previous one,

Fig. 4.—Gradual rise of temperatureat !’hc mormng temper‘ature'fa]l-

the beginniug of Enteric Fever. ing from the elevation of the

previous night, but being in

excess of that of the previous morning. In typhus fever, the

advance of the temperature is somewhat more sudden than

-~
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in enteric, but in it, likewise, several days usually elapse be-
tore the maximum, or any very high point is reached. In
articular rheumatism, affecting several joints, in catarrhal
pneumonia, in acute tuberculosis, and phthisical affections,
the ascent of the temperature is usually spread over several
days.

The duration of the pyrexia often assists the diagnosis.
The complete and continued subsidence of the temperature,
within a week, may serve to exclude typhus and enteric fe-
vers ; its prolongation for 12 or 14 days, without any febrile
rash or any evidence of local inflammatory mischief, may
sometimes guide us to the diagnosis of enteric fever; or its
persistence may, in a chest complaint, lead us to the diag-
nosis of phthisis or empyema.

Fig. 5,—Temperature in Tertian Ague.

The decline of the temperature, both as regards its date
and manner, is of the utmost importance in prognosis and
sometimes in diagnosis. The favorable termination of a
febrile disease, by a rapid fall of the temperature to the nor-
mal or subnormal level, constitutes a Crisis.  This fall may
amount to 3 or 4 degrees or more in 12 to 36 hours. This
method of termination is common in pneumonia (lobar), re-
lapsing fever, typhus, smallpox, tonsillitis, facial erysipelas,
and febricul® of various kinds. It suddenness is represented
in the diagram of ague (Fig. 5). It occurs, however, in a
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modified and less abrupt manner in measles, and sometimes
in enteric fever. The suddenness of the crisis varies much
in different diseases and even in different cases; in many
cases of typhus, a gradual diminution, extending over 3 or 4
days, is sometimes so marked as to make the crisis in this
disease much less pronounced than is usually stated, and to
assimilate it rather to a lysis. v

Lysis is the term applied to a more gradual diminution of
the fever, spread over several days; this may usually be
observed in scarlatina, broncho-pneumonia, occasionally in
pleurisy and pericarditis, and also in acute rheumatism.
Sometimes the lysis assumes a remitting character, the morn-
ing temperatures falling gradually or suddenly, and the

Fig. 6.—Remitting Lysis in Enteric Fever.

evening temperatures preserving, for some days, nearly their
former elevation. This is not uncommon in enteric fever
(see Fig. 6).

Certain fallacies beset the estimation of the value of a fall
of temperature. It is very often found that a high febrile
temperature undergoes a great diminution on the day after
admission to the hospital ; this seems often to be really due
to an unusual elevation on the day of admission, from the
disturbance of moving the patient, etc. Occasionally a
pseudo-crisis, as it is called, occurs a day or two before the
real crisis, the temperature, after being low for a few hours,
mounting up again to its former height; this pseudo-crisis
affords no guarantee of a subsequent genuine crisis. Col-
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lapse temperatures may simulate a crisis, although really
indicative of serious complications, as in the intestinal he-
morrhage of enteric fever, where the cause of the fall may
not at first be quite apparent. The fatal termination of some
cases of febrile disease is often associated with a marked fall
in the temperature (see Figs. 3 and 7). Collapse tempera-
tures may occasionally be “detected for a few hours in the
midst of a raging fever, or just before the terminal exacer-
bation of a febrile disease, whether it be favorable or fatal.
Sometimes the decline of temperature in a tubercular subject
is connected with the supervention of cerebral complications.

Fig. 7.—Collapse of the temperature simulating an improvement. Comparison
of axillary and vaginal measurements of the terminal temperatures.

Complications and Relapses are often marked by a re-
ascent of the temperature, and in such cases the rise is
usually sudden. Complications may, by their presence, de-
lay a crisis, as is often seen in bronchitis complicating typhus,
and so prolong the illness ; or the complication may impress
.a remitting character on the fever, as is seen in the hectic
fever sometimes developed in a case of tubercular pneumonia
or pleurisy. The temperature of convalescents, however, it
must be remembered, is very unstable, and there is often a
serious looking disturbance of the temperature in them from
very slight causes (indigestion, constipation, fatigue, excite-
ment, &c.), which would not thus affect the healthy. For
this very reason, temperature observations in this stage are
highly important, as affording the best evidence of continued
safety or the first alarm of threatened danger.

*
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From what has been said, it will be seen that the tempe-
rature, although of the utmost importance in diagnosis and
prognosis, must not be regarded too exclusively, or apart
from the other facts of the case and the general state of the
patient. The natural course of the temperature in the various
diseases, as ascertained by experience, must be kept in mind;
an elevation or a special behavior of the temperature may
have a very serious significance in one disease and very little
in another. The comparison of the temperature with the
pulse often serves to correct our views of each, and although
they usually rise and fall together, certain deviations occa-
sionally or habitually occur in special diseases, or in certain
stages of such affections, which are of the greatest signifi-
cance. (For example in the beginning and the end of enteric
fever, and towards the end of tubercular meningitis; see
Pulse, p. 79.)

THE PULSE

aftords such valuable indications for the determination of the
febrile state, and for estimating the general strength of the
patient, that the noting of it is a matter of routine in all cases.
Apart from fever, however, there are other important points
to be attended to in noting the pulse, and to prevent repeti-
tion these also will be considered here.

The frequency of the pulse is not difficult to estimate ; the
pulsations in the artery, the radial by preference, are counted
for a quarter or half & minute, with the aid of a watch fur-
nished with a seconds dial, and the number per minute is
thus calculated. For delicate inquiries, the pulse should be
counted for a whole minute, or even for two consecutive
minutes, the number being halved of course in stating the
result. Other points also must be attended to when accu-
racy is desired. The normal rate of the pulse varies with
age, and also in different individuals (according to tempe-
rament) ; in the adult it is usually stated as being about 72,
but it is sometimes higher and often much lower: it is more
rapid in childhood, and in infancy is often about 100, apart
from disease. In the same individual the pulse varies with
position, both in health and disease, the rate being higher
when the patient is standing than sitting, and higher while
gitting than lying down : any movement or exertion tends to
increase the rate, and mental excitement is particularly apt
in some people to make it rise very high. Hence in esti-
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mating the pulse or its changes from day to day, in such a
delicate inquiry, for example, as the estimation of an incipi-
ent defervescence, care must be taken to have results really
comparable, and not to compare the rate of the pulse while
the patient is sitting up in bed with that obtained on a pre-
vious day while he was lying still. The influence of meals
is also very great, the pulse rising considerably after a full
meal, and especially after the use of stimulants in the healthy
state; in febrile diseases, however, the effect of stimulants is
often to reduce the pulse-rate when their influence is bene-
ficial. The time of day has a certain influence in the normal
state, even apart from food and exercise; the pulse-rate is
lower during the midnight hours, and rises in the early
morning, but the exact time of these changes varies; they
are usually later if occurring in febrile diseases than in the
normal state. Sleep has a tendency to reduce the pulse-rate.
Considerable tact is often required to secure a fair estimate
of the pulse; in some cases we obtain the best chance at the
beginning of our visit, counting the pulse before the patient
is disturbed in any way by speaking or moving ; or perhaps,
especially if he be a child, while he is still asleep. With
some patients again, the approach of any stranger sets up
the pulse to such a height that we must wait till it has sub-
sided. The lowest rate we can obtain is the most reliable
index of the degree of fever. A fit of coughing, or the
exertion of moving or sitting up for the purpose of ausculta-
tion, &c., often completely spoils the value of the pulse-rate
as a gauge of pyrexia. It isin such cases that temperature
observations come in as a valuable check (see Temperature),
and these often assure us that the rapidity of the pulse is due
to excitement, general weakness, or irritability of the heart,
apart from fever. As a rule, the pulse and temperature in
febrile cases are elevated or depressed, and rise and falt
together; but striking differences occur in certain oases.
The pulse is often but little elevated in the beginning of
enteric fever, at a time when the temperature is very high ;
while after the recovery has begun, the pulse may be rapid
from weakness, although the fever temperature has com-
pletely fallen. In cerebral cases, also, the relationship of
the pulse-rate to the temperature is subject to special varia-
tions ; the terminal stage of tubercular meningitis is often
characterized by a.high pulse and a comparatively low tempe-
rature. The ratio of the pulse.rate to the frequency of the
respiration, is sometimes of value as an index of the existence
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or supervention of respiratory disease. (See Respiration,
Chapter ix.)

The force or strength of the pulse often guides our progno-
sis, and directs us in the treatment, especially as regards
stimulants. It is not easily estimated by the beginner; it
requires experience and the watching of cases (especially
febrile cases), from day to day, for the education of the
fingers. Sometimes the radial pulse gives a fallacious idea
of weakness, from the vessel being of unusually small size
(high division or other abnormality). Pressure on the arm
from the patient’s position in lying on it may also interfere
with the radial pulse. Moreover, the radial arteries on the
two sides are often of very ditferent size, and so we find that
errors sometimes arige from detecting a difference due merely
to an accidental change in the obhservation—the different
arm being taken instead of the one usually felt. In doubtful
cases the radial or other arteries on both sides should be ex-
amined, and the heart’s sounds should be listened to. When
the pulse is really very weak, the first zound of the heart is
usually diminished and sometimes almost suppressed, the
second sound remaining distinet. Differences in the strength
of the two radial or other pulses are often of value in diag-
nosis, particularly in cases of aneurism of the arch of the
aorta, giving rise to more or less obstruction of certain
branches. Sometimes the two pulses are not perfectly
synchronous from similar causes. Occasionally, also, the
diminution and obliteration of an arterial pulse serves to
indicate the occurrence of embolism, but care must be taken
to see that these differences are not due to unusual distribution
of the vessels. A survey of the arteries should be made,
both with the finger and eye, when judging of the force of
the pulse, and the examination should not be limited merely
to the part of the radial artery at the wrist; by extending
our observation we may detect any undue rigidity, twisting,
or unevenness of the vessels. Sometimes other arteries must
be examined to satisfy ourselves on this subject ; the tempo-
rals and the branches of the thyroid axis are selected for the
purpose of testing the smaller vessels, the brachials and the
femorals as a sample of the larger.

The rhythm of the pulse is in health perfectly regular, so
that any deviation from this should be noted. Sometimes there
is a distinct intermission, a loss of a beat at regular or irregu-
lar periods, but there may be such a loss in the radial pulse
withoutany correspondingintermission in the heart’s sounds or
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action ; there may thus be a marked difference in the pulse-
rate as counted at the wrist and at the heart. Or the irregu-
larity may counsist of two or three hurried beats followed by
a succession of slower ones, or in the occasional occurrence
of one or two weak or almost suppressed beats. Sometimes
the pulse varies greatly in strength throughout a given
minute, without any intermission or marked change in the
rhythm. This change in the strength of the pulse in certain
cases can be made out to be associated with the respiratory
movements, or with the occurrence of convulsions, or some
other visible phenomena. The significance of irregularity
of the pulse is most varied. It sometimes affords one of the
first indications of brain mischief, especially in children, or
of incipient pericarditis. It is very common in various
forms of heart-disease, at all ages, especially in mitral dis-
ease, fatty heart, and the degenerations incident to old age.
(See Fig. 16, p. 85.) Apart from these, however, it is often
due to functional disturbances, cspecially such as are asso-
ciated with indigestion, flatulence, &c. A more serious
form of disturbance leads to the intermission found in typhus,
and other fevers. It is likewise developed, not unfrequently,
through nervous agitation, in certain persons, just as accel-
eration of the heart’s action or fluttering is produced in
others from the same cause ; concentration of the attention
on the intermission is apt in such cases to increase the irre-
gularity. Some persons, apart from any medical knowledge,
have an obscure sensation of the intermission, which causes
a start or a shock. In states of debility, during convales-
cence from serious diseases, and in the case of children after
enteric fever, for example, intermission of the pulse is some-
times associated with unusual slowness, and is specially no-
ticeable at night. This does not imply any real danger.
Dicrotous Pulse.—Somewhat allied to the rhythm is the
curious double beat in the pulse, sometimes felt in febrile
cases. It is not uncommon in the convalescence from typhus
fever. This is best felt by applying the pulp of the fingers
very lightly over the vessel, avoiding any such pressure as
would extinguish the weak second beat. The sphygmograph
brings out this dicrotism very clearly. A little practice
with this instrument is useful in educating the fingers in the
recognition of dicrotism.  (See Sphygmograph—Fig. 10.)
The pulse of unfilled arteries, characterized by a sudden
filling up of the artery, followed by a very sudden collapse
of the vessel under the finger, often enables us to suspect,
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or sometimes even to diagnose, incompetency of the aortic
valves, on feeling a patient’s pulse. The peculiarity is
brought out in a more striking way by raising the patient’s
arm vertically while feeling the radial pulse; visible pulsa-
tion throughout the arteries in such cases is usually very
marked. The sphygmograph gives a very striking and
characteristic rendering of this pulse. (See Sphygmograph
—Fig. 12,

A gtlm’ll )1'n the pulse can often be felt in certain cases of
cardiac disease (mitral and aortic valvular disease), and this
also is sometimes rendered very plainly in the sphygmo-

graphic tracing.

THE SPHYGMOGRAPH

is an instrument designed to enable the pulse to register it-
gelf, and so affords a permanent record of its frequency, its
force, and above all of the characters of the pulse wave.
The essential parts of the instrument are a spring which
rests upon the artery and has its movements communicated
to it; and a lever which amplifies these movements and
records them on a strip of paper carried along by clockwork.
Marey’s instrument, with slight modifications, is the one
usually employed, and as it can be seen in all well appointed
hospitals, no detailed account of its mechanism need be
given. The sphygmograph to be used, however, should
have Mahomed’s modification for estimating pressure. The
artery for which it is specially adapted is the radial, and the
point at which it is most advantageously applied is just
where the artery crosses the styloid process of the radius.
The advantages are, that the vessel is here very superficial
aud supported on a flat firm surfuce. If possible the patient
should be in the recumbent posture, as this generally assures
the most tranquil state of the circulation, and great care
should be taken that the humeral artery is subject to no
pressure in any part of its course. The instrument may
also be applied while the patient is in the sitting posture, his
arm resting on a table in front of him. We search care-
fully for the exact site of the radial artery, and having found
it mark its position with ink. We lay the wrist into the
cushion devised by Anstie to keep the hand steady, with the
knuckles touching the table or bed, and having placed the
button, which the spring carries at its free extremity, imme-
diately over the artery, we buckle the instrument to the
cushion by means of a band of elastic braid. If the spring
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is not accurately adjusted over the artery, we may shift it
about a little without undoing the instrument, but generally
it is preferable to apply the sphygmograph afresh. After
the spring is adjusted, we connect it with the lever, and see
that it is working properly, before any attempt is made to
register the tracing on paper. Great care must be taken
that the spring is fairly saddled on the artery, the least
deviation to the side deforming the tracing. The pressure
must also be very nicely regulated. A number of tracings
with varying degrees ot pressure should be taken at a time
and the most perfect selected. The slips on which the
tracings are to be taken may be prepared in several ways; a
very easy method is to blacken the paper in the smoke of a
turpentine flame from a paraffin lamp—foreign note paper
answers the purpose very well—and when the tracings are
taken, the patient’s name and the date, with the pressure
employed, may be written on them with a needle or other
sharp point, and they are then varnished by dipping them in
a solution of shellac in rectified spirits. In Marey’s instru-
ment, the tracings may be written with pen and ink, but
the above method gives more delicate results. Smoked
glass may also be used instead of paper.

The following are the names applied to the various parts
of a pulse tracing:—

Fig. 8.

a Primary or Percussion Wave, & Secondary or Tidal
Wave, e Aortic Notch, ¢ Dicrotic Wave, d Fourth Wave.

All these parts are represented in a healthy pulse tracing;
the pressure used for healthy pulses varies from 14 to 3 oz.

In the Febrile or Dicrotic pulse the tidal wave is lost, the
aortic notch lowered and deepened, and the dicrotic wave
increused. The pressure employed is as a rule less than in
the healthy pulse.
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‘When the aortic notch falls very low, reaching below the

level at which the upstroke begins, the pulse is said to be
Hyper-dicrotous.

Fig. 9.—Healthy pulse. Pressure 3oz. Pulse 68.

The pulse of Aortic Regurgitation is large, the upstroke
quite vertical, the apex pointed and well produced, the tidal
wave as a rule well marked, the aortic notch low, and the
dicrotic wave small.

Fig. 10.—Fcbrile or Dicrotic pulse. Pressure 1} oz. Pulse 112.

Fig 11.—Hyper-dicrotous pulse. Pressure 2 0z. Pulse 120,

Fig. 12.—Pulse of Aortic Regurgitation. Pressure 2§ vz.
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The following pulses from a case of thoracic aneurism
show a marked difference on the two sides.

Fig. 13.—Right Radial.

The Senile Pulse or Pulse of Rigid Arteries.—Its most
marked features are the substitution of a plateau for an apex,
and the unbroken character of the descent line.

Fig. 14.—Le¢ft Radial.

In Bright’s disease, especially of the chronic type, the
tension in the arterial system is usually much increased.

Fig. 15.—Susnile Pulse.

Fig. 16.—Tracing from a case of mitral regurgitalion, showing the pulse
irregular in force and rhythm.
8
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This is indicated by the marked tidal wave, by the small
dicrotic wave occurring high up in the diastolic part of the
tracing, and by the great pressure which the pulse will bear.
The following tracing from a patient, 10 years of age, illus-
trates these characters.

Fig. 17.—Pulsetracing from a subacute ease of Bright's visease. Pulse 56.
Pressure 5 oz.

GENERAL OR CONSTITUTIONAL INDICATIONS OF THE
FEBRILE STATE.

In addition to an increased temperature and a rapid pulse,
there are certain general signs of fever which are of great
value. Flushing of the face is common in fever, but care is
required to prevent mistakes in judging of this, as the color
of the cheeks varies much in different persons, and such an
accident as lying on the check often produces a local flush,
apart from fever; in such cases the thermometer is an in-
valuable guide. Sweating is habitual in some fevers (enteric
and rheumatic fevers), and is common in certain stages of
most febrile diseases; the total absence of sweat, giving the
sense of a dry pungent heat to the hand as applied to the
skin, is an important fact. The sweating is sometimes
habitual, as in the night or early morning sweatings of
phthisis ; it is also often cold and clammy, and in such cases
it may be associated with bad dreams; this combination is
common in cases of deep-seated suppurations, disease of the
bones, &c. Sweating is sometimes local, as of the head in
rickets ; or of one side of the body, in certain affections of
the sympathetic nerve, sometimes apart from any other ob-
vious disease, and sometimes connected with aneurismal or
other tumors in the chest or neck. Headache and pain in
the back are very common in nearly all the acute specific
fevers at their beginning, and one or other is usually present,
more or less, in all febrile states. Pain in the back is very
specially pronounced in cases of smallpox. (OFf course these
pains are often due to quite different causes, see Chapter vi.)
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Unequal distribution of heat, a feeling of heat in the head
and cold in the extremities, a burning heat in the hands or
the feet, a sense of cold water trickling down the back, a
feeling of chilliness increased on any exposure to a draught
of cold air, and actual shiverings in all degrees of their
severity are exceedingly common in the beginning of febrile
diseases, especially before the patient has taken to bed ; these
sensations often lead him to hang about the fire-place, com-
plaining of cold, although his temperature may be very
high ; they tend to disappear when, by proper heating and
clothing in bed, the temperature of the various parts of the
body becomes more equalized. While shiverings are com-
mon at the beginning of all inflammatory and febrile dis-
eases, they are especially frequent and repeated in ague, in
serious suppurations, in renal inflammation and renal colic,
in cases of gallstones, and in embolism and py®mia. Young
children seldom have distinct shiverings. Rigors also occur
occasionally in connection with sudden defervescence. Many
of the sensations just referred to, and even actual shiverings,
occur apart from fever altogether in nervous subjects; the
thermometer is here, again, invaluable. The digestive func-
tions are almost always impaired in febrile diseases, and es-
pecially at the onsct of the specific fevers. Vomiting is
very common in the last named, and is sometimes very
severe and persistent (smallpox, scarlatina, and occasionally
enteric fever) ; in other cases slight sickness or nausea is all
that is complained of. The appetite is almost always im-
paired, and often completely depressed. The bowels are
usually disordered ; the febrile state tends, as a rule, to pro-
duce constipation, but occasionally diarrheea is seen to result
from the action of the specific fever (as in the beginning of
malignant scarlatina), and sometimes there is a special con-
nection between the diarrheea and the febrile disease (as in
ulceration of the bowels in enteric fever, and in tubercular
and dysenteric ulcerations) ; at times, however, the loose-
ness of the bowels seems related to the pyrexia, as such and
ceases with it. The state of the tongue reflects the consti-
tational disturbance produced by the fever so far as the di-
gestive organs are concerned. (See Tongue, Chapter xi.)
Thirst is almost always present in the febrile state, especially
at the beginning of the illness, and, notwithstanding the
large amount of fluid swallowed, the urine is usually scanty
and high-colored. Muscular prostration is present in all
severe cases of fever, and is often very marked even at the
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beginning of some of the specific fevers. Delirium is
usually associated, in very varying degrees however, with
high ranges of pyrexia from whatever cause; the degree of
it, and the date at which it appears, as well as its character,
vary much in ditferent diseases. Conwvulsions somectimes
take the place, as it were, of delirium, especially in young
children, and often mark the beginning of acute inflamma-
tory or febrile diseases in them. A degree of bronchial
catarrk is not uncommon in nearly all serious febrile states,
and is a special feature in some. Cutaneous eruptions are
characteristic of certain febrile diseases. (See Febrile
Rashes, p. 105.)

THE CLINiICAL SIGNIFICANCE OF THE FEBRILE STATE
is very great, and this remark applies both to the presence
and absence of this state in a given case. It has already
been explained how the febrile state is to be judged of ; the
possibility of our observation occurring in an apyretic inter-
val must be remembered before we arrive at a negative con-
clusion. Sometimes the fact of fever (7. e., pyrexia) is all
that can be made out ; but without denying the existence of
a simple continued fever, we are seldom justified in resting
satisfied till we either have referred the pyrexia to one of
the specific fevers (typhus, scarlatina, ague, pertussis, &c.),
or have ascertained that it is symptomatic of some special
inflammation (pneumonia, pleurisy, abscess, rheumatism,
&c.), or at least of some disease known to be associated with
febrile disturbance (phthisis, tuberculosis, syphilis, &c.).

(1.) Specific Fevers and Rashes.—In determining this
question, attention must be directed to the presence or ab-
sence of the ¢ rashes” found in most of the specific fevers
(see p. 105). These must be carefully searched for in their
favorite situations, and the date of the illness must be con-
sidered in this respect, as to whether there has been time for
the appearance of the rash. As the exact date of the illness
is often obscure, and as the day on which a febrile rash ap-
pears deviates occasionally from the average times usually
stated, some little allowance must often be made for
such variations before arriving at a decision. The occa-
sional absence of the rash, in nearly every fever usually
characterized by an eruption, must also be remembered.
Other circumstances often render the existence of such fe-
vers very probable, or indeed certain, even when no rash
has appeared. In examining for a febrile rash, other cuta-
neous eruptions (not of this class) may be detected, and it
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must be considered whether the eruption discovered is of the
kind and of the extent to account for, or to be in harmony
with, the febrile movement. Some skin diseases, as they
are called, are associated with much fever, others with little
or none. The possibility of an eruption from the use of
medicines, and the influence of certain articles of diet must
be kept in view. (See Eruptions from Medicine and Food.
p- 101.) Moreover, when there is high pyrexia, a certain
congestion of the skin, especially in dependent parts, some-
times simulates a scarlet rash. Eruptions indicative so far
of certain diseases, although they cannot be called specific,
are sometimes found in the febrile state—such as herpes
labialis in pneumonia, or miliary vesicles in enteric and
childbed fever, rheumatism, &c. Occasionally a rash is
found in diseases not usually characterized in this way;
thus we may have a rash in diphtheria and relapsing fever,
and in the early or pre-eruptive stage of smallpox and en-
teric fever.

(2.) Inflammations.—When no specific rash exists, and
no distinct history of contagion is suggested, search must
be made for signs of inflammation, and although the case
may be admitted to a medical ward, the possibility of super-
ficial inflammations or abscesses, periostitis, otitis, parotitis,
and other glandular inflammations, must never be forgotten,
especially in the case of children or those unable to express
their sensations. Tonsillitis, quinsey, pharyngeal abscess,
scarlatina, and diphtheritic sore throat must also be remem-
bered in this connection. Pain and its situation usually
guide us to these and similar inflammations, and also to
articular or muscular rheumatism. Regarding internal in-
flammations, the importance of examining the chest cannot
be overrated, as we often find there the explanation of the
febrile disturbance. This must never be neglected. In-
flammations of other internal organs usually indicate their
existence by pain over the parts, or by changes in the ex-
cretions, or by other alterations in the functions, such as
paralysis, delirium, &c. A systematic search must be made
into the state of all the important organs before arriving at a
negative conclusion.

Shiverings are common in various febrile diseases, espe-
cially at the beginning ; but when severe and recurring, the
idea of suppuration somewhere is suggested, or perhaps em-
bolism and pyemia. Such suppurations may be in parts
beyond the reach of our diagnosis, but search must be made

8%
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for tender regions in the principal organs, and also in the
joints.

(8.) Care must be taken not to conclude at once that the
febrile state is due solely or chiefly to the inflammation which
we may have detected by our examination. For example,
bronchitis is an habitual accompaniment of typhus, and pneu-
monia is common in many fevers. Inflammation or conges-
tion of the kidneys (with albuminuria) is a frequent compli-
cation in many complaints. It is often difficult to know
whether we have to do with a primary, a secondary, or a mere
coincident inflammation ; the date of the illness, and the
known characters of the disease, often assist us, and the
want of correspondence between the apparently slight extent
or severity of the inflammation and the intensity of the fever,
sometimes leads us to suspect that there is something behind
the local inflammation.
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CHAPTER 1V.
SKIN—HAIR—NAILS—GLANDS—JOINTS.!

CUTANEOUS ERUPTIONS.

ErupTiONs on the skin are sometimes brought promi-
nently under our notice as the chief part of the patient’s
complaint, or at least are so obvious that they cannot be
overlooked; but in other cases we have to search carefully
for an eruption which the patient may be unconscious of, or
which he may regard as quite trivial and accidental. Most
of the cutaneous eruptions scrve to indicate the presence of
some constitutional affection or general tendency. Thus the
eruptive fevers present on the skin the evidence of a general
disturbance of the whole system. The occurrence of early
late syphilitic eruptions likewise reveals a constitutional
affection, and the same may be said of scrofulous and per-
haps of cancerous diseases of the skin. The pigmentations
of pregnancy and Addison’s disease, the blotches in scurvy
and purpura, and the influence of certain medicines in pro-
ducing eruptions of various kinds all indicate the same thing.
Eczema and psoriasis, from their symmetrical distribution,
their tendency to recur, and their association with certain
other diseases in the patient himself or in his family, can

! In addition to the works on general medicine and diseases of
children, we must also refer to surgical treatises regarding certain
cutaneous and glandular affections.

For the Febrile Eruptions, see especially Reynolds’s System, Vol.
1., and Murchison on Continued Fevers (with colored illustrations
of Typhus and Enteric Rashes).

For Skin Diseases, consult the works of Tilbury Fox, M‘Call
Anderson, Neumann, and Hebra. For illustrations of these, see
the Atlases by Tilbury Fox and Erasmus Wilsun. The plates issued
by the New Sydenham Society are perhaps the most accessible.
See also Greenhow on Addison’s Disease.

Regarding Affections of the Joints, the reader may refer to the
articles on gout and rheumatism in various medical treatises, and
especially in Reynolds’s System, Vol. L.; surgical works may also
be referred to with much advantage, especially Holmes’s System,
Vol. IV.
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often be shown to be much more than mere local diseases.
Even parasitic affections of the skin often owe their rapid
development and persistency to the general state of the
health; the vegetable parasites do not seem to find a suitable
nidus in perfectly healthy subjects.

These remarks are designed to direct attention to the two
great points in the study of cutaneous eruptions—the local
condition and the general state. The general derangement
may manitest itselt by changes of which the skin affection is
but one out of many ; or the cutaneous disease may be the
sole manifestation, or at least the chief evidence, of the
general disorder. "On the other hand, affections of the skin
avising purely from local causes, or, a8 more frequently hap-
pens, aggravated by local influences, may produce a general
disturbance of the whole system.

For the classification of skin eruptions the most satisfac-
tory and the most solid system would be one based on their
causation, rather than on their special forms. Hitherto this
has only been possible to a slight extent, as the causes of
many eruptions are unknown, and the causes of others are
not uniform, or perhaps are complex and indirect. The real
cause of eruptions must be kept in view, however, so far as
this is possible. It is of the utmost importance, for example,
to know whether an eruption is due to iodide of potassium,
to smallpox, to syphilis, or to scabies: any system which
would group together such diverse affections as ¢ papular”
or ¢ pustular,” even although they may all present papules
or pustules, tends only to mislead. And further, any group-
ing of skin eruptions based merely on the elementary lesions
is rendered impossible for any useful purpose, when we find
reabies, for example, presenting at different times, or even in
different parts at the same time, such diverse lesions as
papules, vesicles, and pustules; or when we find eczema at
one time papular, at another vesicular, at another pustular,
and at another somewhat scaly; or when we find syphilis
assuming every variety of form.

Still, as the causes of eruptions are often unknown, and
cannot even be suspected by the inexperienced, we avail
ourselves of the obvious distinctions afforded by the peculi-
arities of the lesion; and when nothing more can be done,
the student may at lcast describe the nature of the lesion,
the extent and distribution of the eruption, and the genera
and local symptoms associated with it.

Tue ELEMENTARY LESIONS, indeed, formed the basis on
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which Willan and Bateman’s classification was built; and,
although now discarded, like most of the old nosological
gystems, the facts qn which it rested are of great value and
are still constantly referred to.

Erythema' is a simple redness of the skin, fading readily
on pressure, and not extending to the cellular tissue. (Ery-
thema may be simply symptomatic of adjacent inflammation.
Among the varieties of erythema we have, E. leve, E. in-
tertrigo, E. nodosum, E. fugax, and E. gangrenosum.)

Wheals' (pomphi) are well represented by the red and
white elevated patches produced by the sting of a nettle, or
the bite of a bug, or even of a flea; in slight forms the white
portions may not appear; in severer forms they may be com-
plicated with blisters. (Wheals occur in urticaria in its
acute and chronic forms. ¢ Factitious urticaria” is the name
used for the variety produced in certain persons by mechan-
ical irritation.)

Papule are pimples of various sizes and forms; they may,
however, be very different in their constitution. (Willan
and Bateman included under this heading, strophulus, lichen,
and prurigo ; but different views now prevail.)?

Vesicule and Bulle differ from each other in size, the
former being small blisters and the latter large ones. They
may be simple, or they may be divided so as to be compound.
They may present perfectly clear fluid, or they may contain
inflammatory products to a variable extent, so as to present
all degrees of turbidity—the separate vesicles passing through
these various stages ; they may be associated with all degrees
of redness of the adjacent skin, or they may be free from this

! Willan and Bateman bad an order named ‘‘exanthemata’
which included two of the febrile eruptions (rubeola and scarlatina),
and also roseola, urticaria, purpura and erythema. Roseola is
now usually regarded as an erythema of a rose color. The name
‘ Erythema,’’ as a special disease, was formerly applied to cases of
the slighter forms of erysipelas.

2 Strophulus and lichen are regarded by many as identical ; but
strophulus is a vague name, including various different eruptions :
it is not always papular, and seems rather to be connected with the
sudoriparous apparatus. When not papular, it is to be classed
with the erythemata; when papular it need not be separated from
lichen. This disease again is regarded by many as a form of ecze-
ma (E. papulosum or E. lichenoides.) Pruriginous eruptions are
papular; but the enlarged papill® are often irritated and abraded
by scratching. *¢‘ Prurigo,” in this sense, is a valuable indication
of itching, as in scabies, phtheiriasis, and urticaria. Prurigo, apart
from this, as described by Hebra, is rare in this country.
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complication. Several may coalesce forming large blisters
or ¢“blebs.” (Under ¢ vesicule,” Willan and Bateman in-
cluded varicella, vaccinia, herpes, rupia, miliaria, eczema,
and aphtha; under ¢ bull®,” erysipelas, pemphigus, pom-
pholyx.)!

! Vesicles pass readily into pustules, so that some diseases might
be classed under either or both orders. For varicella, miliaria, and
erysipelas, see gpecial sections pp. 109, 113, 114. (Aphthe are little
blisters on the mucous membrane of the mouth. See Tongue,
Chapter xi.)

Herpes consists of an eruption of small vesicles arranged in groups
on an inflamed base: these run their course, and are not usually
succeeded by fresh groups of vesicles: there is generally a feeling
of tension and burning; occasionally neuralgic pains precede or
follow the eruption. ‘‘Herpes labialis’’ is commmon in ordinary
colds: it also appears in many cases of pneumonia, and in some
forms of urinary irritation and disease. ¢ Herpes prazputialis’
appears on the prepuce. ¢‘ Herpes zoster’’ (shingles, zona) usnally
girdles the trunk unilaterally, limited pretty strictly by the middle
line, both before and behind, but it may affect the thigh, the face,
or an arm, following very accurately the course of certain nerves.
It is not infectious, and rarely occurs a second time in a patient.

Eczema is now generally made to include several forms of skin
disease which were formerly separated from each other. It is an
inflammatory disease with exudation and infiltration of the sgkin,
associated with a sense of burning or itching, and it tends to the
formation of crusts. In the ordinary form there are vesicles (ec-
zema vesiculosum) which exude a clear fluid, which has the pro-
perty of stiffening linen; an excoriated red, and inflamed surface
usually remains exposed ; the discharge may dry very rapidly into
thin crusts resembling scales. In some cases the moist discharge
may almost have escaped attention, redness and scaliness of the
skin being the chief features (eczema erythematosum and eczema

.squamosum). In other cases the plastic exudation may remain
below the surface, giving rise to little papules—the lichen of older
authors, but termed eczema papulosum or lichenoides by some. Or
the exudation, either from obvious irritation, or apart from this,
may become purulent, and the secretion of pus may be abundant
from the beginning: this, which was formerly called impetigo, is
now often named ‘‘eczema pustulosum,’” or ‘‘eczema impetigi-
nodes.” Eczema is named from the parts affected, as ‘‘ E. aurium,”’
&ec. ; also from obvious secondary changes ‘ E. fissum,’”’ or from
the cause, as ‘“E. intertrigo’’ from friction.

Rupia, see ‘‘ ecthyma,” note, p. 95—(although it may begin as
a vesicle with clear fluid, the contents soon become bloody or puru-
lent).

Pempligus is characterized by large blisters, or bulle, varying
from the size of a pea to that of an egg, with different degrees of
inflainmation at their base. Occasionally large thin crusts or scales
are formed (*‘ P. foliaceus’”).

Pompholyx is now merely a synonym for pemphigus.
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Pustule may result from the fluid in the vesicles becoming
purulent—this may arise from irritation or other inflamma-
tory action ; the pus is often formed so rapidly that it may
seem to exist from the beginning. (Willan and Bateman
included under ‘¢ pustule,” impetigo, porrigo, ecthyma, va-
riola, scabies.)! :

Squame or Scales and Pityriasis.—Scales must be dis-
tinguished from thin crusts resulting from dried secretion.
Squame are scales from the beginning. When the desqua-
mation is very minute the term pityriasis is used. Unfor-
tunately, however, a disease of rare occurrence, ¢ pityriasis
rubra” is characterized by the shedding of large scales or
flakes. (Willan and Bateman included under ¢squame,”
lepra. psoriasis, pityriasis, ichthyosis.)?

! Impetigo is more suitably regarded as a variety of eczema (‘‘ E.
pustulosum’’ or ‘‘ E. impetiginodes’’). For variolu see p. 108. Por-
rigo is either an eczema or, it may be, a parasitic disease of the head
(see p. 103).

Scalbies is arbitrarily classed under pustule ; it is, however, quite
as much a papular or vesicular disease ; it is parasitic, due to the
presence of the ‘‘ acarus scabiei,’” which can often be picked out as
a minute speck with a needle from the end of the narrow furrow
found between the fingers and elsewhere. The microscope is re-
quired for the examination of this insect; but the furrows can
usvally be recognized. (See p. 98, Fig. 18.)

Ecthyma is the name given when large pustules exist on the skin.
It is often, if not always, merely due to scabies or to syphilis.
Syphilitic pustules when large sometimes dry up into dark crusts,
shaped like limpet shells : such an eruption is termed ‘‘ rupia.”

2 Pityriasis, or desquamation, occurs after erythema, febrile
rashes, and other affections of the skin, so that it often forms only
a stage in a disease. *‘ Pityriasis versicolor’’ is parasitic, and is
not properly a squamous disease (see Fig. 22, p. 116). * Pityriasis
rubra acuta’’ is a rare disease characterized by great redness of the
skin and the shedding of large true scales, without moisture and
without much infiltration of the skin.

Pyoriasis and lepra (alphos) are now classed as one disease; the
name ‘‘lepra’’ was formerly applied to the patches of this eruption,
in which it spread at the circumference (psoriasis circinata) while
the centre was free ; the form of a ring was thus assummed. This
is a true scaly disease, without moist secretions, the scales are
white and often glittering, somewhat imbricated and very adherent ;
they appear on dusky red patches, which are slightly elevated ; all
degrees of density in the arrangement of scales are found. All
parts of the body may be affected ; the elbows and knees seldom
escape in an abundant eruption of simple psoriasis. When it ap-
pears on the palms of the hands, or on the soles of the feet alone,
it is almost invariably syphilitic. A forin of psoriasis, resembling
the shape of rupia crusts, has been named ‘‘ P. rupioides.”

Ichthyosis,—When the skin is dry, harsh and wrinkled, with thin
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Tubercula are little lumps, too large to be classed as pim-
ples or differing from them in other respects. They have
only an etymological connection with the tubercles recog-
nized in the pathology of internal affections. They include
various cutaneous and mucous growths of perfectly dissimilar
kind.*

(The various diseases formerly classed under this heading
are now regarded quite differently. They were: phyma
(boil), verruca (wart), molluscum, vitiligo, acne, sycosis,
lupus, elephantiasis, frambeesia.)

Macule or Stains of the skin are sometimes hemorrhagic;
or they may be parasitic; chemical agents and various consti-
tutional disorders produce pigmentary deposits. (See p. 115.)

SecoNDpARY CHANGES may be present along with various
forms of elementary lesion.

Desquamation, although often occurring independently
(see “Squamz”’) may form the terminal stage of an ery-
thema, or the like.

Crusting is one of the most important secondary changes.
Very thin crusts may resemble scales, but careful examina-
tion usually shows them to be largely composed of dried
secretions (in ichthyosis, however, the scales are epithelial).
The discharge may be very slight, and may proceed from a
surface not ulcerated, or it may proceed from an ulcer.
When the crusts are dark, this usually points to the pre-
sence of a sanious fluid retained in them, and this occurs
frequently in syphilis. Lupus and syphilis differ in their
tendencey to scabbing—the ulcers in the former usually scab-
bing slightly, those of the latter often scabbing freely.

Cockle-shaped crusts are almost diagnostic of syphilis
(rupia). Cup-shaped crusts occur chiefly in the head, com-
posed of the parasitic growth termed favus; they are light
yellow in color, and rather brittle. (See p. 103.)

scales loose at their edges, the term ‘‘xeroderma’ is sometimes
used. When the scales are thicker, more abundant, and mingled
with sebaceous matter, the name ‘‘ichthyosis’’ is applied.

! Acne, pimples, often becoming pustules.

Sycoses (see Ringworm of Beard, pp. 101 and 103).

Lupus is an inflammation and ulceration of the skin, occurring in
scrofulous subjects, and characterized by the presence of a new
formation. When slight and superficial without ulceration, it is
called ‘‘lupus crythematodes.” When the deposit forms little
swellings without ulceration, ‘‘lupus non-exedens’’ is the term.
When ulcerations and cicatrices are present it is called ‘‘lupus
exegens.’’



*
ANDERSON’S8 CLASSIFICATION. 97

Ulcerations are secondary changes which must be ex-
amined and described in reference to their edges, &c., and
any attendant cachexia, as in surgical practice.

Excoriations, fissures, scars, and atrophic lesions are fre-
quently very suggestive, and must be recorded.

The following indicates an attempt at a scientific classifi-
cation of skin diseases, so far as this is yet possible. (Dr.
A. B. Buchanan slightly modified by Dr. McCall Ander-
son) :—

A. Functional Affections :—

Pruritus, seborrheea, comedones, milium, hyperidrosis, ephe-
lis, melanopathia, vitiligo, atrophia cutis, alopecia, hirsuties,
fragilitas crinium.

B. Organic Affections :—
I. Diseases defined by uniform causes :—

(1) Parasitic affections— Vegetable—Tinea favosa, tinea tri-
cophytina (circinata, tonsurans, sycosis), tinea versicolor,
tinea decalvans. Animal—Scabies, phtheiriasis.

(2) Syphilitic affections :—Primary, secondary, and tertiary
accidents. Hereditary syphilis infantile and non-infantile.

(3) Strumous Affections :—Lupus, scrofuloderma, lichen
scrofulosorum, strumous glands, ulcers, and abscesses.

(4) Eruptive fevers, Morbilli, scarlatina, varicella, variola,
typhus, &ec.

II. Diseases NoT defined by uniform causes:—

(1) Inflammations : — Erythema (strophulus, pityriasis,
rosela), erythema nodosum, eczema (lichenous, pruriginous,
and impetiginous), impetigo contagiosa, ecthyma and non-
syphilitic rupia, prurigo, urticaria, zona, dermatitis, erysipe-
las, acne, psoriasis (or lepra), pemphigus, pityriasis rubra.
Deep inflammations (furunculus).—Ulcers (independent of
struma and syphilis), onychia.

(2) New Formations :—Varix, navus, verruca, callositas,
clavus, cornu, ichthyosis, scleroderma, elephantiasis Arabum,
E. Grecornm, molluscum contagiosum, fibroma molluscum,
cicatrix, cheloid, cysts, scirrhus epithelioma, tumors of other
kinds.

(3) Hemorrhages. Purpura.

Distribution of Eruptions.—In examining a cutaneous
eruption, it is a great advantage to see the surface of the whole
body, or as much of it as possible. Special abundance of it on
certain parts, or the special exemption of others, affords at
times considerable assistance in the diagnosis. We can in
this way also detect the symmetrical character of many erup-
tions, or the essential local disposition of others—as when
the hand is affected by some irritant encountered in a trade,
or when the eruption is caused by stockings with analine or
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arsenical dyes. Some eruptions, again, follow the course of
certain nerves, and in zona we have usually a pretty strict
limitation to one-half of the body, the eruption stopping at
the middle line both before and behind when the trunk is
involved. But in addition to the general view of the sur-
face, special regions must be examined for special eruptions.
Of the febrile rashes, some show first on the face (variola
and morbilli), but most of them appear first on the trunk, so
that we much search the chest, abdomen, and back, and we
should also examine the arms at the anterior aspect of the

Fig. 18.—The itch insect. Acarus Scabiei. Female; ventral aspect.
(Drawn by Dr. John Wilson.)

elbows, &c., where the skin is delicate. We look at the
elbows and knees particularly in psoriasis; at the chest and
back in syphilis; at the clefts of the fingers in scabies, to
see if any little furrows are present, and also at the inside of
the thighs, the wrists, ankles, and umbilicus in this affection;
between the shoulders in phtheiriasis ; over the chest in
pityriasis versicolor; on the head in ringworm and favus;
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over the shins in erythema nodosum; on the face and
shoulders in acne, etc.

The constitutional disturbance and the general symptoms
associated with cutaneous eruptions must be carefully in-
quired into. Pyrexia, headache, and perhaps delirium, pain
in the back, sickness, vomiting or shiverings; and pain,
burning, tingling, and itching in the parts affected are the
most important. Intense pyrexia often precedes the appear-
ance of the rash in the eruptive fevers and erysipelas, and
(as mentioned in the section on Pyrexia), the skin must
then be carefully examined by good daylight, if possible, for
any appearance of a rash. The inspection of the skin for a
febrile rash should, in the first instance, be made at such a
distance (2 to 3 feet) that the general appearance of the
surface can be seen, rather than the minute alterations in
the skin ; these may be subsequently examined if necessary.
Pain in the back and vomiting are specially suggestive of
smallpox ; intense headache of typhus; sore throat and
vomiting of scarlatina; coryzaand catarrh of measles; shiv-
erings may occur in the early stage of any of these, and also
in erysipelas. But even in those forms of eruptions, more
usually called diseases of the skin, there may be much con-
stitutional disturbance, with considerable pyrexia and some
gastric disorder, as in eczema and urticaria. The intensity
of the general symptoms bears a much more distinet relation
to the extent of the cutaneous affection in these cases than
in the eruptive fevers. Severe neuralgic pains sometimes
precede, sometimes follow, the eruption of herpes zoster.
Considerable pain is often experienced in eczema, but in
such a case the cause is apparent.

ltching is an important fact in cutaneous disease. It is
seldom very troublesome in the eruptive fevers, although
often present in measles, smallpox, and chicken-pox. It is
seldlom marked in syphilitic eruptions, so that its absence
counts for something in the diagnosis. In urticaria, psoriasis,
and eczema, itching is often very troublesome. In parasitic
diseases it is a very prominent feature, especially in scabies
and phtheiriasis. The existence of itching can usually be
recognized by the presence of a ¢ pruriginous eruption” due
to scratching, and the marks of the nails often tell the same
story ; this irritation alters the appearance of an eruption
very materially, chiefly by causing inflammation. Itching,
however, may exist without any eruption. In some of these
cases, this may be due to a nervous affection of the skin, the
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pruritus varying much at particular times. Pruritus, espe-
cially at the intestinal and genito-urinary orifices, may be
symptomatic of disease of the womb, stone in the bladder,
diabetes, piles, or other affections of the rectum. In many
cases, especially (although not exclusively) in children, itch-
ing at the anus is due to the presence of thread worms; in
them it is often associated with itching at the. nose also, as
manifested by picking at the nostrils. But this picking
occurs also in diarrhea and other forms of intestinal irri-
tation. ; '

Itching is occasionally present to a troublesome extent in
jaundice ; it is not unfrequently produced by the internal use
of opium and morphia in all their forms. Some persons are
especially liable to this inconvenience in the use of opium.
An itching of the eyelids is one of the indications of the
action of arsenic.

Cavusks oF CuTaNEous ErRuprTIONS. INFECTION, MEDI-
CINE, Foop. In inquiring as to the cause of eruptions, we
may ascertain the patient’s ideas on the subject, or we may
interrogate him as to special points in connection with spe-
cial forms of disease.

Infection.—In the group of eruptive fevers we inquire for
any similar illnesses in the same family or neighborhood.
Some assistance is at times obtained by learning that the
patient has formerly had certain specific fevers, as a second
attack in some of these is but rarely met with. (See p. 106.)
In suspected erysipelas, we inquire for exposure to this dis-
ease in surgical wards, or otherwise; and for any contact
with puerperal fever or pyzmia, especially if our patients are
predisposed to infection by open sores, &c. In children, and
especially in hospital practice, where infection may be pre-
sent, wounds or open sores predispose, apparently, to the
occurrence of scarlatina, which may be mistaken for ery-
thema or erysipelas. In syphilitic eruptions we may inquire
for the history of the original infection in the patient, or in
the parents, and in the brothers and sisters in the case of con-
genital syphilis; in this last variety, the occurrence of abor-
tions before the birth of the patient is often an important
indication of syphilis. But in addition to cases of this kind,
we can sometimes trace the infection of a patient from
secondary or congenital syphilis. A nurse’s arm may be
infected from the sores on an infant’s anus, or the nipple from
the sores on the child’s mouth, or vice versa. In impetigo
contagiosa the patient may inoculate one part from another
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by means of scratching. The occupation is important in
connection with cases of suspected glanders, malignant pus-
tule, &c.

In parasitic diseases we often gain considerable assistance
from the knowledge of their having spread by infection.
Thus, if two persons sleep in the same bed, scabies is almost
certain to be communicated from the one to the other. This
disease is often communicated by infected bed-clothes, apart
from any direct contact with patients so affected. In ring-
worm the affection often spreads from the use of the same
hair-brushes, although the patients may not otherwise be
much associated ; ringworm of the body may appear in those
who are attending on children affected with it on the head.
In favus the contagion may be derived from some pet animal

Fig. 19.—Pediculus pubdis, or Crab Louse, with ova adhering to the hair,
(Drawn by Dr. John Wilson.)

as well as from a patient. The pediculus pubis is sometimes
found in persons of good position from their consorting with
prostitutes. The itch insects, and pediculi corporis often
continue to act on the patient through the medium of the
underclothing and the bed-clothes, even after those on the
skin have been got rid of. Certain varieties of the same
purasitic disease must be borne in mind while searching for
the history of infection—thus we have ringworm of the head,
of the body, and of the beard.

Certain medicines and articles of diet are apt to produce
cutaneous eruptions. Shell-fish, preserved salmon, cucum-
bers, walnuts, game, and various other things produce at
times an eruption of urticaria or erythema. Some persons,
indeed, are particularly liable to this effect from special arti-

9%
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cles, so that it is almost certain to follow their use ; in others,
the effect is less certain. These eruptions sometimes simu-
late the specific fevers ; the absence of constitutional disturb-
ance in proportion to the rash, and the absence of the special
features of the specific fever simulated may sometimes guide
us in the discrimination. Of medicines, iodide and bromide
of potassium, belladonna and atropine, sulphur, arsenic, tar,
and copaiba may be named as all producing at times cutane-
ous eruptions.

Jodide and bromide of potassium produce pimples (acne)
which appear chiefly on the face and shoulders : eccasionally
the eruption is more distinctly pustular. The affection of the
mucous membrane of the nose and eyes and the swelling of
the glands behind the jaws, sometimes guide us in the recog-
nition of iodism.

Belladonna and atropine produce at times a distinet ery-
thema somewhat resembling that of scarlatina; a certain
similarity to the eruption of measles is found in some cases,
This rash may result from the internal use of the drug
(usually in full doses), or from the action of external appli-
cations in the form of plasters, especially if excoriations
exist on the skin. Dryness of the fauces and more or less
dilatation of the pupils are usually present to assist in the
recognition of this eruption.

Arsenic produces, although but rarely, an eruption some-
what resembling eczema, or at least a prominence of the
papille with congestion of the skin. In certain cases herpes
zoster has appeared to be due to the use of arsenic, and pity-
riasis rubra has also been known to supervene in connection
with its administration. Puffiness and itching of the eyelids,
sickness or pains in the bowels, and whiteness of the tongue
assist in the recognition of arsenical influence. Local irri-
tation from arsenic may manifest itself by ulcerations of the
part affected.

Sulphur and tar are said to produce at times an eruption
resembling a badly developed eczema.

Copaiba gives rise in some cases to urticaria of the usual
kind, but the white parts of the wheals may be absent, so
that the rash is only red ; at times this eruption closely simu-
lates measles in its general appearance, but it does not
specially affect the face and is not associated with catarrh.
Copaiba is so much used in the trecatment of gonorrheea that
when we see an eruption associated with this disease we
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should always suspect the action of this drug. Nitrate of
. silver administered internally may cause a dark discoloration
of the skin affecting the parts exposed to the light.

In addition to the above a great many remedies produce
eruptions from their local action if applied to the skin.

AFFECTIONS OF THE HAIR; EXAMINATION OF VEGETA-
BLE PARASITES.—Absence of the hair is termed ¢ alopecia.”
This is sometimes, although very rarely, almost universal,
affecting even the minute hairs in every part of the body
(alopecia universalis). The baldness of advancing years,
and premature baldness, which is often hereditary, need only
be mentioned. The loss of the hair in syphilis, and after
fevers and erysipelas, is usually only temporary, but some-
times a partial baldness becomes permanent in this way.
Limited patches of baldness on the scalp, and more rarely
of the beard, assuming a circular form, or at least with cir-
cular margins, are termed ¢ alopecia areata ;” in this affection
the hair is quite absent in the fully developed affection, the
skin being quite smooth and even glossy. It is supposed by
some to be due to a parasite (Microsporon Audouini), by
others it is regarded as a neurosis. In ring-worm and favus
the hairs are not quite absent, the bald patches present some
stunted hairs. In favus the hairs are found, in a typical
case, to pierce a cup-shaped yellow crust near its centre ; this
sulphur-colored crust frequently has a mouse-like odor;
patches of red, irritable, shining skin may be found where
the hair follicles have been destroyed.

In ring-worm the hairs resemble stubble, being dry and
withered ; the brittle hairs break off short; there is often
fine white dust at their bases, and the skin between them
presents an appearance like that of a plucked fowl.

In examining hairs, scales, &c., for vegetable parasites
certain precautions should be used. A diseased hair should,
of course, be selected if possible for the examination; we
judge by its stunted, brittle appearance, and by its looseness
on extraction. In examining scales, too much of them may
render the specimen rather opaque ; the scales and even the
hairs may have to be dissected by needles to expose the par-
asitic growths. Digestion in a solution of caustic potash
renders the specimen more transparent. In certain cases it
is very desirable to get rid of the fat about the hair or the
scales, as the small oil globules simulate vegetable spores.
To remove these sulphuric ether may be used, either before
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the application of the potash or after it, the specimen being
dried from the one before the other is applied.

In examining for vegetable parasites, we search for spores
(conidia) ; these are small globular bodies, usually arranged
in groups or clusters, or in rows; when rows of these exist
they may give off branches (sporidia). Branching tubes,
often of a very fine thread-like structure, constitute the
“ mycelium” or ¢ thallus” of these vegetable growths; they
vary much in diameter, and often interlace in the most intri-
cate manner. These growths are not destroyed by caustic
potash, alcohol, ether, or chloroform; in doubtful cases,

Fig. 21.—Portion of hair from

a case of Ringworm — Tinea

Tongurans, or Tinea Tricophy-

tina—showing vegetable para-

sitic growth (with sporules in.

Fig. 20.—Portion of hair from a case of fiitrating hair, and a fragmeat of

Favus—Tinea Farosa—showing spores of a tubalar growth)—the ZTrico-

vegetable parasitic growth — dchorion phyton tonsurans. (Reduced
Schonleinti. (Reduced from Bazin.) from Bazin.)

where fat, blood, or pus may simulate spores, these re-agents
may be absolutely required for the discrimination. Foreign
bodies containing vegetable fibres may sometimes simulate
mycelium, but care in selecting the specimen and the ab-
sence of branching usnally prevent error.
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FEBRILE RASHES.

Certain specific febrile diseases are characterized by the
appearance of a cutaneous eruption. They are typhus,
enteric, and scarlet fever, measles, smallpox, and chicken-
pox ; erysipelas may also be included in this list for our pre-
sent purpose. In addition to these, cutaneous eruptions are
occastonally seen in relapsing fever and in diphtheria ; some
have alleged the occasional presence of an eruption in pneu-
monia and acute tuberculosis, but this must still be reckoned
doubtful. In all of these diseases the eruption is preceded
by constitutional disturbance and the general signs of fever,
especially by pyrexia, shiverings, sickness, arnd vomiting,
headache, pain in the back, and general malaise, delirium,
and great nervous disturbance; convulsions are often met
with in children. Certain of these symptoms are more pro-
nounced in some fevers than in others, and several of them
may be almost absent in certain cases. In addition to those
which may be regarded as common to all, special symptoms
are found in special fevers, as the sore throat of scarlatina
and diphtheria, the catarrh and coryza of measles, and the
diarrheea of enteric fever. The history of infection and of
previous attacks of special fevers sometimes guides our diag-
nosis. The date at which the rash appears, or its absence at
a given time, constitutes an important element in the differ-
ential diagnosis. But in considering the following dates
some allowance must be made for uncertainty in fixing the
correct date of the illness; for a slight variation from the
average date of the eruption; and also for the occasional
delay of the eruption quite beyond its usual term, or even
for its non-appearance, its suppression, or its fugitive cha-
racter (especially in malignant scarlatina).

Subject to these qualifications, which are indicated more
fully in the remarks on the eruptions in detail, the following
dates may be given :—

DATE OF APPEARANCE OF THE FEBRILE RASHES
AFTER THE FIRST SIGNS OF ILLNESS.

Scarlatina Rash appears on the first or second day.
Smallpox appears on the third day.

Measles appears on the fourth day.

Typhus appears on the fifth day.

Enteric Fever appears on the seventh day or later.
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Chicken-pox usually shows itself within the first day after
the constitutional disturbance, but this is often so slight as
not to be clearly marked.

German Measles (Red Measles, Rotheln, Roseola, &c.)
may appear on the second, third, or fourth day, or the rash
may be amongst the very first symptoms.

Erysipelas varies considerably as to the date of its appear-
ance on the skin, but may usually be detected on the day
after shiverings or other febrile disturbances have appeared.
Occasionally, however, the rash is delayed or suppressed, or
appears only as fugitive patches which readily escape notice,
just as happens in certain cases of scarlatina.

PERIOD OF INCUBATION.

This is not always uniform, and in many cases cannot be
determined with accuracy, as the infection may linger in the
clothing or other materials (fomites), after the direct expo-
sure of the person to the disease.

Scarlatina : incubation period varies from a day to eight or ten
days : apparent prolongation for a longer period (which is not
unusual) can often be explained more naturally on the sup-
position of infection through clothing and the like.

Smallpox : thirteen or fourteen days.

Varicella, or Chicken-pox: ten to fourteen days.

Measles: usually about a fortnight ; said to be seven days when
inoculated from nasal mucus ; variation in extreme form seven
to twenty-one days.

German measles (Rotheln) : varies from seven to fourteen days.

Typhus fever: varies from a single day to nearly three weeks ;
usually about seven to fourteen days.

Enteric fever; about two or three weeks.

Erysipelas : period very uncertain ; probably short, as a rule.

LIABILITY TO SECOND ATTACKS.

Scarlatina: an indubitable second attack very rare, but not
unknown; dubious illness sometimes called scarlet fever may
account for most of the so-called second attacks.

Varicella or Chicken-pox : a second attack extremely rare.

Typhus fever : a second attack extremely rare, but not unknown ;
the common confusion between typhus and typhoid (enteric)
fever must be remembered in judging the history of patients.

Smallpozx : a second attack apparently not very uncommon ; errors
in the diagnosis from other forms of pustular eruptions are
quite possible. Traces of former attacks are usually quite
vigible.

Measles: a second attack, as alleged, is very common ; possibly
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this may arise from there being two forms of measles with dis-
tinct powers of infection (see Rotheln or German measles).
Enteric fever : one attack does not seem to protect from a second
(relapses are also very common).
Erysipelas : one attack seems rather to predispose to a second
than to afford exemption.

The Scarlatina rash, when well developed, presents a
bright uniform redness very similar to that of a boiled lob-
ster. In the ecarly stage a multitude of minute red points
can often be recognized, but these soon coalesce and present
an uniform redness. The rash usually appears first on the
chest, abdomen, neck, or back. It sometimes comes out first
on the legs. It disappears on pressure—pressure with the
fingers, or strokes with the nails leaving white marks. In
the progress of the rash it extends from the trunk to the arms
and legs, and frequently can be seen to have, as it were,
fresh developments, fading in one part while extending to
others, and varying in brightness at different times. Towards
the end of the first week it usually begins to fade, and disap-
pears as a rule before the tenth or twelfth day. After the
rash fades desquamation begins, and this is usually in pro-
portion to the severity of the rash. (Desquamation, arthritic
pains, and albuminous urine often point to the scarlatinal
nature of a rash previously regarded as trifling.) At times
the scarlatina rash is so faint and evanescent as to be diffi-
cult of recognition. Examination by good daylight is very
important in such cases. In malignant forms the rash is
sometimes very dusky or almost petechial ; in other cases it
is patchy and shifting in its appearance. In the puerperal
form the rash may not be noticeable, or may only be trace-
able as slight patches on the hands or elsewhere.

The rashes most likely to be mistaken for scarlatina are
the belladonna rash, the eruption of urticaria when the white
parts of the wheals are absent, and some forms of erythema.
This last disease has probably sometimes been the real affec-
tion in patients said to have been repeatedly attacked by
scarlatina. In young infants a transient erythema or roseola
simulates scarlatina : its repetition and the absence of sore
throat serve to guide us. In German measles, the rash often
resembles scarlatina so closely that it cannot be discriminated
in the later stage of the eruption. In all cases of doubtful
rash, the character of the tongue, and especially the presence
of sore throat, with patches on the tonsils or ulcerations, con-
stitute most important guides; indeed, when the rash is
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copious we must have great hesitation in admitting its scar-
latinal nature if there be no sore throat. Constitutional dis-
turbance and pyrexia are present in all degrees in scarlatina,
and sometimes are so slight as to evade our recognition.
Subsequent desquamation or peeling of the skin about the
fingers or elsewhere, and the occurrence of albuminuria about
the tenth to the twentieth day often clear up the nature of a
doubtful rash. A previous attack of scarlatina is not an
absolute protection from this disease, but it is rare to find
clear evidence of a second attack.

An eruption of roseola, somewhat resembling that of scar-
latina, sometimes appears before the smallpox rash comes
out. It is likewise found after vaccination, and revaccina-
tion. A similar redness is noticed occasionally in enteric
fever in its early stage, and in connection with relapses.
(Roseola exanthematica.)

The Smallpox eruption (Variola) appears as a rule on the
third day, but sometimes on the second, fourth, or fifth. In
serious cases it appears early as a rule. The stage of incu-
bation is usually a fortnight. Occasionally a ¢ roseola”
precedes the true smallpox eruption, giving rise to the idea
of scarlatina. The appearance of the smallpox rash is usu-
ually associated with a distinct, and often with a very great
diminution of the previous febrile disturbance, unless, indeed,
in the graver forms, where the decline may be scarcely
noticeable. The eruption appears first on the face and neck
in most cases, but sometimes on the palate, the wrists, or
the trunk ; it spreads to the other part in a day or two. At
the beginning the eruption consists of red papules; these
can be felt to be hard, like small shot embedded under the
skin. The pimples in the course of a day or two become
vesicular, but the contents rapidly become purulent, and an
area of inflammation (areola) appears around the pustules;
considerable swelling and itching of the skin usually accom-
pany a severe eruption. When the pustules run into one
another they are called ¢ confluent,” when they remain
quite separate the term ¢ discrete” is applied. A depression
in the centre of the pustule usually becomes apparent soon
after it is formed, but this ¢ umbilication,” as it is called,
does not always occur, and sometimes it becomes effaced.
Each pustule is multilocular. The ¢ maturation” of the
pustule occurs about the ninth day. As the pustules shrink
scabs are formed, and when these scparate dark-colored
stains remain for a time. Depressed ‘marks or ¢ pits” are
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left in proportion to the severity of the case. The smallpox
papules may often be felt in the roof of the mouth, the soft
palate, and the tongue; the eruption occurs, also, in other
parts of the mucous surface. In severe cases hemorrhages
are seen under the skin as well as inside the pustules. Hem.
orrhages from the mucous membranes and a few papules
may be the only manifestation of hemorrhagic smallpox.

In smallpox modified by vaccination, the eruption is usu-
ally less abundant and is not often confluent. The constitu~
tional disturbance may be considerable or but slight. The
eruption may closely resemble that of unmodified smallpox,
or it may consist simply of a few abortive pimples without
any proper vesication or pustulation. Vaccination and re-
vaccination lessen the chance of contracting smallpox very
materially.

Chicken-pox (Varicella) resembles smallpox in many re-
spects, but it is essentially vesicular, although it may be
pustular where irritated ; the hard nodular papules are usu-
ally absent. The eruption has no special preference for the
face but rather for the shoulders, back, and hairy scalp. The
vesicles are preceded by an eruption of red spots, but slightly
elevated : the lesion is altogether much more superficial than
in smallpox and there are no dissepiments in the vesicles.
The eruption usually appears within twenty-four hours of
the preceding disturbance, if there has been any, but as a
rule this is slight. A succession of separate crops of the
eruption can often be recognized from their being present in
different stages. It is an infectious disease, but usually
attacks children only. It is not prevented by vaccination,
and does not protect the patient from smallpox.

The chief difficulties in the diagnosis of smallpox arise in
the slighter forms, occurring in vaccinated persons, as the
few pimples which appear may be regarded as trivial, espe-
cially if the patient be subject to acne. In some forms of
measles a certain resemblance to smallpox arises from the
papules in the early stage being usually hard, or from the
dusky hue and hemorrhagic tendency of the rash. In some
forms of smallpox also, the rash resembles measles from a
transient efHorescence forming a basis for a subsequent papu-
lar eruption. The presence or absence of the shot-like
papules peculiar to smallpox and the subsequent course
usually guide us aright. A pustular eruption in syphilis
sometimes resembles smallpox very closely, especially when
it appears after great general disturbance. An eruption

10
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from iodide of potassium, usually papular but sometimes
pustular, occasionally simulates smallpox. The presence of
the loculi and the umbilication in smallpox pustules are often
useful in guiding us.

Chicken-pox and smallpox, although usually differentiated
easily enough, are sometimes quite undistinguishable in the
modified form of the disease, at least in isolated cases.

The Measles eruption appears usually on the fourth day,
and corresponds with an exacerbation of the prodromal fever.
It appears almost always on the face first. It consists of
elevated red spots or patches, which tend to assume a circular
or crescentic outline. At first the skin between the spots is
not red, but it usually becomes so in some parts, and the
elevated patches often coalesce. The eruption spreads from
the face to the trunk, and from the trunk to the limbs. It
may be three or four days before the rash attains its maxi-
mum extent, and it may be fading in some parts as others
become affected. The rash fades on pressure in ordinary
cases, but in grave forms the eruption may be dusky and
even petechial. Considerable swelling of the skin of the
face is usually obvious in measles, The coincident pheno-
mena generally guide us aright in the early stage or in
doubtful cases; running at the nose and eyes, sneezing, cough,
and bronchitic riles are very common. In cases with a re-
ceding or undeveloped rash we have, at times, grave nervous
disturbance.

The eruptions most likely to be confounded with measles
are copaiba rash (see p. 102), typhus, roseola, and hemor-
rhagic smallpox in the early stage.

The German Measles rash (rubeola notha, roseola, rotheln,
rosalia) resembles at times measles and at times scarlatina,
or it may begin with a resemblance to measles and become
very like scarlatina. It does not show such a preference for
the face as measles, and the crescentic character is less
marked. The rash may be very abundant with but a mode-
rate temperature (102° or 103° F.). It usually appears
about the same time after the beginning of the febrile dis-
turbance as a scarlatina rash, but may be somewhat later.
There may be slight sore throat, but seldom any ulceration.
There may be slight bronchial catarrh. The symptoms, iike
the rash, present a combination of the peculiarities of scarla-
tina and measles, but the whole disease is usually mild and
of short duration, and the rash disappears in three or four
days. The discase is communicated by a special infection
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evidently different from that either of scarlatina or measles,
and a previous attack of one or both of these diseases does
not protect the patient from German measles. It is probable
that this disease is often involved in the not uncommon re-
ports of children having had measles twice. This form of
eruption is sometimes confused with a copious typhus rash,
as well as with scarlatina and measles. It also resembles the
copaiba rash.

The Typhus rash appears from the fourth to the seventh
day, usually about the fifth day from the first signs of acute
illness. The rash is but rarely absent in typhus fever, ex-
cept in mild attacks in young patients, and its extent and
depth bear a distinct relation to the severity of the case. It
is, however, very apt to be overlooked by the inexperienced
owing to its delicate tint, to its brief duration in some cases,
or to the absence of good daylight for the examination.
Sometimes the inexperienced look too closely into the skin,
and so fail to see the mottled rash, which becomes more evi-
dent when looked at from a little distance. A dirty condition
of the skin, and the presence of flea bites, also render the
recognition of a typhus rash more difficult. Flea bites, in-
deed, present a considerable resemblance to typhus spots in
certain stages, but the central minute dark dot or bite can
often be recognized ; flea bites also are generally aggregated
on covered parts of the body. Before the rash appears in a
definite form there is often a congestion or redness of the
skin, well shown on pressing with the fingers, especially
over the back, the chest, and the belly. This condition is
associated with suffusion of the eyes, and a dingy complexion.

There are two elements in the typhus rash, which, how-
ever, are not always both present—these are definite spots
and a more general mottling. These spots, when seen im-
mediately after their appearance, are usnally red, perhaps
slightly elevated, and they disappear on pressure. They
vary in size up to about a quarter of an inch in diameter,
and are irregular in their form. In a day or two they be-
come dirty looking, and cease to disappear on pressure.
Fresh spots may appear during the first two or three days of
the eruption, but these are superadded to the first ones,
which remain. The spots ultimately become bluish or red-
dish-brown in color, and distinct petechiz or subcutaneous
hemorrhages are not unfrequently developed in the typhus
spots. In addition to the distinct spots just described, we
usually have, soon after they appear, a general mottling of
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the skin, as if there were a ‘¢ sub-cuticular’” eruption of
minute spots. This, indeed, may be the only eruption visi-
ble in certain cases, especially in the mild forms. This
mottling requires a good light for its observation, and the
chest and abdomen should be well bared for the examina-
tion; pressure of the fingers is useful in ascertaining the
presence of this rash. The term ¢ mulberry rash’ has been
used as descriptive of the general appearance of the typhus
eruption. The parts on which the eruption first appears
are the trunk, more especially on the front, the parts about
the front of the shoulders, and sometimes even the arms and
hands. The legs, and particularly the face, are less affected,
but when the rash is copious the distribution may be very
general. The rash persists for about a week after its ap-
pearance, fading somewhat as improvement begins, or be-
coming blue, dark, or petechial as death approaches, and the
spots continue to be visible on the dead body if the rash has
existed for some time.

A second attack of genuine typhus is very rare, but owing
to the frequent confusion of enteric fever, and perhaps pneu-
monia, with this disease, the mere fact of a former attack
being alleged cannot be much relied on; but special inqui-
ries as to the place in which the illness occurred, and as to
its symptoms, may clear up the doubts.

The eruptions most likely to be confused with typhus by
the inexperienced are those of measles, German measles, and
flea bites. A rash somewhat resembling that of typhus ap-
pears occasionally in relapsing fever. A much more common
error, however, consists in overlooking the presence of the
rash altogether.

The Enteric Fever eruption is almost never very obtru-
sive, and so it is seldom noticed by the public; as a rule it
requires to be carefully looked for. It appears chiefly on
the trunk, and especially on the abdomen, but an examina-
tion of the back sometimes discloses the only spots visible.
The eruption consists of small circular rose-colored papules
(lenticular spots) not exceeding one-eighth of an inch in
diameter ; they are slightly but distinctly elevated; they
fade, or almost disappear on gentle pressure, and they fade
in this way so long as they last, differing in this respect
from the typhus spots. The number of these spots in a c:se
of enteric fever varies exceedingly ; in some cases only two
or three such papules can be found on a careful search of the
whole body, and in others there may be twenty or thirty on
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the abdomen. The abundance of the eruption bears no re-
lation to the severity of the case. Some cases present only
one or two spots, although carefully examined every day,
and not very unfrequently no eruption can be found at all.
The spots appear in successive crops, each crop lasting about
four or five days before disappearing. This feature of a suc-
cession of rose spots is most important in the diagnosis. It
can be demonstrated by marking with ink all the spots visi-
ble to-day, say with a circle, those which appear to-morrow
with a triangle, and-those which appear next with a square ;
by the time these last appear, the first marks will be found
empty or containing only the merest'trace of a spot. This
eruption seldom appears before the seventh day of the fever,
but its appearance is often much later. Fresh eruptions may
continue to appear until convalescence is fairly established,
and they may appear during a relapse, even although none
were present in the first attack.

In addition to those .rose-colored lenticular spots, very
delicate blue patches (taches bleuitres) have been described
in this fever as appearing on the abdomen, and an eruption
of sudamina is regarded by some as very characteristic of
this disease, but these last are found in various other affec-
tions. (See Sudamina, nfra.)

The chief sources of fallacy in connection with the erup-
tion of enteric fever are :—(1) An imperfect examination of
the trunk of the body. (2) Mistaking the presence of acci-
dental pimples for true ‘rose spots;” the marking and
subsequent observation of these bring out their difference.
(3) Typhus spots when freshly out sometimes resemble
*¢ rose spots,” as they fade on pressure at this time, but be-
come persistent after a day or two. There is no mottling
between the enteric rose spots. (4) An abundant eruption
of ‘rose spots” has sometimes been confounded with a
typhus rash.

(Enteric fever is contagious probably chiefly through the
intestinal excretions; it frequently affects various inmates
of a house about the same time, and arises very often from
bad drains or leaking soil pipes and contaminated water
supply. This may operate in poisoning milk, which seems
to be a very suitable vehicle for the propagation of the poison.
A previous attack does not scem to afford exemption from a
second.)

Sudamina or Milliary Vesicles are minute accumulations
of the secretion from the sweat ducts, arising from obstruc-

10*
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tion to their openings. They vary in size, but are seldom
larger than a pin-head. They can be felt as giving a rough-
ness to the surface, and can be seen in good light as glitter-
ing points. Their contents are usually clear; occasionally
there is evidence of inflammatory action in their contents
being opaque and their bases inflamed. (This condition has
been separated from sudamina by some, and named ¢ mili-
aria.”)

This eruption is found in various diseases, characterized
by much sweating, and has no specific stgnificance, although
formerly regarded in this light. Sudamina are common in
enteric fever, acute rheumatism, phthisis, and after child-
birth.

Erysipelas is characterized by redness of the skin, the
inflammation has a deeper seat than in erythema, and there
is usually very considerable swelling and elevation of the
affected part. The redness is usually pretty sharply defined
by a line bounding the part affected, and it extends, as a
rule, in a continuous way from one part to another. Vesica-
tion is not uncommon in erysipelas if severe, and even the
deeper subcutaneous tissue may be involved in the more
serious forms (phlegmonous erysipelas) which are met with
in surgical practice. Erysipelas often extends from wounds
or sores, especially when it arises from infection ; but it may
be idiopathic, and it seems at times to arise from direct
exposure of the part to cold. In medical practice it is usu-
ally found attacking the head and face, causing much swell-
ing of the loose tissues about the eyes and nose. Or it may
attack a limb, or beginning in one leg it may spread up the
thigh, and crossing over come down the other leg. It occurs
in newly born children, spreading sometimes from an un.
healthy umbilicus, but it may appear in older children also,
apart from any open sore. It may attack puerperal women,
who are specially liable to such infection, and in some cases
of undoubted erysipelas no rash may be visible. Sometimes
in grave forms of erysipelas the patches of redness are irregu-
lar and fleeting, readily escaping notice. In connection with
dropsy of the legs, whether the skin gives way or is punc-
tured, and sometimes apart from any oozing erysipelas often
forms a grave complication.
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STAINING, PIGMENTATION, AND DISCOLORATION
OF THE SKIN.

Subcutaneous hemorrhages are recognized by their being
unaffected on pressure. When small, the words *petechiz,”
or ¢ ecchymoses” are used ; when large, the term ¢ vibices” is
sometimes applied. These hemorrhages are found in typhus
fever, in smallpox, in purpura, in scurvy, in diseases of the
liver and spleen, and in the terminal stage of dropsy and
other exhausting diseases. We must examine for any his-
tory of hemorrhage from the nose, gums, or bowels in cases
of purpura (see Hemorrhages, Chapter ix.); and we may
sometimes find sub-mucous hemorrhage in the mouth. Pur-
pura also occurs in connection with rheumatic affections of
the joints. In suspected scurvy we inquire for a history of
deprivation of vegetables and milk ; this may readily occur
in laborers, who often live on tea, and bacon, and bread.
The presence of spongy gums, and fetid breath, and the
existence of pain and hardness near the hemorrhagic patches,
especially in the calf, usually guide us aright. In disease of
the liver, leukzemia, &c., the spots of hemorrhage seem due
to a depraved state of the blood. In typhus fever, small-
pox, and measles, subcutaneous hemorrhage is an indication
of the gravity of the attack.

Port-wine stains, nevi, moles, &c., need only be men-
tioned here. Their existence since childhood and their gene-
ral appearance usually prevent any misconception.

Drscoloration of the skin sometimes results from external
agencies, as the application of iodine or nitrate of silver.
Frequently repeated poulticing and blistering may likewise
give rise to a dark mottling or discoloration of the skin. On
the legs, especially of old people, but also in some others, we
often find considerable discoloration and mottling from the
patients sitting much with their legs near the fire.

Of medicines administered internally, nitrate of silver may
be mentioned as giving rise to a-dark bluish discoloration of
those parts of the skin exposed to the light. This is a rare
accident nowadays, but with such a discoloration, especially
in one subject to epileptic fits, we must inquire whether this
remedy had been used.

The discoloration of jaundice is described elsewhere, and
some of the conditions most likely to be confounded with it
are there referred to. (See Chapter xii.) Chlorosis, syphilis,
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malarial fevers, and cancers all produce an unhealthy-looking
discoloration of the skin.

Great exposure to the air and weather, associated with
uncleanliness, gives rise to a darkening of the skin with
brownish spots and freckles, and sometimes to a more gene-
ral and uniform discoloration (vagabondismus). Sailors
and others exposed to tropical climates have frequently a
swarthy look, and the influence of race must not be for-
gotten.

In phthisis, also, we sometimes see considerable pigmenta-
tion about the cheek-bones and around the orbits. In pityri-
asis versicolor, there are defined patches of brownish dis-
coloration, with minute scales, situated usually on the chest,
or at least on the trunk; the parasitic nature of this erup-
tion can be demonstrated by the microscope (see Fig. 22).

Fig. 22.— Microsporon Furfur,the vegetable parasite of Pityriasis versicolor.
(Dr. M’Call Anderson.)

Pregnancy is often characterized by considerable pigmen-
tation. It is chiefly marked around the nipple, about the
linea alba, and on the face. In uterine tumors, and in other
forms of uterine disease, there are often distinct patches of
brownish discoloration on the face, chiefly on the brow, but
other parts may also be affected (chloasma uterinum).

In Addison’s disease, the pigmentation affects chiefly the
face, the exposed part of the neck, the backs of the hands,
the axillary and umbilical regions, the genitals and the in-
ner aspect of the thighs. This discoloration, as a rule,
resembles the tint of a mulatto’s face, but in some parts the
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discoloration is darker. In many cases considerable assist-
ance is experienced by finding brownish stains or black
streaks on the buccal mucous membrane and on the tongue
and the nipples. The constitutional symptoms associated
with the pigmentation in Addison’s disease are those of as-
thenia rather than of emaciation, with great feebleness of the
muscles, including the heart itself. Pains in the back and
vomiting are not uncommon. The disease is often compli-
cated with pulmonary phthisis, or disease of the vertebree,
but the diagnosis can be most safely arrived at when the
prostration and discoloration seem otherwise inexplicable.
It is commonest in young male adults; greater care is re-
quired in the diagnosis in the case of women, and especially
if there be any uterine irregularity. The presence of hepatic
or renal disease ought also to make us more guarded in our
diagnosis.

White patches of skin may result from cicatrices of all
kinds. White streaks are seen in connection with atrophic
lesions of the skin, which may be associated with evidence
of defective formation elsewhere. White vertical lines on
the abdominal walls are found habitually in women who
have borne children: they sometimes guide us in forming an.
opinion as to this fuct. They arise from previous distension,
for similar strcaks are found in persons of both sexes and in
children, in connection with former dropsical swellings of.
the belly. White patches from simple absence of pigment
in the skin are named vitiligo or leucoderma. Absence of
pigment in the skin, hair, and choroid constitutes albinism.

SYPHILITIC ERUPTIONS.

Syphilitic eruptions assume nearly every variety of appear-
ance found in disease of the skin. It is of more importance
to recognize an eruption as syphilitic, than to define its spe-
cial form.

The following points for such a discrimination are given
by Dr. Tilbury Fox: 1. Previous syphilitic infection, as
evidenced by the history, by cicatrices of the primary sores,
&c. 2. The symmetry of syphilitic eruptions. 3. Their
so-called “copper color:” dull red at first, becoming reddish
yellow-brown. 4. A tendency to circular form of the patches.
5. The scales when present are very light and small. 6.
The crusts are thick, greenish, or black, and adhere firmly ;
vesicles are flat, and do not rupture readily; ulceration is
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common, the surface ashy gray, and the edges sharp. 7.
Pain and itching in the parts are not usually troublesome.
8. Polymorphism: papules, pustules, and tubercles coexist
in the same subject, or one form of eruption gradually assumes
the character of another.

As to the different periods of syphilitic eruptions he gives
the following chart:—

1st period.—Syphilitic fever, with transient hyperemia of

the skin, giving rise to roseola, &c. (about the same
time as the sore throat—a few weeks after infection).
2d period.—Hyperzmia and infiltration about the seba-
ceous glands—syphilitic acne.
Hyperemia and deposit in the hair follicles, syphilitic
lichen.
Ditto. In the derma—papular, and tubercular, squa-
mous and pustular syphilis.
About the nerves, syphilitic herpes and pemphigus.
38d period.—Characterized by changes in pre-existing
syphilitic formations which lead to syphilitic ulceration,
exostosis, &c.

In congenital syphilis we look for mucous tubercles at the
anus or mouth, red patches or pustules on the buttocks,
ankles, or hands, subacute onychia, fissure at the lips; a his- "
tory of ¢snuffles” at birth, and the presence of notched teeth
or of old keratitis are important.

AFFECTIONS OF THE NAILS.

Affections of the nails sometimes serve to indicate consti-
tutional disorders: there are, also, of course, local affections
of the parts.

Curving of the nails is observed along with a clubbed
shape of the finger ends, in cases of phthisis ; sometimes the
curving exists without any of the clubbing referred to. This
deformity is not limited to phthisis, but is found in various
chronic states tending to atrophy. It may be found in cardiac
and aneurismal disease, and in the latter is sometimes on one
side only.

Transverse white marks, or thinned portions in the nails,
are sometimes clearly seen after serious illnesses, such as
fevers, and we may occasionally avail ourselves of them in
checking the history or the dates supplied by a patient. A
mark of this kind half way up the nail may be reckoned as
indicating an illness three or four months previously.

<
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The nails are sometimes shed in pityriasis rubra, and in
severe eczema affecting their neighborhood. In psoriasis
and pityriasis rubra, the nails are often affected, bccoming
dingy, thickened, curved, grooved, and dirty looking.

Onychia, inflammation of the matrix of the nail with sup-
puration beneath it, and loosening of its attachments, is
occasionally due to syphilitic disease. Parasitic diseases
sometimes affect the nails (favus and ringworm).

.

GLANDULAR AFFECTIONS.

Affections of the lymphatic glands afford many indications
of general constitutional states. They are often, however,
merely dependent on local irritation. Thus a sore on the
foot or leg, perhaps of a trivial nature, may by the strain of
walking give rise to enlargement and tenderness in the
femoral glands; the anatomical relationship of the lymph-
atics serves to indicate the connection of these with the leg,
instead of the genital organs as might' at first be supposed.
In the neck, also, the posterior cervical glands may be en-
larged from the irritation of an eczema of the scalp, past or
present, and not as the result of constitutional syphilis. A
chain of small hard glands in this situation, however, consti-
tutes an important indication of constitutional syphilis, in
the absence of any local cause for their enlargement. The
inguinal glands are often enlarged, and sometimes proceed
to suppuration, from the irritation of a gonorrheea or of a
soft chancre on the penis : indeed, the history of suppurating
buboes and the presence of cicatrices in the groin are to be
regarded as evidence of some local irritation in the genital
organs, rather than a proof of constitutional syphilis; this
may, however, coexist with the other.. The typical form of
glandular enlargement in the groin due to syphilis, consists
rather in the presence of a group of moderately enlarged,
painless, and movable or rolling glands, which proceed to
suppuration only in exceptional cases.

Enlargement of the glands elsewhere may be due to syphi-
lis in the exceptional case of a primary sore being contracted
in some unusual situation : a general affection of the whole
glandular system is also found at times in constitutional
syphilis.

Enlargement of the glands serves as a valuable indication
of an affection of the system in certain forms of cancer and
epithelioma ; malignant tumors of the breast affect the axil-



120 GLANDS.

lary glands, malignant growths in the throat affect the cervi-
cal glands, and so on. Even deep-seated cancers may reveal
themselves by such glandular affections, as in the case of
malignant growths at the base of the skull involving the
glands in the neck, and cancer of the abdominal organs
affecting some part of the lymphatic system within our reach.

Enlargement of the anterior cervical glands is due in the
immense majority of cases to a scrofulous tendency in the
patient, and their presence, or the evidences of their former
existence, from the scars and cicatrices left, frequently serve
to indicate this constitutional taint. They may, however,
be due to some of the other causes referred to in this section.
The scrofulous glands sometimes remain chronically enlarged,
although free from pain. In persons of a weak constitution,
the lymphatic glands are sometimes enlarged from exposure
to cold and other comparatively slight causes which would
not affect a robust person. Scrofulous glands may occasion-
ally be felt through the abdominal walls in cases of tabes
mesenterica.

A generalized enlargement of the lymphatic glands is so
often associated with Leukemza, that it is well to examine
the blood microscopically when they are thus affected. The
relative proportion of white blood corpuscles to the red cor-
puscles varies greatly even in health, and it is often consider-
ably increased in anzmia and also in cancerous affections,
but when the proportion, as estimated carefully in various
fields of the microscope, amounts to 1 in 20 or 1 in 10, the
case may be regarded as one of leukzmia; the proportion is
often higher, and the white corpuscles may even equal the
red in number. (See Examination of the Blood, Chapter
ix.) In such cases we must see if there is any enlargement
of the spleen. Leukzmia may exist with enlargement of
the lymphatics alone (lymphatic leukemia), or with en-
largement of the spleen alone (splenic leukamia), or both
forms of enlargement may be present. General enlargement
of the lymphatic glands may exist without leukemia, al-
though dependent on some grave constitutional affection ;
the name ¢ Hodgkin’s Disease” is sometimes applied to this
special variety, although it is applied by others in a more
general sense to cases of various kinds with lymphatic en-
largements (lymphadenoma). In such cases there is some-
times a complication from the presence of a mediastinal or
abdominal tumor (lymphoma) of a similar nature ; these may
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give rise to exudations, and so the case may be mistaken for
a pleurisy or for ascites occurring in a scrofulous subject.

Enlargement of the cervical glands is of habitual occur-
rence in scarlet fever; it sometimes appears very early in the
disease, before the other symptoms have been developed, but
usually comes on about the second or third day of the illness,
or even later. It is specially marked in the grave forms
with serious affection of the throat; in young children, the
enlarged glands may appear like a collar surrounding the
neck, this is always a very serious indication. Glandular
affections in connection with ulceration of the throat, ap-
pearing late in the course of the fever, are always of special
gravity. In scarlatina, these glands often suppurate, and
sometimes cause extremely deep sloughs.

Glandular enlargements in the neck, especially about the
angle of the jaw, are sometimes found in diphtheria and
other forms of sore throat and tonsillitis, but they seldom
attain the size or extent common in scarlet fever.

Parotitis. —Inflammation and suppuration of the parotid
may be due to scarlet fever, from the general invasion of the
glands in this region. It constitutes a sequela of typhus
which is not uncommon. It is but rarely seen in relapsing
and other fevers or in erysipelas, Parotitis, however, may
also be a special affection, due to some specific infection
(mumps). This disease attacks children chiefly, especially
between five and fifteen years. Sometimes it is unilateral
but usually double. There is considerable pain, especially
on moving the jaws, and a certain amount of fever and con-
stitutional disturbance is common. This form of parotitis
seldom proceeds to suppuration. Occasionally affections of
the breast or testicle, by metastasis, have been observed.

Plague, Glanders, &c.— Acute glandular swelling (buboes)
in the axilla, groin, and neck are found as a rule in the
Plague, associated often with carbuncles and other evidence
of serious disturbance, but this disease is not now prevalent
in Europe.

Glandular swellings are likewise found in connection with
glanders and farcy, as it occurs in men infected from horses,
asses, and mules; sometimes pustular eruptions and dis-
charges from the nose appear in this disease.

11
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THE JOINTS.

The joints should be examined in all cases in which they
scem painful. 'When, from the presence of fever or any other
cause, we suspect the existence of acute rheumatism, gout, or
py®mia, we must make a careful search in the joints for any
swelling or tenderness. In syphilis, also, the history of
pain in the joints is often important. The presence of
chronic disease of the joints, or the evidence of past mischief
in them, may often throw light on the scrofulous or gouty
tendencies of a patient; the evidence of old disease in the
joints, or former suppuration, may serve to explain the ex-
istence of lardaceous discase of the viscera. Local disease
of the joints comes for the most part under the care of the
surgeon ; the discrimination of the various lesions from one
another, and from hysterical affections, which occasionally
assume this form, must be sought in surgical works.

On the border line between medicine and surgery is the
form of disease popularly called ¢ rheumatic gout,” but more
correctly named ¢ rheumatord arthritis,” or * chronic rheu-
matic arthritis;” this is characterized by more or less pain,
but especially by enlargement of the ends of the bones, and
deformity or “nodosity of the joints;” the parts involved are
often twisted out of their position. The knuckles are per-
haps the parts most frequently involved in the early stage,
but all the joints of the limbs may be more or less affected.
A certain crackling sensation is often experienced in moving
or manipulating such joints. Although essentially a chronic
disease, the patient may have acute or subacute attacks; we
then find redness, swelling with effusion, and tenderness: in
some cases there may be a considerable resemblance to gout.
Enlargement of the ends of the bones always implies an old
standing affection; osseous deposits may likewise exist in
the adjoining ligamentous tissues. The general health is
usually deteriorated, and the articular mischief often dates
from some debilitating or exhausting illness.

Enlurgement of the ends of the bones, and other osseous
growths and deformities resulting from spontaneous fractures,
are met with occasionally in cases of locomotor ataxy.
Chalky deposits in the joints sometimes stimulate the de-
formity of rheumatoid arthritis, and some doubt may remain
in certain cases till the deposits are exposed by ulceration.
Enlargement of the ends of the Lones, with the appearance
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of ¢double joints,” occurs in children as one of the charac-
teristics of rickets.

In acute rheumatism (rheumatic fever) pain in the joints
is usually an early symptom, although there may be high
fever for a day or two before this becomes pronounced.
‘When the pains are present in various joints we can seldom
mistake the nature of the illness. But when the joints of
the spine seem the only parts affected, we may indeed be in
doubt, as pain of this kind often arises from serious disease
of the bones, or from certain affections of the spinal cord, or
of its membranes. For this reason any case of rheumatism,
with acute symptoms, involving the back chiefly, without
any swelling of the joints in the limbs, must always be scruti-
nized carefully during its progress, as many mistakes arise
from applying the name ‘rheumatism” to such an illness;
pain in the limbs, with great tenderness on handling them,
may be present in the spinal affections referred to, and this
tends further to simulate rheumatism ; more rarely, cerebral
meningitis may be characterized by hyperzsthesia in this
way. When the patient is known to have had articular
rheumatism, the case is so far simplified ; a rheumatic attack
may be confined chiefly to the back, but it usually involves
other joints also during some part of its course.

Acute rheumatism usually produces very marked swelling,
with considerable effusion into the joints, and along with
this there is often redness of the skin, and almost always
great pain, especially on distfirbing their position in any
way, so that the patient becomes very helpless, and dreads
the least shaking of his bed. The mischief in the joints
appears very suddenly; it is sometimes very fleeting, shifting
about from one limb or one set of joints to another, or from
one side of the body to the other. Relapses ar¢ very com-
mon in this disease, and one attack predisposes to another.
We inquire in cases of this kind for the history of any pre-
vious attacks, of any exposure to cold and wet, and also for
any hereditary tendency to rheumatism. We must always
make a careful search for the evidence of cardiac mischief’;
this may exist apart from any thoracic symptoms ; there is,
however, usually more or less pain in the chest when peri-
carditis is present. The temperature of the patient is
very important in rheumatism; a strict watch must be kept
on it if it seems to be rising very high. With such an ele-
vation we may have alarming delirium or other cerebral
symptoms, although the articular pains may be but slight or
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may even have greatly diminished. Sweating is habitual in
acute rheumatism, and the urine is usually high-colored and
loaded with urates.

In children, the affection of the joints in rheumatism is
often so slight and fleeting, that the disease is apt to be over-
looked, or attributed to ¢ growing pains.” In such cases
swelling and pain about the feet are often the most marked
features. These slight attacks may be complicated with en-
docarditis or pericarditis, and may lay the foundation of per-
manent cardiac disease.

Chronic forms of rheumatism are found in elderly people,
apart, it may be, from any previous acute attacks. This
affection is characterized by pain and stiffness of the joints,
and the muscles and tendinous structures are also more or
less involved.

Quasi-rheumatic affections of the joints occur in scarla-
tina and relapsing fever. In the former the articular affec-
tion occurs usually after the first violence of the fever is over,
and often coincides with the period of albuminuria and cuta-
neous desquamation. There is not usually much swelling in
the joints, but the pain is sometimes very considerable. (For
more serious articular affections in scarlatina, see Pymzmic
affections of joints, p. 126.)

In relapsing fever, pains in the joints occur at the begin-
ning of the febrile attack, and often add materially to the
general suffering. They may also return with the relapse.
The presence of high fever and of articular pains in this
disease simulates acute rheumatism very closely, but the epi-
demic character of relapsing fever, and its complete absence
for years together in this country, prevent any very frequent
errors in this respect. Here also the joints are but little
swollen as compared with the usual form of rheumatism.
Arthritic pains and swelling occur in connection with purpura
(see pp. 115 and 127), and also with the Hemorrhagic dia-
thesis (see Chapter ix.)

Gororrheal rhewmatism (gonorrheeal synovitis) is com-
paratively a rare affection. It must not be supposed to in-
clude all the cases of chronic articular pains in patients who
have had at some time a gonorrheeal discharge. Gonorrheeal
rheumatism arises during the period of the urethral discharge.
It usually attacks the knee joint, but it may involve various
joints in succession, and even the synovial sheaths of the
tendons. Its appearance may be marked by a diminution in
the discharge. It tends to recur with a subsequent gonor-
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rheeal infection, or even with other forms of urethral irrita-
tion, or it may linger as a more chronic affection associated
with a gleety discharge, or even after this has disappeared ;
recurring disease is apt to lead to serious destruction or to
stitfness of the joint; although the health suffers seriously,
the patients do not often die of the disease. Occasionally
this gonorrheeal rheumatism is associated with ophthalmia at
its commencement, and with iritis in its later stages. Asa
rare occurrence we may have true pyzwmic synovitis from
gonorrheea, with its usual fatal result. )

Gout manifests itself by pain ‘and swelling in the joints,
associated with more or less general disturbance ; and it ap-
pears both in acute and chronic forms. Gout has a special
tendency to affect the ball of the great toe, especially in the
first attack, but almost any joint may be involved ; previous
injury renders a joint particularly liable to the gouty inflam-
mation, and this may determine the site of the seizure. The
joint becomes exceedingly painful in an acute attack, espe-
cially if it be the first; there is usually great swelling, redness
or lividity, and tension; the veins are usually much swollen,
and after the tension subsides cedema of the part remains,
and the skin desquamates. The paroxysms of pain have a
marked tendency to nocturnal exacerbations. The fever is
usually much less than in rheumatism, and its intensity seems
more distinctly related to the local inflammation. General
disturbance and especially gastric disorder, characterized by
acidity, may be regarded as usual, and cramps in the muscles
are not uncommon. Alarming symptoms referable to the
stomach, heart, or nervous system sometimes occur in connec-
tion with gouty attacks, or with a recession of the articular
affection. The fleeting and erratic forms of attack common
in rheumatism are not found in gout.

The personal and family history are very important in the
diagnosis of gout in doubtful cases. Gout is rare in Scot-
land except among the upper classes, although not uncom-
mon amongst working men and hospital patients in London.
Is is commoner in men than women, and seldom appears till
the patient i3 near 40 years of age. 'The influence of here-
dity is very strongly marked. The habits of the patient as
to excess in eating and drinking are very important ; the use
of malt liquors and wines predisposes to gout much meore
strongly than even a free use of spirits. Excess in the use
of animal food is likewise potent in producing gout. The
connection of lead-poisoning with gout seems also to be so

11*
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frequent, in London at least, as to assist in the diagnosis.
The occurrence of renal affections in gout is likewise com-
mon, and should be inquired into, and the state of the heart
and arteries should likewise be investigated.

The test of the gouty condition by finding crystals of uric
acid in the serum of the blood is of much value. Dr. Gar-
rod recommends two drachms of the serum of the blood to
be placed in a flat glass dish and set aside to evaporate
slowly ; it is first acidulated slightly with acetic acid, and a
fine linen fibre is introduced into it ; when the fluid has been
reduced to the consistency of a jelly, this fibre is found
crusted over with crystals of uric acid if the blood be de-
rived from gouty patients, but there are no crystals from the
blood of those free from this taint.

Chronic forms of gout become developed from repetitions
of the acute affection. In gout the tendency is for the recur-
rences to be more and more frequent, with less distinct
causes for each attack. The joints also are apt to become
permanently changed, particularly from the deposit of chalky
masses in their structures. These are called chalk stones or
tophi (7. e., concretions); they consist chiefly of urate of
soda along with animal matter; their composition may be
determined as in the case of urinary calculi. Sometimes
these concretions give rise to small abscesses, and in this
way become exposed. They are found in various joints.
Before they become visible the diagnosis of these hard masses
in the joints may be doubtful, as they may simulate some
enlargement of the ends of the bones. Assistance is afforded
at times by finding similar small concretions in the ear, espe-
cially in the helix, varying in appearance from the minutest
possible vesicle beneath the skin to a bead-like nodule
resembling a pearl.

The constitutional symptoms in chronic gout vary consid-
erably; dyspeptic troubles form the leading feature in such
cases.

Pyemic affections of the joints occur in many cases of
py®mia, as they arise in surgical practice. With these we
have no concern here. Affections of this kind occur after
childbirth, sometimes at a considerable time after delivery,

*  associated it may be with evidence of' suppuration elsewhere
(pelvic abscess, phlebitis, pyemia, &c.). Essentially the
same kind of articular mischief occurs also sometimes in

/wina. This puerperal and scarlatinal form of pyzmic

is is limited to one joint in some cases, but in others
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various joints are affected. Such illness, although always
serious, are not necessarily fatal. Pyzmic disease of the
joints sometimes occurs also after certain forms of pneu-
monia, with typhoid symptoms, and after enteric and some
other fevers. When suppuration is known to be going on
in a case, we must always regard articular pains with great
suspicion ; gonorrheea has been known to give rise to true
pyzmia, and gonorrheeal rheumatism is regarded by some as
a mild form of this disease.

Py=mia, with affection of the joints, sometimes occurs in
an idiopathic form, as it may be called, that is, without any
obvious cause. In such cases the symptoms may resemble
those of enteric fever, although shiverings are usually present
in a more pronounced form. In obscure cases it is well to
examine the various joints as to swelling, redness and tender-
ness to pressure.

Pyzmic joints are usually painful, but sometimes the pain
is not well marked; tenderness is very generally present
even in such cases. The pyemic affection has none of the
fleeting or shifting character of acute rheumatism. Actual
pointing of a pysmic joint may take place.

Articular pains with subcutaneous hemorrhages occur
both in purpura and scurvy. There is a form of disease
termed ¢ purpura rheumatica,” in which further pains and
fresh hemorrbagic spots appear together, and there may be
hemorrhages elsewhere ag well ; it is regarded by some as a
mere coincidence of purpura with a rheumatic attack. In
scurvy the articular pains and stiffuess of joints, due to the
fibrinous effusions found in this disease, are often so perma-
nent as to lead to the idea of rheumatic instead of scorbutic
disease. Affections of the joints are also found in the hemor-
rhagic diathesis. (See Hemorrhages, Chapter ix.)

Syphilitic affections of the bones and joints occur in a
slight form in what is termed the secondary stage. But the
more severe and persistent pains occur later, among the terti-
ary symptoms, when nodes, &c., become developed. These
pains usually affect several joints, and especially involve the
larger ones ; they have a very marked tendency to nocturnal
exacerbations, and the pains are often evidently present in
the bones, and even in the head, as well as the joints.
Other evidences of syphilis usually coexist with these pains
when they are severe. This manifestation of syphilis has
some value in judging of the history of a venereal complaint.
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CHAPTER V.

EXAMINATION OF THE ORGANS OF SPECIAL
SENSE — SUBJECTIVE DISORDERS OF THE
SPECIAL SENSES — TESTING OF CRANIAL
NERVES.! ’ ’

THE EYE.

THE examination of the eye affords indications of the
greatest variety and importance. No allusion will be made
here to diseases of the eye itself, unless in so far as these
bear on general symptomatology, or unless they might lead
to confusion or error. (For Subjective Disorders, see p.
153. -

TlZe yellow discoloration of the conjunctiva is discusse
elsewhere in connection with jaundice. K¥or the various
‘points bearing on the diagnosis of jaundice, and the color of
the sclerotic, see Jaundice, Chapter xii.

Opacities of the cornea, traces of old iritis, and the like,
are sometimes useful as indicating, along with notched teeth
and other signs, certain constitutional affections, especially
syphilis and scrofula. Acute iritis may supervene in syphi-
litic or rheumatic cases while under observation.

The arcus senilis consists of an opaque ring, or segment
of a ring, in the cornea at its junction with the sclerotic. It
usually exists in both eyes, when present at all, but it may
be present to an unequal extent. It occurs habitually in

! In addition to the general treatises on medicine, those on Physi-
ology also must be consulted for details. See especially Flint’s
Physiology, vol. v., for organs of sense.

General works on Nervous Diseases are referred to in the next
chapter. Erb’s Treatise on the peripheral cerebro-spinal nerves
(Ziemssen's Cyclopzdia, vol. xi.) is particularly valuable in this
connection.

As regards the Eye, see Scelberg Wells, Carter, Mackenzie, All-
butt on Ophthalmoscopic Examinatlon of Medical Cases, and Hugh-
lings Jackson’s papers in British Medical Journal, 1877, vol i.

For the Ear, consult von Treeltsch, Roosa, Dalby, and Hinton
(in Holmes’s System, vol. iii.).
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persons over 60. When present in younger subjects (85 to
50) it is to be regarded as a sign of early degeneration of
the tissues; it is very often associated with atheroma, gout,
renal disease, and cardio-vascular changes.

Snuffusion of the eyes, with injection of the conjunctiva
and lachrymation, is often due to local causes; but we also
find it at the beginning of certain fevers, especially measles
and typhus. It may likewise constitute one of the early
signs of meningeal and cerebral diseases.

Protrusion of the whole eyeball (exophthalmos) may indi-
cate abscess of the orbit or tumor somewhere behind the
eyeball ; in such cases it is usually unilateral. When it af-
fects both eyes, and when associated with enlargement of the
thyroid, and rapidity of the heart’s action, it constitutes an
important feature in exophthalmic goitre. Considerable
variation exists normally in the prominence of the eyeballs.

Inability to close the eyelids properly (lagophthalmos) is
very common, but not invariable, in peripheral paralysis of
the facial nerve. (See seventh nerve, p. 163.) It is un-
common, although not unknown, in the paralysis of the face
of ordinary hemiplegia from cerebral causes.

Ptosis, or droop of the upper eyelid is a sign of paralysis
of one of the branches of the third nerve. Sometimes, how-
ever, it is not paralytic, being obviously due to some me-
chanical impediment in the action of the muscles or eyelids
themselves. When paralytic it may exist alone, or be com-
bined with other evidence of a lesion of this nerve.

SQUINTING, OR STRABISMUS—PARALYSIS OF THE OcU-
LAR MuscLEs—DiprLoPIA.—In examining for strabismus
we get the patient to direct his vision to a point placed ex-
actly opposite him in the middle line. The observer’s finger
held in such a position suits quite well. This is tried at
various distances, both near and remote, and we notice
whether the centre of the cornea coincides with the centre
of the palpebral fissure. If a deviation ocours (primary de-
viation), we should notice whether this comes into more
prominence when near or when distant objects are looked
at; we also observe whether the eyeball is turned inwards
(internal or convergent strabismus), or whether it is turned
outwards (external or divergent strabismus); we can usually
say at once which of the two eyes is the one whose axis of
vision is directed to the object, and which is the one that
deviates. Sometimes, however, the patient can fix on the
object with either eye indiﬁ"erently‘pnl so either the one or

™
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the other may deviate (‘“‘alternate squint”). When the
same eye is always used to fix on the object there is usually
a distinct difference in the acuteness of the vision on the
two sides—the better eye being of course selected by the
patient for this purpose. If now we get the patient to fix on
the object with the less perfect eye, by interposing the hand
before the sound one, or by placing a piece of dimmed glass
in front of it, we may then find that the sound eye (which
was quite straight in the former experiment) deviates inwards
or outwards, just as the other did. In many cases this
¢secondary deviation,” as it is called, can be ascertained,
by a scale placed below the eyelid, to be exactly equal to
the primary deviation; this is the common case when the
squint depends on hypermetropia and myopia apart from any
paralysis of the ocular muscles (‘* concomitant squint”); in
paralytic squint the secondary deviation is often more ex-
treme than the primary, and this sometimes constitutes an
important indication of ocular paralysis. A deviation, how-
ever, which originated in a paralysis may be perpetuated as
a concomitant squint after the paralysis has passed away;
and in rare cases, from the persistence of a non-paralytic
squint, and the stretching of the fibres of the muscle, we may
find a want of proper movement from simple muscular weak-
ness apart from any true paralysis.

In cases of ¢ conromitant squint” there is no impairment
of the movement of the eyeballs, and this can be shown by
testing the eyes separately—one only being open at a time,
and the object looked at being carried up and down, and to
the extreme right and left; the free mobility of each eye in
all directions may then be ascertained. Strabismus having
these peculiarities depends on a want of proper adjustment
in the action of the muscles, or on a certain shortening of
one or other of them ; such a squint depends, in the great
majority of cases, on errors in the refraction of the eye,
convergent squint being associated with hypermetropia, and
divergent squint with myopia. These errors in refraction
are in many cases hereditary, so that a tendency to squinting
may be inherited. In such cases of strabismus, binocular or
stereoscopic vision is usually sacrificed at an early period in
the case, and so the patient is not troubled with diplopia.
Specks on the cornea, and other defects in the vision often
seem to determine the occurrence of squinting and the sup-
pression of the weak eye. Patients with hypermetropia and
myopia may also have squinting produced by various acute
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illnesses of a general nature ; this squint may be temporary
or permanent. It may thus simulate a cerebral disturbance
under certain circumstances.

In paralytic squint the movement of the eyeball is im-
paired in certain directions, so that it cannot be moved out-
wards or inwards beyond the middle line, as the case may
be ; the sound muscle, moreover, overbalances the paralyzed
one, so that, for example, in paralysis of the external rectus
we have often an internal squint, and in paralysis of the
internal rectus an external squint. Before concluding that
there is ocular paralysis, we must see that no merely me-
chanical impediment exists to hinder the movements. In
paralytic squint the ¢ secondary deviation” already described
is often greater than the primary, and when the vision is
directed towards the paralyzed muscle, this is often very
extreme. Thus, if a person with paralysis of the right ex-
ternal rectus be tested as to his affected eye (the vision of
the other being obstructed with a dimmed glass), and if he
be directed to look at an object at his extreme right, the
nervous energy is directed to the right external rectus and
to the left internal rectus, so as to execute this conjoint
movement ; as the paralyzed muscle does not respond pro-
perly, a still further force is directed to these muscles, and
thus the internal rectus of the sound eye is led to contract
excessively, and quite beyond anything that is required ; its
pupil may, indeed, be buried within the palpebral fissure.

Diplopia is a common feature in paralytic squint ; indeed,
diplopia may constitute the only evidence of a slight paralysis
of an ocular muscle ; for when this *¢ paresis,” as it is called,
is slight, there may be no discernible diminution of the
movements of the eyeball. Diplopia is usually complained
of by patients when it is present to any marked extent, but
it is sometimes slight, or only developed in certain directions
of the vision. Moreover, it is often important to determine
the relation of the two images to the respective eyes, and so
a careful test is often demanded. A candle in a dark room,
placed at different heights, and in different positions to the
right or left of the patient, may be used. It is well also to
have a piece of red glass to place before one of the eyes, so
as to identify each image by its color. If the vision of one
of the eyes is less perfect than the other, we place the colored
glass before the sound cye, so as to render the defective im-
age relatively plainer. The faulty image is usually recog-
nized, apart from this contrivance, by a certain dimness or
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obscurity as compared with the other; the false image may
be placed at the side of the other, or above or below it, or
there may be an obliquity in its position ; these differences
depend on the affection being due to paralysis of the superior,
inferior, external, or internal recti muscles, or of the superior
or inferior oblique, or to various combinations of these para-
lytic lesions.

With regard to lateral displacement of the false image,
we must ascertain whether the diplopia is ¢ crossed” or
¢« direct.” If with the assistance of the colored glass the
smage to the right be found to be that which is seen with the
right eye, then we call the diplopia ¢ direct” or ¢ homony-
mous.” If with the same test we find that the image iden-
tified with the right eye is seen to the left, then we call it
¢ crossed.” ¢ Crossed” diplopia occurs in paralytic diver-
gent squint, or when there is a tendency to it; ¢ direct”
diplopia occurs when there is a tendency to convergence.

The images may also be superimposed, the one above the
other, and this is usua]ly associated with a certain obliquity
in the position of the image seen by the paralyzed eye; this
may be slightly ¢ crossed” or not in different cases.

In order to facilitate the investigation of these varieties of
paralysis the following details are submitted in a tabular
form :—

FUNCTIONS OF OCULAR MUSCLES.

Rectus superior elevates and slightly inverts the eye.
Obliquus inferior! elevates and slightly everts the eye.
Rectus inferior.depresses and slightly inverts the eye.
Obliquus superior? depresses and slightly everts the eye.
Rectus internus inverts the eye.

Rectus externus everts the eye.

Hence we find that the position of the eye or of the pupil
varies according to the special muscle paralyzed, when the
paralysis is of such a degree as to give rise to deviation,
although, as already explained, diplopia may be the only
evidence of a slight paresis. Moreover, as this deviation
depends on the activity of the sound muscles quite as much
as on the weakness of the paralyzed one, the results are not
always uniform, as we may have to deal with a double or a

! The Rectus superior and the Obliquus inferior are thus required
jointly for a pure elevation.

2 The Rectus inferior and the Obliquus superior are thus re-
quired jointly for a pure depression.
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complex paralysis. In the following tabular statement only
one muscle is presumed to be atfected, the rest being sound.

RESULTS OF PARALYSIS OF SPECIAL OCULAR
MUSCLES WHEN THE OTHERS ARE SOUND.

Paralysis of Rectus Superior: inability to raise eyeball properly
above horizontal level; pupil may diverge somewhat down-
wards, and a little outwards (from action of the rectus inferior
and the obliqui).

Paralysis of Rectus Inferior: inability to lower eyeball properly
below horizontal level ; pupil may diverge somewhat upwards,
and a little outwards (from a.ctlon of the rectus supenor and
the obliqui).

Paralysis of Rectus Externus: mablllty to turn eyeball properly
outwards ; pupil diverges inwards (from action of rectus in-
ternus).

Paralysis of Rectus Internus; inability to turn eyeball properly
inwards ; pupil diverges outwards (from action of rectus ex-
ternus).

Paralysis of Obliquus Superior: but little alternation in move-
ments of eyeball; slight deviation of cornea upwards and in-
wards, or simply upwards.

Paralysis of Obliquus Inferior : but little alteration in movements
of the eyeball ; slight deviation of the cornea downwards and
inwards. (Paralysis of the sphincter of the iris, giving rise
to a moderate dilatation of the pupil, and to paralysis of the
accommodation, often accompanies this form of paralysis; this
depends on the branch to the lenticular ganglion being given
off from that branch of the third nerve which goes to the in-
ferior oblique muscle. Occasionally, however, this lenticular
branch arises from the sixth nerve).

DIPLOPIA IN OCULAR PARALYSIS.

Diplopia is specially, or perhaps only, developed when the
vision is directed towards the paralyzed muscle, or in the
direction in which its action should be called into play : thus,
upwards when the elevators are paralyzed, downwards when
the depressors are involved, and outwards or inwards in the
case of the external and internal recti. Certain actions, as
climbing or descending a ladder, may thus bring a diplopia
into troublesome prominence; on the other hand, a certain
position of the head is often assumed by the patient so as to
prevent the tendency to diplopia. In testing, therefore, we
require to use various positions for the object.

. The following points being borne in mind, may help us to
understand the variations in dlplopla ‘—When the bendency
12
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is to divergent squint, the diplopia is ¢ crossed.” When the
tendency is to convergent squint, the diplopia is ¢ direct”
(homonymous).

The superior and inferior recti, as already mentioned, tend
to draw the eyeball somewhat inwards, when their correctors
are paralyzed. The two obliqui tend to evert the eyeball
when the counter-balancing muscles are paralyzed.

External Rectus Paralyzed : diplopia is ‘‘direct ;’’ images on same
level ; displacement increased by moving the object outwards.

Internal Rectus Paralyzed : diplopia is ‘¢ crossed ;'’ imnages on same
level ; displacement increased by moving the object towards
the sound side.

Superior Rectus Paralyzed : diplopia vertical and *‘ crossed ;’’ image
seen by faulty eye above the other, and somewhat obliguely,
chiefly when vision is directed upwards.

Inferior Rectus Paralyzed : diplopia vertical and ¢ crossed ;’’ image
seen by faulty eye below the other, and somewhat obliquely,
chiefly when vision is directed downwards.

Superior Oblique Paralyzed : diplopia vertical and not *‘ crossed ;”’
image seen by faulty eye below the other, and somewhat ob-
liquely, chiefly when vision is directed downwards.

Inferior Oblique Paralyzed : diplopia vertical and not ‘‘ crossed ;’
image seen by faulty eye above the other, and somewhat ob-
liquely, chiefly when vision is directed upwards.

The Clinical Significance of Squint and Ocular Paralysis.
—Wlhen a squint is not of paralytic origin it has not much
significance to the physician. Occasionally a squint origi-
nates in a paralysis, although this may have passed quite
away ; in such a case it has some significance in the history.
But it must also be remembered that in subjects predisposed
to strabismus by optical defects, a concomitant squint may
originate in connection with any acute illness quite apart
from paralysis.

‘When a squint is due to paralysis of the third, fourth, or
sixth nerves (see pp. 161, 162) it has great significance. As
a rule these nerves are affected by lesions at the base of the
brain, or the base of the skull, so that some interference with
the nerve itself ¢n its courseis indicated, rather than a lesion
at its deep origin ; the lesion is thus on the same side as the
paralyzed muscle. Hence these nerves are specially involved
in cases of cerebral tumor and basal meningitis ; they are all
very frequently paralyzed from syphilitic disease within the
skull. 'When one of these nerves is involved, the other cra-
nial nerves must also be ¢xamined, as combinations of paral-
ysis of the sixth nerve with patches of anzsthesia in the
region of the fifth, for example, are even more suggestive of
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syphilitic lesions. Paralysis of the fourth nerve is usually
due to syphilis. Paralysis of these three nerves, however,
and especially of the third, may often be classified with the
so called ¢ rheumatic” paralyses: that is, they seem to be
induced by cold. .

Puaralysis of the third nerve when complete, includes droop
of the upper eyelid (ptosis), paralysis of all the muscles of
the eyeball except the external rectus and the superior ob-
lique, dilatation of the pupil, and some defect in the power
of accommodation. This paralysis of most of the muscles
leads to great deficiency in the mobility of the eye, as already
explained, and the pupil is directed outwards and somewhat
downwards. The paralysis of the sphincter of the iris should
be specially studied in connection with the signs of paralysis
of the inferior oblique muscle (occasionally, however, this
supply to the iris comes from the sixth nerve.) The dilata-
tion of the pupil in paralysis of the third nerve is moderate:
it can be rendered much more extreme by the use of atropine.
Extreme dilatation of the pupil, therefore, may indicate some
trritation of the sympathetic, when there is no question of
the use of atropine or belladonna. The various branches of
the third nerve may be paralyzed separately, so that we may
have ptosis alone, or external deviation alone, or dilatation of
the pupil, or various combinations up to the most complete pa-
ralysis of the nerve.

Equality or Inequality of the Pupils.—Normally the
pupils are equal: they dilate considerably in the dark and
contract when exposed to natural or artificial light. Occa-
sionally, however, the pupils are unequal congenitally, and
the response to light diminished in the eye whose pupil is
already contracted (congenital myosis). In examiningsuch
cases we should do so while they are shaded from any bright
light. Inequality of the pupils is occasionally found in some
persons (congenitally ?) along with other indications of an
affection of the sympathetic, such as unilateral sweatings.
Old iritis sometimes accounts for the contraction and immo-
bility of the pupil observed : this can usually be made out by
detecting traces of exudation, or some irregularity in the out-
line of the iris, especially on dilatation with atropine. As
iridectomy i8 now so common, the student must learn to rec-
ognize an artificial pupil. The possibility of an eye wash
containing belladonna or atropine being used must never be
forgotten in the inquiry : occasionally a little of some bella-
douna liniment gets into an eye quite accidentally. The
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action of belladonna in dilating, or of Calabar bean in con-
tracting, an abnormal looking pupil, sometimes affords assist-
ance in the estimation of the abnormality.

Apart from these circumstances, inequality of the pupils is
always a fact of great importance as indicating, 1st, (in
cases of dilatation), some lesions of the third nerve, the sig-
nificance of which must be estimated by considering whether
the other branches of this nerve are involved. Irritation of
the sympathetic (as distinguished from paralysis) may like-
wise lead to dilatation of the pupil. In cases of this kind
we must search for evidence of disturbance of the sympa-
thetic, and see whether the other cranial nerves are affected.
2d, Abnormal contraction, that is, the absence of any con-
siderable dilatation when shaded from the light, may be due
to some affection of the sympathetic in the neck, or of the
cervical spinal cord (spinal myosis, idiopathic affection or
wounds of, or pressure on, the sympathetic in the neck from
tumors, especially from aneurisms; and perhaps general
paralysis of the insane). 38d, The inequality may be due to
gome unilateral lesion of the brain, or perhaps to unequal
pressure of fluid on the two sides of the brain in cases of
injury or efflusion. Even when due to serious disease the
inequality does not always preserve the same degree, and
indeed is not always persistent.

Alterations in the size of both pupils are likewise import-
ant. Sometimes they are unduly dilated or contracted, and
sometimes they fail to respond to the light in the usual way.
Contraction of the pupils may be produced by the use of
opium, and this affords a valuable means of diagnosis in
cases of suspected opium poisoning, and also in estimating
the effect which opium, as a medicine, may have had on the
system. Belladonna and atropine, administered internally
or absorbed through the skin or mucous surfaces, as well as
applied to the eye and brow, produce well-marked dilatation
of the pupil : if applied to one eye they act only on one side.
Calabar bean, applied to the eye or given internally, causes
well-marked contraction. Atropine and Calabar bean seem
to have a special and direct stimulating influence on the
radiating and circular fibres of the iris, respectively, in ad-
dition to any paralyzing effect on the nervous supply. Alco-
hol and chloroform likewise affect the pupil, but in rather an
uncertain way, due in part, perhaps, to their dose, and to
their varying effect on the system : other agents also have at
times an action on the pupil. In cerebral diseases the pupils
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are often unduly contracted or dilated, but it is scarcely
possible, in the present state of our knowledge, to lay down
any general doctrine on the subject. In simple serous effu-
sion, in meningitis with effusion, and in many cases of apo-
plexy, the pupils are dilated (pressure signs). In not a few
cases of apoplexy, however, the pupils are contracted, and
this is seen in some of the worst and most rapidly fatal forms
of hemorrhage (in the pons). In epileptic fits the pupils are
often contracted during the fit and dilated after it. The
student must content himself with noting the state of the
pupils, reserving the significance of the sign for further con-
sideration and study in view of the whole facts. In cases
of total blindness of both eyes the pupils are permanently
dilated, unless, indeed there be adhesion of the iris. In
uremic poisoning (renal disease) and in typhus fever, espe-
cially in the stage of delirium, the pupils are usually con-
tracted : in enteric fever on the other hand, the pupils are
rather dilated. During natural sleep the pupils are con-
tracted : this can often be seen by gently raising the eyelid;
the pupil then dilates as the person awakes, and, if the light
be bright, contracts again under this stimulus. "Under
moderate doses of chloral the behavior is the same as in
natural sleep.

The sensitiveness of the pupils to light should be tested
by first covering the eyes with the cyelids and fingers, and
then opening them suddenly; or by keeping the lids open
and shading the eyes from the light and suddenly exposing
them again; the degree and rapidity of dilatation and con-
traction may be thus observed. Artificial light from a taper
or candle often suits better than daylight, as its direction 18
more under control. The test is sometimes applied to dis-
cover the sensitiveness of the retina in those who are uncon-
scious or unable to express themselves. In such cases we
may have contraction of the iris in a biind eye through the
influence of light on the other, if it be sensitive, and there
may be likewise a sympathetic dilatation : hence it is better
to test the eyes scparately. The sensitiveness of the pupil
to light is often much diminished in apoplexy, and also when
there is effusion of-any kind on the brain. In some cases of
meningitis the pupil is affected by light, but instead of con-
tracting it oscillates, 7. e., varies between contraction and
dilatation in a curious way. (Tremulousness of the iris itself,
backwards and forwards with a wave-like motion, arises from
undue fluidity of the vitreous, probably combined with rup-

12%
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ture of some portion of the ligament of the lens, and is only
of ophthalmic interest.) When one or both pupils are much
dilated or contracted from the influence of drugs, or from
paralysis, or from congenital peculiarity, they are not readily
affected by ligbt.

Convulsive movements of the occular and palpebral mus-
cles exist as independent functional affections of the eye;
they then come more properly under the notice of ophthal-
mic surgeons, but they sometimes serve to indicate cerebral
mischief. Spasm of the orbicularis palpebrarum (blepha-
rospasm) occurs in cases of intolerance of light, and also
from other forms of reflex irritation, but twitchings and re-
mittent spasm of this muscle may, if' severe, be due to more
general and central causes, resembling thus certain forms of
wry-neck, twitchings of the trapezius, &c.

Nystagmus (convulsive rhythmical movement of the eye-
ball) occurring as an independent affection, and dating from
early life, need not be noticed here. Nystagmus seems also
to be developed in connection with particular occupations, as
in coal miners and some others. It is also, however, met
with a8 a symptom of a definite and localized disease of the
nervous centres; it sometimes appears in one eye only, but
usually in both. The movements can often be seen at the
beginning of fits, and are then regarded as part of the con-
vulsion. Sometimes, however, they are associated with a
peculiar deviation of the eyes, both eyes being directed as
if the patient were trying'to look fixedly towards the back
of his shoulder (conjugate or lateral deviation of the eyes) ;
associated with this there is often, if not usually, a turning
of the head also in the same direction. This group of symp-
toms seems to be associated with disease affecting the crura
cerebri, and the head and eyes are turned to the side on
which the disease exists in the brain, viz., away from the
paralyzed limbs in cases in which paralysis exists.

The acuteness of vision affords indications as to the state
of the optic nerve, but of course the vision may be inter-
fered with by many local causes which have no special sig-
nificance to the physician (opacity of the media, closed pupil,
&c.) ; moreover, the advance of age lessens and abolishes
the power of accommodation (presbyopin), and there may
also be a paralysis of the accommodation from nervous
lesions or the action of drugs. Optical defects (hyperme-
tropia, myopia, and astigmatism) often produce imperfect
vision, and so may simulate an impairment of the optic
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nerve. These subjects must be studied in detail at the eye
infirmaries, but with a few precautions the use of Snellen’s
test-types' affords a valuable means of testing the vision:
the different numbers of his scale can be read fluently by an
average eye at the corresponding number of feet? (No. 14
at a foot and half, No. 20 at 20 feet, &c.) ; lines and spots
are given which may be counted by those who are unable to
spell the Roman capitals. In using the types both high and
low numbers should be used at corresponding distances. The
difference between the nearest and furthest points at which
the smaller types can be read indicates the range of the
accommodation ; but a full examination demands in certain
cases the use of lenses also.

The degree of hypermetropia is estimated by the strongest
convex glass with which the person can read No. 20 at 20
feet, or the corresponding types at 6 metres: this represents
the * manifest hypermetropia.” But when the accommoda-
tion is completely paralyzed by the repeated application of
atropine, a further strength of convex lens may be required,
this addition being the index of the “latent hypermetropia.”
In the case of myopia the weakest concave glass sufficient to
render No. 20 visible at 20 feet (or at 6 metres) is reckoned
the measure of the myopia. When such lenses improve the
vision without rendering it perfect, astigmatism should be
tested for: some circular arrangement may be used, such as
the dial of a clock, to see if all the figures on the circle and
the hands in the various positions are perfectly straight and
equally distinct. When by suitable glasses the person can
read No. 20 at 20 feet (or at 6 metres in the other scale),
we reckon the vision good, the presumption being that any
defects are merely due to optical causes. In many such
cases, however, the correction is not absolutely satistactory,
especially in myopia.

1t must be remembered that there may be a marked affec-
tion of the optic nerve although the person may be u.le to
read the smallest types quite satisfactorily.

! Test-Types for the Determination of the Acuteness of Vision, by
H. Snellen, M.D., Fourth Edition. Williams & Norgate, 1868. Also,
Optotypi ad Visum Determinandum. Editio Quinta. Metrico Sys-
temate. 1875.

¢ Parisian feet which are slightly longer than English; propor-
tion, 46—49.

In the fifth edition the metrical system is followed, beginning at
0.5, 0.6, and so on in fractions of a metre.
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The field of vision should be estimated in certain cases, as
it is often of great importance in medical practice: it is found
to be much diminished in some affections of the optic nerve,
due to cerebral as well as to more local causes. Each eye
should be tested separately: the line of vision of the patient
is to be directed steadily forwards, say to the nose of the
observer seated immediately opposite him, and the observer’s
finger or some luminous object in his hand should then be
carried to the extreme left and right, and above and below,
till the limit is reached at which it is still visible while the
eye is kept looking straight forward. Ophthalmic surgeons
have more accurate methods of measuring and reducing to a
scale the field of vision, but this method is a ready means of
forming a fair general estimate. The field of vision is some-
times contracted almost equally in all directions, but the
defect is usually in particular directions, such, for example,
as the upper and inner half. When the defect is strictly
defined as being to one half, usually a lateral half, the affec-
tion is named Hemiopia (see p. 156). Local defects in the
field of vision may be detected in connection with localized
lesions of the retina.

Ophthabnoscopic examination of the eye is useful (1) in
discovering whether the loss of vision, which may be de-
tected, is due to other than nervous lesions; (2) in distin-
guishing various affections of the retina and optic nerve
from each other; and further, (3) marked changes of much
diagnostic significance are sometimes discovered when there
is no affection of the vision as tested by types. The use of
the ophthalmoscope must be learned practically in the dark
rooms of our eye infirmaries, and no description of the in-
struments or the methods of using them would be here of
much use. The methods by the erect and inverted images
are both used for medical cases, but for the more delicate
examination of the nervous and vascular changes the direct
method is preferable. The student should aim at making
himself familiar with both methods, and should, by examin-
ing many eyes, apart from any cerebral affections, learn to
distinguish the varieties in the size, shape, and appearance
presented by the optic nerve, whether congenital or acquired,
and in particular the changes in the fundus so often asso-
ciated with hypermetropia and myopia. He should also
learn, if possible, to estimate the degree of hypermetropia or
myopia by means of the opthalmoscope, as in many cases in
medical practice no other method is available.
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The following are the points specially to be attended to in
using the ophthalmoscope in medical cases: The shape of
the optic disc should be noted; if both discs are oval in the
same direction, instead of being circular, optical defects
(astigmatism) should be tested for, before concluding that
there is a real change. The course of the bloodvessels over
the disc must be scrutinized; in particular let it be noted
whether the arteries appear to project forward on the disc,
or to curve over its edge from its swollen state (choked disc,
adematous papilla). The size and appearance of the large-
arteries should be described, as to whether they seem dimin-
ished in calibre, and whether they appear glistening and as
if affected with sclerosis, or accompanied with whitish streaks.
These streaks are found associated both with intra-ocular
and with cerebral disturbances: in the former (hypermetro-
pia) the acuteness of vision is not diminished, but in cere-
bral cases giving rise to this condition of the arteries, the
vision is almost always affected; streaks over the centre of
the vessels do not indicate serious changes, and are due
probably to mere reflection of the light. The vessels may
be abolished by an embolism of the retinal artery or of one
of its branches; this accident iz characterized by sudden
blindness; at first there is a whitish patch of exudation with
a red spot, marking the position of the macula; this exuda-
tion disappears, and the color returns in a few days, but the
vessels soon become obliterated, and the blindness is perma-
nent. The veins should be noted as to the presence of en-
largement or tortuosity, and as to whether they seem spe-
cially dark and congested where they dip into the tissue of
the nerve. The size and color of the disc are very impor-
tant: attention must be directed to see if it is unduly pale or
of a bluish or greenish tinge, and the distribution of pigment
around its margin, if any be present, must be noted. The
disc is often pinker than normal, shading off so gradually
into the color of the retina as scarcely to be distinguished
from it (neuritis). Or the disc may be unduly pale, with a
deficiency of the minute vessels distributed to its substance
(white atrophy, sclerosis). The disc itself may be normal
or pale, even although the large vessels in front of it are in-
creased in number. The size of the disc may remain normal,
although the condition known as white atrophy is highly
marked, but the nerve may be shrunken as a whole or in
particular parts (atrophy with loss of substance, or contrac-
tion). Traces of exudation, either in patches or in the
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course of the vessels, are sometimes found associated with a
general pink and prominent aspect of the disc, which assumes
a woolly appearance (‘choked disc”’). The bloodvessels
should also be examined in their course, particularly as to
the presence of hemorrhages: these should be noted as to
whether they seem true clots, or whether the vessels seem
to terminate in branching-like spots involved in patches of
white exudation. When reddish spots without any true
clot are found, miliary aneurisms may sometimes be suspected.
- Large exudations forming irregular patches, partly on the
nerve and partly beyond it, or connected by streaks with the
disc, obscuring the vessels and associated with loss of vision,
are to be suspected as syphilitic. Whitish pearly spots of
exudation in the neighborhood of the macula lutea are com-
mon in Bright’s disease of the kidney, and larger patches,
with smaller glittering spots elsewhere, are also found in this
affection; somewhat similar patches are seen occasionally in
diabetes. Skining miliary tubercles are occasionally seen
in the choroid in cases of tuberculosis and tubercular menin-
itis.
& Significance of Ophthalmoscopic Appearances in Medical
Diagnois.—Optic neuritis and optic atrophy are the two
most important conditions discovered in the fundus in the
examination of medical cases. Atrophy is often preceded
by optic neuritis in cerebral tumors and inflammations, and
in such cases the disc is usually ragged or ill-defined at cer-
tain parts; in simple white atrophy, on the other hand, the
disc 18 sharply defined, but this form of atrophy is less cha-
racteristic of definite cerebral affections, being found in a
variety of conditions. Great changes in the fundus are ob-
gerved from time to time in the progress of cerebral cases
involving the optic nerve and retina ; hemorrhages appear
and disappear, or give place to patches of exudation. These
sometimes become absorbed, or they may increase in number
and size. The tendency is for all these inflammatory pro-
cesses, including even edema of the papilla, to terminate in
atrophy of the nerve.

In attempting to explain the changes in the fundus of the
eye, as bearing on medical diagnosis, we must be content
with comparatively obscure indications, as the subject has
not been sufficiently long under competent observation to lay
down general laws safely. The exudations described as
characteristic of syphilis, or of Bright’s disease, and miliary
tubercles, aneurisms, or embolisms (when they can be recog-
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nized as such) are sufficiently suggestive of their significance.
In addition to the exudations already described, hemorrhagic
spots are likewise found in Bright’s disease (as well as in
cerebral cases), and the detection of such always demands
an examination of the urine; not unfrequently cases of
Bright’s disease come first under notice from a failure of
vision due to these changes. (Edema of the retina likewise
occurs in renal dropsy, and its aggravation or subsidence
may account for the great changes in the state of the vision
which sometimes occur within short intervals. In endeav-
oring to understand the ophthalmoscopic appearances found,
in connection with cerebral tumors and inflammations, the
following different theories may be borne in mind, as -they
have been advanced to explain the swollen and inflamed state
of the optic nerve known as the ¢ choked disc.” 1. An in-
terruption to the return of the blood from the eye, due to
pressure on the cerebral veins by a tumor, may give rise to
congestion and slight fulness of the optic nerve, and there
may then be induced a secondury increase of this congestion,
from strangulation, as it were, of the vessels of the congested
and swollen nerve, by its own inexpansible sheath. 2. Or,
the swelling congestion, and edema of the disc may arise
from pressure in the sub-vaginal space, either from the pre-
sence of exudation originating there, or from the pressure of
fluid forced along the sheath of the optic nerve from the sub-
arachnoid space. 3. An extension of the inflammatory pro-
cess from the brain or cerebellum, or the membranes, down
the course of the optic nerve, may give rise to a ¢ neuritis
descendens.” 4. Vascular changes, resulting in congestion
of the optic dise, may be due to disturbances of the circula-
tion, brought about through an indirect influence of the cere-
bral tumor, or other mischief, on the vaso-motor or sympa-
thetic system, apart from any merely mechanical effect, or
from any continuity of inflamed tissues.

Optic neuritis or atrophy due to cerebral causes is usually
double, although the changes in one eye are often more ad-
vanced than in the other; if only one eye be affected, a
lesion on the opposite side of the brain may be presumed.
Localization of the disease from ophthalmoscopic signs is
scarcely possible, but the comparative frequency of blindness
and affections of the optic nerve in tumors of the cerebellum
is well established. Unilateral optic atrophy (white) is not
unfrequent in locomotor-ataxy.
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THE EAR.

The sense of hearing is usually tested by means of a watch
applied to or held near the ear. We begin by applying the
watch closely enough for it to be distinctly heard, and we
gradually remove it, in a straight line from the ear, till the
sound is lost, and by measuring this distance we have a means
of comparison between the two ears, and also a rough gauge
of the absolute acuteness of hearing. In other cases, low
speech, or notes of different pitch, at varying distances, or
loud sounds, are sometimes tried to test the power of hearing.
Some persons hear a watch badly, and conversation pretty
well ; in others, again, this is reversed. A large vibrating
tuning fork (C) applied to the forehead, to the vertex, or to
the front teeth of the upper or lower jaw, likewise affords
valuable assistance, especially in discriminating deafness due
to nervous causes from that which results from disorders of
the channels and the mechanism of the ear. When the
sound of a tuning fork (or a watch) thus applied, is perceived
by the patient principally or exclusively on the side on which
he is deaf, aurists conclude that the difficulty of hearing has
a peripheral cause, and is due to some impediment to the
conduction of sound: in the opposite case a lesion of the
labyrinth, or one inside the cranial cavity, may be inferred
with great probability. If we close the external meatus on
one side, and apply a vibrating tuning fork to the vertex,
and if we find the sound much the same on both sides, or
less where the meatus is closed, there is a probability of
some lesion of the nervous part of the auditory organs on
that side.

When by means of the watch test, or otherwise, we are
satisfied of an impaired state of the hearing, we must examine
the organs to see if any impediment can be found, such as a
plug of wax, or any growth or tumor in the meatus, or any
obstruction in the passage of the Eustachian tubes. The ear
is illuminated by reflecting light from a concave mirror
throngh a speculum which straightens and slightly dilates
the external meatus. Daylight is much the best, but a lamp
may be required when this is defective. If wax be found on
such an examination, the hearing should be tested after its
removal by syringing, as it does not follow that the wax was
the sole or the chief cause of the deafness complained of.
Inquiry should likewise be made as to the existence, at any
period, of discharges of any kind from the ears (pus, blood,
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or watery fluid), and in such cases the likelihood of perfora-
tion, or even of almost complete destruction of the membrana
tympani, must be considered. Fracture of the base of the
skull must also he remembered in this connection. This per-
foration may demand a careful examination of the ear by
means of the speculum, as just described, but sometimes it
can be demonstrated by causing the patient to force air into
his ear by blowing his nose while the nostrils are tightly
compressed (Valsalva’s method). In many cases of perfora-
tion of the membrane, we may, in this way, hear the air
rushing through the meatus. This same experiment likewise
enables us to discover if the Eustachian tube is patent; for
when the tympanum is in its natural state we may thus hear,
by means of the aurist’s diagnostic tube (or even a stetho-
scope applied to the external ear), a sharp click from the
compression of the air in the cavity during the blowing of
the nose as described. This method is not available in chil-
dren, or in those adults who cannot be made to do the ex-
periment properly. Pollitzer’s bag, with its tube introduced
into the nostril, is often useful in such cases, as the air can
frequently be thus blown into the Eustachian tube during
the act of swallowing; in children, swallowing is not required
for the success of this experiment. In other cases, again, the
proper investigation requires the air to be actually blown into
the Eustachian tube by an instrument introduced into it, but
such manipulations are only to be attempted by those specially
trained in aural surgery. In examining the Eustachian tubes
attention should be directed to the condition of the pharynx,
tonsils, and posterior nares, as many aural diseases begin in
this situation. A proper examination of this region and of
the orifices of the KEustachian tubes may demand the use of
Rhinoscopy.—(See Chapter x.) In the examination by the
speculum and reflected light, we aim at discovering the con-
dition of the walls of the meatus, the appearance of the mem-
brana tympani, whether it is ruptured, or whether distinct
variations exist in the curvature of the membranc—such as
bulging towards the meatus or the contrary—whcther there is
any abnormality in the reflection of the light from the mem-
brane, and whether there is undue vascularity in the neigh-
borhicod of the handle of the malleus or elsewhere, and even
an exploration of the state of the petrous bone, in cascs of
suppuration, can sometimes be made, although the probe is a
dangerous instrument in such situations. All these changes
point to discase of the meatus and middle car, and they indi-
13
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cate mechanical causes for the deafness, and so may remove
it from the realm of the physician. But suppuration in the
tympanum, &c., may throw a light of the utmost value on
certain cerebral or pyemic symptoms in a case. Abscess of
the brain and meningitis occasionally depend on some pre-
vious suppuration in the ear, and this may have extended
upwards from the throat, as in certain cases of scarlatina.
Puffiness over the mastoid process, with or without present
or past otorrheea, is frequently found in connection with sup-
puration going on in the mastoid cells, and this suppuration
may be associated with a train of symptoms indicative of
septic poisoning or other serious mischief, to which it may
supply the only clue. When a degree of deafness exists, and
its cause cannot be referred to any impediment in the pas-
sages of the ear, we may infer a lesion of the auditory nerve
in some part of its course, and an examination of the other
cranial nerves may throw some light on the nature and posi-
tion of the lesion ; the presence of subjective symptoms must
likewise be considered in this connection (see p. 158). The
occupation of the patient, and his relation in this respect to
noises, the previous history of blows on the head, of attacks
of giddiness, or of noises in the ears, and the family history
as to deafness, hereditary syphilis, &c., should all be inquired
into. Scarlatina and typhus fever arc often complicated
with deafness during the acute illness, and occasionally as a
sequela; in the former discase the mischief is usually in the
mechanism of the ear, in the latter the deafness is almost
always nervous.

THE NOSE.

The sense of smell is tested by applying a phial charged
with very distinct odors to the nostril : one nostril should be
tested at a time, the other being compressed, and the mouth
also should be kept shut. If the smell be not appreciated in
this way, the mouth may be kept open while the scent is
being sniffed up, or strongly flavored materials may be given
1o be tasted or applied in such a way as to allow the odor to
ascend by the posterior nares. The odor may be blown into
the mouth and the person directed to breathe out through his
nose. The patient may likewise be questioned regarding his
recognition of flavors in his food or drink, as it has been
clearly ascertained that much of what we discern by the
mouth is really due to the sense of smell, and that those who
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are affected simply with a loss of smell from nervous lesion
(anosmia), are incapable of discriminating the flavor of many
articles of diet (wines, coffee, cheese): such persons fre-
quently tell us that both smell and taste are nearly gone.

Certain fallacies beset our investigation of this sense. 1.
Strongly pungent vapors or solids (ammonia, snuff, &c.) may
be recognized by those destitute of smell, from the action of
these irritants on the branches of the fifth nerve : such things,
therefore, must be avoided as tests : assafetida, musk, essence
of lemon, &c., are suitable for this purpose. 2. Smell may
seem lost from some imperfection in the nasal cavity apart
from any nervous lesion: thickening of the mucous mem-
brane from a common cold, or more serious alterations in the
hard or soft parts, as well as distinct growths, are frequent
sources of imperfection in the sense of smell: in such cases
smells may possibly still be appreciated (especially as flavors)
by way-of the posterior nares. 3. In facial paralysis, proba-
bly from some difficulty in directing the odorous current
properly to the olfactory tract, in snitfing it up, there is some-
times an imperfect sense of' smell in the paralyzed nostril,
without any real defect in the first nerve. A dryness of the
nostril may likewise cause a defect in smell,—the tears flow-
ing down the cheek instead of into the nasal duct in certain
cases of facial paralysis.

Loss of smell, as a single lesion, is sometimes met with in
connection with injuries to the head : but in the case of cere-
bral tumors and the like, other nerves are usually involved
and not the first nerve alone. .

¢ Running from the nose” is one of the symptoms found
during the invasion of measles. Chronic discharge trom the
nose is sometimes simply catarrhal, but it is usually fetid
(ozena), and often depends on disease of the bones which
can be detected by the probe. Such a discharge, in children,
from one nostril only, is always suggestive of the presence of
a foreign body in the nose. Fetor from the nose may be
distinguished from fetor due to gangrene of lung, or from that
of sore throat, disordered stomach, carious teeth, &c., by
testing the breath while the mouth and the nostrils are closed
alternately. The obstruction to the breathing through the
nose observed in infancy, and known as ¢ snuffles,” is usually
due to syphilis.
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THE SENSE OF TASTE.

The sense of taste is not easily tested in a satisfactory
manner. The difficulties are the following. Some so-called
tastes are really appreciated by the olfactory nerve, while
acrid substances may, perhaps, be recognized by the nerves
of common sensation. Loss of taste from nervous causes
(ageustia) is usually unilateral, and when a sapid substance
is applied to one side of the tongue as a test, it is apt to
pass over quickly to the other side, or to the soft palate,
when the tongue is taken in. To avoid this, the substance
may be applied to the tongue while it is kept protruded, but
it is found that even in the normal state it is not easy to
recognize various tastes under such conditions. The sense
of taste proper seems to reside in the tongue and soft palate
chiefly, but the movements of the tongue against the hard
palate and lips, and the intimate admixture of the substance
with the secretions of the mouth, seem to be almost essential
for the proper appreciation of tastes. A further difficulty
arises from the different parts of the tongue having very dif-
ferent degrees, and even kinds, of sensation. The best way
is to try strong solutions of a sweet and of a bitter substance,
as these are pure sapids (sugar and picric acid, e. g.), and to
rub them with the finger or with a brush, very freely and
Jirmly on to various parts of one side of the tongue while it
is protruded, and to ask the patient to indicate by a movement
of the head whether, and when, he recognizes the taste be-
fore he takes in his tongue. If we suspect a defect on one
side we can sometimes demonstrate it more clearly by apply-
ing the test solution to the affected side, and while it is still
unrecognized we may touch the other side of the tongue with
the same substance before it is taken in; we may thus find
that the patient at once indicates his recognition of the test
fluid on the sound side by a sign or a contortion of his face.
Care must be taken to have the patient’s mouth thoroughly
washed out before any new substance is tried, as also to have
the brushes or other agents used in applying the test tho-
roughly cleansed, and it is well to begin with the milder
tastes, as the strong bitter substances linger a long time in
the mouth and complicate further trials. In addition to
sweet and bitter, acid and salt substances may be tried, but
it is not quite so certain that these are recognized purely by
the special sense of taste, as distinguished from that of com-
mon sensation. Acids without smell must be selected for
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such trials. Along with the test by sapids, the tongue should
also be tried as to its tactile sense by the compasses (see pp.
150, 151); loss of taste with perfect tactile sensation, and
loss of tactile sense with perfect taste, are both occasionally
found, as well as loss of both; we must also, of course, pur-
sue the examination by testing the other cranial nerves, &c.
The significance of a lesion of taste, when ascertained, is
rendered somewhat obscure by the curious differences of
opinion as to the nerves of taste and their real origin. The
glosso-pharyngeal, for special sense at the back part of the
tongue, is generally recognized by all. The lingual branch
of the fifth nerve is admitted by all to supply cominon sen-
sation to the tongue, and most authorities consider it to be
concerned more or less also in the special gustatory sense :
the chorda tympani nerve, however, which joins it from the
seventh, is regarded by many as the nerve of special sense
for the anterior part of the tongue, and it seems quite certain
that it has something to do, in some way, with the sense of
taste: but admitting this as proved, it is not quite certain
that the portio dura of the seventh nerve, in itself, really
contains sensory fibres; some, indeed, allege that the sen-
sory fibres in the chordo tympani come from the ¢ pars inter-
media of the seventh pair or from some junction with the fifth
nerve in ways which are not always uniform. It is conceivable,
moreover, that a nerve may affect the sense of taste by an
indirect action on the glands and papille, apart from any
sensory function. What is certain is that taste may be
affected in cases presenting evidence of a lesion in the glosso-
pharyngeal nerve; that it may be affected, or preserved, in
cases presenting definite lesions of the fifth nerve, including
among these an®sthesia of the tongue; and that it is some-
times affected in cases presenting the well-known features of
paralysis of the portio dura of the seventh pair, arising from
disease of the ear and other peripheral causes. The varia-
tion as to the presence of the affection of taste in this facial
paralysis depends probably on the exact locality at which the
lesion of the seventh nerve exists; when this paralysis is
due to a cerebral lesion, the taste does not appear to be
affected.

The taste may also be affected in various ways in general
diseases, such as insanity and hysteria ; and from more local
causes affecting the tongue, such as dryness in febrile discase,
foul coating in dyspepsia, stomatitis, and the like.

13*
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COMMON SENSATION.

The tactile sense is very unequally distributed over the
cutaneous and mucous surfaces, some parts being very much
more sensitive than others. Defects in the acuteness of this
sense are often complained of in particular parts, and s=o it
becomes important not only to verify the existence of this
anzsthesia, but also to define with some accuracy its degree
and its distribution. Various methods are pursued. The
patient may be touched lightly with the finger in various
parts, the observation being of course varied with blank
experiments, and he should be asked, while his eyes are rhut,
whether and at what part he is touched. 1t is found that in
anwxsthesia the precision of localizing the sense of impact is
much diminished. If the defect be very slight the patient
may be tried with the most delicate impressions possible, such
as result from the touching of a hair; if, on the other hand,
the sense be very dull, the point of a pin, or the pinching of
the skin, may be used to produce a distinct impression, and
by the patient’s answers, or the expression of lis face, we
may be able to define the area of impaired sensation. In
conducting such experiments it should be noticed if the per-
ception of the impact is distinctly delayed, as this indicates
a bluntness in the sense. Other methods of testing the sen-
sation consist in trying if the patient can recognize by the
hand, and with his eyes shut, different textures of cloth,
flannel from cotton for example, or if' he can say whether a
carpet, or a rough or a smooth substance, is interposed be-
tween his bare foot and the floor, care being taken that there
is no great difference in the temperature of these objects.
The lifting of minute objects by the hand, the discrimination
of coins—such as a threepenny-piece frem a fourpenny-
piece,'—and the manipulation of worsted or cotton yarn in
sewing or knitting, often enable us to judge of the degree of
tactile sense remaining with considerable certainty ; blind-
folding the patients often brings out very prominently the
loss of tactile sense, as we may find them groping about with
their hands for objects which are already actually touching
their fingers. These methods, or at least some of them, are
applicable to various ages and various grades of intelligence,
but a greater precision is sometimes obtainable by means of
the compasses (Weber’s test). Considerable intelligence is

! From the presence of a milled edge.
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required to secure reliable results by this process, and the
patients often seem so stupid or careless, or fatigued, as to
render the results a4 mass of confusion. The essence of the
test consists in discovering the smallest distance at which
the two points of a pair of compasses, simultaneously and
lightly applied to the surface, can be recognized by the touch
as two separate objects. The points should be blunted in
some way (except, perhaps, in the case of the finger tips and
other sensitive parts); cork or sealing wax serves this pur-
pose, or the points themselves may be rubbed down. 'The
patient should first be informed, with his eyes open, as to
the process of testing to be attempted, a few trials being
made to let him know the object aimed at. The eyes should
then be shut, or the vision obstructed in some way, and the
compass, widely opened, applied so as to give a distinct im-
pression of two separate points; the points should then be
gradually approximated till they are felt as if they made
only one impact, or till the answers become confused and
unreliable, in which case we may revert after a time to the
same part to see if the same result is obtained. During this
gradual approximation of the points of the compasses, an
occasional variation by the impact of only one limb of the
compasses, should be introduced so as to make sure that the
patient is not answering at random.

The following directions should be attended to: 1. The
two points must be put down simultaneously, otherwise the
succession of the impacts leads of itself to the inference of
two points. 2. The part of the patient under observation
should be kept quite unmoved and steady ; patients instinc-
tively, while in doubt, tend to move the fingers or hand to
satisty themselves whether two points are applied, as they
get in this way also a succession of impressions. 3. The
two points should be always kept in the same relative direc-
tion in making estimates of the delicacy of sensation in the
same limb, 7. e., we must keep always either in the axis of
the limb or always transversely to it.

The following list may serve as an indication of the normal
sensitiveness of different parts, but it cannot be regarded as
absolute ; a comparison of the sensation on the two sides of
the body indicates changes in a more reliable manner when
the lesion is unilateral. (Selected from Weber's table.)
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Point of the tongue . $line | Red surface of lips . 2lines
Dorsum and edge of . Lips where covered with
tongue . 4 lines| skin . . “
Palmar surface of 3d Dorsal surface of 3d
phalanx . . 1 ¢« phalanx . . ¢
Palmar surface of 2d Dorsal surface of lst
phalanx . . 2 ¢« phalanx . ‘“
Palmar surface of meta,- Dorsum of hand at
carpus . . .3« knuckles . . 8 «
Skin of cheek . . 3 ¢ | Middle of thigh . .30 «
Tip of the nose . 3 ¢ | Over patella . .16 ¢
Lower part of forehead 10 ¢ | Dorsum of foot near toes 18 ¢
Neck under jaw . .15 ¢ |Penis . . . .18 ¢
Skin beneath occiput . 24 ‘¢ | Upper dorsal vertebre . 24 ¢
Sternum . . . 20 ¢¢ |Middle dorsal vertebre. 30 ¢

The area of diminished sensation, or of complete anses-
thesia, often enables us to refer the defect to a single nerve,
or to g special branch of a nerve. The extent of the area of
anasthesia, and its level in the trunk, may enable us to de-
fine the locality of the lesion in the spinal cord to which it is
due. Anwsthesia is, indeed, very often due to spinal lesions,
but is sometimes found in more general diseases, after diph-
theria for example, in hysteria, and occasionally in other
affections clearly of a functional character. (See Electrical
Tests for Anwzsthesia, Chapter vii.) In cases of ovarian
irritation certain limited areas of anwesthesia can sometimes
be made out; occasionally the anesthesia in such cases only
extends to one side of the body (hemi-anmsthesia); such uni-
lateral ansesthesia is found also in some cases of cerebral dis-
ease (posterior part of internal capsule), associated with
paralysis of the same parts. In locomotor ataxy anzsthesia
of the feet and legs is very common. (Compare section on
Paralysis with Anasthesia, p. 168.) Anzsthesia is frequently
caused by pressure on the nerves, as by tight bandages,
splints, crutches, &c., or by more serious forms of pressure
arising from malignant tumors, aneurisms, abscesses, &ec.

The trophic effects of nervous lesions must be noted, when
present, as important facts in cases of anaasthesia ulcera-
tions of the cornea in the case of the fifth, glazing of the skin,
grayness of the hair, and the like, are to be named in this
connection. Anwsthesia can occasionally be shown to exist
in an area affected with neuralgia, and a certain degree of
anzsthesia—a dulled perception of tactile impressions—is
habitually present in cases of so-called hypermsthesia in which
slight irritations of the skin produce painful impressions.
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Dulness as regards tactile impressions is to be distinguighed
from dulness to painful sensations. (Analgesia.)

Diminished sensitiveness of the fauces, epiglottis, &c.,
sometimes determines the occurrence of choking or of pul-
monary affections, especially in the insane.

The sense of temperature is probably a form of common
sensation, but it is found to be preserved in certain cases in
which the tactile sense is diminished (locomotor ataxy, e. g.).
It may be tested by applying sponges dipped in water of
varying temperatures, and ascertaining if the patient can ap-
preciate the changes from one temperature to another. A hot
sponge applied to the back is sometimes felt to be acutely
painful, but this is rather a form of spinal tenderness than of
change in the cutaneous sensibility.

THE MUSCULAR SENSE.

The ¢ muscular sense” is a name applied by some to the
faculty we possess of judging of weight. This faculty is
often very defective in locomotor ataxy, and has been sup-
posed to account for the incoordination of the movements
found in this disease. In the case of the upper limbs vari-
ous weights, of as nearly as possible the same bulk, may be
given as tests while the patient’s eyes are closed, and it can
then be seen how far he is able to discriminate them by his
muscular sense. For light objects coins answer admirably
—half a sovereign and a sixpence, for example. In testing
the lower limbs the patient may be placed on a high seat,
with his feet quite off the ground, or one leg may be swung
over the other, and various weights, enclosed in a bag or at-
tached by any other convenient arrangement, may be sus-
pended on the foot, and the power he has of estimating
weights may thus be gauged.

SUBJECTIVE DISORDERS OF SPECIAL SENSES.

In the preceding sections derangements in the organs ot
sense have been considered from the objective point of view
—1. e., the discovery of an obvious change, or at least the
clear demonstration, by a reliable test, of some actual dis-
ease. Our attention, indeed, is usually directed to some of
these by the complaints of the patients themselves, but many
abnormal sensations are spoken of by them which we must
aceept for what they are worth, simply and absolutely on
their own statements. ‘
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. DISORDERS OF VISION

are often complained of in this way. Polyopia Monocu-
laris, or manifold vision with a single eye, is comparatively
rare, and is always due to some error in the eyeball itself.
Irregularities of the crystalline lens or cornea, and the pres-
ence of artificial pupils, are the recognized causes of this
affection, so that it has no significance in medical diagnosis.

Diplopia (double vision when both eyes are open) is due
to paralysis or to a want of proper balance in the muscular
adjustments of the eye. This kind of diplopia is associated
with a tendency to squinting, even although no actual squint
may be detected ; indeed, when squinting is fully established,
diplopia usually ceases. Diplopia is sometimes complained
of by adults at the beginning of meningitis (probably from
a slight paralysis), but is likewise produced in some persons
by less serious disturbances ; derangement of the digestive
organs, for example, may bring it on. In certain cases of
drunkenness there is a want of co-ordination of the ocular
muscles, producing double vision; a similar condition is
found in the early stages of locomotor ataxy, without any
permanent squint, as well as in the later stages, when a true
paralysis of the ocular muscles may supervene. Even when
due to disturbance of the cerebral functions, diplopia, like
strabismus, is particularly apt to occur in those whose eyes
are not normal as regards refraction. For details, and also
regarding obliquity in the objects looked at—see pp. 129 and
133.

An erroneous estimate of the position of objects is com-
mon in cases of paralysis of the ocular muscles, so that a
person whose right external rectus is affected, when asked
to strike an object placed on his right, is often found to
make a mistake ; this probably arises from the mind being
conscious of an unduly great energy being directed to the
paralyzed muscle ; it appears probable that the position of
objects is estimated from this *‘ outgoing current,” as it is
termed. This erroneous estimate of the position of objects
in certain directions leads to constant confusion from the
changes which occur in the position of objects as the person
walks along or even moves his eyes ; hence arises the ¢ mo-
nocular vertigo” which occurs in cases of paralysis of the
third nerve, for example, if the sound eye be closed and the
drooping lid held up as the patient walks along. A some-
what analogous confusion and vertigo may result from bi-
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nocular diplopia, or from conditions bordering on this state.
An erroneous estimate of the position of objects, or of the
position of the false image in diplopia, from an apparent for-
ward displacement, is found to occur in certain cases of ocu-
lar paralysis, particularly when the fourth nerve, and the
superior oblique muscle are involved.

The accommodation of the eyes for distinct vision of near
objects becomes defective with age (about fifty years of age);
this ¢ presbyopia,” as it is called, is probably due, in part at
least, to changes in the lens itself ; such defects become more
pronounced and occur at an earlier age in those who are
hypermetropic, and so require to use their accommodation
even for distant vision. The accommodation may be defec-
tive from some nervous lesions, as when the third nerve is
paralyzed, and diphtheritic paralysis of the accommodation
is not uncommon. The size of the pupil is not always
affected when the accommodation is paralyzed, although
both are very often involved together. When the vision is
defective from this cause convex glasses (-} 12) should cor-
rect it fully. (Atropine, it must be remembered, paralyzes
the accommodation pro tempore.)

Strain on the eyes, a sense of fatigue readily induced, and
a great tendency to confusion of the lines and words in a
book, after reading for a few minutes, constitute the indica-
tions of ¢ asthenopia.” This strain may be prolonged or
intensified to such an extent as to give rise to headache of
such a character as to suggest cerebral mischief. This ex-
cessive strain may be due to some specially exacting form of
work arising in connection with the constant and extreme
demands made on the power of the accommodation or of the
convergence; sometimes, indeed, the combination of dif-
ferent and unnatural degrees of accommeodation and con-
vergence may produce this strain, particularly in those who
use glasses. These excessive demands arise in connection
with optical defects of the eye—hypermetropia, myopia, and
astigmatism—in the last the varying demands are incessant
and most exacting. The headaches arising from the strain
thus produced, although at first induced directly by taxing
the eyes, may continue in a more permanent form, so as to
give little or no suggestion of an ocular origin of the disorder.
Some of the defects cause a constant strain on the eyes, which
cannot be relieved by any amount of apparent rest.

Musce or motes are to he distinguished according as they
are fixed or flouting. Musce volitantes—motes flying about

-
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in the field of vision—may be seen by any healthy eye, and
in such cases they are due to minute opacities normally
existing in the vitreous. They may be demonstrated by look-
ing at a light through a minute hole in a blackened card ; in
this way the eye is thrown out of focus, and the shadows are
projected on the retina. Motes like the strings thus seen,
and also motes darting in various directions, may be seen at
times apart from disease, especially on looking at dazzling
white objects; they are often rendered more obtrusive in
myopic eyes, and in conditions of weakness and irritability
of the retina from whatever cause. Motes from these normal
opacities must be distinguished from floating specks due to
abnormal opacities in the vitreous ; the latter are generally
visible with the ophthalmoscope. Fixed musce—tixed black
spots or bands—are due to opacities in the substance of the
retina. Opacities in the lens are revealed by ophthalmo-
scopic illumination as black bands or streaks, but they are
not perceived by the patient as such, unless the eye be
thrown out of focus as by the experiment with the blackened
card, just described, or in some similar manner.

Hemiopia.—When the patient complains that he sees
only one-halt' of an object, this is due to a defect in one
(lateral) half of the field of vision, ¢. e., to defect of the
retina on the half opposite the unseen or blank part. It is
always an affection of the optic nerve, and its accurate limi-
tation to one-half of the field of vision is, no doubt, related
in some way to the decussation of the fibres of the optic
nerve at the commissure, or the division of its root at the
thalamus, but the exact nature of this affection remains still
uncertain. Hemiopia is met with occasionally in cerebral
tumors and similar lesions; it usually affects both eyes; the
commonest combination is to have the nasal side of one eye
and the temporal of the other affected. Hemiopia is some-
times combined with hemi-ansthesia, the person is blind
on the side with which he would otherwise look on his
affected limbs.  If the two inner sides be involved, the hemi-
opia is, of course, less marked : it is seldom that an upper or
an under half is involved. One eye is sometimes affected
alone.

Flashes of light (photopsia) are produced by irritation ot
the retina, or of the optic nerve in any part of its course
from the brain. Even gentle pressure on the eyeball gives
rise to circles or flushes of' light, and blows produce more
violent flashes in the same way ; such sensations are fre-
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quent in incipient disease of the optic nerve. Flashes of
light are likewise often complained of by those whose cere-
rebral arteries are rigid, and in whom disturbances of the
circulation in the optic nerve, or in the cerebral centres con-
nected with it, may be presumed to exist; they are recog-
nized as amongst the prodromata of apoplectic and other
cerebral seizures.

Colored spectra (chromopsia) are of somewhat similar
nature ; they have been known to usher in epileptic fits.
Yellow vision (xanthopsia) is observed in certain cases of
jaundice, but it is rare, at least in a highly marked form; it
i8 occasionally produced by santonine administered inter-
nally ; this predominance of yellow renders the recognition
of red difficult.

Color-blindness is not uncommon as a congenital or even
as an hereditary defect. Red and its compounds are the
colors most commenly affected. No special signiticance can
be at present attached to this congenital defect. A degree
of color-blindness, however, is often found in connection
with blind spots in the central part of the retina, and in
this way it has a place as one of the symptoms of optic
atrophy. In testing for color-blindness, samples of colored
paper or wool may be -given to the patient to be compared
or matched.

Hemeralopia, called also ¢ night blindness,” consists in
the inability to see properly towards evening, as the daylight
declines. It is found in soldiers and others who have been
exposed to dazzling lights. It has no special significance to
the physician. This symptom is found also in the affection
known as retinitis pigmentosa.

Photophobia, or intolerance of light, is common to many
diseases of the eye (keratitis, iritis, and retinitis). It is also
found in certain stages of meningitis, cerebral tumors, typhus,
measles, &c. In nervous subjects it may exist apart from
any serious changes in the eyeball, constituting a hyperzs-
thesia of the retina.

Dimness of vision (amblyopia) and blindness are due to
many causes, coming for the most part within the realm of
the oculist alone, and these need not be referred to here, but
when associated with evidence of cerebral or renal affections,
dimness of vision has, of course, special interest to the phy-
sician. It is also one of the symptoms of a general weak-
ness—the muscular weakness affecting either the accommo-
dation or the convergence of the eyes. Anwmemia, in like

14
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manner, may affect the retina; thus loss of plood, flooding,
prolonged discharges, as in leucorrhcea and protracted suck-
ling, or even a sudden assumption of the erect posture in
cases of debility, may bring on more or less dimness of vision;
this is not uncommon just before death.

Spectral illusions. (See Chapter viii.)

PERVERSIONS OF SMELL AND TASTE.

Perversions of smell and taste as distinguished from
mere loss of these senses (see p. 147), are almost entirely
limited to cases of insanity or other serious affections of the
brain and nervous centres (including hysteria). Such per-
versions are intimately associated with the delusions from
which the insane suffer, and may even give rise to some of
these, especially when they suppose that their food is poi-
soned, that they themselves are foul and fetid, &. Bad
rsiells and tastes are often experienced by patients in reality,
although it may be difficult or impossible at the moment for
another person to verify their existence, as in slight cases of
ozena, or of gangrene of the lung, or in cases of dyspepsia
with eructations of sulphuretted hydrogen or other nauseous
gases. The use of certain medicines, phosphorus, and some
metallic salts, likewise gives rise to curious smells and tastes.
The use of bismuth sometimes gives rise to a smell resem-
bling garlic.

NOISES IN EAR.

Noises in the ear (Tinnitus aurium) are often complained
of, sometimes associated with past or present deafness, some-
times without any defect in hearing. The noises vary in
degree from very slight sounds, only heard when everything
around is perfectly still, up to noises so distressing as scarcely
to be bearable. They are often traceable to some mechani-
cal cause, giving rise to pressure on the labyrinth, either di-
rectly or indirectly. Thus wax pressing on the membrana
tympani, or obstructions in the Eustachian tube altering the
pressure of the air in the tympanum, can sometimes be shown
(by the effect of their removal) to have been the cause of
tinnitus. It should be remembered, however, that appa-
rently similar obstructions may exist witho