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In Memortam,

DR PETER MERE LATHAM.

BY

SIR THOMAS WATSON, Baer.

Dr PETER MERE LATHAM was the second of the three sons of Dr
JoHN LATHAM and of MARY, the daughter of the Rev. PETER MERE,
Vicar of Prestbury, in Cheshire. Besides their relation of consan-
guinity, the qualities and fortunes of these two men were in many
points so interwoven and similar, that any memoir of the son, in
these pages especially, might justly be deemed defective, which did
not include some record, however brief, of the father also. Both
of them were eminent London physicians in their day; both held
in succession the office of physician, first to the Middlesex and
then to this great hospital; both were appointed Physicians
Extraordinary to the reigning Sovereign; of both of them it
may confidently be added that they were men of blameless life
and exemplary character. Of the father I had some partial
knowledge during my early residence in London ; the son, during
the whole of my professional life, was my most intimate and
familiar friend.

Dr JonN LATHAM then, was born on the 29th of December
1761, at Gawsworth, in Cheshire, in the house of his great-uncle,
the Rev. William Hall, then rector of that parish. He received
his early education in the country. In 1778 he was entered at
Brazenose College, Oxford ; and in 1788 he was created M.D. of
that University. In that year also he settled in London, after
having practised for two brief periods at Manchester and Oxford.
He became a Fellow of the London College of Physicians in 1789 ;
and in the same year was elected physician to the Middlesex
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Hospital. That office he resigned in 1792, upon his election
as physician to St Bartholomew’s. From 1813 to 1819, inclu-
sive, he was President of the College of Physicians, His first
London residence was in Fenchurch Buildings, where his son,
PereEr MERE, was born. In 1795 he moved to the house in
Bedford Row, which the well-known Dr Reynolds then quitted for
Bedford Square. Here he practised his profession with immense
repute and success, until, at the early age of forty-six, his health
utterly broke down under excessive and incessant toil, and he was
compelled to retire into the country, as it was thought, to die. He
went to an estate which he had purchased at Sandbach in Che-
shire; and there, under the beneficent influence of mental rest
and pure air, recovered completely, so as to be able to retura to
London, where he lived, in Harley Street, for twenty years, in
better health and more moderate practice than before. He finally
left London for his seat, Bradwall Hall, in 1829, and died there
in 1843, from the effects of stone in the bladder, in the eighty-
second year of his age.

What I remember of him is chiefly that he was very hospitable;
kind and helpful to young physicians; courteous, of winning
manners and address; and highly esteemed and popular, both
with his patients and with his medical brethren. It has been
written of him by the truthful pen of that son who is the chief
subject of this memoir, that ¢ he was singularly temperate when
temperance was hardly yet thought to be a virtue, he was most
pure in life and conversation when to have been otherwise would
have provoked no censure, and he was not ashamed to be religious
when religion had yet no recommendation or countenance from
the world.’

His son, PETER MERE, was born on the first day of July 1789.
He was a very delicate child, and was sent for the first rudiments
of his education to Sandbach, where he resided with his paternal
grandmother, and attended the free school of that town, of which
the clergyman of the parish, the Rev. Charles Lockett, was master,
About a year later, in 1796 or 1797, he was transferred to the
Grammar School of Macclesfield, at that time under the charge
of Mr Davies, the husband of his mother’s sister. There he re-
mained until he began to reside at Brazenose College in 1807.
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He took his M.D. degree at Oxford in 1818, and in the same year -
became a Fellow of the College of Physicians. He had come from

Oxford to study medicine at this hospital in 1810. In 1815 he

was elected physician to the Middlesex Hospital ; and to St Bar-

tholomew’s in 1824. Beaten first from this post, and at length

from practice, by persistent and severe attacks of asthma, he

withdrew in 1865 to Torquay, where he died on the 20th of last

July, having just entered his eighty-seventh year.

That he lived so long was & marvel to all who were aware of
his bodily eonstitution. I have said that in childhood his health
was delicate. In mature life, when he was living in London,
besides a slight twist in his spine, which tilted one shoulder a
little upwards, his lungs were known to be extensively emphyse-
matous, and his paroxysms of asthma by night were so extremely
violent and exhausting, that many times he fully expected to die
before the morning. Had he remained longer in London it is
almost certain that some one of such paroxysms would have been
fatal.

He had twice been married ; first to Diana Clarissa Chetwynd
Stapleton, grand-daughter of Lord Chetwynd ; she died in 1825,
within a year of their marriage: and secondly, to Grace Mary
Chambers, third daughter of Commander David Chambers, R.N.
By her he had four children, who all survive him ; two sons, both
married, Weyland Mere and Philip Arderne ; and two unmarried
daughters, Diana Frances and Mary Grace, by whom, together
with Miss Gooch, who lived with them at Torquay, the daughter
of his early friend Dr Gooch, he was assiduously and tenderly
nursed throughout the whole of his declining years.

As a school-boy he is said to have been idle, and a hater of
Latin and Greek. If so, his tastes and habits must have altered
greatly in after-life; for in 1809, having made two previous
failures, he gained the undergraduate’s prize for Latin verse at
Oxford. The subject was ‘Corinth.” It is worthy of mention, if
only in proof that the teaching at Macclesfield had been sound
and effective, that his elder brother John and his younger brother
Henry, who also were trained in that school, achieved, both of
them, while at Brazenose, & similar distinction. One of the un-
successful competitors for the same prize in 1812, when Henry
obtained it, was Arnold, afterwards the famous head-master of
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Rugby. I was told also by a profound classical scholar, who was
possessed with the strange curiosity to read all the printed Har-
veian Orations, that subsequently to the date of Sir George Baker’s,
that by Dr P. M. LATHAM was one of the very few the Latinity
of which he could praise. Indeed, his English style bespoke a
master of Latin ; slightly quaint, perhaps, it might sometimes be,
but stately withal, and always clear, vigorous, and exact.

Of the facility in writing Latin verse acquired by the eldest and
the youngest of the three brothers, ample evidence exists in two
pleasing little volumes, the one by John Latham, D.C.L., un- -
published, containing ‘English and Latin poems, original and
translated ;' the other, published in 1864 by the Rev. Henry
Latham, entitled ¢ Sertum Shaksperianum, subnexis aliquot
aliunde excerptis floribus.”

The poems of the eldest brother—poems of great beauty,
humour, and tenderness—were composed under the sore disad-
vantage of almost total blindness. At the early age of twenty his
hopes and promise of success as a barrister were destroyed by
a severe attack of ophthalmia, which left him with only enough of
sight to guide his steps, but for ever afterwards unable to read
a word of writing or of print.

‘When Dr LATHAM became a student at this hospital, the three
physicians were Doctors Roberts, Powell, and Haworth. It was
the custom of that time—before clinical clerks had been heard
of in London—for the senior students, especially those who came
from the Universities, to attach themselves to some one of the
physicians, to watch his practice, and in a certain sense and degree
to superintend his patients. Dr LATHAM so waited upon those
of Dr Haworth, But, anxious to make his study and knowledge
of disease as comprehensive as was possible, and to familiarise
himself with the puzzling diseases of the skin among the rest,
he began, during this period, to attend also the practice of the
celebrated Dr Bateman at the Cary Street Dispensary. There, in
1813, he first met the late still more celebrated Dr Richard Bright,
and contracted with him a life-long friendship. The winter of the
end of that year and the beginning of 1814 was a very remarkable
one. The Thames was frozen over, and a fair was held upon the
ice. The amount of misery, destitution, and disease produced by
this long inclemency of weather was enormous ; the duties of the
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Dispensary physicians increased beyond their strength, and were
in part delegated to these two young students ; who thus first
became actual practisers of their future calling, in the highest and
lowest garrets and cellars of St Giles’s,

Among Dr LATHAM'S fellow-students and companions at St
Bartholomew's were Haviland, afterwards Regius Professor of Physic
at Cambridge ; Monro from Oxford; William Lawrence, already
Demonstrator of Anatomy, Henry Earle, and Edward Stanley,
all three surgeons to the hospital in the future; Hodgson, sub-
sequently famous as ¢ of Birmingham;’ and James ¢ of Exeter.’
He found the stimulating plan in vogue, by bark and wine, and
the mortality great. A controversy was raging there about the
value and propriety of blood-letting in fevers. Upon his election, at
the age of twenty-six, to be physician to the Middlesex, he resolved
to shut up his books, and to try and judge for himself. He was
soon led to use bleeding, not from any doctrine then prevalent,
but from his own observation. His work, in his new and respon-
sible position, was carried on with uncommon diligence and energy.
Living, as yet unmarried, in Gower Street, and dining usually
with his father in Harley Street, it was his custom on his way
home at night to turn in at the Middlesex to see some of his
patients, especially his fever patients ; and he generally did some-
thing for them,—gave, perhaps, a few drops of laudanum to one,
had the shirt taken off and the body sponged of another, or the
feet only sponged with warm water. The result of this kind of
special, minute, 'and unremitting care was a notably smaller
amount of mortality among his fever cases than among those
of any other of the physicians.

Towards the close of his incumbency at the Middlesex Hospital
—from March 1823 to May 1824—Dr LATHAM was employed, in
conjunction with Dr Roget, in investigating the nature and source
of an obscure epidemic disorder then prevailing in the General
Penitentiary at Millbank. In 1825 he published an account of
this inquiry—his first professional writing.

The book is pregnant with evidence of acute and patient
research, and of clear cogent reasoning. One absolute fact which
it records is well worth remembrance in the present sceptical mood
of some among us as to the value and the virtue of drugs. The
disease, whatever may have been its real nature and origin, was at
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length, after defying almost every other conceivable method of
rational treatment, at once arrested in every instance in which
mercury was given, and pushed to the extent of producing its
well-known specific effect upon the gums,

For four years, dating from the autumn of 1816, Dr LATHAM
delivered annually, in association with his colleague Dr Southey,
two courses of Lectures on the Practice of Physic. The manuscript
of these lectures is still in existence. Tied up with it are the fol-
lowing notices written by his own hand :—

¢In looking over these voluminous papers after the lapse of forty-nine
years (viz, in my seventy-sixth year), I am amazed at the pains, and care,
and time I must have bestowed in putting them together. I would have
committed them to the flames—but I shrauk from a deed which was pain-
ful. So I again locked them up.—June 1, 1865. P. M. Lataan’

And again, later—

¢Now, in my eighty-fifth year, I encounter again my century of Medical
Lectures, with their scrap of paper tied round. I was again tender
towards my own offspring, and again shut them up and locked the box.—
Nov. 28, 1673. P. M. Lataan’

Dr LATHAM'S first project, in the publishing way, after the com-
mencement of his work at St Bartholomew's, proved abortive.
For ten years he had been collecting and arranging materials for,
and was about to put forth, a book on Continued Fever. His
clinical clerks had been chosen with care, his case-books had, by
them, been regularly and accurately kept, and their contents ana-
lysed and digested by himself. It appeared that he had bled from
the arm one in every four of his fever patients, and leeched nearly
all of them, with a mortality of seven in the hundred. All that
died of the fever were found to have ulcerated bowels. Then,
suddenly—it was just after the first invasion of the cholera—a
startling change took place. He nolonger dared to bleed any of his
fever patients ; on the contrary, he was obliged to uphold them.
Their skins were mottled with an eruption, and often spotted with
petechiee. So numerous became the deaths, that time could not
be found for examining many of the dead bodies. I think he told
me that the mortality was doubled.

We know now the solution of this perplexing change. The
fever which he had been so long watching was Typhoid, or Enteric
fever ; the new cases belonged to a severe epidemic of Typhus.
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At that time the distinction between these specifically different
forms of continued fever had not been recognised. His intended
book never saw the light.

‘When he had been eleven years physician to St Bartholomew’s,
he began to give those admirable ‘ Lectures on subjects connected
with Clinical Medicine, of which the first were published in a
single small volume in 1836, and which marked an era in the
clinical teaching of this country. The conscientious discharge of
all his hospital obligations was very remarkable. These lectures
were given at an early hour, for a special reason, which may best
be stated in his own words :—

‘I have desired, he says, ‘to meet the students before their minds
were pre-occupied with other things ; that, among the interfering demands
of other objects which arise in the course of the day, they should not have
to catch a moment for that which I consider is the greatest of all—to steal
a brief interval between lecture and lecture, and give it to that to which
all lectures, and all the knowledge conveyed in all lectures, is but sub-
sidiary and subordinate. I would not thank them for such an irksome,
wearied attention; I want them when their minds are fresh ; and, there-
fore, I have always given myself to them when mine is fresh,’

As he always gave these lectures, so also Dr LATHAM visited his
patients—in the early morning. One result of this was, that very
few of the students, rarely more than ten, went round the wards
with him ; but these ‘ few’ were also fit;’ they were always the
most studious men of their time, and among them were many of
the most distinguished of his successors.

The spirit in which he fulfilled his functions as a teacher may
also be best shown by some further quotation from this little volume.
After stating that the disordered human body must be the study
and the continual care of his hearers, he goes on :—

¢And is it possible to feel an interest in all this? Ay, indeeditis; a
greater, far greater interest than ever painter or sculptor took in the form
and beauties of its health.

¢Whence comes this interest ? At first, perhaps, it seldom comes natu-
rally: a mere sense of duty must engender it ; and still, for a while, a
mere sense of duty must keep it alive. Presently the quick, curious, rest-
less spirit of science enlivens it ; and then it becomes an excitement and
a pleasure, and then the deliberate choice of the mind.

¢When the interest of attending the sick has reached this point, there
arises from it, or has already arisen, a ready discernment of diseases, with
a skill in the use of remedies. And the skill may exalt the interest, and the
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interest may improve the skill, until, in proceas of time, experience forms
the consummate practitioner.

¢ But does the interest of attending the sick necesstrlly stop here? The
question may seem strange. If it has led to the readiest discernment and
the highest skill, and formed the consummate practitioner, why need it
go further ?

¢ But what if humanity shall warm it? Then this interest, this excite-
ment, this intellectual pleasure, is exalted into & principle, and invested
with a moral motive, and passes into the heart. What if it be carried
still further? What if religion should animate it? Why, then, happy
indeed is that man whose mind, whose moral nature, and whose spiritual
being, are all harmoniously engaged in the daily business of his life ; with
whom the same act has become bis own happiness, a dispensation of
mercy to his fellow-creatures, and a worship of God.’

That this happiness was the portion of the lecturer himself, we
may hold the perfect assurance.

Of the method of his clinical teaching I must still make himself
the eloquent expositor. He helps the class to learn for them-
selves :—

¢ It is your present duty to exercise your observation carefully and un-
remittingly ; and it is my present duty to point out the fittest objects, and
place them in the light in which they can be most profitably seen.

¢If ever the desire to view the beauties and sublimities of nature has
led you to ascend some lofty eminence, you have probably taken with you
one more familiar with the scene than yourselves, as a guide ; but you
have still trusted to your own eyes, and your own feelings, to fill you with
the delight of the prospect, and tell you what to admire and wonder at ;
and you have required no more from the guide than to point with his
finger, and say, “ See here, and see there.”

¢ So, in entering this place, even this vast hospital, where there is many
a significant, many a wonderful thing, you shall take me along with you,
and I will be your guide. But it is by your own eyes, and your own minds,
and (may I add) by your own hearts, that you must observe, and learn,
and profit : I can only point to the objects, and have little more to say
than * See here, and see there.” ’

Under the same title as before, he published in 1845 two more
volumes, full of exact observation and valuable precepts, upon
diseases of the heart. He had resigned his office of physician to
St Bartholomew’s, after seventeen years’ tenure, in 1841. In the
preface to these lectures he writes :—

‘I would have published other lectures, . . . but an enlarged sl;here

of duty at the Hospital and elsewhere engrossed all my time, and impaired
my health, and spoiled my good intention.
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¢ The duty of physician to a great hospital, unless it can be made easy
by indifference to its highest obligations, is incompatible with much care
of personal health. Therefore, I relinquish my office at St Bartholomew’s,
and with it some of the best hopes I had of being useful in my genera-
tion.’ :

It is greatly to be regretted that both series of these very ex-
cellent and instructive lectures are, and have long been, out of
print.

At this period he stood in the foremost rank of London phy-
sicians. I do not well recollect when his cruel malady first began
seriously to hamper his practice. For some time, however, before
his resignation of the Hospital, a visit to the wards was almost
sure to provoke its access. Meanwhile he had never altogether
laid aside his pen. There are scattered—I might say buried—in
some of our medical newspapers, contributions from him well
worthy of perusal and study. I would refer to one paper in par-
ticular, on medical education, in the first volume of the British
Medical Journal for 1864, because it contains an admirable ex-
hibition of the doctrine, always strenuously maintained by him,
that. we attempt to teach our students too much science, to the
displacement of practical knowledge. *The practice of physie,’ I
have heard him say, ‘is jostled by quacks on the one side, and
by science on the other.’

He was a slow, self-critical composer, fastidious in settling his
diction, and careful above all things that it should clearly convey
his meaning. With what success that object was attained, they
who may chance to read this memoir have had some opportunities
of judging.

When Dr LATHAM quitted St Bartholomew’s, he presented to
the Library of the Hospital between fifty and sixty volumes of his
completed case-books; rich, no doubt, with the fruit of his
thoughtful and well-trained observation. Some years afterwards
he expressed his disappointment that they had not been turned to
any account. It was explained to him by his friend and suc-
cessor, Sir George Burrows, that the more correct classification
which had been made of continued fevers, and the remarkable
change which had come over the professional mind in respect of
the proper treatment of acute disease, and especially in respect
of the abstraction of blood, had made it very difficult to bring his
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clinical records with advantage before the public. Probably,
besides these reasons, there was also the want of an adequate and
leisure-gifted vates sacer. It cannot be doubted that those volumes
contain a mine of precious material, which would amply repay the
search of any one who, having the requisite talent, might have the
privilege of exploring it.

In the parallel which was drawn in a former part of this memoir
between the respective careers of the two LATHAMS, there was one
notable breach. The father was for several successive years Pre-
sident of the College of Physicians; that place of honour the son
never held. But this, as I believe, was owing to a voluntary absti-
nence on his part. So long as the President was appointed from
among themselves by that irresponsible and self-elected body of
eight Fellows, called The Elects,” the burdens of the Presidency
might well be deemed by a toiling physician to outweigh even its
admitted dignity and advantages. At any rate, Dr Peter Mere
declined to become an Elect when chosen for that post in 1845,
dreading, as I know, lest by accepting it he should encounter, as he
almost certainly, sooner or later, would have had to encounter,
the cares and distractions, with the then somewhat dubious honour
of the Presidential chair.

¢Settled by strong conviction in his Christian faith, Dr LATHAM
lived a life of unostentatious but habitual piety.” He was withal a
charming companion, full of various information, affluent in anec-
dote, with a keen sense of fun and humour. With this was blended,
as is not uncommon, a quick susceptibility of pathetic emotion. I
have heard him read Miss Elliott’s beautiful hymn, ¢ Thy will be
done,’ with a choking voice and tears in his eyes. His letters are
treasures of good sense, of lively and epigrammatic comments on
men and things, of shrewd and weighty reflections, wise advice, and
affectionate greetings,

I find myself writing in terms of unqualified praise; but I am
not conscious of wilful exaggeration. If he had faults—as
doubtless he had—they refuse to live in my memory. I must
paint him as he was to me. I have tried to let him portray
himself. ,

One of the sterling and most prominent features of his character
was the same with that of which Sir James Paget, in the ninth
volume of these transactions, has drawn so touching a picture as
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exemplified in his nephews, the two Ormerods. His conduct
throughout life was governed by an abiding and imperative sense
of duty; and as a corollary of this temper of mind must be
reckoned his love and his habits of order and method. The
letters received by him and kept were all arranged in packets,
and the substance of each was noted on the envelope, Even in
his extreme feebleness at Torquay no book was ever suffered to be
out of its place ; if no one was at hand, he would rise from his
chair with great exertion and replace it. I am permitted by Miss
Latham to quote some words of her most interesting letter to my-
self descriptive of his later condition :—

¢ Every winter after his retirement to Torquay he suffered more or less
from asthma, but after the first four winters, and as his bodily strength
diminished, the attacks became less severe. During summer, even up to
1874, he could drive. out, walk -a little in the garden, and sit under the
trees. It was a constant delight to him to look upon the bay with the
fishing-boats, the green fields with the sheep, the garden with the work
going on in it. He saw few beyond his own family and his immediate
friends, All that interested them interested him, and he watched the
progress of his friends and medical pupils with pleasure and pride. His
books were his chief companions, Wherever he was, in bed or in his
sitting-room, his Greek Testament, with Gresswell’s Harmony and Bengel’s
Commentary, were by his side, and were read and studied over and over
again. The Gospel of 8t John was the Gospel that he especially loved.
He knew many chapters by heart in Greek, and would repeat them to him-
self at night, or before he went tosleep. He did not speak much of holy
things, but from words he would let drop one could gather how far he
entered into their depth and truth. Arnold’s sermons, Keble’s, and with
others, latterly those of Baldwin Brown, he never tired of having read to
him. Any biography of the men he had known, or any account of the
times in which he or his father had lived, interested him. And he would
often turn to the classics, Shakespeare and Milton were his favourite
English poets. He had the articles of the 7'mes read to him daily, but
his singularly pure, unprejudiced, clear mind shrank from controversy. At
last his reading was almost entirely on sacred subjects, He shared all
the little pleasures of these about him, and was ready and anxious to help
in any good work.

¢ By nature extremely sensitive, his patience and resignation were very
beautiful to witness. In his most acute attacks of asthma no murmur
ever escaped him, only touching appeals for strength to bear what it
pleased God to lay upon him. He often expressed great thankfulness

for all the blessings vouchsafed him, frequently saying “ How happy
Iam.”



xxxvi Dr Peter Mere Latham.

‘His old age was very happy and peaceful, a waiting for the life to
come,

¢ During the last few years he became gradually weaker, and the attack
of asthma that came on after Christmas 1874 he never thoroughly shook
off. In April he rallied a little, but soon failed again, and became almost
helpless. When he was too weak to listen to reading for more than a few
minutes at a time, he was not happy without those few minutes’ reading
from the Bible and the favourite sermons. He talked to his children as
well as breathlessness would permit, never losing his interest in every
thing that concerned them. Every night and morning they gathered
round his bed, and he had read some collects from the ¢ Visitation of the
Sick,” with the “Gloria in excelsis.” At the end of the second collect he
always repeated aloud, with uplifted hands, the words ‘‘Life everlasting.”
All these last months was a struggle with weakness and difficulty of
breathing. He bore it all with quietness, patience, and courage. On the
20th of July he became rather suddenly faint, and in less than half an
hour passed gently away, no one being able to tell when he ceased to
breathe., He retained his consciousness to the very last, as he had always
prayed he might be permitted to do.’

If I were called upon to sum up his character in the fewest
words, I could use none more fitting than those with which he
(anonymously) has commemorated his beloved brother John. He
was an ‘example of that peculiarly English character, the unob-
trusive but accomplished and high-minded Christian gentleman.”

He had outlived nearly all his contemporaries. Two yet remain
who, next to the persons of his immediate family and beyond all
others, were those between whom and himself the ties of ancient
friendship and mutual affection were, I have reason to know, the
strongest, Sir John Coleridge is one of these. Both of us, indeed,
are now stranded—if of him I may presume to say so—upon the
fast-narrowing sands of time.

Ripe in years as he was, and ready in spirit for the solemn
change, his death must long be the subject of tender and sacred
regret among the nearest and dearest of his surviving family and
friends ; nor will his memory soon cease to be reverently cherished
throughout a much wider circle.

¢ Multis ille bonis flebilis occidit,
Nulli flebilior quam mihi/
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MISSED LABOTR,

WITH ILLUSTRATIVE CASES.

BY

ROBERT GREENHALGH, M.D.

The subject of Missed Labour is one about which little is known,
of which few have had any experience, which has been rarely de-
scribed, is involved in considerable obscurity, and is, notwithstand-
ing, one of great practical interest.

To Dr Oldham is due the credit of having, in the year 1847,
specially directed the attention of the profession to ¢ a rare case of
midwifery,” carefully recorded and ably commented upon, and to
which he applied the term ‘ Missed Labour.” In the year 1864
Dr MClintock published two valuable papers containing much
additional information on this subject, together with a case that
had occurred in his practice, and one is also recorded by Sir
J. Simpson. As this class of cases has been, and may be, con-
founded with certain cases of extra-uterine foetation, or rupture of
the uterus, with escape of the feetus into the abdominal cavity,
with protracted gestation, and with premature labour and expul-
sion of a decomposing ovum, it is of the greatest importance that
the term ¢ Missed Labour’ be accurately defined and appropriately
applied.
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Dr M‘Clintock (Dublin Quarterly Journal, vol. xxxvii,, New
Series, Feb. and May 1864, pp. 51 and 307), referring to Dr Old-
ham’s paper, says, ‘ This term has been applied to a class of cases of
uterine pregnancy, in which, through failure of the parturient action,
the foetus is retained for some indefinite period beyond the term
of normal gestation.” He adds, ¢ In every instance the foetus has
apparently been dead at the time when labour should have taken
place; and the waters of the ovum have generally been discharged
about this epoch, or previously. To such, and such cases alone,
should the term “ Missed Labour ” be restricted. Such, however,
has not been the case ; thus, under this heading have been grouped
Dr Menzies’ case of obstructed labour, due to a mechanical impedi-
ment in the cervix uteri, giving rise to powerless labour; Dr
Cheston’s second case, and Mr Morley’s case, both cases of extra-
uterine pregnancy ; Dr Ranson’s case of premature labour, with
the expulsion of a decomposing feetus ; whereas Dr Wynn Williams’
cases are probably instances of protracted gestation, certainly not of
“ Missed Labour.”” (Obstetrical Trans., vol. vi. p. 208). Although
more than one author has given references to other cases of so-called
Missed Labour, still so scanty are the details supplied, that I shall
omit all mention of them, as I do not consider the evidence suffi-
cient to warrant me in deducing any critical conclusions from them.
It is obviously of the greatest importance in an essay of this kind,
which has to deal with a subject about which little is known, and
aims at the elucidation of an obscure accident, that the data upon
which such deductions are based should be beyond all question.
I have, therefore, deemed it expedient to ground my observations
upon the following nine cases, brief abstracts of which are given
from the records of trustworthy authorities, and also upon one case
which has occurred in my own practice.

'Caske 1.

On the 8th of February 1867, Eliza Fish sought my advice as
an out-patient at St Bartholomew’s Hospital, on account of an
extremely fetid and copious brown discharge from the vagina,
with bearing down in the lower parts, and a constant aching pain
in the loins, which, she said ¢ compelled her to lie down the greater
part of her time’ Her countenance was somewhat anxious and
pale, with a faint flush; pulse 92, full, soft, and regular; skin
warm and moist; tongue clean ; appetite impaired ; sleeps fairly ;
is losing flesh,

Upon inquiry I learnt that she was 43 years of age, married
12 years, had had ten children at full period, the last, three years
ago ; good labours and recoveries. The discharge, which had been
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going on since last October, was much increased on exertion ; she
had never flooded. She stated that a few days ago she consulted
a medical man, who informed her that she was suffering from
cancer of the womb, and advised her to apply to the Hospital for
advice.

On examination, the abdomen was found somewhat distended,
the hypogastrimm, up to the umbilicus, and towards both iliac
regions, being occupied by a well-defined, round, dully tympanitic
swelling. The vagina capacious, slight trace of ruge, cool, and
very moist, was wholly occupied and much distended at its upper
extremity by a round, firm, globular body, immovable, and very
granular to the feel. At this stage of the examination, I and others
were so strongly impressed with the idea that the body felt was
a pessary, that she was closely catechised as to the existence of
previous displacement of the womb, and the introduction of any
mechanical supports; she, however, positively asserted that she
had never suffered from such an affection. By the speculum this
body was brown in colour, and in appearance closely resembled
an ordinary boxwood pessary. When seized with a pair of forceps,
it readily broke down, giving exit to a copious dirty-brown, offen-
sive discharge. It was not until the finger was passed into the
cavity of this body that it was discovered to be a fcetal head about

- the sixth month of development. The two halves of the frontal
and one parietal bone were at once removed, with a view to give
exit to the pent-up discharges. Readyimpulse was communicated
to the head by pressure upon the hypogastric swelling.

The patient was sent up to Martha Ward, placed in bed, and
ordered a liberal supplyof nutritious food, and stimuli ; quinine was
prescribed, and the vagina was directed to be well syringed out
three times a day with a solution of Condy’s fluid.

On the 10th of February the following additional particulars
were elicited.

She commenced to menstruate at 17—regularly about every
twenty-one days, lasting four days; scanty, without pain—Iast
period fourteen months ago, She says that she weaned her
youngest child when fourteen months old, after which she men-
struated regularly and healthily for ten months, the last period
being about the 9th of December 1866, shortly after which she
thinks she became pregnant. She went on ‘all right’ until she
was about four and a half months advanced, when her husband
came home intoxicated; a quarrel arose, and he gave her a blow
on the cheek, rendering her insensible for ten minutes. He struck

. her nowhere else, but she was very much frightened and agitated
from that time. From this period up to the 9th of last October
she went on as usual during her pregnancy, excepting, she says, she
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got no larger, and the swelling in the abdomen felt like a round
ball, and never moved, from which she imagined the child was dead.
On that date feeble labour pains set in, when she sent for a mid-
wife, who examined her, ¢ broke the waters,’” and said something
was wrong ; she told her the child was very high up, and then left
her for the night. During the following morning the midwife
returned, made a vaginal examination, and at once sent for Dr R,,
who examined her, said he felt the head, that all was right, but
that she would not be confined for a day or two. For the three
following days matters remained much in the same state, when she
was soized with great pain, which brought away a profuse and very
oftensive discharge, which continued to flow for the two or three
succecding days, when ‘the doctor called, pressed her belly, and made
her a good deal less” He then said she was not pregnant, but had
‘carricd a good decal of wind.” Shortly afterwards she became
delirious and quite insensible, in which condition she continued
for two days, when shie was removed to St Luke’s Asylum as a
lunatic. On her arrival the doctor of that institution said she was
dclirious from fever, and had her removed to the sick ward, where
she remained for sixteen weeks, leaving on the 27th of January
1868. She again applied to Dr R., who told her that she must
be suffering from a tumour, and gave her three bottles of physic.
She now went to Hackney for a week; on her return she was
advised to apply to the Hospital.

This poor woman’s statement is so extraordinary, that I have
been induced to give it almost Zpsissima verba from the notes of
my clinical clerk.

February 12.—Chloroform being administered, the patient was
placed on the operating table in the lithotomy position, by which
the upper part of the vagina was easily reached. On carefully
examining the hypogastric swelling, a peculiar grating or crepitant
sensation was communicated to the hand. At first I found con-
siderable difficulty in passing any instrument beneath the bones of
the skull, which were firmly imbedded in the vaginal walls and
cervical canal; at length, however, a free opening was made
which enabled me to pass my fingers freely into the uterus, from
which, and with the aid of a pair of forceps and Dr Sims’ curette,
I was enabled to extract bone after bone, together with some nodu-
lar fleshy growths about the margin of the os uteri; the opera-
tion was greatly facilitated by firm pressure over the uterus.
During the removal of the feetal bones, which were quite denuded
of their soft parts, a dark-brown offensive discharge, with more
or less dark blood, continued to exude from the vagina. There
was no trace of placenta or funis. The uterus being well syringed
out, the patient was removed to bed.
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February 14.—Has not had one unfavourable symptom; no
pain nor tenderness of the abdomen; can eat and sleep well;
skin cool and moist; pulse 88, soft. Some inodorous discharge
from the vagina, which is tender, and from which some small bones
were removed.

February 18.—Four small bones came away this morning.

February 19.—Two small bones passed. Some fragments of
bones and an ilium removed by forceps from the fundus uteri;
discharge slightly purulent, without feetor, and much diminished
in quantity. :

March 11.—The patient has progressed uninterruptedly well
up to this date, and wishes to leave the Hospital; discharge, nearly
healthy mucus. On examination, the vagina was found normal ;
the cervix uteri short, somewhat firm, and enlarged in circum-
ference ; lips everted ; posterior lip sacculated, freely admitting the
upper part of the index finger; margin of os fissured, and very
nodulated ; uterus movable, and considerably enlarged ; sound
passed five inches easily, and without pain, into an enlarged cavity,
in which, after very careful examination, no trace of feetal bones
could be detected.

It is worthy of remark, that there was no attempt at lacteal
secretion during her pregnancy, nor after the extraction of the
foetus.

March 13.—Left the Hospital without one unfavourable symp-
tom, having nearly regained her usual strength.

CASE I1.—Dr Oldham’s Case.

Mrs C. was seen by Dr Oldham on the 30th of June 1845. She
was 41 years of age, and had been married 22 years, When 20,
she had a living child at seven months, then two abortions, followed
by a living seven-months’ child, and afterwards by twenty abortions.
At 32 years of age she had another living seven-months’ child, and
then miscarried. Four years ago she went her full time, and gave
birth to a living child. On the 26th of June, about the full period
of her twenty-eighth pregnancy, she lost about a quart of blood ;
there was ‘no active pain;’ ¢ the os uteri was closed ;’ ¢ there was
no appearance of labour.” On the 30th of June, four days after-
wards, ¢ she complained of diffused tenderness over the abdomen,
which was increased by moving or shifting her position : still she
bore an abdominal examination without much shrinking. There
was no sickness, nor rigor, nor febrile disturbance. The abdomen
was evenly distended, and had the ordinary feel of the uterus at
the ninth month;’ the cervix high up and shortened; ‘the os
uteri readily admitted the finger ;’ ¢ milk could be freely expressed
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from the breasts” Dr Oldham now °fully anticipated that there
was an extra-uterine conception,” which idea was dispelled by a
further examination, and led to the inference that the fcetus was
dead. Remedies were prescribed to allay the abdominal ?a.in, &e.,
and it was determined * that labour should be waited for.

Two days afterwards ‘a feetid, coloured discharge came from the
vagina, with occasional puffs of gas,’ which continued up to the
12th of July, when the discharge became fvery dark and fetid.’
Her health was now greatly impaired. ¢The abdomen was not
so large, but harder, and the parts of the feetus could be dis-
tinguished. The os uteri was lower down and more yielding, ad-
mitting two fingers within it, and the head-bones of a decomposing
feetus could be felt ; there had been no uterine action.” Attempts
were now made ‘to excite uterine action by pressure on the cervix,
and to enlarge the orifice itself;’ ¢two fingers could be passed
into the os,’ but the cervix could not be dilated to any further
extent ; ‘its tissue seemed, when thus stretched, to be dead and
unyielding.’ Galvanism and other means were now used, ‘ but
the uterus remained perfectly passive) A great deal of decom-
posing matter was released from the womb by passing a small
hook through the os and breaking up the brain, and injecting a
stream of warm water within the cavity, which was frequently
repeated.” On the 17th of July *the placenta, with the umbilical
cord in a loose and putrid state,” was removed by the fingers.

From time to time portions of the soft parts and bones of the
feetus were taken away with more or less difficulty, owing to the
unyielding state of the os. ‘The abdomen daily diminished in
size, the discharge lost its feetor and became puriform.” In the
meantime, her powers were kept up by ammonia, bark, opium,
and good diet. ‘Towards the end of September she was much
emaciated, and very feeble;’ the abdomen was tender, and she com-
plained of severe pain in passing water, which led to the convic-
tion that the uterine wall had ulcerated through, and ¢the bladder
was being implicated. BShe now began to sink rapidly, there was
frequent vomiting, and she died on the 26th of September, three
months from the time when labour should have come on.’

A post-mortem examination revealed °some delicate flakes of
recently-formed lymph, with a sparing quantity of serum,” in the
abdominal cavity., ‘On dividing the central line of the abdomen be-
low the umbilicus, a cyst was opened which contained a number of
bones closely set together, with a quantity of thick, dark-coloured
putrilage.’ ¢ The cyst, which accurately covered the mass of bones,
was formed in front by the lower parts of the abdominal walls
and the bladder” ‘The back part of the cyst was formed by
the posterior wall of the cavity of the uterus.” *‘The whole of the
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anterior wall of the uterus was absent, leaving only the front lip
of the cervix to complete the os uteri; and thus the mouth of the
womb formed the outlet of the sac which contained the bones.
‘The bladder was so thinned in one part as to be quite translucent,
and all but perforated.” .

CASE III.—Dr M‘Clintock’s Case.

This patient consulted Dr M‘Clintock, in the early part of the
summer of 1863, for a ¢ constant discharge from the vagina, very
profuse in quantity, and most horribly offensive in its odour,’
which had been going on for nearly fifteen months, ¢but was
unattended by any heemorrhage or any considerable pain, but with
great impairment of her general health’ She was 45 years of
age, and had had many children. She stated that she had had
‘the best provincial and metropolitan medical advice, and ¢had
undergone a prolonged course of treatment, topical and general,
but without the least benefit.’

On examination, a globular tumour, about the size of a four-
month¢’ gravid uterus, was detected in the hypogastrium. ‘On
proceeding to touch the os uteri, a gush of thin, sanious matter,
most abominably fetid, escaped from the vagina, causing me at
once to suspect that she had cancer of the womb ; which surmise
seemed to be confirmed by the indurated and thickened state of
the os uteri. Had no further investigation been made,” says the
Doctor, ‘I would have pronounced the case to be one of malignant
uterine disease.’” A sound was now passed into the uterus, and
“came in contact with some hard substance” The finger was
then introduced through the os uteri, ¢ within the uterine cavity,
where it encountered several bony projections and surfaces.” ¢ Very
careful inquiries about the patient’s previous history, and especially
as to the circumstances of her last labour,” were made, whereupon
the following facts were elicited :—¢ That she had given birth to
twelve living children, then a dead child at full term, soon after
which she conceived for the fourteenth and last time, when she
¢ proceeded naturally till about the seventh month, when it is pro-
bable the foetus died. She went on, however, to the end of the
ninth month, when pains like those of labour set in, and there

‘ was some discharge of blood and water.” ‘These symptoms soon
passed away, and pregnancy went on without any unusual circum-
stance for five weeks longer.’

¢ She was then seized with severe pains, that she described as
labour pains, which continued. for two days without any cessation,
accompanied with hemorrhage. About this period a feetal rib
- was removed from the vagina, and ¢ some other bones came away,
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all of which, she affirmed, were entirely denuded of flesh. From
this epoch to Dr M‘Clintock’s ‘first interview with her, a period of
sixty-two weeks had elapsed, and during the greater part of this
time the offensive discharge from the vagina was going on, and some
few fragments of bone had come away ; but there was no hsemor-
rhage, and she was not aware of the placenta having been expelled.”

She was taken into the Hospital with thefview to ‘ the removal
of the dcbris of the feetus from the interior of the womb.” Con-
siderable ditficulties arose from ‘the small and rigid state of the
os uteri, from the severe pain caused by any manipulation, and
from the want of a safe and proper instrument wherewith to seize
the fragments of bone. ‘A large conical tent’ was now intro-
duced. Upon its removal under chloroform, a solution of chloride
of soda was injected into the uterus, ‘so as to wash away all dis-
charce” Between the 1st of May and the 9th of June she under-
went seven operations, after which ‘a slicht inflammatory attack
took place” On the 18th and 25th of June, and 2d of July, por-
tions of bone, in all ¢ over sixty,’ were removed by means of long
curved forceps.’

After the last operation symptoms resembling those of acute
pycemia set in, and she sunk on the 7th of July. ‘No post-mortem
examination was obtained.

CasE IV.—Dr Cheston’s Case.

Mrs Cowles became pregnant for the fourth time ¢ in the third
year after the birth of her last child,” passed through a normal
pregnancy, ¢ during which the motions of the child were lively ; she
had milk in her breasts” She was taken in labour in December
1738 ; ‘the paius were lingering, and went on for three days, but
without any advance towards delivery.” A skilled practitioner, Mr
Rogers, was called in, who declared that the child offered for the
birth, but that he could not deliver it without instruments, as the
pains were not sufticient to bring the child into the world.” The
patient refused the prottered aid, and ‘firmly declared that if she
could not be delivered without instruments, she and the child
should die together. For some days the pains seemed to return
at intervals, but gradually abated, so that by the end of the week
all prospect of delivery was over.” *She continued in a very weak,
distressed state for full three months afterwards, when she gradually
recovered her strength, and from that time had found but little
diminution in her size.” Up to the time of her death, in her 80th
year, from, ‘ quick-spreading mortification”’ of the foot, following
*a slicht paralytic stroke,” ‘she had not felt any material cause for
complaint.’
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Dr Cheston remarks, ¢ that the usual action of the uterus, and
the powers necessary for parturition, were, in the opinion of Mr
Rogers, by some means or other so diminished, that nature alone
could not accomplish the birth.’

Post-mortem.—A ‘ bony cyst’ was discovered in the abdomen,
in which all the parts of the feetus were most forcibly compressed,
and to which it was firmly attached. After a careful dissection,
Dr Cheston remarks, ‘We can have no reason to doubt that
the whole of the substance leading from the vagina to the bony
tumour was the uterus originally containing the child, and drawn
into this elongated shape by the gradual advance and protrusion
of the child through its yielding fundus, till it was received and
retained by an extension of the peritoneum, forming a kind of
hernial sac.’

¢ The feetus was very firm and compact, as if condensed by great
pressure ; hence it seemed completely deprived of its fluids.’

In this case the membranes probably did not rupture, to which
may be attributed the absence of putrefaction. There were no
remains of the membranes, placenta, nor funis.

CasE V.—Sir James Simpson’s Case.

This patient was seen by the Professor on the 8th of May 1865.
She was 25, had had two labours, the first natural—the second
complicated with placenta pravia. She had expected to be con-
fined about the end of January, ¢ the last menstruation having taken
place nine months previous to that period.” ¢The anticipated con-
finement, however, did not take place’ On the 13th of April ‘a
fleshy and putrid substance’ was discharged, without pain, from
the vagina, which was ‘believed to be placenta, with something
like an umbilical cord.” The expulsion of this mass was preceded
for eight or ten days by a bloody and watery discharge.” On
the 8th of May a feetal tarsal bone was brought away from the
vagina, after which a sound was passed ‘several inches into the
uterus, its top coming in contact with bony matter, and fixing the
diagnosis.’ ¢ The os uteri was almost quite closed : an intolerably
offensive grumous discharge was coming away from the vagina,
and the pulse was very rapid and weak' Ergot and sponge
tents were recommended, but sickness and vomiting supervened
in a day or two, and the patient sunk on the 14th of May, the feetus
having been retained in utero more than twelve months. Itis
worthy of remark that this patient did ‘not experience pain
throughout the course of her illness.’

The post-mortem revealed firm adhesions between the uterus
and intestines; ‘An opening rather larger than a half-crown-
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piece connected the transverse colon with the uterine cavity,” the
walls of which were ‘as thin as parchment, and ‘in a state of fatty
degeneration.’

“The feetus was found lying with its nates downwards, and its
head doubled in on the chest and abdomen,” and so squeezed that
one part could scarcely be distinguished from another : it resembled
‘adipocere, and had a highly offensive odour.’

CasE VI—Dr L. M. Weems' Case (Virginia).

Payne, a mulatto about 25 years of age, mother of three or
four children, labours represented ¢ as having been severe,” ‘in the
spring of 1827, having completed the ninth month of her preg-
nancy, was taken with severe labour pains, which, after continuing
two or three days, left her, undelivered” Dr Thornton, who saw
her at this time, ‘concluded her pregnancy was extra-uterine.
¢ From this time she continued regularly, about every four weeks,
to experience a return of the pains, which would generally last for
two days, and then leave her, as before. In June 1828 she was
very much emaciated. For several months she had experienced
an offensive discharge from the vagina, and had been more harassed
by the pains.’

‘Between twelve and fifteen months had now elapsed since
the commencement of labour, and of course between twenty-one
and twenty-four months since conception” Her patience being
‘entirely gone,’” the Czesarean section was performed ¢ by an em-
piric, when the uterus was found to contain the remains of a
feetus in a half-dissolved state, many of its bones being detached
and bare ; a large proportion of the soft parts had been dissolved
by putrefaction, and had been discharged by the vagina. On re-
moving the remains of the feetus, the internal surface of the
uterus for several inches around the os uteri was found lined by
-a crust of osseous matter, which formed a smooth and perfectly
-continuous surface, except at the os uteri, where there was an
opening sufficiently large to admit the finger. The crust was
about half a line thick, possessed considerable strength, and adhered
firmly to the uterus, from which it was removed in small flakes,
with some difficulty”  Notwithstanding, the uterus, after the
operation, ‘showed no disposition to contract; ‘not more than
-one or two ounces of blood were lost, none of which was from the
uterus.’” ‘Two or three stitches were used to close the incision
in the uterus’ ¢She continued to improve until about the
middle of the second week, when she violated the rules of diet,’
peritonitis and metritis ensued, of which she died in forty-eight
hours, ¢The body was not examined ; nor would,” continues Dr
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Weems, ‘the examination have been interesting, as it had been
fully ascertained during the operation that the osseous incrustation
was the only obstacle to delivery. That it was a sufficient obstacle
cannot be doubted.’

Casg VII.—Dr Montgomery's Case.

On the 12th of February 1830, Dr Montgomery visited Mrs C.,
pregnant for the fourth time. ¢Up to the seventh month matters
went on favourably,” when it is probable the feetus died ; ¢she, how-
ever, continued to increase in size up to the end of the ninth
mox:l‘tl’l, when she was supposed to be in labour of a full-grown
chil

Dr Montgomery was informed that the membranes, which
had protruded without pain, had been ruptured a week ago,
giving ‘issue to a large quantity of dark and fetid fluid, but no
labour action succeeded, nor could any presentation be felt.” The
ergot was given, but ¢ no uterine action ensued.” She now suffered
from severe fever, tympanites, and abdominal pains, and had a
< horribly offensive’ discharge from the vagina. After a careful
abdominal and vaginal examination, Dr M. ‘expressed an opinion
that there was no child then in the uterus.’ The elastic tube of
a stomach-pump was now introduced into the uterus, which showed
its cavity to be ‘greatly distended,’ and gave exit to ¢foul fluid
and great quantities of an abominably fetid gas,” the expulsion of
which was greatly aided by firm pressure over the abdomen, which
¢ subsided very much.” Low down at the left side of the abdomen
was felt ‘a hard, uneven lump,” which was ¢afterwards ascer-
tained to be a heap of feetal bones in the uterus, which continued
to be expelled, from time to time, during the remainder of the
lady’s life, which lasted only about two years and a half. The pla-
centa and cord came away a few days after the Doctor’s first visit.

Casg VIIL—Dr Burden’s Case, quoted from Dr M‘Clintock.

- ¢The history she gave of herself was, that at the proper time
strong labour came on ; but when her medical attendant saw her,
the pains had become weaker. He gave her laudanum—how
much she could not say—whereupon the pains soon ceased, and
never recurred, Some weeks afterwards she was sent into the
Hospital, and died there; and on laying open the uterus, a child
was found in a dissolved, putrid state” Dr M‘Clintock remarks,
‘In the above case parturition was diverted, if I may so speak,
by the improper use of opium, and never seems to have been
renewed.’ '
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Case IX.—Dr Carson’s (Sen.) Case, quoted from Dr M‘Clintock.

In the year 1836 Mrs Byrne came to the Anglesea Lying-in
Hospital, Dublin, ¢in the first stage of labour with her first child,
at the completion of the ninth month of utero-gestation,” when
her husband managed to make his way to her bedside in a state
of intoxication, ‘beat her very severely,” and ‘alarmed her very
much.” She complained of being injured in the abdominal region,
her pains ceased, and the infant no longer exhibited any indica-
tions of life, She went home in a few days, returning again to
the hospital in two months, ¢in strong labour.” ¢The presenta-
tion was natural, and the dilatation of the os uteri went on
most satisfactorily ; but the head never made the slightest pro-
gress through the outlet of the pelvis, although the expulsive
pains were most powerful. The smell of the air which escaped
from the vagina was the most oppressive thing I ever felt” For
a time the case was left to the ‘natural efforts;’ but at the ter-
mination of the fifty-third hour from the commencement of labour
she was delivered with the forceps of a dead female child, in a
‘peculiar state of decomposition.” The size of the child’s body,
increased to ‘an enormous extent,’ was ‘blown up with air,” and
‘was as firm as & drum. This patient died in less than two
hours after delivery, apparently from exhaustion, on the 4th of
July 1836.

Case X.—Dr Halley's Case.-

E. H, aged 35, married six years, miscarried three months
after marriage, followed by heemorrhage for four or five months.
‘In November 1860, again became pregnant, and suffered from
constant discharge for six weeks; quickened in March 1861, and
was delivered of a dead child in July” Again ‘became pregnant
in May 1862, quickened in August, and, over-fatiguing herself, a
discharge occurred, which continued for about a month, when the
membranes gave way, and fleshy masses and offensive discharges
came away daily for two months more, bones occasionally passing.”
From this time up to 1866 the discharges were occasionally
offensive, and sometimes portions of bones were passed,’ this at
last ceasing for several months, when a rib, with much offensive
discharge, came away. ‘She had had slight shivering on one or
two occasions before passing the bones, but otherwise her health
had been good. On digital examination, the uterus was found
large, anteverted, with shortened neck, the os slightly open, the
wh%le giving the idea that there was some abnormal substance
within.
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On 10th May 1866, the os was dilated by laminaria and
sponge tents, when ‘a pair of;long dressing forceps were intro-
duced, and fifty-nine pieces of bone were removed, the accom-
panying discharge being very offensive.” On the following day
twenty-seven additional pieces were removed, and one came away
.subsequently, making a total of eighty-seven. Each of the three
manipulations took from two to three hours, during which she
was kept under chloroform. Since the operation she had gone
on perfectly well in every particular, the discharge had ceased,
and menstruation was regular.’

It will be seen by the following abstracts (see Table, p. 14)
that the ages of six only were recorded ; thus, two were 25, one
35, one 41, one 43, and one 45, a number too limited to justify
any deductions on the score of age.
¢z In eight, the number of previous pregnancies is stated; thus,
two had been pregnant twice ; two, three tines ; one, three or four
times ; one, ten times ; one, thirteen times ; and one, no less than
twenty-seven times, It is obvious that no inferences can be
drawn from these data, inasmuch as five had been pregnant be-
tween two and four times, whereas three had been pregnant over
ten times. An important fact is here omitted in these records—
viz., the interval between each pregnancy.

The date of the last labour is noted in only four cases; thus,
in one it was ten months; in two, three ; and in one, four years
previous to this accident. In eight cases symptoms of the ap-
proach or accession of labour manifested themselves at the full

eriod.
P As regards the character of the pains, two are noted as
‘strong’ (in onme case arrested by an overdose of laudanum);
two, ‘severe ;’ one, ‘lingering ;’ one, ‘feeble ;’ whereas in three
there was ‘no pain, and in one ‘no active pain’ Thus it is
obvious that in the majority of the cases certain, though ineffectual,
efforts were made by the uterus to expel its contents.

The duration of the pains is mentioned in only four cases;
thus, in two they lasted three days ; in one, between two and three
days; and in one, two days—in the two latter the pains are
stated to have been ‘severe’ Little or no inference can be
drawn from these statements as to the character and duration
of the pains, against the fact that the uterine throes were wholly
insufficient to effect the delivery.

The condition of the os uteri has been specified in seven cases;
thus, in three, it was ‘dilated ;’ in one, ‘ almost quite closed ;’
in one, ‘slightly open;’ in one, ‘closed;’ in one, ‘indurated.’
Here let me guard against a possible source of error: these con-
ditions do not refer, except in one instance, to the state of the soft
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parts at the completion of the full term, but to the condition of
parts when the cases came under the recorder’s notice.

The membranes were ruptured artificially in two cases: in one
‘the membranes gave way;’ in the remaining seven, no mention
is made as to whether they were, and when, ruptured. It is more
than probable, judging from the state of the feetus and the
attendant symptoms, that the liquor amnii was discharged in
all but one case. 4

The prominent symptoms are noted in nine cases ; thus, in one,
‘health good ;’ in two, the ¢ health was greatly impaired ;’ six had
‘pain ;’ one, ¢ tenderness of the abdomen ;’ one, ¢ fever, tympanites,
and abdominal pain;’ one was in ‘a weak and distressed state ;’
one, ‘ very weak, had sickness and vomiting;’ one, ‘much ema-
ciated ;’ eight, ‘offensive discharges;’ two, ‘offensive air and
puffs of gas;’ two, ‘hsemorrhage ;° two, expulsion of ¢blood
and water ;° one, ¢ expulsion of fleshy and putrid substance;” and
two, ¢ a secretion of milk’ Thus it appears that impairmens
of the general health, more or less local pain, with discharges of
offensive fluids and air from the vagina, were among the most.
frequent symptoms of this accident.

The diagnosis is said to have been difficult in five cases ; thus,.
two were supposed to be cases of ‘extra-uterine foetation ;’ one,
‘cancer ;’ and ome, ‘malignant disease of the womb ;’ whereas
in the fifth it was affirmed by the distinguished Montgomery that.
there was “ no child in the uterus’ ,

The period of gestation at which the foetus is supposed to have
perished is noted in four cases : in two it occurred at the seventh
month ; in one at four and a half months ; and in one at the ninth
month—in the two latter probably due to violence and fright.

Means were adopted to excite the expulsion and removal of the
contents of the uterus in eight cases: in one, removal of the
bones by small forceps and curette; in ome, galvanism, ergot,
and hook ; in one, sponge tent and small forceps ; in one, laminaria
and sponge tents, and long dressing forceps; in one, ergot and
sponge tents ; in one, Casarean section ; in one, ergot and pres-
sure ; in one, the midwifery forceps.

The date of the retention of the foetus beyond the full period
of utero-gestation is specified in all the ten cases: in one it was.
retained two months ; in one, some weeks ; in one, three months ;
in one, between five and six months ; in one, twelve months ; in one,.
sixteen months ; in one, from twenty-one to twenty-four months ;
in one, two and a half years ; in one, four years ; and in one, fifty-
two years.

Reference is made to the placenta in six cases: in three it.
was expelled, and in three it was not known to have come away.
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The occurrence of hemorrhage is alluded to in four cases: in
two it occurred ; in two there was no loss.

The result to the mothers is specified in all the cases: seven
died ; two recovered after the removal of the feetal bones; one
lived fifty-two years with the feetus in utero.

The condition of the uterus was noted in four cases: in one
it was converted into a ‘ bony ’ (calcareous) ¢ cyst ;’ in two, ulcera-
tion of its walls had taken place, in one of which they were
“as thin as parchment,’ and in a state of ‘fatty degeneration;’
in two, it was uncontracted, one of which contained *osseous’
(calcareous) *crusts.’

The state of the feetus is recorded in all the ten cases: in one,
‘portions of bones;’ in three, ‘bones denuded,” ‘heap of feetal
bones;’ in two, ‘bones and decomposing soft parts,’ and ¢ bare
bones and half-dissolved soft parts;’ in one, the ‘feetus appeared
deprived of its fluids;’ one, ‘like adipocere, very offensive ;’ in
one, ‘dissolved putrid state;’ and in one, ‘body blown out with
air, and decomposed.’

The sound was used in two cases, and served ‘to fix the
diagnosis.’

REMARKS OF VARIOUS AUTHORS UPON THESE CASES.

Remarks by Oldham on his Case.

He speaks of it as a ¢ great rarity,’ ‘an instance where a female
carries a child in the womb to the full period of gestation, but
the process of labour is literally missed, and lactation follows on
the completion of gestation. The womb then remains passive, and
incapable of being excited to act. It holds the feetus as an extra-
uterine cyst does, shrinking, however, gradually with the lessening
of its contents. The anterior wall of the womb then ulcerates, and
portions of the feetal bones, having escaped into the peritoneal
cavity, seek an egress through the nearest hollow organ—the bladder
—and the patient sinks before the processis accomplished, Dr O.
alludes to an observation of Dr Simpson, who saw this patient,
‘ that he believed the same thing happened in the lower animals,
and that from labour not supervening, or being completed, feetuses
were retained within the womb.” Dr O. remarks, ‘I have not
been fortunate enough to find any example of this accident in the
sheep or cow, although I have examined a very large number of
the uteri of these animals, especially the former” He then draws
attention to the ‘resemblance between the case I’ (Dr O.) ‘have
related, and a variety of extra-uterine feetation” He remarks,
‘ My first impression, on hearing what had occurred in this case,
was that it was one of extra-uterine conception, especially in the
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“ imperfect labour,” followed by the distension of the mammz.” All
doubts, however, were cleared up by an abdominal and vaginal
-examination.

He directs attention to the thickness of the structures interven-
ing between the examining hand and the feetus, and the ¢ yielding,
impressible feel, as of the gravid womb normally developed.” All
doubt was finally removed by feeling the feetal head, covered by its
membranes, through the os uteri.

Dr O. remarks, ¢ There is a question connected with this case
which is very difficult to answer. What was the primary lesion
which thus paralysed the womb and destroyed the forces of parturi-
tion? There is nothing in the history of the case, or in the appear-
ance after death, satisfactorily to account for it.’

After enumerating from Burdach the numerous causes which
impede labour—as feebleness of the general system and uterus;
mechanical obstacles, due to abnormal presentation of the embryo,
or absolute or relative narrowness of the genital passages, and
principally where the child has escaped into the peritoneal cavity
through a rent in the uterine walls, or in cases of extra-uterine
feetation—Dr O. remarks, ¢ Of these different causes, perhaps the
most probable, in this case, was some rupture of the anterior wall
of the uterus on the first access of pain, which was 1mmed1ately
followed by heemorrhage, and subsequently by an entire loss of
contractile power.” ¢ There cannot, however,’ he said, ¢ be any
proof of this; and the trifling symptoms, both local and general,
which ’followed, are hardly in keeping with so grave and serious a_
lesion.

As regards the treatment, Dr O. says, ¢ It was of the expectant
kind, and varied with the change of circumstances. 'We hoped for
some time, notwithstanding the active state of the mammz, that
the uterus would expel the feetus” ¢ When, however, the foetus de-
composed, and there was no appearance of labour pain, every effort
was used to excite uterine action.” Every means to excite the
uterus to action, every attempt to dilate the os uteri, and manual
endeavours to extract the feetus, proved fruitless; in short,  the
uterus would give way sooner than dilate.’

‘Two methods for emptying the womb now presented them-
selves—either to openthe os freely by incision, or gradually to with-
draw the bones through the os. By the time the volume of the
womb was much diminished, and the structure of the cervix had
become harder and more rigid, and the os itself had contracted,’
‘ portions of the foetus were removed bit by bit through the os,’
with more or less difficulty, ¢ care being taken to guard the cervix
against laceration,” but the patient sank ere the entire foetus could
be removed.

VOL. XI. B
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Remarks by Dr M ‘Clintock on his own Case and other Cases.

Dr M. adopts Dr Oldham’s definition of ¢ Missed Labour,” which
he defines in the following words:—* A class of cases of uterine
pregnancy, in which, through failure of parturient action, the feetus
is retained for some indefinite period beyond the term of normal
gestation.” ‘In everyinstance the feetus has apparently been dead
at the time when labour should have taken place, and the waters of
the ovum have generally been discharged about this epoch, or pre-
viously.” Dr M. remarks, ¢ Cases of missed labour are among the
very rarest in obstetric practice,” some of the cases supposed
to have been such seeming on close scrutiny to have more resem-
blance to extra-uterine foetation. He then details his interesting
case, the diagnosis of which appears to have puzzled the best
provincial and metropolitan medical men, and even Dr M. him-
self was, at one stage of the inquiry, impressed with the belief
‘that she had cancer of the womb.” All doubts were, however,
dispelled by the introduction of the sound, and the subsequent
removal by the finger of an ungual phalanx from the uterus.
¢ This discovery was very unexpected” The true nature of the
case being revealed, Dr M. remarks, ¢ The removal of the débris
of the feetus from the interior of the womb seemed clearly the
course to be pursued, although likely to be attended with much
difficulty and risk’ She died of symptoms resembling acute
pyemia.

Dr M. expressed a regret that no post-mortem was per-
mitted, ‘as it would most probably have thrown light on many
questions of great interest, which must now remain undecided.’
After giving a brief recapitulation of the facts of his case, and
alluding to the cases of Drs Montgomery and Oldham, already
detailed, Dr M. observes, ‘The first question which naturally
suggests itself, in regard to cases of the kind we are consider-
ing, has reference to the cause of the pretermission of labour.
How comes it that the crowning act in the great function of repro-
duction is omitted, thus destroying the effects of all the wonderful
series of antecedent processes and developments ?° Most assuredly
it cannot be attributed to organic disease of the genital passages,
for, with one exception (Dr Menzies’ case), there was no evidence
of the existence of such in any of the cases ; and on the other hand,
the number of recorded instances are very great in which a uterus
affected with organic disease has become gravid, Alluding to Dr
Menzies' case, Dr M. remarks, ‘ There was an obvious mechanical
cause for parturition not taking place—viz., the morbid induration
and insuperable rigidity of the uterine orifice. Strictly speaking,
then, it can hardly be regarded as an example of missed labour ;
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it was rather one of difficult labour, never getting beyond the
first stage’ He is of opinion ‘that in the great majority of
instances of missed labour, no adequate caunse can be shown why
parturition did not take place;’ and goes on to say, ¢ It remains,
then, for future observers to discover the etiology of this remark-
able lesion” He adds, ¢ Not less remarkable is it that the foetus
and secundines should be retained after setting up of putrefaction,
without destroying the patient, remarking, ‘in some instances
very serious symptoms did arise’ He alludes to the long deten-
tion of a dead feetus in utero without ill effects, especially drawing
attention to the fact that in all these cases the membranes of the
ovum are unbroken, and consequently, the entrance of atmospheric
air is impossible ; so that although decomposition of the feetus
be going forward, still it is not of a putrefactive kind. ¢ And here I
must draw attention to the very curious and interesting fact that
in some cases of missed labour the feetus was retained for a period
of many months or years without undergoing any decided de-
composition,’ instancing in proof Drs Cheston’s, Caldwell’s, and
Menzies’ cases. He then alludes to the similarity of such cases
in their progress, especially drawing attention to the ¢ very severe
constitutional disturbance with some symptoms of abdominal
inflammation which have occasionally supervened immediately
upon the disappearance of the attempts at labour,’ as exemplified
in the cases of Drs Montgomery, Oldham, and Menzies. He then
directs attention to the reduction of the size of the uterine tumour
- after the normal period of parturition has passed, which is espe-
cially rapid in cases where the membranes have been ruptured,
and putrefaction of its contents has taken place ; slower where the
absorption of the liquor amnmii is going on to the subsequent
compression of the fottus; to the early escape of fetid fluids
and gas after rupture of the membranes, which may last for
months or years, during which inflammation may arise, leading
to great constitutional disturbance, and ‘septic contamination of
the system.” The escape of fragments of bones, the inefficient
expulsive power of the uterus, ‘not to be reckoned on.’ He,
however, narrates an exceptional case. He says it may be asked,
‘What becomes of the osseous remains of the feetus which have
been sepulchred in the womb 2’ They may ¢ become conglomerated
together and encysted ; the uterus tolerates this tumour, and all fur-
ther symptoms of its presence cease. In some instances where this
state of things had continued for a great length of time, the cyst
has seemed to possess an osseous structure, but whether true bone
or not, I cannot say, as in Drs Caldwell’s and Cheston’s cases.
After referring to Nebelius’ case, in which the feetus was reduced
to a skeleton in the uterus, ‘so that the crackling of the bones
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was heard as often as ever the woman bent her body backwards
and forwards,’ and to Buldach’s case,  where the feetal remains
were carried in the womb forty years,’ clearly proving the tolerance
of the uterus in certain cases ; he, on the other hand, draws atten-
tion to the fact that the uterus ‘ may endeavour to get rid of them
by ulceration, and thus the life of the patient may be compro-
mised,” instancing Dr Oldham’s case as a good example. He
then refers to Vondorfer’s case, which terminated fatally through
¢purulent infection of the system, after the lapse of eleven years’
from the setting in of labour. He then observes, ‘ The lengthened
period the women have lived in most of the published cases of
missed labour is truly surprising.” At the same time he expresses
a conviction, ‘that but for this circumstance many of these cases
would never have been put on record; so that we cannot take
them as examples of the ordinary course of events in serotine
gestation” Then he gives the following list. ‘We find that,
dating from the time when labour should have occurred, Dr
Oldham’s patient lived three months; M’s, sixteen months;
Cheston’s, fifty-two years; Simpson’s, about twelve months;
Weems’, from twenty-one to twenty-four months; Mont-
gomery’s, two and a half years; Carson’s (sen.),'two months.’
As regards treatment, Dr M. says, ‘I have no hesitation in
laying it down as a general precept, subject, of course, to limita-
tion, that this mass of feetal corruption should, when practicable,
be exhumed from its living sepulchre. The soomer the attempt
is made, the better chance there will be of succeeding; as with
the lapse of time the uterus contracts, and the bones get more
massed and conglomerated together, or they may become embedded
in the substance of the organ’ He insists upon the observance of
this principle, in spite of the ill success in his own and Dr Oldham’s
cases, remarking ‘that these cases do not materially affect the
principle laid down. They only show the difficulty and danger
in its application.” He recommends that the os uteri should be
open enough to admit two fingers, and that, if necessary, sponge
or sea-tangle tents should be used, and that it is ‘ better to be
satisfied with bringing away a little at a time, even though this
should entail many operations, than to use persevering and bolder
attempts, in the hope of accomplishing our purpose by a fewer
number of operations.’ After expressing a regret that he had
not more rigidly followed out that principle in his own case, he
briefly alludes to a case recorded by Dan Shulz, by which ‘it
appears that at the end of ten years from phe time when labour
was missed, the patient underwent a series of operations, by
which no less than 120 pieces of bone were removed from the
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uterine cavity, and with the most successful result’ Dr. M. con-
cludes his able essay by stating, that he ¢ would feel inclined to
abstain from any attempts at removing the feetal remains from
the interior of the uterus’if symptoms of acute hysteritis or
peritonitis were present, ¢ if there be reason to suppose that any
ulcerative process had been set up in the uterine parietes, and
lastly, <if the case has been of long standing, and the absence
of symptoms justify our belief that the uterus has become recon-
ciled to the presence of the mass.’

In Dr M.s second communication he records a case by Dr
Burden, in which an improper use of opium appears to have
‘balked or thwarted’ the uterus ‘in its normal attempt at par-
turition,” which ‘never seems to have been renewed. He re-
marks, ‘It has been supposed by some writers that missed labour
is of comparatively common occurrence among cows, sheep, and
other domestic animals; such, however, is not strictly true’” He
then mentions two cases occurring in sheep, communicated to him
by Dr Patton, and other two cases in cows, by Mr King, from
the ‘Veterinarian’ for 1834. Then he details the case of Dr Carson,
sen., upon which he remarks, ‘As parturition did eventually
take place, perhaps it might with more propriety be regarded as
an example of prolonged or serotine gestation, than one of missed
labour,” He observes, ‘ When the embryo perishes in utero, at
however early a period of gestation, there is a physiological neces-
sity for its expulsion ; and, practically, we know that such almost
invariably takes place at some subsequent period, varying from a
few days to several weeks. On very rare occasions the uterus
altogether fails to take on or complete this parturient action, and
hence the foetal remains are retained in utero for an indefinite
time, and ultimately come away, perhaps in broken, decomposed
fragments’ To all such cases Dr M. would apply the term
‘Missed Labour.” The word ¢labour’ being here synonymous with
parturition, ‘these cases,” he remarks, are by ‘no means so rare
as the instances of “mature labour” being missed, deeming the
term “missed abortion ” appropriate, as it might be applied to all
cases of pregnancy going on to a natural termination.” Dr M.
then relates some interesting cases, with remarks upon them, of
early death and retention of the ovum. He urges the importance
of clearing away all suspicions of malignant disease, by attending
to the previous symptoms, their order of occurrence, and the dates
of their appearance, &c. The offensive discharge after the opening
and bursting of the sac of the ovum, the augmented bulk of the
uterus, its position, the escape of any bones, the use of the sound.
He adds ‘It is very remarkable, however, that heemorrhage does
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not seem to be the usual attendant under these circumstances,
which is contrary to what we might @ priori have expected” In
conclusion, he remarks, ¢ In regard to treatment or measures, that
they should consist mainly of palliatives—viz., rest, and hip-baths,
to subdue uterine irritation ; vaginal injections, to secure cleanli-
ness and prevent excoriation; occasional digital examination, so
as to detect any fragments of bone that might be presenting at
the os, and to assist in removing them ;’ dilatation of the neck,
to explore and extract pieces of bone if of no great difficulty.
Having placed before my readers this resumé of cases, and the
comments upon them, Iam now in a position to offer some general
remarks upon this important and interesting accident. And first
as to its frequency. Sir James Simpson is probably correct when
he states that missed labour is one of the rarest of all the forms of
marred parturition in the human female, for not more than per-
haps a dozen are to be found in all the records of obstetric
medicine” I could have added some four cases to those I have
recorded, and swelled my numbers ; but so meagre are the details
given, that they would have been utterly useless in the present
. critical inquiry. I may, however, express my conviction that it
is probable that this accident will be found to be more frequent
than is imagined, when our knowledge of these cases becomes
more clear and precise. The diagnosis in most of the cases
appears to have been attended with more or less difficulty, not-
withstanding some of them were attended by the most distin-
guished practitioners; thus, Dr Montgomery affirmed in his case
“that there was no child in the uterus;’ Drs Oldham and Weems
considered that their patients were the subjects of extra-uterine
conceptions, and Dr M‘Clintock that his case was one of malignant
uterine disease, The case that came under my notice was con-
sidered to be one of cancer of the uterus; and when she applied to
me, I was at first persuaded that she had a boxwood pessary in
the vagina ; in fact, the true nature of the case was not revealed
until the extraction of a cranial bone. It is satisfactory, however,
to know that a correct diagnosis was arrived at in each case, after
a careful and searching inquiry into the previous history and
symptoms. It is manifest, therefore, that considerable difficulty
has arisen, and may arise, in the diagnosis of these cases, which I
am disposed to think is mainly owing to the great rarity of the
affection, so that we are not sufficiently mindful of its possible
occurrence, The existence of a hypogastric tumour, the evidence
of enlargement of the uterus, obtained by vaginal examination,
the previous history pointing to pregnancy, and the probable
occurrence of attempts at labour, would lead us to suspect the
true nature of the case, The discharge of offensive materials, and
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especially in the absence of the signs of malignant disease, would
still further arouse our suspicions, while the extrusion of feetal
bones through the os uteri would be conclusive evidence of missed
labour. The introduction of the sound, too, would most likely
help considerably towards clearing up any doubts.

One would have imagined, @ priore, that there could be little
or no difficulty about the diagnosis in such cases; but when such
eminent accoucheurs as Montgomery and M‘Clintock were at fault,
it behoves us to be very guarded in expressing a decided opinion
upon that point. The causes predisposing to and exciting this
accident appear to be involved in some obscurity. Here, however,
we may derive-aid from an attentive consideration of the history
of each case; thus, Dr Oldham’s patient was 40 years of age,
had been pregnant twenty-seven times, having aborted twenty-six
times, and had lost a quart of blood on the accession of labour;
it is more than probable also that the feetus had been dead some
time prior to labour setting in,

Dr Carson’s and my own patient had been subjected to violence -
on the part of their husbands, occasioning fright and subsequent
death of the jfeetus, in the former during the process of labour, in
the latter at about four and a half months of gestation; more-
over, my patient was 43 years of age, and had been pregnant ten
times in twelve years. In Dr Burden’s case the pains were
arrested by laudanum, probably an overdose,

Dr M‘Clintock’s patiens was 45 years of age, had been preg-
‘ nant thirteen times, the jfuetus having died at the seventh
month. In Dr Montgomery's case the fuetus died about the
seventh month. In Drs Cheston’s and Simpson’s cases there were
marked indications of uterine inertia. In Dr Weems’ case there
was 10 obvious cause; the patient’s previous labour had, however,
been severe. Thus it is apparent that in all the cases but one
there were one or more causes in existence calculated to impair
the functional activity of the uterus, or to paralyse its power,
the chief of these being atony and the death of the feetus.

It is, however, to the uterus, and the changes taking place
in that organ, that we must mainly look for an explanation
of these anomalous cases, and here we have but very scanty
materials, but I think enough upon which to ground a correct
pathology.

Upon this point much doubt appears to exist, even in the minds
of those to whom we are most indebted for valuable information
upon this subject; thus, Dr Oldham observes, * What was the
primary lesion which thus paralysed the womb and destroyed the
forces of parturition?’ and Dr M‘Clintock observes,  How comes
it that the crowning act in the great function of reproduction is
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omitted, thus destroying the effect of all the wonderful series of
antecedent processes and developments?’ Before attempting to
answer this question, so ably put by these two distinguished prac-
titioners, I will briefly allude to the changes taking place in the
uterus during normal gestation.

The uterus, small, dense, and undilatable, composed chiefly of
fibro-cellular tissue and undeveloped muscular fibre, becomes,
under the stimulus of healthy impregnation, wonderfully enlarged,
spongy, and distensible,

Although these remarkable changes are best seen in the body
and fundus of that viscus, still great and important changes take
place also in the neck, by which it becomes enlarged, softened,
shortened, and dilatable. Now these are due to changes taking
place in the fibro-cellular structure, but chiefly to the development
of the glandular structure of which it is largely composed. To
what then are these great and important results mainly due?
Chiefly to a large determination and influx of blood, to great de-

" velopment of the muscular, and, to a certain extent, of its fibro-
cellular, elements; or, in other words, its expulsive powers are
constantly increasing, while the resistance to the exit of its contents
is in like manner daily diminishing, until a period is reached when
the mature feetus may be, and is, expelled, with safety both to itself
and parent.

I may assume, without fear of contradiction, that Nature is always
consistent, whether in the performance of her natural functions, or
in escaping from emergencies. This great principle being admitted,
I would ask, The feetus being dead, and no longer developing, and
consequently not requiring supplies, what would be the use of those
abundant nutrient materials? As a rule, the uterus, in the pleni-
tude of its power, endeavours, and most frequently succeeds, in
getting rid of the inert, and now foreign, body ; but every now and
then, though surprisingly rarely, she fails, and hence these extra-
ordinary cases. The death of the foetus puts a stop to the normal
interchanges between itself and the uterus. It no longer requires
the same supply of blood, and so the nutrition and the development
of that organ become impaired ; consequently, and more especially
if the feetus have died at some few months from the term of normal
parturition, there is not that muscular development of the body,
nor that softening of the neck; so that while on the one hand the
expulsive power is greatly impaired, on the other the resistance to
the exit of the foetus is materially increased, and the contents of
the uterus are then most likely to be retained. Moreover, there
is another point to be considered as an element that contributes
towards their retention. After the feetus dies, changes take place
within itself very likely to interfere with uterine action. Decom-
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position, and the evolution of gases, distend the organ, and help to
render its efforts at expulsion ineffectual.

There is another cause that would largely aid in leading to the
retention of the feetus. The uterus, in its structure and functions,
becomes, during pregnancy, practically a muscular organ ; but it is
well known to most practitioners of midwifery, that, unlike other
muscles, it loses-instead of gains power by frequent and quickly-
repeated work, and the more so if the patient be somewhat advanced
in years ; hence the greater frequency of haemorrhages and rupture
from atony in multipars, as compared with primipare. Again, it
will not be disputed that it contracts less efficiently upon a dead,
especially if decomposed, foetus, than it does upon a living one,
and ceeleris paribus in the feeble than in the strong, in those who
have sustained losses of blood, or have been subjected to other
sources of exhaustion, than in those whose powers have not been
soimpaired. The death of the feetus, its decomposition, the arrested
development of the uterus, atony of this organ from frequent preg-
nancy, or more general feebleness, its distension by the gases
evolved from the foetus—these may be regarded as so many causes
conducing, under favourable circumstances, to ‘missed labour,’
the essential element of which is indubitably loss of expulsive
power in a paralysed state (Oldham) of the uterus.

On referring to my abstract of Dr M‘Clintock’s views, page
7, and of Dr Weems’ case, it will be observed that both these
physicians express surprise that heemorrhage is not a ‘usual at-
tendant in these cases,’ ‘ notwithstanding the uterus showed no
disposition to contract.” Now if my views of the pathology of these
cases be correct, the absence of this symptom can be readily ac-
counted for. First, by the uterus undergoing retrograde changes,
and the feetus being dead, no blood is needed for the development of
that organ and its contents, and comparatively little for the nutri-
tion of the uterus itself ; again, owing to the organ containing the
feetus and its membranes, although the liquor amnii may have in
part or wholly escaped, the mechanism of contraction by which the
placenta is mainly detached is prevented ; hence there is no exposed
surface from which blood could escape.

The quart of blood lost by Dr Oldham’s patient about the full
period of her twenty-eighth pregnancy, page 5, must be regarded
as one among other causes conducing to, but not being a symptom
or effect of, that accident.

Dr Churchill has drawn attention to the fact, which has been
fully confirmed by my own experience, that in cases of labour in
which the feetus has been dead some time prior to its expulsion, the
lochia is considerably lessened in quantity, which I believe may be
explained upon similar principles. '
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Proyress and Termination.—In all the cases quoted in this paper
the feetus died, either gradually or quickly, at some time prior to,
or upon the accession of, labour, and the progress of the case appears
to have depended upon the changes taking place in the contained
feetus and involucra. If, for example, the membranes remained in-
tact, the liquor amnii gradually became absorbed, the feetus more
or less deprived of its fluids, mummified, compressed, and if long
retained, ultimately underwent calcareous—not ossific, as has been
erroneously stated—degeneration, and remained a comparatively
inert body within the uterus. In such cases it is more than probable
that the placentse were absorbed. Whereas, when the membranes
were ruptured, either spontaneously or artificially, and the liquor
amnii discharged and air admitted, then the soft parts of the feetus
underwent putrefactive decomposition, and usually were discharged
with offensive sanies and air; and in some cases so complete was
the destruction, that nothing but a mass of compressed bones was
left, or one bone after another was detached and expelled. In such
cases the placenta and cord have been expelled in a far-advanced
state of decomposition. In cases of this description the feetus and
its involucra become a source of considerable local irritation,
septic infection generally takes place, manifested by its usual grave
symptoms, and ultimately the bare bones of the feetus may become
encysted or occasion ulceration, absorption or rupture of the uterus,
leading to the more or less complete escape of its contents into
the adjoining viscera or peritoneum, occasioning the death of the
parent either by fatal peritonitis or exhaustion.

Treatment.—Fron an attentive consideration of the facts con-
nected with the progress and termination of each of the cases re-
ferred to, it appears that they may be divided into two classes, viz.—
those in which the retention of the feetus is not, and those in
which it is, producing constitutional or local irritation.

With regard to the first, the experience and opinions of the
most eminent practitioners are that operative measures should not
be resorted to. In this I concur, with a slight reservation upon
the point of time.

Where from the history of the case it is clear that but a short
time has elapsed since the natural attempt at labour, as in Drs
Carson’s and Burden'’s cases, and in Weems’ case if it had been seen
early, I should have felt disposed to try to induce a recurrence of
the uterine action in the usual way by dilating the cervix, using
ergot, galvanism, &e.

There is, it must be admitted, some probability of making mat-
ters worse by such attempts, although I think they would but
hasten what all but one of the cases ended in, the putrefactive
decomposition of the feetus, which is sure to follow when air has
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been admitted into the uterine cavity after the rupture of the
membranes. On the other hand, where a long period has elapsed
since the time when labour should have taken place, where the
constitution does not appear affected, and where the uterus seems
tolerant of its contents, it is extremely undesirable to interfere.
At all times the dilatation of the cervix and extraction of a foetus
is attended by some risk to the mother, and this would be increased
by attempts at the forcible removal of pieces of bone that are not
covered by soft parts.

So long as no serious disturbance takes place, so long is in-
terference of this kind unnecessary ; and some of the cases referred
to are sufficiently convincing upon this point, for in one there was
no ill result from the retention of the feetus for fifty-two years, and
in others, until putrefactive decomposition set in, leading to the
discharge of offensive fluids and air from the uterus, then, and not
till then, did the constitution of the patient appear to suffer. With
regard to the second class, I am quite of the opinion of Dr M‘Clin-
tock, {who says: ‘I have no hesitation in laying it down as a
general precept, subject of course to limitation, that this mass of
foetal corruption should, when practicable, be exhumed from its
living sepulchre. The sooner the attempt is made, the better
chance there will be of succeeding, as with the lapse of time the
uterus contracts, and the bones get more massed and conglome-
rated together, or they may become embedded in the substance of
the organ.’

I think, too, with him, that it is advisable to remove the uterine
contents by degrees rather than by one long-continued operation,
whereby the probabilities of inflammation will be lessened, and the
uterus will have time to contract. I adopted this course in my
own case, and with the best results.

This is a safe plan, and the delay incurred is not of any serious
moment, for offensive discharges and constitutional irritation may
continue long without exciting alarm, as in Dr M‘Clintock’s case,
where they lasted for sixty-two weeks, and in Weems’ several
months, before any operative proceeding was had recourse to. And
it is well that it may be so, as considerable difficulty has been
experienced in getting at the mass owing to an undilatable con-
dition of the cervix ; and sometimes the irritation produced by the
tents may be so great as to compel the operator to desist.

The course to be adopted in the intervals between the opera-
tions is plain; offensive discharges should be corrected by the
injection of disinfecting lotions into the vagina; the patient’s
powers should be supported by generous diet, wine, bark, steel, &c.,
and constitutional and local irritation allayed by opium by the
mouth or rectum or by hypodermic injections of morphia; the patient
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should be kept in bed. Should hysteritis or peritonitis ensue, all
operative proceedings should be refrained from until the inflam-
mation is subdued.

There yet remains one other operation, the Ceesarean section,
which demands but a brief notice. The fatal character of this
operation should, I need hardly remark, make any one hesitate
long before taking such a step. There being no child to be saved,
the mother’s life alone has to be considered, and she must be indeed
in great danger before this operation could be at all justifiable. I
can hardly conceive a case in which it would be necessary. Unless
the uterine contents were exciting such constitutional disturbance
as to imperil the patient’s life, and they could not be removed per
vaginamn, it should not even be contemplated. And even in such
a case there would in all probability be considerable difficulty in
removing through the incision what could not be taken away per
cervicem ; and moreover, the additional disturbance, the necessary
consequence of so serious an operation, would almost certainly be
fatal to the patient. I therefore deprecate its performance, as I
cannot believe that under any circumstances it could be urgently
demanded ; or if so, it would prove destructive to life.

In conclusion, let me add, that the number of cases upon record
is so small that no absolute rules can be deduced from a considera-
tion of them, We must be guided by general principles, and the
exigencies of each case met accordingly.

The remarks I have made seem justified by the histories of the
few known instances of this rare accident, and I consider the
peculiar features of ¢ Missed Labour,” as instancing the wonderful
natural powers of adaptation and tolerance, are well worthy of at-
tentive consideration.
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INDUCTION OF PREMATURE LABOTUR.

BY

CLEMENT GODSON, M.D.
Read before the Abernethian Society, February 25, 1875,

The fact that women had given birth to several dead children
after severe parturition, perhaps only completed by embryotomy,
and that when subsequently pregnant, labour had set in prema-
turely, resulting in the birth of a living child, suggested the idea
of anticipating labour by artificially inducing it at a period when
the child, though viable, would not be too large to pass through
the contracted pelvis,

It is a matter of congratulation to us that the introduction of
so important a system should have emanated from our own country,
and the highest tribute of praise is certainly due to those English
practitioners who upheld it, and succeeded in bringing it into
general practice against such violent opposition ; for no one can
deny that it is one of the most important improvements in the
practice of midwifery. Denman tells us that ‘about the year
1756 there was a consultation of the most eminent men at that
time in London to consider the moral rectitude of, and advantages
which might be expected from, this practice.” It received their
general approval, and it was decided to adopt it in future,
The first case in which it was considered necessary was under-
taken, with success, by Dr Macaulay, Physician to the British
Lying-in Hospital in Brownlow Street, in 1756. Very soon after-
wards it was performed by Dr C. Kelly. In France, when it was
first suggested, in 1779, its introduction met with the strongest
opposition from M. Bandelocque and his followers. The doctors
of the Sorbonne declared it a violation of the laws of the Church,
Gardien, Carpuron, and Madame La Chapelle firmly resisted it.
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They regarded it as immoral, barbarous, and unjustifiably endan-
gering the life of the mother and her child. As late as 1827 it
was stigmatised by the Académie Royale de Médecine as immoral.
Professor Stoltz was the first in the country to practise it. He
did so four years afterwards, in 1831 ; and in 1852, so great was
the revolution of feeling, that the Académie Royale de Médecine
declared the operation not only to be not ‘immoral ’—the term
applied to it twenty-five years previously—but to be justifiable, as
being less fatal to the mother, and offering a mode of delivery in
contraction of the pelvis, certain ha@morrhages, and tumours which
are irreducible and irremovable.

In Germany, the celebrated Carl Wenzel, of Frankfort, was the
first to declare himself favourable to the operation. In Italy it
met with very little opposition, and now for some time past the
practice has been universally accepted.

Denman#* states that Dr Savage performed it successfully on a
lady of title, who had given birth to four dead children after very
difficult labours; and Dr Leet gives the details respecting a
patient with deformed pelvis, in whom he induced labour no less
than fourteen times. In one case only was the child born alive.
The contraction was too great to admit of the operation Being de-
layed beyond the seventh month. For some years after the recog-
nition of the system, the only plan adopted was that of evacuating
the liquor amnii by puncturing the membranes, and this method
had been handed down from the ancients, by whom it was prac-
tised in the earlier months of pregnancy, in order to prevent dis-
figurement, as Ovid gives it,} or that ¢ the belly may be without
the blemish of wrinkles.” Tertullian§ describes the instrument
employed thus—* There is also a probe of bronze, by which the
destroying is done in a secret, criminal manner; they call it by the
Greek term euBeuospaxris, that is to say, the murderer of the living
infant.

This, then, which hitherto had been used but for criminal pur-
poses, was introduced as a legal practice, but only in cases of
deformity of the pelvis.

During the present century, however, numerous plans have been
proposed, and the reasons for the advisability of bringing on pre-
mature labour have been so multiplied, that the consideration of
the subject is one that merits the attention of us all. I propose,
therefore, to enter upon it at once, first considering the reasons

* Introduction to the Practice of Midwifery, 6th edit., 1824, p. 293.
+ Clinical Midwifery, 2d edit., 1848, p. 81.
¢ Ut careat rugarum crimine venter.’—Ovid, Amores, 2, 14, 7.

-
%
§ ¢Est etiam %neum speculum,” &c.—Tertullian, Liber de Anima, cap. xiii.
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which have heen deemed necessary for its performance; and
secondly, the different methods which have been adopted.

The reasons—

1. When the bony pelvis is too narrow to allow a child at full
time to pass without its life being sacrificed.

2. When dangerous affections exist in the mother, such as
disease of the heart, ascites, &c., seriously aggravated by pregnancy.

3. Severe symptoms arising from the pregnant state, such as
intractable vomiting, jaundice, albuminuria, chorea, mania, &e.

4. When a mother habitually gives birth to children so abnor-
mally large that their lives are sacrificed during delivery, or when
several hydrocephalic infants successively occur.

5. When repeatedly the infant has been found to die in the
latter months, from disease of the placenta, or other recognised
cause.

6. In cases of tumours impeding the passage, such as fibrous
tumours of the uterus, exostosis, &e.

7. When sudden hemorrhage has occurred, and there is reason
to believe that the placenta wholly or partially presents.

8. In cases of dropsy of the amnion, and ovarian tumours, pro-
ductive of great distress to the mother.

1. The first requires no reasoning; it is so well known that a
foetal head, from the seventh to the eighth month of development,
is not only of considerably less dimensions than at the full term,
but that it is so much more flexible, and capable of being moulded
to the passage. And yet, even a seven-months’ child may grow
into a fine, strong, intellectual man. Of this we have numerous
examples. The generally-accepted degree of deformity, necessi-
tating the employment of premature induction, is when the con-
jugate diameter measures from 2% to 3% inches. If only 2}
inches, the operation should be undertaken at the seventh month ;
if 2§ inches, at seven and a half months; if 3 inches, at the eighth
month., It will be well to reckon as the seventh month 220 days
from the last day of menstruation, 235 days as seven and a half
months, and 250 days as the eighth month.

2. Whenever a disease known to exist in the mother is so aggra-
vated by the pregnant state as to place her life in jeopardy, there
can be no hesitation in relieving her of that which is the imme-
diate cause of danger.

3. So with intractable vomiting, chorea, and other severe com-
plications arising from pregnancy, it may be necessary to evacuate
the uterus, in order to get rid of the cause of irritation.

4. Instances have occurred in which a succession of infants have
been born so abnormally large, that it has been necessary to have
repeated recourse to craniotomy. In such casesit may be justifiable
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to bring on labour before the child has attained its full size,
With regard to hydrocephalic infants, Sir James Simpson men-
tions a case in which, after a lady had given birth to two children
in this state, he induced labour with a satisfactory result. A
sister of this patient had also been delivered of a child in the same
condition. This seems more than a coincidence.

5. There are many diseases of the placenta causing destruction to
the feetus. They may be thus enumerated : Extravasation of blood;
inflammation and its consequences ; gangrene of portions ; general
cedema, or dropsy; fatty degeneration; hypertrophy; cartilaginous
and calcareous degeneration. These diseases seem frequently to
exert their direful influence on the child after it has become
viable. I have no experience in such cases, but authors state that,
whereas the feetal pulsations should be regular, and from 120 to
140 beats per minute, when placental disease has set in they be-
come irregular, and either diminished or increased in frequency. If
this be so, it is of great importance that abdominal auscultation
be practised daily, whenever the previous history of a case gives
grounds for suspecting the likelihood of the occurrence of pla-
cental disease,

6. In cases of pelvic tumours, incapable of being removed,
which would prevent the passage of the foetus at its full term.

7. It is not uncommon for a sudden attack of hemorrhage,
about the eighth month, to furnish the first indication of placental
presentation ; and when this has occurred, I am convinced that
the proper plan of treatment is to plug the vagina, and bring on
labour. Otherwise, though the hamorrhage may have ceased en-
tirely after the one gush, at any subsequent period it may recur,
and to such extent as to cost the patient her life. This is just
what happened in a case under my own care, and I shall always
regret that I did not then act according to the plan which I am
now laying down.

8. Dropsy of the amnion, and ovarian tumours, may occupy so
much space as to give rise to very severe pressure effects. In
such cases the question of obtaining relief by ridding the uterus of
its contents must be considered. If the first condition can be
diagnosed, the evacuation of a portion, certainly, of the ammiotic
fluid, seems to be indicated, and this will probably give rise to
premature labour.

With regard to ovarian tumours, it must be borne in mind
that Mr Spencer Wells has tapped the ovarian cyst, and even per-
formed ovariotomy during pregnancy, without uterine action
having been set up. In his work on ¢ Diseases of the Ovaries,” Mr
‘Wells * says, ‘There is no proof that tapping an ovarian cyst is

#* Diseases of the Ovaries, p. 183,
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more dangerous during pregnancy than at any other time ; and if
there be a large single cyst, tapping will afford immediate relief to
distension at a very slight risk to the mother, and lead to the
natural termination of pregnancy in the birth of a living child, if
proper precautions be taken to prevent the escape of ovarian fluid
into the peritoneal cavity, and the entrance of air into this cavity,
and into the cavity of the cyst. In cases of multilocular cyst, tap-
ping can be of little use ; the rule, therefore, should be to remove
the tumour in an early period of pregnancy; and if an ovarian
cyst should burst during pregnancy at any period, removal of the
.eyst, and complete cleansing of the peritoneal cavity, may save the
life of the mother, and pregnancy may go on to the full term.’

‘When, however, multilocular tumours are found associated with
advanced pregnancy, the question of induction of labour must
arise.

Having given the reasons for having recourse to the process of
induction, I now pass on to the consideration of the various plans
which have been proposed for its performance,

First, let me enumerate them in succession, and then discuss
them separately—

1. Evacuation of the liquor amnii by puncturing the membranes,

2. The administration of certain drugs, particularly ergot of rye.

3. The injection of water into the vagina.

4. The injection of water within the uterus.

5. The injection of atmospheric air or carbonic acid within the

uterus.
- 6. Galvanism.

7. Irritation of the mamme, by means of cupping-glasses.

8. Separation of the membranes from the uterine wall, as far as

is practicable, with the finger.

9. Insertion of a long gum-elastic catheter between the mem-

branes and the wall of the uterus,
10. Dilatation of the vagina by means of air-bags.
11. Dilatation of the os uteri by air-bags.
12. Dilatation of the os uteri by means of sponge tents.

1. The old method of puncturing the membranes is still in favour
with a great many. I must say that I am strongly opposed to it
as a rule. I perfectly agree with what Baudelocque says when
arguing against induction of labour. It is the plan, however, which
he condemns. Probably, had that been known to him of dilata~
tion by sponge tents, his opinion would have been very different.

He says* ‘If we break the membranes before the orifice of
L B;\;%elocque, System of Midwifery, translated by John Heath, 1790, vol.
iii. p. 230.

VOL. XI. ¢
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the uterus be sufficiently open for the passage of the child, and
the action of that viscus strong enough to expel it, the pains will
go off in the same manner for a time, and the labour afterwards
will be very long and very fatiguing ; the child, deprived of the
waters which protected it from the action of the uterus, being
then immediately pressed by that organ, will be a victim to its
action before things be favourably disposed to its exit, and the
fruit of so much labour and anxiety will be lost” What reason-
ing can be more sensible than this ?

And yet, in the ¢ British Medical Journal,” during the last few
months, a Medical Practitioner in Cornwall has been attempting,
in a series of letters, to run down the sponge method, most ably
advocated in a paper by Dr Swayne, of Clifton, and claim supe-
riority for the plan of evacuating the liquor amnii, his whole
experience of which is confined to a single case occurring in his
practice, which happened to result satisfactorily, just as one hears
of the waters breaking in the street, and the child being almost
born before the patient could reach her house. But, I ask, is it a
matter of congratulation, as a rule, when one finds that the mem-
branes have ruptured before the os uteri has hardly commenced to
dilate? Does not experience tell us that the consequence, gene-
rally, is a long, tedious labour ?

2. The system of administering ergot of rye as a means of
bringing on labour prematurely has two great objections. First,
it is excessively uncertain in its action ; my experience is, that it
acts much better in increasing the uterine contractions which
have already commenced, while most frequently it fails entirely to
start them, even when enormous doses have been given. And it
is believed that the drug, taken in large quantity, exerts a direful
influence upon the feetus in utero. I think, therefore, that it
should never be employed as the sole means of inducing labour.

3. The injection of water into the vagina. This has been em-
ployed at a temperature of from 95° to 100° F. for half an hour
at a time, the douche directed against the os uteri every four or
five hours. The late Dr Tyler Smith recommends hot and cold
water alternately. Dr Barnes * says the vaginal douche takes one,
two, or more days, and is liable to cause congestion of the lower
segment of the uterus. For my own part, the inconveniences of
the application, and the uncertainty of its action, would preclude
my ever having recourse to it.

4. The injection of warm water within the uterus, which is
known as Kiwisch’s plan, was introduced by Schweighauser in
1825. Cohein, of Hamburg, in 1846, used it with creosote added.
Numerous successful cases have been published ; but there is one

. * Lectures on Obstetric Operations, 2d edit. p. 365.
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objection to it, which should prevent its ever being again at-
tempted. It places the life of the mother in jeopardy. Lazzati
has collected 36 cases in which it was employed, and of these, 12
mothers died. Surely no stronger evidence against it need be
adduced. Considering that there should be almost perfect im-
munity to the life of the mother after other methods, no more need
be said to utterly condemn the practice. But Tyler Smith, in
his Manual,* strongly recommends it ; and as this is popular among
students, and very deservedly so, for the clear way in which the
mechanism of labour is described, care must be taken not to accept
his views upon this special subject before us. It has been de-
monstrated that the water may pass through the fallopian tubes
into the peritoneal cavity; air may be injected into the uterine
sinuses ; the placenta may become detached ; the uterus may be
8o distended as to become ruptured; or the patient may die from
simple shock.

5. The same objections apply to the injection of carbonic acid
or atmospheric air, though successful cases of the former have been
published by Scanzoni, and of the latter by Sir James Simpson;
but deaths from both have been recorded.

6. Galvanism was proposed by Herder in 1803, in order to
excite uterine action ; but it was not applied to the purpose which
is before us till 1844, when Dr Radford, of Manchester, com-
menced to employ it, and did so successfully in four cases. Sir
James Simpson and Dr Barnes have also, formerly, advocated it.
Having so much more convenient a method at our disposal, I should
never employ it, for it must be most objectionable to the patient,
and tedious to the medical attendant.

7. Scanzoni proposed, and tried, the effect of a sucking-pump to
the mammse for the space of two hours. He was successful in two
cases: one required seven applications, the other but three. It
seems to me a very uncertain and disagreeable method, and one
likely to interfere with lactation subsequently, from the irritation
to the breasts caused by it.

8. Separation of the membranes from the uterine wall, as far as
can be reached with the finger, is a very simple method, and one
which in some cases may probably be sufficient ; but certainly in
the majority of instances further means would have to be adopted.
There can, however, be no objection to trying it.

9. Inserting a long gum-elastic catheter between the membranes
and the wall of the uterus, and leaving it there, coiling up the
end in the vagina, has been found very effectual, but certain ob-
jections have been raised to it. It is said that the placenta may
be partially separated by it, and the membranes may be accidentally

* Manual of Obstetrics, 1858, p. 552.
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punctured while pressing it. These should be improbable conse-
quences, and I believe it to be one of the best methods which we
have ; for, should it fail, it may be followed up by the insertion of
sponge tents.

10.,In America, the term *colpeurysis’ is used to signify dilata-
tion of the vagina, and a vulcanised gum-elastic bag called Braun's
colpeurynter has been employed to dilate the vagina, with the
view of setting up uterine action. While stretching the vagina, it
is supposed to act also upon the os uteri, and Dr Meigs* says it is
found that about four hours suffice to dilate the os uteri sufficiently
to provoke good labour pains. I do not know that it has ever
been carried into practice in this country.

11. Dilatation of the os uteri by elastic bags was proposed by Dr
Keiller, and has been brought prominently forward of late years
by Dr Barnes, who has introduced an improved form of bag for
the purpose.

Speaking of the different methods for provoking the uterus into
actien, Dr Barnes 1 says, ‘Now, active labour may come to pass
in twelve or twenty-four hours, or in two, three, four days, or even
later., There is no certainty about it. When labour comes, the
child is expelled with little warning, almost suddenly, and before
the medical attendant can be fetched. And it has to run the
gauntlet of all those perils which especially surround premature
labour unaided. It is just as feasible to make an appointment at
any distance from home, to carry out at one sitting the induction
of labour, as it is to cut for the stone.” Dr Barnes puts in an
elastic bougie over-night, which, he says, gives rise to uterine action;
next day he introduces his bags. Uterine action has been set up by
the bougie, in other words, labour has commenced ; why then in-
terfere with a process which, started artificially, may be completed
gradually by the efforts of nature? If this argument of carrying
out the process of labour ¢ at one sitting, as one would cut for
stone,” applies in premature labour, why should it not in labour
at full term ? If not likely to be followed by evil consequences, it
would be a great boon to the medical attendant. To be kept about
by a patient whom one has found in the first stage of labour is
extremely trying. How much time and annoyance would be saved
if we could proceed at once to ‘ carry out at the one sitting’ the
delivery! And I cannot see why it should apply in one case more
than in the other. Barnes’ bags are of the utmost value when it
is desirable to complete the labour in as short a time as possible—
for instance, in puerperal convulsions ; but in induction of prema-
ture labour, for causes not requiring hurry, to my mind their

* Treatise on Obstetrics, Philadelphia, 1863, 4th edit. p. 584.
+ Lectures on Obstetric Operations, 2d edit. p. 363.
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employment partakes too much of an operation, when there is no
necessity for such discomfort to the patient. '

Lastly, we have to consider the method of dilating the os uteri
by means of sponge tents. It was proposed and put into practice
with great success by Briininghausen and Kluge; Velpeau strongly
advocated it ; and finally, Sir James Simpson, who had tried a
variety of means, adopted this in preference to any other. I am
convinced, with him, that it is by far the most preferable. In 1872
I wrote a paper in the  Lancet’ in favour of it,* describing an in-
strument which I had designed for facilitating the introduction of
the tent. Dr Bedford,t of New York, says, ¢ It may be found
extremely difficult, in consequence either of resistance or malposi-
tion of the os, to introduce the sponge, and the abortive attempts
made to accomplish the object may induce more or less irritation
of the parts.” I found also this difficulty, to overcome which I had
the instrument made.

Quoting from my paper in the ¢ Lancet '—

‘The means I advocate operate by surely and safely coaxing
the uterus into an action which only differs from natural labour
in being artificially initiated,and which is maintained and completed,
under all the conditions of labour spontaneously occurring at a cor-
responding stage of pregnancy. Each of the methodsin general use
is, according to my experience, more or less formidable, in virtue
of the amount and the kind of the manipulation which it involves.
Most of them are practised in such a manner as to force on too
hurriedly the uterine contractions ; and that which consists in the
evacuation of the liquor amnii stands self-condemned, as depriving
the womb, at the very outset, of the all-important dilator provided
by nature. '

‘My mode of procedure consists in insinuating, night and morning,
between the cervix uteri and the membranes, sponge tents of gradu-
ally increasing size; the first, and each succeeding one, being as
large as the parts will admit. On removing each tent, and before
replacing it by another, a warm douche, containing Condy’s fluid,
is administered. I have found the use of oue, two, and three
tents to be sufficient, and have never had occasion to employ more
than four.

¢ The instrument by means of which the tent is placed in position
is made for me by Messrs Arnold, of West Smithfield. It is shown
in the accompanying illustration, and will be found fully described
in the ‘Lancet’ of April 22, 1871.

“ It entirely obviates the use of the speculum, and being provided
with what is equivalent to a universal joint, it enables the tent to

* Lancet, Nov. 23, 1872.
+ Bedford, Principles and Practice of Obstetrics, 4th edit. 1868, p. 676.
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be pushed, without extraneous guidance, between the cervix and
the membranes, taking of itself the readiest path presented to it.
For the same reason the membranes run no risk of puncture. The

tents themselves are short, rounded at the extremity, and pexfo-
rated, to facilitate adaptation to the instrument.

‘ The apparatus, and the mode of its application, are so simple,
and so free fromvinconvenience and danger, that its use causes in
practice little or no anxiety on the part of the patient; and until

labour sets in, she moves about without pain or inconvenience,
regardless of the presence of the tent.’

“The plan was introduced by me at the City of London Lying-in
Hospital in 1869, when I held the appointment of Surgeon-
Accoucheur to that institution, and it is still carried on there by
my successor, Dr Burchell.

The fol]owmo' table gives the record of twenty cases in which
the practice described was performed, the last thirteen of them by
Dr Burchell :—

Case. Where Performed. Date of First Tent. iDate of Delivery.| Result to Child.
1 | Lying-in Hospital.| 1869. Dec. 3. Dec. 5. Still-born.
2 . 1870. Feb. 3. Feb. 6. Living,

3 . 1870. March 16. | March 17. Putrid.
4 vy 1870. April 12, April 15, Still-born.
5 | Private Practice. | 1870. Aug. 6. Aug. 8. Living.
6 | Lying-in Hospital.| 1871. March 4. March 6. Still-born.
7 ’ 1871. May 8. May 10. Living.
8 " 1871. Aug. 9. Aug. 11. Still-born.
9 ' 1871. Aug. 31. Sept. 2. Living.
10 . 1872. March 28, | April 1. Still-born.
11 . 1872. Sept. 7. Sept. 10. Living.
12 ' 1873. Jan. 17. Jan, 19. Living.
13 ’s 1873. March 2. March 5. Living.
14 ” 1873, April 16. April 19. Still-born.
15 ’ 1873. June 24. June 27. Living.
16 ’s 1873. Dec. 29. 1874. Jan. 1. Living.
17 ’s 1874. April 30. May 3. Still-born.
18 . 1874. May 27. May 29. Still-born.
19 ' 1874. July 9. July 11. Still-born.
*20 ’ 1875. April 29, May 1. Living,
1

* This case has been added since the paper was read, to make the table more
complete. i !
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All the mothers recovered with the exception of one, that in which
the child was born putrid, and she died of puerperal fever, which
was then raging in the Hospital. The patient had given birth to
all her former children in the same state, and that was the reason
why labour was induced. From an analysis of this table, it will
be seen that half of the children were born living, 1 within 24
hours of the introduction of the first tent, 10 within 48 hours, 8
within '72 hours, and 1 within 96 hours,

In the ‘St Bartholomew’s Hospital Reports,’ vol. v., will be
found an analysis by me of the midwifery cases occurring in con-
nection with the Hospital during a space of seven years, from 1862
to 1869 :—* Induction of labour was resorted to in seven cases,
one in 819-14; four times with head presentation, 5714 per
cent.; once with foot presentation, once with breech, and once
with placenta praevia. Four children were born living, 5714 per
cent. ; and three were still-born, 42-86 per cent. All the mothers
recovered.’

This again will be found a very fair average. Unfortunately
no record was made of the presentations occurring in the twenty
cases included in the table, but from the St Bartholomew’s statis-
tics it will be observed that three out of the seven were abnormal,
and this tendency to malpresentations in premature parturition is
one of the chief causes of the children not being born living.

Looking at all the statistics which have been published, it
appears that rather more than half the children are saved, what-
ever plan be adopted. In most of the records no one system has
been adhered to. The result to the mothers, however, is greatly
influenced by the method employed. The danger ought not to be
greater than that after ordinary premature labour, but I have
already shown that, under certain systems, the mortality has been
very large. Such systems, therefore, should be altogether dis-
carded. I have met with several instances of patients who had
had more than one plan carried out for procuring induction
before the sponge-tent method was adopted ; and I feel confident
that no one would doubt the superiority of the system which I
have advocated were they to hear from the patients’ lips what
comfort they have derived from the change of treatment, and what
great anxiety has been spared them.
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ON

TUBERCULOUS ANGINA FAUCIUM.

BY

SAMUEL GEE, MD.

In the seventh volume of these Reports I published short notes
of two cases of ulcerous angina occurring in general tuberculosis,
So far as I knew at that time, the disease had been almost wholly
overlooked by nosologists. And so far as I know at present, I
may say again that the disease has been almost wholly overlooked.
It seems to be referred to by Hippocrates in his description of
the phthisical disease which prevailed in the island of Thasos.
¢ Their fauces, in most cases, were painful from first to last, having
redness with inflammation.’* Louis, with respect to one or two
cases of acute phthisis, says as much, and no more. The tuber-
culous angina of which I speak is a part of general tuberculosis.
It was so in the two cases already published, and it was so in a
third case, which I will now proceed to-narrate.

Thomas 8., aged 6 years, was admitted into the Hospital for
Sick Children on May 18, 1875.

State on Admission.—He was thin. There was a flush on his
cheeks suggestive of hectic fever. He complained of his throat.
The surface of the uvula was very uneven, with small elevations
and intervening depressions: there was probably some loss of
substance. The surface of left tonsil distinctly ulcerated. Some
thick muco-pus covered the back of the pharynx.

Remarks.—Chronic ulceration of the soft palate, in children as.
well as in adults, is due so frequently to syphilis, and so seldom
to anything else, that at first, hastily perhaps, and in the absence
of his family history, I was disposed to consider the angina to be

* Epidem. I. § 1, cap. 2; also IIL § 2, case 6.
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syphilitic. More weight ought also to have been given to the
following condition.

The lymphatic glands, along both sternomastoid muscles, were
-enlarged and hard, more so on the right side than on the left.
"The glands elsewhere were not enlarged.

Remarks.—Enlargement and induration of the lymphatic
-¢lands is a condition so uncommon in hereditary syphilis, and so
very common in tuberculosis, that this lesion alone, duly weighed,
might have set me right. For, of all the tissues, the lymphatic is
the most embryonic and the most potential. And, when any part
-of the body is diseased, the associated lymphatic glands tend to
be similarly affected. If the glands in the boy’s neck were scro-
fulous (or tuberculous, which is the same thing), his angina was
probably tuberculous also.

There were no signs of hereditary syphilis. His skin was clear,
excepting two or three white scars on his chest. There were no
scars around his mouth or anus. His corne® were quite clear.
He had not cut any permanent incisors.

There were no local signs of tubercle in the internal viscera.
‘The chest was phthinoid in shape: to percussion and auscultation,
the lungs seemed natural. The belly seemed natural: liver and
spleen impalpable, Tongue clean. Urine acid, clear, not albu-
minous.

Previous lListory of the patient.—He seemed to be a healthy
child until twelve months before admission. From that time he
had suffered from looseness of the bowels: he had not passed a
solid stool for nine months. The motions were pasty, rather light
coloured, free from blood or slime, There were two or three stools
in the day.

About Christmas 1874, his mother noticed that he had lumps
-on each side of his neck below the ears, She looked at his throat
inside, and saw that it was covered with a white matter. A doctor
called it “diphtheria,’ and ordered a local application, but without
any benefit. The swallowing of solids became very painful. The
boy lost flesh,

Family history—Dr Barlow took great pains with this im-
portant topic. The father’s family seemed to be free from
scrofulous or tuberculous disposition. The father never had any
venereal disease. There were no signs of syphilis discovered in
him.

The mother’s father died before he was forty years old : he had
been ill for four years before his death ; he had spit blood once or
twice ; whether he was consumptive could not be known for
certain. The mother’s brothers and sisters had not shown any
consumptive tendency.
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The patient’s parents had been married twelve years. The first
two children born were alive and healthy. The third child was
Thomas. The next four pregnancies were abortive, at four and a
half, three, two, and two months respectively. The eighth and
last was an eight-months’ child, apparently healthy.

Subsequent course of the disease.— Emaciation progressed,
until it became very great.

Hectic fever was a prominent symptom. From the time of the
boy’s admission until his death he suffered from a quotidian fever,
characterised by a complete morning remission and an evening
exacerbation. The temperature was taken twice a day in the
axilla; 103-2° F. (39-6° C.) was the maximum noted. '

The ulceration of the soft palate progressed slowly, until at
length the uvula disappeared. But the condition was clearly very
different from that quick melting-down of the palate which occurs
in the syphilitico-scrofulous or lupiform angina with which every-
body is well acquainted.* Slowness was very characteristic of the
ulceration in this boy’s case. His dysphagia increased : if he tried
to swallow liquids quickly, they came back through his nose. At
last he refused to swallow at all, on account of pain. His voice
acquired a nasal twang. He had a little ozeena.

The glands in the neck continued to enlarge. Other glands,
below the ramus of the jaw, slowly inflamed, and took on all the
characters of scrofulous glands.

Diarrhcea continued throughout. Towards the end, he suffered
from an almost constant desire to defeecate. There was much
tenesmus also. He sometimes passed nothing more than dirty
mucus.

The abdomen did not swell. Large tender lumps became per-
ceptible to deep palpation: these we could not doubt to be
tuberculous mesenteric glands.

A little sharpish rale at the bases of the lungs was the only
physical sign of disease in the chest, although it was repeatedly
examined fgom first to last.

The course of the disease wholly removed any suspicion of
syphilis, and established the diagnosis of tubercle. The discovery
of the mesenteric disease was a great help in arriving at the
correct opinion.

Death happened on July 4.

Post-mortem examination thirty-six hours after death.—
Weight of body, thirty pounds. Rigor mortis gone. Extreme
emaciation.

Whole of pharynx, down to its union with cesophagus, on level
of cricoid cartilage, covered with yellow puriform stuff. Mucous

* See Clinical Lectures and Essays, by Sir James Paget, p. 391.
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membrane extensively destroyed : pharyngeal muscles laid bare.
Soft palate, back and front, in a similar eondition. Uvula de-
stroyed. Mucous membrane of root of tongue, half way up to
foramen ceecum, likewise partly destroyed. Right tonsil destroyed :
left scarcely distinguishable. Epiglottis and aryteno-epiglotti-
dean folds ulcerated, but not so deeply as the pharyngeal walls.
The ulcerated surfaces speckled with opaque spots and streaks,
also with points of great vascularity and hamorrhage. Whether
any of these opaque spots are tubercular, cannot be determined
by the naked eye. Soft palate greatly thickened, pale. True
vocal cords natural, and larynx below them natural. Ulceration
extends down the posterior surface of the epiglottis, and involves
the false cords. Posterior nares are involved in the ulceration:
septum nasi, along its posterior edge, is bare and rough. No other
exposed bone detected : base of skull and vertebra natural.

I was enabled to study the microscopical characters of the
ulcerated soft palate in some beautiful sections, which were pre-
pared by Mr R. W, Parker. The tubercular material occupies the
wavy connective tissue which lies beneath the epithelial coat, and
which also supports the glandular acini. The shape which the
tubercles assume is for the most part determined by the bands of
connective tissue amongst which they lie. Many tubercles are
spherical, but many are elongated and fusiform, whilst in places
the morbid growth consists in a diffuse infiltration of the connec-
tive tissue. The tubercle has the characters of Virchow’s cellular
tubercle ; or what we may call lymphoid tubercle, in order to dis-
tinguish it from the compound and epithelioid tubercle, which
has been studied so much of late. It seems to be composed of
aggregated corpuscles, which themselves are very minute, and are
not much more than nuclei surrounded by a little protoplasma.
None of the large epithelioid cells, which are to be found in scro-
fulous glands, are to be seen ; and if there be any giant cells, they
are buried in the lymphoid elements, so as to be indistinguishable.
The mucous acini, which are close to a tubercular growth, are
filled with molecular matter; but in other respects the glands
seem to have escaped.

Many of the lymphatic glands, down the neck and below the
jaw, are enlarged, cheesy, and in some cases softened.

Right lung: lower lobe consolidated, but only from the dense
crowding of tubercles, which are already becoming cheesy. At
the base is one part which is denser than the rest, size of a wal-
nut, deep purple colour, wedge-shaped (with base at surface):
apparently a heemorrhagic infarctus. In middle and upper lobes
disseminated tubercle, but not so abundant as in lower lobe.
Numerous emphysematous acini in upper and middle lobes.
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Left lung : several small cavities in upper lobe, each about size
of a pea; no thickening around them, but a little emphysema.
‘Crude yellow tubercle scattered throughout, but not so abundantly
a8 in other lung.

Both pleura: natural.

Bronchial glands: neither enlarged nor caseous.

Heart : natural.

Liver: 19% oz.; portal zone of lobules very pale; no iodine
reaction. Three transparent granulations on surface: no tubercle
in the substance of the organ.

Spleen : 3} oz.; rather enlarged, firm; no iodine reaction.
Substance of spleen studded with innumerable minute white
tubercles, like white sand. No capsular tubercle.

Right kidney: just above apex of one pyramid is a round
caseous mass, like a cherry-stone in size, softening in the centre,
Some miliary tubercles radiating from this nodule towards the
cortex. Kidneys otherwise natural.

Ureters, bladder, testes: natural.

Pancreas: natural.

(Esophagus and stomach : natural.

Intestines: very numerous ulcers of both solitary and agminated
follicles, throughout jejunum and ileum. These ulcers have thick-
ened edges, and many have nothing but peritoneum for their
floor. For the most part, the ulcers are deeper in the upper part
of the intestine than near the cecum. Ceecum, appendix caci,
and ascending colon: extensively ulcerated. Rest of large intes-
tine, not ulcerated, except about an inch above the anus, where
there is a large oval ulcer with thickened edges.

Numerous peritoneal adhesions over these ulcers: rings of
-opaque white tubercles in peritoneum corresponding with the
edges of the ulcers. -

Mesenteric glands: enlarged, cheesy, and many fluidified.
Retroperitoneal glands: cheesy, but not softened.

Recent thrombus in superior longitudinal sinus. Membranes
of brain: natural. Brain: 43} oz.; one small crude tubercle in
«centre of left thalamus opticus.

Remarks—This case illustrates a fact which may be looked at
in two ways, First, there is an angina, which must be called
tuberculous, and which forms a part of general tuberculosis.
Next, there is a form of general tuberculosis, which may be called

;mginal, inasmuch as the chief symptoms during life relate to the
auces, :
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ON

LARYNGISMUS.

BY

SAMUEL GEE, M.D.

There is a remarkable fact in the etiology of the laryngismus
of children which is not generally known, namely, that the disease
ijs very much more prevalent during the former half of the year
than during the latter. Thus, from the beginning of January 1866,
to the end of December 1868, I saw sixty-three cases of laryngis-
mus, according to the following table :—

THEEHHEEE
1866 | ..|2|..| 38| 4| 4 1 2| 16
1867 |8 |7 |s|7 {8 |8 |..| |1 ]|1]|..] 38
1868 | .. |2 |48 | a1 ]l ] ifo]o] 14
Totals ( slnn|7({wlwe|s|..[1!..|1]1]|2]| es

In the former six months of the year there came fifty-eight cases,
and in the latter six months only five, a proportion of 116 to 1,
which arrests attention and provokes inquiry. Gastroenteric dis-
orders (the great exciting causes of general convulsions) would
seem to have little to do with laryngismus, for they prevail during
the latter six months of the year. Teething, as teething, can have
nothing to do with it, for children cut their teeth all the year round.
The condition, whatever it be, most likely depends upon the weather.
All Englishmen know the chilly dampness of the English winter
and spring. And this we may suppose to act in one or both of
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two ways with respect to the production of laryngismus. The
weather promotes either the diathesis or the paroxysm. First, of
the diathesis. The bad weather causes the infants to be kept very
much indoors, in rooms which are warm and close, a condition
which begets and increases an erethism.of the nervous system,
which shows itself in turn as a spasmodic diathesis. The reader
will note that there is more laryngisinus in May and June than in
November and December. This may be interpreted to mean that
the confinement of the children, which begins in November, takes
time to bring forth the excessive irritability spoken of, and there-
fore does not show its effects for some weeks. Again, we may
suppose that the erethism produced by the bad weather does not
exhaust itself so soon as the fair weather begins, but continues
throughout May and June. Secondly, with regard to the paroxysm.
Damp and chilly air, acting upon the skin and respiratory organs
of a predisposed child, no doubt becomes an excitant of the par-
oxysm.

This doctrine of causes has important relations to hygienics and
therapeutics. First, of hygienics. Erethism is often due to de-
ficiency of the stimulus appropriate to the part. That which is
antagonistic to the body is necessary, in some degree, to the body’s
health, by way of stimulus. There is a very great likeness in these
respects between the catarrhal diathesis (or disposition to take
cold upon changes of temperature) and the spasmodic. Both are
increased by keeping the patients in close, warm rooms. Both are
to be treated with fresh air, and with cold water to the skin. The
dreaded evil disappears by being faced ; but not by turning, after
the manner of mankind, to the opposite extreme, which also is an
evil : In vitium ducit culpe fuga, st caret arte. The reader will
easily convert these principles of treatment into details of practice.
Secondly, of therapeutics. In nothing is the voice of those who
have a right to be heard more consenting than in the prescription
of fresh air for children suffering from the spasmodic diathesis in
any form. Fresh air will sometimes put an end to a fit of laryn-
gismus, or even of general convulsions. And it is also well known
that cold sponging of the skin, in many cases, has power to check
a disposition to laryngismus.



CLINICAL CONTRIBUTIONS

TO

PRACTICAL MEDICINE.
PART I

BY

DYCE DUCKWORTH, M.D.

1 propose to commence a series of papers under the above title,
in which I shall embody such clinical experiences as I gather from
practice, both in the wards and in the out-patient department of
the Hospital. I do not intend to burden the text with details of
cases further than is absolutely necessary to elucidate any points
under discussion, or to show that no essential factors have been
lost sight of,

In this paper I have to offer some remarks upon the following
subjects :— '

L On the occurrence of Venous Murmur (bruit de diable) in
anzmic males, '

II. Notes on the pain in Zona and in other forms of Herpes,
with remarks on treatment,

III. On the occurrence of Haemoptysis in cases of Pulmonary
Emphysema.

IV. On the employment of Brandy in a certain stage of Rheu-
matic Fever.

V. On the value of Oxide of Zinc in the Night-sweats of
Phthisis,

VL Does Beaf-tea cause or aggravate tendency to Diarrhcea ?

On the Occurrence of Venous Murmur (Bruit de Diable) in
Ancemic Males.

It may, I believe, be fairly stated, that no special reference is
VOL. XI. D
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made in works on practical medicine to the occurrence of venous
murmurs in the male sex. The frequency of such murmurs in
anemic females is sufficiently known and described.

Dr Herbert Davies has, however, paid especial attention to this
subject, and, as will be presently shown, he considers venous
murmurs to be very common in the male sex.

Professor Laycock teaches that it is exceedingly rare to meet
with these murmurs in males who are the subjects of heemorrhagic
anzmia, whereas they may be almost constantly met with in
women who have thus suffered.

I have of late paid some attention to this point, and I have met
with the following cases. They are seven in number, and I can-
not but believe that in course of time I should be easily able to
add others to them. In four of the seven subjoined ‘cases, the
anemia was of the heemorrhagic variety ; in the remaining three,
no active source or history of heemorrhage could be traced ; but in
one there was great exhaustion consequent upon diarrhcea and
vomiting,

Case L—T. W, aged 47, subject to gout for ten years. Father
and grandfather had gout. Very anemic. Has had piles for
seven years, and has lost much blood from them. Bruit de diable
well heard in right side of neck, and a soft souffle both at cardiac
apex and bases. Slight gouty inflammation in left wrist.

Cask I1.—C. D., aged 27, single, a gardener. Had four severe
attacks of epistaxis five weeks ago, and lost a good deal of blood.
Had plantar pains. No gouty history. Bruit de diable audible
on right side of neck.

Oaskg II1.—A. G., aged 16, a purse-maker, admitted into Mark
Ward under my care in August 1875. Several days before admis-
sion he had three or four attacks of hematemesis, with pain at
epigastrium, The motions were tarry’ for some days after ad-
mission. The boy was blanched. The cardiac apex was just out-
side left nipple-line, and the radial arteries were unduly hard.
No murmur at the heart. Bruit de diable well heard in neck on
right side. No renal disorder. Abdominal viscera natural as far
as could be ascertained. Some gastric erosion had probably oc-
curred, and was connected, no doubt, with the condition of the
arterial system generally.

Caste IV.—E. N, aged 43, a harness-maker, of waxy pallor and
most cadaverous aspect, came as an out-patient in the summer of
1875. He had been subject to epistaxis, he stated, all his life.
Two years ago began to suffer from gout in his feet, and latterly
in his hands, The losses of blood have been enormous—in some
attacks, he averred, amounting to three pints. The pulse was
108. Soft souffles were heard at the cardiac apex and bases, and
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lond &ruit de diable on both sides of the neck. The urine was of
sp. gr. 1008, acid, and free from albumen.

Case V.—F. E,, aged 44, a second-hand bookseller, came under
Dr Andrew’s care, having suffered for nearly three months from
vomiting and diarrheea, which had reduced him to a state of great
prostration and anemia. ¢Pallor extreme, and weight reduced
from 11 st. 8 Ibs. to 10 st. 9 Ibs, No excess of white corpuscles
in blood. No albumen or sugar in urine. No evidence of any
coarse structural changes within the abdomen. No physical signs
of disease of lungs or heart. In the neck, on each side, a loud,
continuous humming murmur (brui¢ de diable) over the jugular
veins, When last seen, a week later, the murmur was less loud.

There was no symptom of any disease of the nervous system,
unless the diarrhceea or vomiting could be regarded as such. (From
notes kindly furnished by Dr Andrew.)

Case VI.—A. P, aged 14, a small, fair-haired, anemic boy, with
mitral disease following rheumatic fever when nine years old.
Pupils large. Bruit de diable in neck. His mother, who accom-
panied him, had gouty tophi on her fingers. '

Case VIIL—H. Y., aged 52, a butler, came into Mark Ward in
July 1875. He was the subject of extreme anzmia, for which no
cause whatever could be found. There was no history of hemor-
rhage of any kind. There were no cardiac souffles, but a loud
bruit de diable was heard on the left side of the neck. There was
an excess of white blood-cells, red globules deficient, but formed
rouleaux,

In a man the subject of paroxysmal hamaturia (or hematinuria)
in a severe form, who was very much blanched, and had a soft
souffle at the cardiac base, I could detect no bruit de diable ; nor
could I in the case of a very anemic Jewish boy, aged 15, who
worked in a tobacco manufactory.

In the foregoing cases it will be found that there was a pro-
found condition of anemia in the majority, and well-marked
bloodlessness in the remainder,

The occurrence of gout in two of the cases, and of gouty
ancestry in a third, strikes me as a noteworthy point, though I
have no remarks to make upon the peculiar coincidence. The
existence of piles in connection with gout is sufficiently intelligible.

Dr Herbert Davies’ * observations upon cervical and sternal
venous murmurs led him to believe that they were very common
in healthy young persons of both sexes; that they became less
frequent after the prime of life, especially the sternal murmur ;
and he has never heard the latter in any individual over sixty years
of age. He avers, therefore, that these murmurs are not due to

* Diseases of Lungs and Heart, 2d edit. 1854, p. 354.
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aneemia or chlorosis, although they are ¢ uniformly present in those
conditions of the system which are marked by an impoverished
condition of the blood,’ and that they are the usual accompani-
ment of the most robust health in persons under twenty-five years
of age” He explains their frequent or almost constant occurrence
as being due to (1) a certain (required) velocity of circulation ;
(2) an elastic condition of the parietes of the veins; and (3) to a
good conducting medium between the vein and the surface.
Children have the first and second requirements, and chlorotic
girls have undue velocity of blood-current, due to increased ven-
tricular irritability, and to the thinness of their blood. ZElderly
persons, he remarks, have a diminished rapidity of circulation,
thickening of parts around the veins, and probably an alteration
of elasticity in their walls. Hence the infrequency of the murmur
in these individuals. My experience of the venous murmur in
lLiealthy males I may state at once to be very limited. I can
readily accept Dr Davies’ explanations as to the cause of these
murmurs in such persons as are manifestly aneemic. In several
of the cases I have set forth it will be found that the persons were
advanced to middle life, or well beyond it. But my observation
of healthy males, so far as it goes, will not allow me to support
Dr Davies’ averment that a distinct cervical or sternal venous
murmur is a ‘usual accompaniment of the most robust health in
persons under twenty-five years of age” If by this statement Dr
Davies alludes to any murmur that may fairly be called a  hum-
ming-top’ murmur, or be clinically recognisable as such, I cer-
tainly cannot pretend to hear it.

The result of my observations so far upon this subject may be
thus summed up :—

(a) That cervical venous murmurs (brutts de diable) appear to
be audible in most well-marked cases of anemia in males,

(B) That they would be sufficiently often detected if specially
sought for; but that inasmuch as males are less frequently than
females the subjects of grave anzmia, the opportunities for noting
venous murmurs in them are fewer, and thus the subject has
hitherto escaped much attention,

(y) That when a distinct cervical venous hum is heard in a
male, it certainly betokens such grave disorder as demands a full in-
vestigation of the case, and suitable therapeutic efforts for its relief.

Notes on the Pain in Zona and in other forms of Herpes,
with Remarks on Treatment.

In the following cases I took notes of the occurrence of the
pain in connection with some severe cases of herpes.
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It has been alleged that ¢ all forms of herpes begin with a sense
of burning pain, usually not of a very severe character, in the
affected region.’ *

This statement is, I think, correct in so far as it relates to the
pain strictly due to the herpetic lesion itself, and which is fairly
comparable to the itching and burning pain of eczema.

‘With respect to the more severe and truly neuralgic pain in
connection with herpes, the teaching of Sir Thomas Watson and
Trousseau is certainly borne out by clinical observation ; and it is
found that this pain may precede or accompany the eruption, and
may likewise persist for some time after its disappearance. The
subjoined cases afford proof in support of these statements.

I am not aware that any neuralgia occurs in conhection with
the simpler forms of herpes, such as herpes labialis, herpes pree- -
putialis, &e. The pain or discomfort is due to the lesion itself,
as already remarked.

It is further remarkable that the simpler forms of herpes are
p