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veyed to the nipple by a nurse whose hands are contami-
nated by the lochial discharge." Obvious decomposition
of this discharge may be a predisposing, though "certainly
not an essential factor," since the normal lochial discharge
at the end of the second week is itself capable of producing
the infection.

Respiratory Organs.
Disease of the respiratory organs, chiefly bronchitis or

influenza, was the cause of pyrexia in 9 cases. There was
1 case of acute laryngitis.

Thrombosis.
Thrombosis occurred in 2 cases, in both of which the

left internal saphena was the vein affected. In 1 case
the pyrexia appeared on the third day, in the other at the
end of the second week.

Urinary Organs.
There was 1 case of cystitis in which a single elevation

above 100° occurred on the third day after delivery.

Dental.
In 2 cases abscess from carious teeth causcd the

pyrexia.

Septicaemia.
No case of septicaemia occurred during the twelve

months.

Doubtful.
In 18 cases there was in the notes insufficient data as to

the cause of the pyrexia.

Nervous, or " Emotional " Temlpera tures.
At Quesn Charlotte's Hospital, on several occasions I

have seen a rapid unexpected rise of temperature for
which no definite physical cause could be found follow
some sudden emotion.
In the extern district of St. Bartholomew's Hospital

during the year only one such case has been noted. This
I had not the opportunity of seeing personally, but the
notes state that the woman, a primipara, was found on the
sixth day very excited about some letter she had received,
and with a temperature just over 1000, which at the next
visit had fallen again to normal.

" Emotional " temperatures are reported with greater
frequency from lying-in hospitals, where they occur most
often upon visiting days. They are more common in
primiparae and especially in unmarried women. The
temperature may run up suddenly as high as 1040, as in a
case reported by Dr. J. C. Cameron, in which it was due to
the non-receipt of an expected letter.
The fever may be high whilst the patient is awake and

fall during sleep; its recurrence is very rare, and depends
solely upon the persistence or recurrence of the cause; in
most cases there is but a single rise.
A remarkable case of nervous high temperature, accom-

panied by temporary glycosuria, is reportcd in the
Montreal Medical Journal for January, 1889:
The patient was a 2-para, aged 22, with a " capricious, violent

temper." Labour short, easy, and puerperium normal for
eight days. Then the woman began to fret about some letter
she was expecting. The temperature rose during the day and
fell during sleep, and at the same time glycosuria (5 per cent.)
appeared. As the temperature subsided the sugar slowly
diminished in quantity, and by the eighteenth day bad entirely
disappeared from the urine. A few days later she again began
to fret and became feverish, but without any return of the
glycosuria. The range of temperature was remarkable, rising
during her waking hours and falling during sleep, with no
corresponding variation in the pulse-rate. The tongue iemained
throughout fairly clean, the appetite moderate, bowels regular,
and lochia normal.

Slight elevation of temperature from emotional causes
is probably more frequent than would appear from the
number of recorded cases. It is, as a rule, of very short
duration, and may easily be overlooked.

Other causes of abnormal temperature may occasionally
be found. It should be remembered, too, that pregnancy
does not protect a woman from any infectious disease to
which she may be exposed, nor from any of the conrnmn
causes of fever quite apart from the puerperal state. Very
few of these have been included in the above analysis, but
the possibility of such a cause should be borne in mind in
every case of pyrexia during the puerperium.

The results obtained from the analysis of these 1,196
consecutive cases may be briefly summarized as follows:
A standard of morbidity has been taken which, from its

simplicity, is as readily applicable to confinements in
private practice as to those in a maternity institution.
Based upon this standard, an attempt has been made to

determine the percentage of morbidity, the usual time of
occurrence after delivery, the average duration and range
of temperature in such cases; and the factors most
commonly found responsible for the pyrexia, with their
relative frequency.

Detailed analytical tables are appended, together with a
list of the principal writings consulted during the prepara-
tion of this paper.

All reference to treatment has been omitted and many
details of factors directly or indirectly responsible for an
abnormal puerperium have been very imperfectly described,
since it is manifestly impossible within the limits of a
single paper to deal adequately with a subject of such
complexity as pyrexia during the puerperium.
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MALFORMIATIONS OF THE HIND END
OF THE BODY.

GIVEN AT THE ROYXL COLLEGE OF SUr.GEONS, ENGLAND.
BY

ARTHUR KEITH, MI.D., F.R.C.S.ENG.,
CONSERVATOR OF THE MUSEUM AND HUNTERIAN PROFESSOR.

III.-ECTOPIA VESICAE AND ALLIED
CONDITIONS.

FOR the purpose of this demonstration it is convenient
to divide the specimens at our disposal into fourgroups:
(1) Ectopia vesicae in the male; (2) ectopia vesicae in the
female; (3) ectopia vesicae combined with fistulous con-
dition of the intestine; (4) epispadias.

GROUP I.-ECTOPIA VESICAE IN THE MALE.
There are 3 specimens of this condition in the College

museum and 16 in the museums of the metropolitan
schools, making 19 altogether. Of the 19, 10 are from
adults; the others are from infants, ranging in age
from birth up to 3 years. All the specimens show
the same lesion; the description of -the one shown
in Fig. 17 may serve for the rest. The mucous mem-
brane of the bladder and urethra, from urachus above
to meatus below, is spread out on the surface of
the hypogastrium, and becomes continuous with the skin
of the belly wall at its margin. -Four areas may be
recognized in the exposed mucous surface especially in
specimens where the vessels and capillaries have been suc-
cessfally injected. (1) The upper' area, crescentic in
shape, is really skin in which the superficial layer of epi-
thelium has not undergone a corneous change. This
crescentic area may be named the hypogastric !old, for,
like the fourchette of the vulva, it serves as a bridge for
the fusion of the embryonic tissues out of which are formed
muscular, bony and connective structures in the mid-line of
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the body wall-in a manner to be described later. (2) Below
the hypogastric fold is a rough villous area of vesical
mucous membrane, which may be distinguished as the
upper vesical area; (3) an inferior vesical area, crescentic
in shape and differing from the upper area in texture; it
represents the trigone of the bladder and prostatic part of
the urethra, and is a derivative of the urogenital sinus.
On it open the ureters, uterus masculinus and common

Fig. 17.-Ectopia vesicae in male (Dr. Stanley Beale). A, Position
of umbilicus; B, hypogastric fold; c, upper vesical area; D, lower
vesical area, with openings of ureters (1) and common ejaculatory
ducts (2); E, penile or spongy area; F, continuation of labia milajora;
3, prepuce below glains; 4, scrotumii.

ejaculatory ducts (Fig. 17). (4) An area on the upper sur-
face of the penis representing the spongy part of the
urethra. The prepuce forms a crescentic fold below the
glans; the frenum, the under surface of the penis and the
scrotum, are normally formed. On each side of the inferior
vesical area is seen an upward continuation of the scrotal
folds (labia majora).
W'Unfortunately, the College collection is poor in specimens
illustrating the anatomy of the deeper parts in ectopia
vesicae; indeed, witLi the exception of a paper by Professor
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Fig. 18.-Bladder in ectopia seen from its pelvic aspect. A, Vertical
pubo-vesical fibres; s, vertical or detrusor fibres c, oblique and hori-
zontal pubo-vesical fibres ; D, muscular fibres representing con-
strictor urethrae and deep) transverse pserineal muscle; xx, margin
of pubis which normiially enters into form-iation of symphysis.

Shattock,23 there is little to be found in medical literature
concerning this subject. From specimens in the museums
of St. Thomas's, Guy's, and Middlesex Hospitals, I have
been able to construct Fig. 18, which illustrates the con-
nexions of the bladder and penis when these parts are
dissected and viewed on their pelvic aspect. The bladder
wall fills the triangular gap which separates the one
rectus from the other just above the widely separated
pubic bones. As Professor Shattock has shown, nearly all
the musculature of the bladder in cases of ectopia arises

from the posterior aspect of the pubes: (1) Fibres arise
from the descending pubic rami and pass to the trigone
of the bladder, to the prostate, and to the bulb,
many of these representing the deep transverse perinei,
constrictor urethrae and pubo-prostatic fibres of the
normally formed males; rising from the pubis above these
are (2) fibres passing transversely on to the bladder and
blending with similar fibres rising from the opposite side;
(3) vertical fibres which ascend from the pubis to end in
the bladder and in the fibrous tissue which binds the
vesical margins to the adjacent edges of the two recti.
The vesical musculature,having to serve as part of the
abdominal wall, and being subject to all the strains that
fall on that wall, becomes greatly hypertrophied and
evaginated, and forms a hernial sac. Professor Shattock
is probably right also in attributing this hypertrophy in
part to the strain which falls on the muscular tissues which
serve to bind the pubic bones together; a strain must fall
here, for while at birth the gap between the bones mea-
sures about 1 in. in adults, the separation usually amounts
to 3 or 4 in. It is clear that if an operation is to be under-
taken with the view of forming a functional bladder, it
must be undertaken at the very earliest date, otherwise
the organ becomes irremediably malformed and incapable
of being moulded to form a hollow sac.
The prostate projects backwards from the fibro-muscular

tissue spanning the symphysis; it is usually bilobed and
covered with muscular tissue; the common ejaculatory
ducts receive the vasa deferentia and vesiculae seminales
and perforate the prostate. The bulb of the corpus spongi-
osum is well formed, and as it passes forwards (see Fig. 18)
comes to lie, not on the under but on the upper surface of
the corpora cavernosa, which are shorter and united less
completely than in the normal condition. The reversion
in position of the parts of the penis must be kept in mind
in shaping a theory to account for the malformation.

GRouP II.-ECTOPIA VESICAE IN THE FEMALE.
This group is represented in the College collection by a

pelvis, and the cast of the adult woman of whom the pelvis
was part, the specimen having been presented early last
century by Professor Mayo. In the museums of the
metropolitan medical schools there are six specimens, all
obtained from infants, with the exception of No. 2695 in the
museum of St. Thomas's Hospital School, which was pre-
pared from a woman aged 22 years. Lately Mr. Lawford

Fig. 19.-Ectopia vesicae in the female. A, Position of umlbilicus;-
B, hypogastric fold; c, upper vesical area; D, lower vesical area;
E, labium-i minus with half of clitoris and prepuce: F, continiuatioin
of labia majora. 1, Opening of the ureter; 2. uvula vesicae;
3, vaginal orifice.

Knaggs has described a case 24 in a woman aged 31, from
whom he removed a normally-formed uterus and implanted
the ureters in the rectum. In four of the six museum
specimens the uterus and vagina are normally developed;
in the remaining two there was a division of the uterus
and vagina.
The condition of parts in ectopia in the female is shown

in Fig. 19. The red exposed mucous surface commences
below just anterior to the anus as a sharp angular recess
between the lower extremities of the labia majora; on the

Tism Bamag- 1.1858 KZDI"L JOUSNAL J MALFORMATIONS OF HIND END OF BODY. [DE,C. 26, I9ol,
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floor of this recess is seen the orifice of the vagina; on
each side of the vaginal orifice is a process representing a
labium minus, with the corresponding crus and half of the
glans and prepuce. On a smooth part of the exposed
mucous surface (the lower vesical area) are seen the
orifices of the ureters and the uvula vesicae; the mucous
membrane of the upper vesical area is rough, villous, and
corrugated, and often shows a symmetrical division into
right and left halves, due to the traction of the ureters on
the evaginated bladder. In a specimen of Dr. Champneys's
in St. Bartholomew's Hospital Museum with double
vagina and uterus, there is an opening on the mucous area
behind the vaginal orifices leading into a cul-de-sac of
uncertain nature. As in the male the upper part of the
exposed mucous area is formed by the hypogastric fold.

It will be observed that in the female the clitoris is cleft,
the labia majora and minora are separated, the vulval
cleft being added to the widely cleft urethra and bladder,
whereas in the male, the parts representing the margins
of the vulval cleft and clitoris were united. Hyposynclesis
being a secondary and later process than the production
of ectopia, is not affected.

GROUP III.-ECTOPIA VESICAE WITH A MECKEL'S DIVERTI-
CULUM OPENING ON THE EXPOSED VESICAL SURFACE.

There are eight specimens in the museum illustrating this
condition, five from females and three from males; in the
museums of metropolitan medical schools there are six
preparations (four males, two females). The condition
appears to occur as frequently in males as in females,
whereas pure ectopia vesicae is three to 'four times more
frequent in males than in females. Recently Professor

Fig. 20.-Ectopia vesicae with inclusion of part of a yolk sac in
vesical mucous membrane (modified from Bockenheimer, by Dr.
Stanley Beale). 1, Anus; 2, labium minus with half of clitoris;
3, lower vesical area; 4, upper vesical area; 5, opening of Mtillerian
duct, opening of ureter immediately below; 6, recess leading to
caecum and colon; 7, recess leading to ileum; 8, enteric or vitel-
line depression between halves of bladder; 9, hypogastric fold;
10, umbilical cord.

A. M. Paterson and Dr. Emrys-Roberts2. gave a very full
description of a case, while Mr. B. Ley and I had an

opportunity given to us by Dr. James Greenwood of dis-
secting such a specimen. In all of these cases the child was
either born dead, often at the seventh month of pregnancy,
or died a day or two after birth. The importance of the
condition is that it seems to give a clue to the manner in
which ectopia vesicae may be produced. The condition is
so alike in all the specimens examined that the description
of one serves for the rest.

Fig. 20 shows the condition of parts on the ventral

aspect, from umbilicus to perineum, in a female child in
which this deformity was present. Near the middle of the
exposed area of mucous membrane there is a depression;
into the upper part of this depression opens the ileum;
into the lower part opens the caecum, together

with a diverticulum representing the colon and rectum.

The depression into which the ileum and caecum

open occupies the position of a Meckel's diverticulum,
and undoubtedly represents a part of the yolk sac.

The depression is usually lined by a villous mucous

membrane. The median depression has on eich
side of it an area of vesical mucous membrane, the
two areas representing a divided upper vesical area of

the usual type of ectopic bladder. At the margin of

the vitelline depression the intestinal mucous membrane
becomes continuous with the vesical and hypogastric
zones. On the smooth mucous area (inferior vesical
area) below each half of the bladder open (1) the
Mullerian duct, for in none of these cases have the
Miilerian ducts fused to form a single vagina and uterus;
(2) below the Mullerian or vaginal orifice, the ureter
(Wolffian duct). The vulval cleft is widely open, the
halves of the clitoris, prepuce, and labia minora being
represented by tags on the margins of the exposed mucous
area (see Fig. 20). In the male there is a corresponding
condition, the halves of the penis and scrotum being
ununited. The exposed mucous surface usually reaches up
as far as the umbilicus, and the viscera of the abdomen
are always extruded to a greater or less degree at the
umbilicus and attachment of the cord. The intestinal
or vitelline orifice varies in position ; it may be
situated almost in the perineum near the posterior
angle of the exposed mucous area. In half of
the cases examined the small intestine had become
prolapsed through the vitelline orifice. The rectum is
imperforate and usually forms merely a caecal process,
which may be hard to distinguish from the caecum
proper; the appendix is occasionally bifid; a proctodaeum
is usually present. Spina bifida is present without excep-
tion. The orifices of the Mullerian ducts may be occluded.
The ureter may open into the Wolffian duct, or separately
on the mucous surface of the crescentic-shaped trigone.
The testicles are undescended in the males. In the
College specimen No.668, so well described in the Jourrnal
of Anatomy, vol. xvi, 1881, p. 226, by Mr. Alban Doran, a
narrow tube, with an epidermal lining, passes from the
proctodaeum to open in the lower vesical area.

GROUP IV.-EPISPADIAS.
There is one specimen illustrating this condition in the

College coilection, and two in the museums of the metro-
politan medical schools. The condition differs from
ectopia in degree only. Instead of the four exposed areas
to be recognized in ectopia, there is here only one of them
-the spongy area-but by pressing aside the loose
curtain-like fold above the penis and distending the wide
folded passage which serves as a urethra, the lower vesical
area can also be seen. On the other hand, the upper
vesical area has been closed over in the normal manner,
and thus the upper part of the bladder is complete; the
symphysis is normal, while the hypogastric fold forms the
loose curtain which bounds the upper border of the
epispadiac urethra. Cases are seen, but we have no speci-
men in the College collection, where the upper vesical area
remains open, while the lower vesical area and spongy
area are folded in in a perfectly normual manner.

NATURE OF ECTOPIA VESICAE.
It seemed possible that the cases where ectopia vesicae

is combined with a fistulous condition of the intestine
might provide a clue to the abnormal developmental pro-
cesses which culminate in the obscure condition known as
extroversion, or ectopia of the bladder. There can be no
doubt, in the third group of cases here described, that the
yolk sac, or part of the yolk sac, opens on the surface of
the body and there becomes continuous with the vesical
mucous membrane. To find the key to the condition, one
must return to that stage of development when the rudi-
ment of the bladder is continuous with the yolk sac. That
is best shown in Graf Spee's human embryo, which is
probably in the third week of development. (See Fig. 21.)
It shows a process, continuous with the yolk sac, growing
into the body stalk. There is no doubt as to what that
process is: it is the allantois, but unfortunately the
allantois is a structure which is little more than a name to
most of us. Now it is certain that in the evolution of the
vertebrates a bladder appeared long before there was
an allantois, and we have seen that the bladder arises
developmentally as a diverticulum from the most posterior
part of the hind gut-the endodermal cloaca. The hind
gut is an outgrowth from the archenteron-the main part
of which remains as the yolk sac. Thus at one point of
development, the bladder and yolk sac are in continuity.
In the course of the evolution of the higher vertebrates
the fundus of the bladder becomes modified to serve the
temporary purposes of the embryo. By expanding and
forming a connexion with the chorion, the modified fundus
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of the bladder or allantois serves the purpose of a lung to
the embryo. Such a modification is easily conceivable,
when it is remembered that the yolk sac itself originally
served that purpose, and does so even in the haman embryo
for a short time, and that the vesical rudiment is originally
continuous with the yolk sac. Although the bladder
appears much later than all the other parts of the alimen-
tary canal in the evolution of the mammalian body, yet,
owing to the important part it plays in the life of the
embryo, its appearance is antedated during development,
so that it is separated from the archenteron before any
other part of the alimentary system. That is what is seen
to be takina place in the Graf Spee embryo. In order to
obtain the condition of parts where the vesical mucous
membrane is continuous with the bowel through the yolk
sac, one must conceive that the rudiment of the allantois

(83)

Fig. 21.-(A) Diigram of Gral Spee's lhuimiani ov'uImi, with the
allantoic outgrowth and cloacal region of the archeniteron miiarkeed
in black. (B) The miiodification which is sul)posed to proceed
ectopia vesicae with fistulotis opening of the bowel.

t

(bladder) has not been separated from the yolk sac; tha
at the period when its separation was due some process
was at work which arrested its separation. To see if there
was any real foundation for such a guess, I turned to the
spiendid investigations which Professor Mall26 has recently
published on malformed human embryos (163 in number).
Three of the embryos described by him help us to under-
stand the condition of ectopia. In No. 396 he found that
the vessels of the yolk sac grew directly into the chorion,
the blood from the placenta being thus returned by the
portal vein. I have seen that condition in a full-time
child, in which exomphalos was present with ectopia
vesicae. In No. 336 of Mall's series, a human embryo in
the fourth week of development, he found the allantoic
vessels undergoing obliteration and being replaced by
those of the yolk sac. In No. 24 he found the condition I
surmised; the allantois grew directly from the yolk sac,
and branched as it spread outwards to the chorion. Here
the separation of the bladder rudiment from the yolk sac
has been arrested by the fusion of the allantois with the
yolk sac.
In Fig. 21 (B) is represented the abnormal ralations of

the hind end of the embryo which results from a lion-
separation of the allantois from the yolk sac. The hind
end of the embryo, with the primitive streak, rests directly
on tlle yolk sac, instead of being separated from it by the
allantois and cloaca, as in the Graf Spee embryo (Fig. 21 A).
The primitive streak thus comes to rest directly over that

part of the yolk sac where the unseparated rudiment of the
cloaca is situated. If an opening were to occur in the
primitive streak,.the yolk sac and endodermal cloaca would
open on the 4, pogastric region of the embryo, and give
rise to the coidir ion seen where ectopia vesicae is combined
with a fistula opening into the intestine.
What is the primitive streak, and what becomes of it in

the normal development of the embryo? All lines of
investigation tend to show that the primitive streak repre-
sents the opening of the gastrula or body cavity of lower
vertebrates, an opening which serves as mouth and anus;
in the veirtebrate embryo the lips are approximated and
drawn out into a linear form-the primitive streak. Along
the streak the epithelial covering (ectoderm) of the embryo
fuses with the lining (endoderm) of the hind gut. Its
position on the adult body may be indicated by a line
drawn from the sacral region along the perineum to the
umbilicus. The floor of the middle part of the streak
breaks down to form the orifice of the endodermal cloaca,
and in the woman this primitive opening is represented by
the floor of the vulval cleft. The rectum, as we have seen,
terminated at first in the endodermal cloaca, but separates
to opcn on the perineum, but the permanent anus is
situated in the line of the primitive streak. In front and
behind the cloacal opening the margins of the primitive
streak become fused; the posterior (caudal) part is
obliterated by the outgrowth of the tail end of the body;
the anterior or hypogastric part of the streak-from the
cloacal orifice to the umbilicus-is invaded and fused by the
mesoblast, in which is formed all the tissue in the median
ventral line from the skin to the mucous membrane of the
urethra and bladder.

It is plain, as Reichel27 was the first to show (1898), that
ectopia vesicae is due to a non-fusion of the lips of the
hypogastric stretch of the primitive streak; if the theory
of the primitive streak being the coelenterate mouth be
absolutely true, we have in ectopia vesicae an arrest of
development that restores a large part of that mouth.
What are the most likely conditions to arrest the proper

fusion of the lips of the primitive streak? Hare-lip, cleft
palate, anencephaly, and some forms of spina bifida are
examples of a similar failure of fusion. Experimental
embryologists-especially Loeb-have shown that such
failures can be produced by adding solutions of salts to the
medium in which the embryo grows; but Mall's observa-
tion that the chorion is inflamed-probably a result of
endometritis-in practically every case where the embryo
is malformed, seems more helpful for our purpose.
Chorionic inflammation means a disturbed and at least
a temporary derangement of the embryonic circulation.
The developmental fusion of processes or folds is akin to
the healing of a wound; the tissues at the healing edge
being the least resistant undergo dissolution first when the
nourishment of the tissues is interrupted. Growth may
go on in the main parts, and whun the embryonic circula-
tion has been restored the edges intended to unite have
moved so far apart that a gap has been formed across
which the tissues cannot grow. Such a condition is most
likely to occui- during the third week of embryonic life,
when the chorionic circulation is being established, and
that is just when the lips of the primitive streak are in a
state of fusion, a fusion which is to secure the anterior
closure of the bladder and lower belly wall.
On referring to the literature on ectopia vesicae, I found

that Dr. Eugen Enderlen,28 in examining the histological
structure of the bladder in 7 cases of ectopia, had found
in every one of them that there were areas in which the
structure of the mucous membrane was similar to that of
the great intestine. It seemed to me possible that these areas
might really be included parts of the yolk sac, seeing that
there are numerous cases of ectopia in which the bladder
is fused with the yolk sac. In ordinary cases of ectopia
vesicae I supposed that the vitelline duct, or stalk of the
yolk sac, had been obliterated, as occurs in the normal
course of development, and that all connexion between
the bowel and a remnant of the yolk sac in the bladder
was thereby lost. I found that Professor Shattock23 had
published the results of an investiaation into the histology
of the ectopic bladder in 1894-ten years before Dr.
Enderlen's account appeared. He, too, found that the
whole exposed surface of the bladder was the seat of an
adenomatous growth-somewhat similar to which is seen
in the intestinal mucosa.
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Sections were cut of two specimens in the College

,collection. One was a preparation in which the intestinal
lining became continuous with the vesical mucous mem-
brane, a section being made at the junctional region.
The other specimen was cut from a case of unmixed
ectopia. In the first specimen the part supposed to
be yolk sac or its stalk was lined by a double layer of
columnar epithelium, while that supposed to be vesical
mucous membrane was covered by a stratified epithe-
1ium similar to that which covers the lips of the mouth.
Sections from the second specimen were taken from
various parts of the upper vesical area; unfortunately all
-the epithelium had been lost, but it showed villous pro.
.eesses with depressions between their bases, recalling the
structure of the small intestine, and quite unlike the
mucous membrane of the normal fetal bladder. The
,results so far are negative, but the matter deserves further
investigation on fresh material. In the meantime I am
-inclined to regard ectopia vesicae with a fistulous com-
munication as the result of an earlier arrest than the
unmixed fo.rm of ectopia; that in the first form arrest occurs
before the separation of the allantois and cloaca from the
yolk sac, while in the unmixed form arrest occurs after the
-separation, and that both malformations are due to a
-disturbance of the chorionic circulation caused by
.endometritis.
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g;temnraauia:
MEDICAL, SURGICAL, OBSTETRIC4J
RUPTURE OF THE BULBAR BRANCH OF THE

INTERNAL PUDIC ARTERY.
I READ with interest Dr. J. S. Mackintosh's report of a
-case of this injur,as it was but yesterday (December l1th)
that I attended the inquest on a boy of nine who had met
with a similar accident.
On November 18th, whilst climbing over a wall sur-

mounted by a low spiked railing, he slipped and injured
himself in the perineum. When seen an hour later, a
slight abrasion of the skin was found which corresponded
exactly in its position to that described by Dr. Mackintosh
as present in his case; in addition, there was a soft dark
swelling extending forward into the scrotum. By the
following mornmg this swelling was extremely tense,
black, and shining, whilst ecehymosis had began to spread
upwards over the abdomen, finally extending almost into
the left axilla. There were no signs of injury to the
urethra, and the boy passed water unaided all along,
though with a good deal of pain towards the end.

Unfortunately, symptoms of septic infection made their
appearance early, and the parents refusing to allow
-any kind of operation, he died from septicaetaia on
December 7th.
Two days previous to death the penis, wl4ch was

extremely oedematous, became gangrenous, and urine waspassed through an opening at its base, where E portion
bad sloughed away.
Blaina, Mon. B. L. MIDDLETONj M.D.

HYPNOTIC SUGGESTION. \
THE following case scems worthy of publication, as
illustrating the power of hypnotic suggestion.
My mother, aged 81 years and 7 months, has suffered

for more than thirty years from obstinate constipation.
During the last fifteen years slhe lhas lhad glycosuria, an(d
has kept strictly to a diabetic diet. Of late years she has
suffered from time to time from a severe paroxysmal
couigh. Daring the last few years the constipation had
become so serious that it was a grave menace. Almost
every conceivable form of treatment was tried, and the
.m )st drastic remnedlies were of but little avail. The

glycosuria began as more or less typical diabetes (thir,
wvasting, praritus, carbuncles, etc.), and in spite of a strict
diet the amount of sugar remained persistently Vry
high.
Last October she consulted Dr. Lloyd Tuckey for the

constipation, and he treated her by hypnotic suggeetion.After the second visit she had a natural motionlor the
first time for many years. Since then, during the hat
nine months, the bowels have acted regularly and well,
although she has not taken any purgative except a little
senna tea, which she takes at bedtime, and was told would
be safficient.

In November Dr. Lloyd Tuckey treated her in a similar
manner for the cough, which at that time was very dis-
tressing, resembling whooping-cough in the violence of the
paroxysms. After one treatment the cough entirely
disappeared.
Having met with such success, it was proposed that the

glycosunra should be similarly attacked, particularly as the
patient suffered from double cataract, and an operation
was not considered advisable on account of the large
amount of sugar in the urine.

In order to test more correctly the value of the treat-
ment, the quantitative analyses were made by an inde-
pendent chemist (Martindale).
The followina are the results. The first analysis was

made before the first treatment for the glycosuria, and
may be taken as representing the average antecedent con-
dition. The subsequent analyses were made of urine
passed on the second day after each treatment. The
patient remained on the same diabetic diet throughout

/Date. Grams j Grains GrainsDat. _ per lOOc.cm. per fi. oz. per pint.

February 27th, 1908 8.3 36.35 727.0
March 6th ... ... ... ... 5.6 24.97 499.4

March 25th... 5.3 23.21 464.2

April 3rd ... ... 8.0 35.0 700.8

April 16th ... ... ... ... 6.3 27.6 551.8
June 4th .3.12 13.65 27360

June 13th ... ... ... ... 1.11 4.86 97.4

June 17th ... ... ... ... 2.2 9.64 192.1
June 26th ... ... ... ... 1.4 6.13 122.6
July 4th ...... o.71 3.11 (32.2

On July 9th iridectomy Was performed by Mr. L. V.
Cargill. Healing took place rapidly and without any
complication and the coloboma gives greatly improved
vision.
London, W. ALEXANDER FRANCIS, M.B.

on

KEDICAL AND SURGICAL PRACTICE IN THE

HOSPITALS AND ASYLUMS OF THE
BRITISH EXPIRE.

BRISTOL GENERAL HOSPITAL.
A CASE OF SPORADIC ELEPHANTIASIS.

(By J. ODERY SYMES, M.D., D.P.H., Physician to the
Hospital.)

R. M., a tailoress 22 years of age, unmarried, was admitted
to the Bristol General Hospital on June 27th, 1908, suffering
from swelling of the legs. She and her family had always
lived in England. The family history was unimportant.

History.
The patient enjoyed good healtlh up to the age of 16,

when she first complained of swelling in the left knee. A
doctor was consulted, who prenounced that the patient
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