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himself, each one for his brother, must work it out here.
Duly used, this society is a rock of salvation against those
sins of the heart which so easily beset us-mutual distrust
and mistrust and jealousy, breeding discord and the strife
of tongues; and duly used, the county hospital is a way of
salvation from those sins of the head-intellectual apathy,
complacent self-sufficiency, and the careless habits into
which even the best of us are only too prone to fall.
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LECTURE I.
GENTLEMzN,-The subject of my first lecture is anatomy
in clinical surgery. Anatomy is the foundation of all
surgery, and I shall try to show its bearing upon clinical
surgery. It is impossible for me to impress too deeply
upon you the importance of a thorough knowledge of
human anatomy. If you do not already possess it, I urge
each one of you to study a small fragment every day. He
who will read, mark, learn, and inwardly digest a single
bone in the course of a week will find that, after a while,
he has a splendid equipment.

I was led to choose this subject by an incident which
happened in the wards but a few days ago. A youth had
had his hand crushed by machinery. He had lacerated
wounds on the back and in the palm of the hand. The
index finger had been seriously damaged. In place of the
proximal interphalangeal joint there was a gaping wound,
with bone protruding. When this state of affairs was
seen I naturally tried to form an estimate of the extent
of the injury, and of the subsequent utility of the hand.
I therefore asked the dresser in charge of the case-
a gentleman who works hard and is most earnest and
attentive in the performance of his duties-whether the
patient could feel with his finger and thumb. This point
had not been investigated, and yet the youth could not
feel with either finger or thumb. Consider for a moment
what conseqaences this omission might entail, There is
now an Employers' Liability Act, and under it the
patient is entitled to compensation for the damage he
had sustained. But if the medical man under whose
charge he happens to be is not acquainted with the extent
of the injury, obviously the sufferer may not obtain a
suitable recompense. Then there is the employer. He is
entitled to a just and accurate report, for upon that the
extent of his liability may depend. But the consequences
of this omission may also be very disastrous to the
medical man in charge of the case. If as witness in a
court of law-and every one of you will have to testify in
courts of law-he fails to display adequate knowledge, it
will be harmful to his reputation. At the present moment,
however, I am more interested in the psychology of this
case than in its surgery; I am concerned to know why the
dresser's mind did not start a proper train of thought,
leading on to correct knowledge of the extent of the
injury. He was not thinking anatomically. Had he
thought anatomically he would have passed in review each
stracture. He might have proceeded from the surface of
the depths of the hand, or he might have considered the
structures in the order given in a familiar textbook, such,
for example, as Gray'8 Anatomy. Then he would have
begun by asking what injury the bones had sus-
tained. The other day a medical friend had his hand
crushed. His case was considered in anatomical order.
The question of an injury to the bones was raised.
He hardly seemed to appreciate the desirability of an
x-ray photograph until one had been taken, and showed
that two of the metacarpal bones were broken. He
held an accident insurance policy. So the bones will

be passed in review, and photographed on the slightest
possibility of damage. Next come the joints. An injured
joint should not be overlooked: broken into, full of blood,
inflamed, it may be stiff unless the injury has been recog-
nized and movements begun early. Then come the muscles
and tendons: divided tendons may require suture. A
hand with ununited tendons is not of much use. Con-
tinuing the order in Gray, pass in review the arteries,
veins, lymphatics, and nerves, and, where the trunk is
concerned, the viscera; the cranium, with the brain and
special organs; the spinal column and its nervous
contents. If, gentlemen, you investigate every injury in
due anatomical order, it is not likely that you will over-
look any grave defect. Injuries to the limbs sometimes
necessitate amputation. In deciding this question proceed
again in anatomical order: estimate the amount of
destruction to the skin, fascia and muscles, bones and
joints, damage to the great vessels and nerves. The leg
will gangrene if the superficial femoral vessels be torn.
There are hardly any other channels than these to supply
the lower limb with blood. I recall a little tragedy which
took place very suddenly and very quietly. A man had a
popliteal aneurysm. The surgeon exposed the superficial
femoral artery, and when the aneurysm needle was passed
between it and the vein a thin stream of dark blood ran
slowly but steadily from the wound. The artery was tied,
but those who saw that stream of blood knew that the
vein had been injured and that the leg would gangrene,
which it did. To cut off nearly all the arterial supply
from the lower limb is a critical thing to do, but to injure
the vein at the same time so that it fills with clot, thus
obliterating the only channel for the return of the blood,
is an overwhelming disaster. Then the great nerves
should be passed in review. Complete division of tbe
great sciatic nerve, taken with the other injuries, might
lead you to decide upon amputation. But remember
that sensation may be absent in a limb whose main artery
has been damaged.
The kind of anatomy which is required in clinical sur-

gery is not minute, but at the same time entails a correct
knowledge of the limits and extent of the various cavities
of the body. Given a swelling in the region of the knee-
joint, the first thing to decide is whether it be inside or
outside the capsule, or whether both inside and out-
side, with a communication through an opening in the
capsule. A swelling outside obscures the anatomical
structures on the outside of the capsule-such, for
example, as the tendons on the inner or outer side of the
knee, or the patella. But a swelling inside distends the
capsule and lifts it up, together with the structures lying'
upon it. If you are properly acquainted with the limits
and attachment of the capsules of the joints, it will help
you very much to decide these rather difficult questions.
After having made up your mind on anatomical grounds
where the swelling is situated, then you will decide
whether the swelling is fluid or solid. If fluid, you will
try to decide the nature of the fluid; and if solid, whether
it is the result of inflammation or of new growth.
Anatomical thinking will help you to avoid the pitfalls

which beset injuries to the head. We often see a paragraph
headed "Drunk or dying?" The history is usually as
follows: Some one is found insensible upon the pavement.
It is not known how he got there. Ee may have fallen, he
may have been knocked down. At all events he is insen-
sible and suffering from alcohol, or disease, or may be con-
cussed. Concussion is a state of insensibility accompanied
by shoek. The boxer who is knocked out is suffering
from concussion. Under proper conditions of rest and
warmth, the concussed patient recovers consciousness, and
prooeeds to his home, or it may be to prison. There he
gradually becomes drowsy, then unconscious, and dies of
compression. Whenever the bony cavity in which the
brain resides is suddenly encroached upon by fluids or by
solids the brain ceases to perform its vital functions, and
unless the pressure of the flaid or solid is taken away
death ensues. This is what happens in these cases of
"Drunk or dying." The injury was enough to cause
concussion, but at the same time lacerated a vessel inside
the skull. The blood accumulated within the skull1
diminished its capacity, and compressed the brain. Now,
such cases as this cannot be overlooked by those who have
learnt to think in anatomical order. Every case of con-
cussion calls for the most grave consideration, and my
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house-surgeons know that if they like they can fill every
one of my beds with trivial cases of concussion rather than
send away one with commenoing compression. Now, how
does anatomical ihinking prevent you from falling into
error? He who thinks anatomically will investigate the
patient's nervous system in order. I suppose that he may
not learn much from his investigation of the olfactory
nerves. My observations lead me to suppose that this
must be a singularly defective sense in most people. But
the second cranial nerve, the optic, may throw great light.
After an injury to the head it would be, to say the least,
somewhat feeble to overlook the fact that the patient had
become blind in one eye. Then with regard to the third
and other orbital nerves, what shrewd inferences can be
drawn from a dilated pupil! Or from a slight squint.
The auditory and facial would not be forgotten. The
fauoes would be examined, and last, the movements of the
limbs. I have seen a man lying in bed with a partial
paralysis of his left leg. This I suppose had been over-
looked because his leg was underneath the bedclothes and
because anatomy had not been applied to clinical surgery.

I have already referred to the cavities of the body, and
said that it is necessary for you to know their extent and
topography. I will try to tell you my own crude way of
thinking over the topography of the cavities of the body,
such as, for example, the antrum of Highmore, or the
tympanum. There used to be a book on anatomy, written
by the late Erasmus Wilson, who was such a benefactor to
the College of Surgeons. And in this book, in giving the
relations of the great arteries to their surroundings, the
vessel is drawn with a square outline. I expect your
minds are much the same as my own, and if you try to
imagine the relation of one circle to another you may find
it exceedingly difficult to determine whethet it ought to be
in front or to one side. But if you have in your mind a
square, or a cube, it becomes easy to determine whether a
given structure is or is not round the corner. Now let us
apply this to a clinical case, such as that of a tumour
growing in the antrum of Highmore. Thinking anatomi-
cally, and considering the antrum to be a cube, you will
say, Does it balge in front? This will lead you to look
inside the mouth, and examine the front of the antrum.
Next you will ask, Does it bulge at the back? Well, at the
back of the antrum is the spheno-maxillary fossa, with the
lower divisions of the fifth nerve. This will lead you
to investigate your fifth nerve. Then you will ask, Does it
bulge at the outer side? So you look for a swelling in the
zygomatic fossa. At the inside you will not forget the
nose, which may be stopped up. Below? You will look
iqto the mouth. Above? You will examine the orbit.

Consider the tympanum in the same way. Doubtless
you will begin at the outside of the cube, and investigate
the external ear and tympanic membrane. Next, doubt-
less, you will examine inside where the internal ear is.
So that you will not forget to find out whether or not the
patient is deaf. The roof is a thin layer of bone and dura
mater between the tympanum and the inside of the skull,
and upon it rests the temporo-sphenoidal lobe of the
brain, to which septic infection so often spreads. And,
lastly, you will consider the front and back, and remember
that at the back of the tympanum, besides the mastoid
cells, are the sigmoid sinus and cerebellar fossa of the
skull.

I have occupied you for some time with a subject
which, although of intense practical importance, is at
the same time apt to be dull and tedious. But I will
not cease without referring to the anatomy of the trunk.
And here I would give you a few words of advice.
Learn the broad facts of topographical anatomy before
you essay the minute; learn to crawl before you walk,
to walk before you run. In some works on topographical
anatomy the trunk of the body is mapped out like a chess-
board, interesting, perhaps, to those whose memories
may surpass their understanding, and whose lives are
spent in the dissecting room, but not to thlose who have
so much to learn. Let us suppose the clinical case of one
who has a pain beneath the right costal margin at the
upper end of the right reetus abdominis muscle, with
abdominal tenderness and rigidity, vomiting, and perhaps
constipation. When I demonstrated and lectured upon
anatomy. I advocated the use of a few surface centres. By
that I mean a centre in the surface of the body beneath
which important structures are grouped. Beneath the

eighth right costal cartilage is one of the important
centres of the abdomen, for its centre marks the situation
of the foramen of Winslow. Need I enumerate the strue-
tures grouped round the foramen of Winslow? The finger
upon the centre of the eighth costal cartilage has above
it the transverse fissure of the liver and all the structures
in it; it bas the pylorus and the head of the pancreas
below it. A little to the right is the gall bladder, the gall
bladder lying on the first part of the duodenum. When
the gall bladder is inflamed the patient often vomits. And
next, just below the tip of the gall bladder, is the transverse
colon. So when an inflamed and distended gall bladder rests
upon the transverse colon, flatulence and constipation ensue.
Another important surface centre is a point in the right
semilunar line, where it is cut by a line drawn from
the umbilicus to the anterior superior spine of the ilium.
Here is the ileo-caecal junction with the ileo-caecal valve,
the end of the ileum, the lower part of the mesentery, andl
the structures in it, the caecum, the beginning of the right
colon, and the vermiform appendix. I trust we all have
our own ways of thinking, but I suggest surface centres to
ou as one of the ways of bringing your anatomical know-
edge to bear upon your clinical surgery. Doubtless you
will discover the other surface centres for yourselves.
When I taught anatomy about nine sufficed.
Anatomical thinking is of especial usefulness in the

investigation of diseases of the alimentary canal, or in
connexion with those of the genito-urinary tract. Given a
case in which blood or pus is present in the urine, your
thinking would begin at the meatus urinarius, and pass
along the urethra. I have known an ordinary gonnorhoea,
mistaken for nephritis because there was albumen in the
urine, the urethra not having been examined. Next,
the membranouFs urethra, and the prostatic. Remembering
the prostate, doubtless a rectal examination will be made.
Remembering the openings into the prostatic urethra, the
vesiculae seminales will be felt, and the mind follow the
course of the vasa differentia, and the testicles will be exa-
mined. Otherwise a tuberculous mass in the epididymis
might be overlooked. Next the bladder will be considered,
the ureters, and lastly the kidneys. A patient with much
blood in the urine was supposed to have a growth in the
bladder. And so she had, but something else in addition;
for, when the genito-urinary tract was examined in ana-
tomical order and the kidneys felt, a large tumour was
discovered in the right kidney. It had been overlooked.
I have referred to a rectal examination. In carrying out
this you must, as Luther Holden used to say, carry your
anatomy at the tip of the finger. Examine the anal aper-
ture methodically, so as not to overlook a pile or fissure or
fistulous tract. Then the front of tbe rectum,feeling for the
membranous urethra, each lobe of the prostate in turn, the
vesiculae seminales, the trigone of the bladder, and, last of
all, at the tip of your finger, the recto-vesical- or Douglas's
pouch of peritoneum. Anatomical thinking would also
lead you to examine the hollow of the sacrum, where
enlarged lymphatic glands might be felt.

I shall now endeavour to show you some of the uses of
morbid anatomy in clinical surgery. But do not think that
there. is any hard-and-fast line between anatomy and
morbid anatomy.
Here are specimens in bottles, not very satisfactory,

because they cannot be taken out and handled. Let us
proceed on anatomical lines, beginning with the bones.
Fractures near the ends of the long bones will be a source
of great trouble and anxiety. Here is a specimen of a
fracture called after Colles, an Irish surgeon. Of course
you are familiar with Colles's fracture. It is a transverse
fracture of the lower end of the radius. Morbid anatomy
tenches that the fracture is usually impacted. What
ought you to do with that impaction? Are you going to
leave the impaction, or are you going to reduce it ? I do
not know what you are taught, but it is, to say the least,
impolitic to leave one of your patients with a deformed
wrist. An anaesthetic ought to be given, and the deformity
put right. Have you been thinking anatomically ? There
is something else about Colles's fracture. The various
things at the lower end of the radius will have passed
through your mind, and the wrist-joint not forgotten.
What happens to the wrist-joint when there is a fracture
so close to it? Whenever there is a fracture in the
vicinity of a joint its cavity may have been broken into.
Mr. D'Arcy Power examined a large number of specimens

ANATOMY IN CLINICAL S'URGERY. [FEMB. 4, I911X
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of Colles's fracture, and found nearly all went into the
wrist-joint. A joint with a fracture into it may not only
undergo a mechanical alteration but is also fiUed with
blood. Blood in a joint causes an attack of synovitis, and
that will persist until all the blood has gone, and perhaps
afterwards. When you have made up your mind that the
fracture has gone into the joint you will take measures
to prevent that joint being stiffened by adhesions,
and movements begun as soon as the pain allows.
Here is another specimen of a fracture associated with
this hospital. It is named after Percival Pott, one of the
ablest of our surgeons. Go to the library and read the
preface to Pott's works. He asks a rather curious question:
"Why are people so fond of going to quacks ? And why,
even when the quack has maimed them, do they send
their friends?" We may suppose that if a person has
got well after having been to a quack he boasts about it as
a tribute to his intellectual acuteness in choosing the
right quack. If maimed, he sends somebody else, perhaps
on the principle of the fox without a tail, or as a subter-
fuge to hide his own misfortune. Pott's fracture is a very
-grave injury. Look at this admirable specimen: the
internal malleolus is broken into the joint, and the joint
has been full of blood, and inflamed. If those in charge
of such a case did not take care, the joint would become
very stiff. When in the habit of thinking in this way you
wi not leave a Pott's fracture long, but think in terms of
morbid anatomy, and take good care to move the ankle.
joint soon.
Here is another morbid anatomy specimen, a contrac.

tion of the palmar fascia. I once had the privilege of
being a colleague and friend of the late William Adams
-a man of unusual courage and sagacity-and saw him
working a the morbid anatomy of this disease. I com.
mend his methods to your earnest consideration. William
Adams was the first to saw through one of the long bones.
He sawed through the neck of the femur, and invented for
the purpose the instrument which has long gone by his
name, Adams's saw. You, gentlemen, can scarcely com.
prehend what that meant when every one expected the
patient to die of blood poisoning. Dupuytren's name was
given to this affection because he was a distinguished man,
and one who founded his surgery on anatomy and morbid
anatomy. Before Dupaytren investigated contraction of
the palmar fascia it was considered to be due to shorten-
ing of the tendons. I learnt all this from William
Adams, and watched him work in the most painstaking
manner to confirm Dupuytren's observations and. make
them his own. First he got a skilled anatomist to dissect
the palmar fascia and all its prolongations; then speci.
mens of its contractions. After Adams had made his
observations he devised, from his knowledge of anatomy
and morbid anatQmy, the operation for the subcutaneous
division of the fascia. Nowadays we should not mind
whether the fascia were divided subcutaneously or by an
open wound; but in those days many wounds suppurated,
so that surgeons had a great leaning towards subcutaneous
operations. The suppuration was thought to be due to the
entrance of air. They did not know much about bacteria
or of the necessity for boiling instruments. Still, they
knew that a small puncture was safer than a wide
incision.
When I watched this very able man's methods, it

,dawned upon me that morbid anatomy was the clue
to clinical surgery. Morbid histology, bacteriology, and
the other "ologies " are but additions.

Pott's name is also associated with the tuberculous
disease of the spine, admirably shown in this specimen.
Here we can see the light which morbid anatomy throws
upon clinical surgery. You all know how that spine
tecame bent. First, we may suppose that the child had
tuberculous milk to drink. As Dr. Walsham has so
clearly pointed out, the tubercle bacilli entered through
the tonsils and adenoid tissues in the naso-pharynx.
Then they passed by the lymphatics or blood stream to
various parts of the body-in this instance to the can-
cellous tissue of the vertebrae. First the cancellous
tissue became inflamed. You will have had abandant
opportunities of seeing tubercalous glands -in the neck.
In the beginning these are swollen, tender, painful, but
not very hard; and so, doubtless, are the vertebrae. Next
the inflammatory products caseate, so that the bodies of
the vertebrae become composed of stuff of a cheesy appear-

ance and consistence. Plenty of caseous material is seen
in this specimen. Caseation is the naked. eye evidence of
the presence of tubercle bacilli. You may be occasionally
deceived by other forms of degeneration. Gummata look
very like caseous material, also some malignant growths.
Then this caseous material softens and an abscess forms.
There is the morbid anatomy; what are the clinical
events ? At first the vertebra is inflamed. That series
*of joints, the spine, behaves like any other inflamed joint
and ceases to move. Next, the muscles in the vicinity of
the inflamed joint waste, so do those of the spine. A
caseous gland ceases to be painful and becomes very hard.
But the next stage-that in which the caseous material
softens-has a great bearing on clinical medicine, because
now, instead of the bodies of the vertebra, there is an
abscess. But weight cannot be supported upon an abscess,
so the spine collapses and the Pott's curve appears. One
who thinks in terms of morbid anatomy will now try to
find out what may have become of the pus. This may
never be known; but in the ordinary sequence of events
the abscess will reach the surface of the body.
Here anatomy lends us its aid. From between the

bodies of the vertebrae come out the nerve trunks. The
pus follows their course, and some goes backwards along
the posterior division of the spinal nerve, forming a
lumbar abscess. Or the pus may track down the anterior
divisions of the spinal nerves which enter the psoas
muscle. Therefore look for a psoas abscess. The pus may
pass along the anterior crural nerve into the iliac fossa.
An iliac abscess is easily overlooked unless morbid anatomy
be invoked. Finally, the pus may go down the lumbo-
sacral cord, along the sciatic nerve, into the gluteal
region, and hence a gluteal absoess.

Next, taking the morbid anatomy of Pott's fracture one
step further. Here is a specimen showing how the
damage is repaired. If tubercle was a very fatal disease
I suppose the inhabitants of this island would have been
wiped out long ago. But the human body has great
power of resisting tubercle. When the body of a vertebra
has nearly all disappeared, then the process of repair
begins. The process of repair in these abscess cavities is
always the same-they heal by granulation. When the
granulations have grown in the gap in the vertebral
column they become fibrous or bony. Thus you may have
seen people walking about after Pott's disease of the spine
and carrying sacks of coal upon their shoulders.
Here is another specimen showing the bearing of morbid

anatomy upon clinical surgery. It is a tuberculous knee.
This is what happened. Tuberole bacilli entered and were
deposited in the cancellous tissue of the bone or in the
synovial membrane, and the joint became inflamed, stiff,
and flexed, and the muscles wasted. (Note the inevitable
flexion. A leg with a bent knee or hip is of little use.
The bending must be prevented with splints or weights,
and if it has taken place be overcome.) Then the infiam-
matory material caseated. The caseous material is quiet.
At last the caseous material softened. Then an abecess
formed, either in the synovial membrane or in the
cancellous tissue of the bones. When the caseous
material softens the pus may point under the skin.
When opened this abscess may lead into the joint, so
that in opening it be careful lest a fresh infection be
implanted upon the tuberculous. If the patient resists
the tubercle, and has not had septic arthritis in addition,
the disease follows exactly the same course as in the spine.
William Adams often pondered over articular cartilage.
Why should the cartiJaginous femur ossify all but two
little pieces at each end ? Articular cartilage never
ossifies, although in osteo-arthritis its edge may thicken
and ossify. So that as long as articular cartilage is pre-
sent movement may return, and as long as it is present
ankylosis eannot oocur. But in the course of tuberculous
arthritis the cartilage is removed in the manner seen in
this specimen. Granulations growfrom the bone, and from
the synovial membrane, and eat the articular cartilage.
When it has done that, and filled the space between the
ends of the bone, it becomes fibrous or bony. Fibrous union
is painful. The fibrous ankylosis may be firm and strong,
and without movement, but it will be painful. Your object
is to attain bony ankylosis, which is strong, and does not
hurt. The late Sir William Savory used in sonorous
phrase to say, " Fibrous ankylosis is the opprobrium of
surgery." But the removal of articular cartilage and the
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formation of bone is a long and tedious process. So the
surgeon steps in and performs an operation founded upon

morbid anatomy. He cuts this process short, and gives
the patient in a little time what Nature would give after
many months of suffering. Accordingly he removes the
whole tuberculous synovial membrane and tuberculous
bone. But he does something more: he removes the
whole of the articular cartilage, puts the ends of the bone
together, and keeps them there until they unite by bone.
A stricture of the urethra is, to my mind, a very good

example of the way of thinking from morbid anatomy to
clinical surgery. Here is a stricture of the urethra. It is
in the membranous urethra, and very narrow. It might
have measured 7 mm. in circumference. Do not assume

that the membranous urethra is the commonest place for
strictures. The commonest place for strictures of the
urethra, if you examine the urethra properly with bullet-
headed bougies, is in the anterior part. The person with
a stricture in the anterior part of the urethra has, as a

rule, a reflex spasm of the compressor urethrae. Those
who are not aware of this, and who do not use bullet.
headed bougies, overlook the anterior stricture, and mis-
take the. contracted compressor urethrae for one. A good
deal of what is written about strictures is not founded, as
it should be, upon correct morbid anatomy, but upon

very incorrect clinical observation. Think what will
be the first clinical effect of that 7 mm. stricture-
obviously a small stream of urine. Make it your invari-
able habit, when a patient has anything the matter with
the genito-urinary system, to see the urine passed into a

glass. That affords the opportunity of seeing the kind of
stream and the urine with those significant flakes of
lymph in it. Other results may follow. Not only may

the stream be altered in shape, but much time be spent in

passing it through such a narrow channel. A gentleman

told his medical man that it took him a long time, nearly a

quarter of an hour, to pass water. It was thought that,
because the patient took such a long time to urinate, he
must have an abnormally large quantity to pass, and
diabetes was diagnosed. As a matter of fact, he had
a rather narrow stricture deep down in the urethra.
The late Me. Berkeley Hill operated, and, when told
what had been said about diabetes, laughed, and replied,
"They often say that." But I do not think it can

be a very common mistake, nowadays at least, but it is
a mistake which may befall any one unless the urine
is passed into a glass. Observe the next thing which
has happened in this case of stricture. The urethra
behind the stricture is a little dilated. What does that
mean? That dilated urethra collects a little urine in it
after the patient has finished micturating. That remains,
and is a source of discomfort, and additionally so because
it runs out afterwards and soils the clothing. And so

people with stricture not infrequently smell of stale urine.
Notice the next thing which has happened. The bladder
is thick and small. When the human muscles, either
striped or unstriped, have to do additional work they
become bigger and stronger. Think what happens to a

man who has a stricture which has resulted in hyper-
trophy of the bladder. In the first place, the bladder will
not hold much. The personwith abladder like the one I hold
up will pass at the utmost 4 or 5 oz. of urine at a time. But
still his kidneys, we hope, are making the proper quantity,
so he has to pass urine frequently. If you have seen him
in the act you will know that only 4 or 5 oz. issue at a

time. What next? The hypertrophied bladder is enor-
mously strong, and the person who has a hypertrophied
bladder, as soon as he has a desire to pass water has to
rush off and pass it as quickly as possible, otherwise the
strong bladder will shoot the urine out into the garments.
But the hypertrophied bladder does not merely expel the
urine through the stricture; it drives it into the ureters,
which become dilated together with the hilum of the kidney.
Thus one with a stricture of the urethra is in a sad plight.
Before dividing the stricture learn how the kidneys are

excreting. Those with incompetent kidneys oftentimes
die. Unfortunately, too, a septic infection may coexist.
An unboiled catheter is a dangerous weapon.

I will merely take one more morbid anatomy specimen,
which is important because it belongs to a very common
and dangerous disease. There is not much to be seen in
this inflamed appendix. If you make up your mind that a
patient has an inflamed appendix, be sure that he has some
septic material in its interior, with ulceration such as this

of the lining membrane, and the passage of the infeqtion
into the lymphatics, and on its way to the peritoneum.
A dangerous state of affairs. A line cannot be drawn
between anatomy and morbid anatomy. This inflamed
appendix is situated at the ileo-caecal junction, a very
critical part of the alimentary tract. Inflammation at the
ileocaecal junction disturbs the function of the whole
alimentary tract. Proceed in anatomical order. Begin at
the mouth to learn the clinical history. Consideration of
the mouth will lead you to ask what can be eaten. Those
with appendicitis commonly say that they cannot eat
certain things; they will say they have had to give up
fruit or vegetables. Every now and again they say they
can eat anything. But most people with appenidicitis
have to be careful about their diet. From the mouth go
on to the oesophagus, and that will remind you to ask
whether there is vomiting. If a person with appen-
dicitis vomits it means that the attack is acute.
And after the oesophagus comes the stomach. Those
with appendicitis often have indigestion and pain after
food. Next we come to the intestines. An inflamed
appendix causes blocking at the ileo-caecal valve, so that
wind and faeces do not escape easily from the small
intestine. Thus we find continual rumblings, because the
small intestines are trying to get wind past the ileo-caecal
valve. They may not be able to get it past, and so
distension supervenes. Ladies with this condition may
have to undo their stays. Passing onwards to the large
intestine, do not fail to inquire about its functions. Those
with appendicitis are often constipated. You cannot place
implicit reliance on any of these signs, but proceeding
anatomically you will find one or other of them is almost
sure to be present. No person can have an inflamed
structure in the interior of the body without general signs
-alteration of temperature, of pulEe, a leucocytosis,
and rigors when the infeetion is especially dangerons.
A person with appendicitis who has rigors is like
one with whitlow, except that the whitlow is in the
interior of the abdomen, not at the periphery of the
body. Continuing your anatomical train of thought, the
pelvic position of the appendix will be remembered.
About 20 per cent. of those- with appendicitis have the
appendix on the brim of the pelvis or hanging into the
pelvis, so that the inflammation can spread to the pelvie
organs. First, there is the bladder: so inquire for pain
and frequency of micturition. When the inflammation

reaches the rectum or sigmoid there is pain during defae-
cation. In females there is a close connexion between
the right broad ligament and the appendix, so that
inflammation may spread from one to the other. Besides,
the appendix may lie in contact with the right ovary and
tube, so that not infrequently we meet with salpingitis or

pyosalpinx. The ovary seldom becomes inflamed. Thue
anatomy and morbid anatomy teach you to consider the-
pelvic organs in all cases of appendicitis.

IN response to an invitation from the Committee and
Medical Officer of the St. Marylebone Dispensary for the
Prevention of Consumption, an influential and representa-
tive gathering visited the dispensary, at 15, Allsop Place.
N.W., on January 25th. The principles and methods of
work were explained to the visitors, who also inspected
the institution. As is well known the chief sources of in-
fection exist in the homes. To the dispensary, which is,
free, patients who are not already under a medical prac-
titioner may go for examination, diagnosis, and treatment.
From the dispensary a physician and nurse visit the homes-
of the patients, who are thus educated in open-air treat-
ment, and in the protection of others by the observance
of a few simple precautions. The medical officer also
examines all those who have been in contact with the
patients, and thus the early cases are diagnosed and-
treated. From the dispensary suitable cases are sent to
sanatoriums for cure, advanced cases to special hospitals,
and children are taught the value of fresh air and sunlight.
The dispensary works in intimate association and co-
operation with the public health authority, and with the
various charitable agencies in the borough. The dis-
pensary is the central bureau for the collection and dis-
semination of information regarding tuberculosis, and the
centre of scientific and philanthropic effort against this
disease. The St. Marylebone Dispensary it on the lines of
those already establisbed at Edinburgh, in the Borough of
Paddington, and in Berlin, Montreal, New York, Boston,
and Pittsburg, and is entirely supported by voluntary-
subscriptions.
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