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The edges of the peritoneal capsule being heJd up by half a
dozen pairs of forceps, a purse-string suture of silk was run
round the capsule some distance below its free peritoneal
edge. The redundant capsule above the purse-string suture
was dropped into the interior of the cavity left by the cyst,
and the suture was tightened and tied. The bed of the cyst
was now only indicated by a puckered depression in the peri-
toneum. This method can be recommended as a very rapid
and effective way of closing the broad ligament after enuclea-
tion. It is, however, only possible when the tumour has con-
s;derably stretched the broad ligament. If the puirse-striDg
suture is passed sufficiently low a certain amount of tension is
secured, which will assist in stopping oozing. No raw surface
whatever is left which may become a source of adhesions. The
redundant peritoneum which is dropped into the interior of
the cavity must secure an abundant supply of plastic lymph to
accelerate healing.
The small tumour formed by the right adnexa proved to be

very adherent. It was after some difficulty brought up, trans-
fixed by a double interlocked ligature in the ordinary way, and
removed. The patient's recovery was uneventful. She has
since menstruated only once, ten weeks after the operation,
and at present, three years after it, is perfectly well.
The large tumour on the left side proved to be a tubo-

ovarian cyst. The left tube, after running a course of about
3 in. from the uterus, opened into the cyst by an aperture the
size of a threepenny-piece. The cyst itself was obviously not
homogeneous in origin. The upper and inner part of its
interior was yellowish in colour, and here and there atrophied
plicae were visible. The outer portion of it was marked off
quite sharply by its smoothness of surface and comparatively
pale colour. The ovary was not to be found.
An examination of the right adnexa supplied the key

to the pathology of the larger cyst. The outer portion of
the right tube was distended into a hydrosalpinx which
had burrowed in the broad ligament until it came in
contact with the ovary. Within the ovary, lying in close
contact with the hydrosalpinx, but separated from it by
a thin complete septum, was a single cyst the size of a
Tangerine orange, with a smooth lining. Evidently the
condition was a stage in the formation of a tubo-ovarian
cyst by the fusion of an ovarian cyst with a hydrosalpinx
as described by Mr. Doran.
The production on each side of a cyst in the ovary

which on the left side subsequently coalesced with the
hydrosalpinx by absorption of the intervening septum to
form a tubo-ovarian cyst can hardly have been a mere
coincidence. The frequency of tubo-ovarian cysts is a
strong argumiient against such a view. It seems to me
rather that the ovarian cyst is produced by an interference
with the ovarian circulation, due to the pressure of the
burrowing hydrosalpinx on the ovarian lymphatic and
blood-vessels. Any small previously-existing cyst in the
ovary-for example, one of the corpus luteum or a dilated
lymphatic-will form a fulcrum on which this increased
lymph pressure can act in the formation of a large cyst.
If the pressure within a thermometer be increased it is
the bulb which will yield first.

THE cornpletion of Professor Guido Tizzonis twenty-
fifth year of teaching was made the occasion of a graceful
tribute from his colleagues throughout Italy and from his
pupils in the University of Bologna. A committee, pre-
sided over by Professor Vassale of Modena, presented him
with a massive gold medal bearing on the obverse the
name of the distinguished pathologist, and on the other
the following inscription: " Guido Tizzoni-quod-in
kthienaeo Bononiensi-Pathologiam generalem-Annos
iam xxv-Summa ingeni laude tradiderit-Scriptis et
inventis auxerit-Collegae discipuli-Prid. Kal. Iun.
MCMVI." The students presented the Professor with an
illuminated address on parchment.
THE CONSUMPTION OF WINE;-In Iiis recent Budget

speech the Chancellor of the Exchequer pointed out that
within the last six years the consumption of wine in Great
Britain has fallen nearly 50 per cent. In further illustra-
tion of this.point the Wine Tradq Reviewlhas oublished
figures covering nearly the whole period which has elapsed
since the term Gladstone claret first came into use, or in
other words since the date, some forty-five years ago, when
the duty on light wines was reduced much to its present
figure. The statistics show that, though imports of Spanish
wines had already fallen in 1900 by some 30 per cent., those
of French and Portuguese varieties kept fairly steady until
that date. Since then the fall of all three varieties has
been so very rapid that the total consumption of all wines
is now less by several million gallons than it was forty-
five years ago, in spite of the increase of population.
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ACHONDROPLASIA, though a rare disease, is of ancient
origin. Dr. George Pernet' has recently drawn atten-
tioin to the fact that several Egyptian statues in
the British Museum -notably one of the ancient
god Pthah- clearly illustrate its characteristic de-
formities. Cliarcot and Richer2 have also shown
that many of the dwarfs at the Court of Philip IV who
were painted by Velasquez were in all likelihood its
victinms.
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Fig. 1 Repiroduced from Liston's Ele7nent8 of Surgery.

Though apparently uncommon, it probably occurs with
considerable frequency, but has failed to attract attention
because most cases Gire either stillborn or survive birth
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bone cartilage, and that the inhibition of the growth of
the long bones, which is one of its most prominent
characteristics, is due to a disturbance of the normal
arrangement in rows of the proliferating cartilage cells.
In 1873 an account was given by Urtel' of the macro-

scopic and microscopic appearances presented by a still-
born child, which in all details corresponded with those
recorded by Muller a few years before. Earlier observers
had recorded cases which were described under the title
of Congenital Rickets, but which, in the light of more
recent knowledge, were undoubtedly examples of achondro-
plasia. The earliest published record dates back to 1791,
when S6mmering' gave an account of the po8t-mortem
appearances in a case of fetal abnormality which he was
unable to classify, but the description of which leaves no
doubt as to its nature. In 1836 Busch" recorded another
case of the disease, under the title of Congenital Rachitis.
Among other

writers who have
contributed to our
knowledge of
achondroplas ia
mention may be
made of Schidlow-
sky,7 'Eberth,8
Kirchberg and

M a r c h a n d, 9
K a u f m a n n, '0 V

Marie'1, John
T h o m s o n,

Archibald Gar-
rod,13 William

Turner, i4 P. W,
Nathan,'1 Harold
Balm and Archi-

bald Reid.iA The

term "achondro-

plasia," which was
first suggested by
Parrot in 1878, is

used synonym-
ously with the
more clumsy, but
also more accu-
rately descriptive,
title, " chondro-
dystrophia fetalis"
proposed at a later

date by Kaufmann.
Though it is now
recognized that.

achondroplasia is
an entirely dif-
ferent disorder
from rickets, its
close resemblance,
in many particu-
lars, to that dis-
ease led to its
being variously"
described as feta1,

intrauterine, o r
congenital rachitis.
It is also referred
to by more than
one author as fetal Fig. 2.-G. G., aged 9. Front view, showing
cretinism. In 1881 chaiacteristic facies.
Mr. Samuel G.
Shattock,'7 in describing the features of a fetal
keleton which he exhibited at a meeting of the
Pathological Society, said that the condition was

"variously considered as distinct from and identical
with that ordinarily known as rickets." Certain
specimens-the limb-bones, skull, and brain pre-

sented to the 1?athological Society in 1884 by Sir
.Thomas Barlow,'8 obviously belonged to an achondro-
plasic fetus; and while it was admitted by the exhibitor
that the appearances differ so essentially from those found
in true rickets that such cases " ought to be relegated to a

class of malformations depending on a very early vice of
development," yet it is contended that, in accordance with
the views of Virchow,'10 they probably belong to a " very

pronounced fetal type oQfcretinism. ' ln the second edition
of Liston's Elements of Surgery,'9 published in 1840,

there is a striking frontispiece which the author refers to
in the text as a curious case of congenital rickets, and
which by the kind permission of Messrs. Longmans,
Green and Co. we are enabled to reproduce. This skeleton
exhibits in the most graphic manner the distinctive land-
marks of achondroplasia.
The external characteristics of the disease resemble

rickets in so many ways that the two conditions may
readily be mistaken the one for the other, especially as in
children who suffer from achondroplasia there is a
liability to the superimposition of rickets at the usual
age for the onset of that disorder. The confusion with
cretinism is also not surprising, because the physical
features which accompany it are somewhat similar to those
met with in achondroplasia, especially in infancy, and the
few cases of the latter disorder which survive have only
recently attracted sufficient attention to enable the dis-

covery to be made
that mental de-
ficiency is not one

_ of its accompany-
ing phenomena.
Te general ap-

pearance of an
r achondroplas ic

child is character-
istic. It is a
ddwarf, with a large
head, pug-shaped
nose, short and
often bowed limbs,
a prominent abdo-
men, and marked
lordosis. The legs
are always so short
as to be out of pro-
portion to the size
of the trunk of the
body, and this
stunts the figure
in an unsym-
metrical way which
is quite different
to other varieties
of dwarfism where
the trunk and
limbs are short-
ened in relative
degree. The arms
also are too short,
so that the finger-
tips never reach to
the level of the
hips as in the
normal individual.
The limb bones,
besides being
short, are usually
bent and de-
formed. The dis-
proportion between
the trunk and ex-
tremities is readily
demonstrated by
measure me nts

Fig. 3.-G. G., aged 9. Side view, sliowing such a s those
lordosis and prominence of abdomen. which are fur-

nished in the
table at the end of this report. In the normal
infant the umbilicus marks the central point between
the crown of the head and the soles of the feet;
whereas in the achondroplasic child the -central -point of
the body is above the umbilicus, sometimes as high a&
the ensiform cartilage, and this relationship continues
throughout life. It has been pointed out by Nathan that
the dwarfism is only observed on standing; whien the
child is in the sitting posture its height is not far short
of that of an ordinary person of the same age. The
abnormal size of the head is confined to. the vault of the
cranium, which is unduly developed and out of proportion
to the face, It may equal or even exceed, in its cir-
cumferential measurement, the length of the body, and
there is decided prognathus, which is rendered more pro-
nounced by the marked retraction of the bridge of the
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nose. This recession of the base of the nose is not due, changes have, so far, been found in any except bony
as in congenital syphilis, to bone disease, but is produced, tissues.
together with the prognAthus and disproportionate vault, Nothing is known of 'the etiology of the disease.
by premature synostosii of the basilar and sphenoid bones, Syphilis has been held responsible for this as for many
giving rise to a deficiency in length of the base of the 'other obscure disorders, but there is no trustworthy
skull. The lips and eyelids are thickened and, from evidence of any relationship between the two conditions.
excess of subcutaneous tissues, there is an exaggeration Hereditary influence 'has been arraigned, and con-
of the natural dermal folds. The tongue is described by sanguinity of the parents has also been accused, but the
some observers as evidence is too slight
large and protruding, to condemn either
but this is not a the one or the other.
constant feature.v The sexes would
The hair on the head seem to be about
and other partsof the equally vulnerable,
body is abundant though statistics
and 'healthy, while. indicate a slightly
the skin is' well ihkcreased prevalence
nourished and among 'females.
neither harsh nor Of the true path-
scaly. The fingers ology of achondro-
and toes are short plasia little can be
and spatulate. The said. The old idea
hands are odd in that it was closely
shape;: they are fore- related to congenital
'shortened and fat, ' " cretinism will not,
with,fingers7 of about as hats been already
equal length which e "' ! ted, bear the light
taper to their ex- of 'more recent ob-
tremities, and at the Isvnation n
level of the middle -"Nathani's opinion,
jphalangea'l joints "the changes in the
4eparate from one skeleton and in the
another. This separ- "V 4n"~ stibdermal tissues
ation, as has been l point v distinctl
pointed out by Dr. to constitutional
Thomson, is specially anomaly, which,
marked between the though not exactly
middle and ring P'ig. 4.-Upper limb. analagous to that of
fingers. The shorten- congenital cretinism,
ing of 'the long bones of the limbs is apparent at birth, nevertheless acts upon the fetal.organism in a bimilar
but it becomes an ii creasingly notable feature as the manner-that is, by disturbing $the metabolism in some
child grows. The nati ral curves of the shortened bones unknown way." The portion of ithe base of the skull
are exaggerated, and lhey become abnormally thickened -which Virchow designated the os itribasilare is composed
-transversely. All the epiphlyses appear more or less en- of the basilar process of the oc*4pital bone and the two
'larged, and a distinctive ro3ary is present at the junction portions of the body of the sphenbid. In fetal life-these
of the -rib3 with their cartilages, hut it would seem-that three portions are separated 'by,synchondroses, which at
in most instances the birth are only par-
swelling is caused by tially ossified. The
changes in the dia- , synchondrosis inter-
physes, and that the. sphenoidalis is ossi-
epiphyses are altered fled at birth or soon
in -a certain propor- after, but the syn-
'tion df cases only. chondrosis spheno-
[n contradistinction occipitalis remains
to the changes which patent until about
take place in the the thirteenth year,
cartilage-bones of the and complete synos-
base of the skull and t'sis does not occur
of the extremities, normally until be-
the bones that are tween the eighteenth
formed in membrane ' ahd twentieth year'.
an'd'those developed ~";''The growth of the
from cartilage late base of the skull de-
in intrauterine life, pends upon the per-
such as the clavicle, ' ' sistence of these
-scapuila, sternum, ~~'synchondroses, pre-
spinal vertebrae, etc., mature synostosis
remain unaffected. producing abnormal
'The contrast between shortening. Accord-
the semi -membran- ing to Kaufmann
ous, bossed condition 'premature synostosis
of the flat bones of '' of the os tribasilare
the skull in rickets ' isnot the only factor
and their normally which is responsible
grown, firmly de- for the peculiar
veloped state in Fig. 5 Main-en-trident.' physiognomy of
achondroplasia is a cho n droplasia.
'very striking. The mental faculties remain intact, and There may be an accompanying shortening of the
education is little, if at all, less difficult than in normal ethmoid and nasal bones as well, and also a change from
children. Other congenital defects n)t infrequently normal in the angle formed at the junction of the basilar
accompany achondroplsia, the most frequent being a process of the occipital bone with the body of the sphenoid.
highly vaulted 'palate, inguiinal hernia, epicanthus, and, Tile other bones of the skeleton present a variety of
According to Kassowitz,2i congenital dislocation of the changes. In the long bones these occur primariHy in the
hip. The internal organs are normal, and no pathological' growing cartilage.
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Kaufmann distinguishes three types:
(a) Chondrodystrophia fetalis hypoplastica, in which

the epiphysis- is normal in size and consistency; there is
inhibition of row "formation and also inhibition of pro-
liferation of-cartilage,cells.

(b) Chondr,odystrophia fetalis hyperplastica, in wlich
the, epiphysis is definitely enlarged and the consistency is
variable; there is inhibition of row formation and
increased prolifera-
tion of cartilage
cells.

(c) Chondrodsytrc-
phia fetalis malica,
in which the carti-
lage is softened;
thhre is inhibition of
row formation and
the intercellular sub-
stance is gelatinous
and very vascular.

In all these varie-
ties the common
feature is a "more
or less complete
inlhibition of the
normal row forma-
tion of the proliferat-
ing cartilage cells in
the preparatory stage
of ossification." All
three types may be
present in one indi-
vidual, but one
usually predomi-
nates. Despite this
pathological proceEss
in the cartilage,
calcification proceeds Fig. 6.-The longer liand to tle left is
normally, periosteal
bone formation is unaltered, and the bones which are
formed directly froimi connective tissue show no abnor-
mality. Urtel first pointed out that, in most cases, the
epiphysis and diaphysis become separated by the inter-
vention of a layer of connective tissue emanating from
the periosteum. The cause of this periosteal inclusion is
not clearly defined, but the most plausible explanation
attributes it to an
"overgrowth of the
epiphysis beyond the
peripheral diaphy-
seal line, causing an
involution of the
periosteum, which
subsequently pro-
liferates." This peri-
,osteal invasion inter-
feres with growth in
the length of the
bone, but only com- .-;
-pletely arrests it
when the inclusion is
extensive and under-
goes ossification. The
prominent differen-
tial characteristics of
achondroplasia are:

1. A congenital
origin.

2. An abnormally
large vault to the
cranium.

3. Depression of
the root of the nose.

4. Prognathus.
5. Arrested develop-

mnent of the long Fig. 7.-Side vie
bones of the extre.
mities, with exaggerationi of their normal curves.

6. Normal development of the trunk.
7. Beaded ribs and enlargement at the ends of the long

bones from diaphyseal and epiphyseal changes.
8. Decentralization of the mid-point of the body, which

is invariably and persistently above, and not below, the
umbilicus.

9 Characteristic appearance of the liands, described by
Marie as the main-en-trident.

10. Excess of adipose tissue.
11. Protuberant abdomen.
12. Lordosis.
13. Smooth, pliable skin, witli abuniance of glossy hair

in all the ordinary situations.
14. Normal mental condition.

15. A tendency to
other congenital mal-
formations, especi-
aIly to high-arched
palate and inguinal
hernia.
The question of

differential diagnosis
as not difficult. The
only coinditions with

hlicli achondro-
plasia is likely to
be confounded are
ricketsanderetinism.
Its many points of
similarity to rickets
has suggested to cer-
tain writers doubts
as to whetlher there
may not be some
degree of relation-
ship between the
two disorders. A
consideration of a
few of the points in
which they differ
from one another
will, however, imme-
diately show that

that of a normal chlild of the same age. such a relationship,
if it exists, must be

a distant one. In rickets the child is born healthy, in
achondroplasia the characteristic deformities of the dis-
ease are present at birth. In rickets there is no premature
synostosis of the os tribasilare as in achondroplasia,
whereas the hypertrophlic bes3es and atrophic craniotabes
which characterize the rickety skull are absent in achondro-
plasia. The stunting of the log bones, the shape of the

hands, the lordosis,
the sunken nose, and
the abnormally high
situation of the mid-
point of the body are
leading features of
achondroplasia, just
as the contracted
chest, deformed ribs,
curved spine, and
bowed legs are un-
mistakable indica-
tions of rickets.
Dentition and speech
are not delayed in
achondroplasia as
they are in rickets,
and the well-known
constitutional pheno-
mena which accom-
pany the latter are
absent in the former
disease. The dia-
gnosis from cretin-
ism is obvious if the
child survives in-
fanc y, because
though it appears
healthy when born,

3w of leg and foot the cretin soon be-
trays evidence of

mental feebleness, while, among other differentiating
features, it may be noted that the thyroid gland is absent
or rudimentary, the skin and hair is coarse and thick, there
are fatty pads in the supra clavicular fossae, the facial
expression is vacant, the head hangs forward on the
chest, the habits are dirty, and the patient is frequently
destructive and vicious.
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There is no full description of achondroplasia to be
found in the textbooks on medicine, and this account of
the disease, w}liC}l is gathered from the desultory papers
of writers to whom reference has been given will be found
fully verilied by thle following report of a case recently
admitted to the Royal Waterloo Hospital, under Mir.
Pendlebury, for the treatment of an abscess on the right
temple, and subsequently transferred to one of the
medical beds.
The boy's name is G. G., and he is 9 years of age.

There is nothing remarkable in the family history. The
mother is a healthy woman and has had a family of three
boys, of whom this is the youingest. The eldest is 12
years of age, and is in all respects normal and active.
The second child died of "wasting" when 3 years old.
This child was born after a normal and unassisted
labour, but was misshapen at birth. Apart from his de-
fornilities, he appears to have been from the first healthy
and vigorous. His mother nursed him for one month, and
thereafter he was reared on milk and barley-water. In
due course he was sent to school, and he has shown a
degree of intelligence so much above the average for a
child of his age and class that he has gained two prizes.
lTe is still in the " infants " department and lhas reached
the seconid stand.ard, but he has been detained in that

8.-Pelvis and femora

grade longer thlan usual from fear of his being annoyed
and teasel by other boys of his age oni account of hlis
diminutive size. He hias never suffered from any serious
illness, and is now a bright, engaging, and gaod-tempered
child. Most children whio are the subjects of achondro-
plasia are either prematurely or still born, and of those
born alive the majority experience precarious health during
in-fancy, though they may subsequently attain normal
vigour. In this patient the period of infancy was unevent-
fual. The rickety symptoms whichi apparently complicate
hlis achondroplasic condition may probably be ascribed to
the methiod of his feeding wlien a baby. The bny is well
nourished, and hias a hiealthiy, smooth skin. When the
accompanying phiotographs are looked at, two prominent
facts at once arrest attention

1. Th-e size and configuration of the head.
2. Thle marked asymmetry between the body and the

limbs.

an the ocipta reiniinuyprmnn.Tens

i-fltee n hr sde ercino t rde
T oth is patal open an there,.is, prnune

prognathus. The tongue seemiis somewhat thicker than
usual, and its tip can just be seen l?etween the open lips.
The teeth are carious. The palate is arclled and high.
The voice is nasal in quality, but this is probably, in,
some measure at least, due to the existence of adenoids.
Immediately below the right nostril there is a small
venous naevus, and there is a rudimentary accessory
auricle to the left ear. TlXe trunk is of average size, but
presents the following abnormalities: The sternum pro-
jects forwards, there is a distinct costal rosary, and
a well-defined Harrison's sulcus. These features are
suggestive of true rickets and indicate either that we
have, in this case, to deal with a double condition, or
that the two disorders, though clearly defined from one
another, are yet, as has been suggested by some authorities,
closely related. The abdomen is fat and protuberant, its
prominence being, to a consi(lerable extent, the conse-
quence of the lordosis of the spine. Owing to the short-
ness of tlle legs the gait is clumsy; it lacks the rolling
character of congenital dislocation of the hips which the
extreme curvature of the spine at first hints at, but which
is at once negatived by examination of the joints.
The umbilicus is near the intercristal line; and the
mid-point of the body, when measured in the erect
position, is immediately below the tip of the ensiform
cartilage. There is a.general increase of subcutaneous
fat, and this obesity causes an accentuation of the
natural folds of the skin, which is specially noticeable
round the ankle-joints. The arms are thick and short,
and in extreme extension barely reach the tips of
tl;e great trochanters. All the joints are prominent.
The shaft of each humerus is short, being only in.
{onger than the c]avicle; the extremities of the bone are
Slarge. The bones of the forearm are shortened, and there
is a decided increase in the normal curve of the radius.
The hands are remarkably foreshortened, and the fingers

taper towards the points and deviate from one anoth r

like the spokes of a wheel."
In the legs the features of the arms are reproduced.

There is general slhortening of the bones, increase in

the normal curvatures, and enlargement of the extremities.
The longitudinal arch of the foot is destroyed, giving rise
to splayness.
The' following table of' measurements will be foundl

useful for comparison:,

Normal
Thlis Case. Boy of

Saimie Age.

Heiglht ... *- *- .-. 2 ft. 11 in. 3 ft. 10 iL.
Hleiglht sitting ... ... ... ... 2 It. 1 in. 2 ft. 2h il.
Weiglht ... ... ... ... 2 st. 31 lb,. 3 st. 10 lb.
Cireoimferenee oflead ... ... ... 20f in. 201 ir.
Tip of mastoid to tip of mastoid ... ... 15 in. 141 iL.
Clavicle ... *.. ... 4 in. 4X in.
Acromion to external conyleyc ... ... 4, in. 18, in.
Ralditis 3. . .. ..- 3'R ill. 6 ill.
Olecrainon to nlinar spine ... .. ... 4-* iil. 16 in.
Anterior soperior spine to interlnal mialleolus 71 in. 22* in.
Initernal (eondvle of tibia to inalleolus ... 5S in. 9 iu.
Chest, foll expiratiol ...... ... 201, in. 241 in.

We are indebted to Messrs. Watson and Sons, of High>
Holborn, for the skiagrams with which they have supplied
us, and which are reproduced here in reduced size.
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