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The integument was unbroken and all the muscles were
well defined, the subject being a sparely-built man, about
5 ft. 9 in. in height, and, as far as one could judge, about
70 to 75 years old at the time of death. The skeletal
muscles to the touch had the same consistency as those of
a corpse a few days old, and all the joints were perfectly
mobile. The ]aead-dolichocephalic-was well shaped,
with a ring of reddish hair, partly grey and scanty in
quantity; the nose was flattened in but easily moulded
into shape; the eyeballs had perished; the cutting and
grinding surfaces of the teeth were much worn down, but
were in good condition with the exception of two decayed
molars; the tongue and gums had perished; the chin had
a straggling beard of red hair about 2 in. long. The face
was covered with a fine linen cloth.
The hands were remarkably small, slender, and with

well-kept nails. Pubic hair was present, but sparse. The
penis was represented by the integument and a lengthy
prepuce; the scrotum, of a remarkable size, was empty,
giving the impression that a hernia or hydrocele had once
been present, but both external rings could be easily felt,
and certainly negatived a rupture. The abdomen was
retracted. No examination of the internal organs was
made, the question of sex being the only point at issue, but
it seemed obvious that all the tissues, with the exception
of bone muscle and skin, had, in the course of ages,
perished. The whole of the surface of the body was of a
deep chocolate colour. The remains proved to be those of
a certain John Stanneford, of the Order of Blackfriars,
buried about 1400.-I am, etc.,

GEORGE BOYD,
Medical Officer of Health, Berough of Stamford.

October 12th.

KENNELS AND DOGS IN TOWNS.
SIR,-There are many tenements in London, and in

other big towns, which would more appropriately be desig-
nated kennels. The number of dogs kept in flats and
houses is, in certain quarters, quite extraordinary. They
are a constant menace to health, and at frequent intervals
during the day and night become objects of disgust. To
me it is astonishing that the guardians of public health
take no notice. Pigs are-not allowed to be kept in London,
but what differenee can there be between the useless
defaecating, urinating dog and the pig (which, moreover,
possesses the advantage of being ultimately converted into
meat) as far as health is concerned?
Now certain localities in London are, and have been for

some time, converted into a dog's latrine. Morning and
evening, with extreme regularity, mistresses and maids
maay be seen tethered to dogs of various breeds; the quad.
rupeds drag the bipeds along, stopping at intervals to void
their ordure, while the human female looks on encouraging
and admiring their favourites' tortuous efforts at defaecation
and urination.

It is a common custom of these animals to nose the
ordure they com6 across, and I have often seen pet dogs
lap up recently voided canine urine. The next thing that
happens is that the human female embraces the animal, so
overjoyed she seems to be at the successful result, and
then allows it to lick her with the tongue just fresh from
exerement. This appears to be a pleasant occupation, and
about the delights thereof I have nothing to say; but
I would call your attention to the fact that the accumula-
tion of ordure on the pathways is in itself not only
revolting, and more especially when you have to pick
your way through mounds of excrement, or unexpectedly
trample on it in the dark, but is a serious source of
contamination and infection to human beings.
Some two years ago the London County Council passed

a by-law against spitting in public places. This was very
good in itself, but why did not this powerful body consider
the whole question of animal exereta ? If human beings
are allowed to spit, etc., only in private places, it would
have been logical to make the owners of dogs responsible
for the acts of their animals, and to have exacted a fine
on conviction for allowing their animals to pollute public
places. Persons who desire to keep dogs in towns should
not.be allowed to keep them within dwellings, and should
be compelled to provide proper latrines for* them.-
I am, etc.,
October 16th. M.D.

THE CRESCENDO MURMUR.
SIR, My paper on .the crescendo murmur was not

written as much with the intention of starting a discus-
sion on its rhythm as to have placed before those
interested the arguments for and against the theory that,
the murmur is caused by auricular systole, for so many of
the deductions of modern cardiology depend partly or-
wholly on this view of the rhythm of the murmur. I
provided arguments which seem to me to disprove this
theory, and invited Dr. Mackenzie to state those which he
considers prove it indisputably. I, therefore, am sorry
that my invitation-which was offered with that respect
which everyone must acknowledge is due to one who has
brought such a vast amount of clinical experience and
original observation to the consideration of the subject and
has written so much on it-has not been accepted, and
only one side of the case has been presented. I greatly
appreciate the interest which Sir John Broadbent and
Dr. Taylor have shown in my paper, and whilst it is
difficult to reply satisfactorily to criticism, especially on
points of detail, in a communication like this, I will do my
best to meet their objections to the views I have
defended.
As Dr. Taylor states, I concede a great part of what.

Dr. Barclay and other supporters of the ventricular-systole
rhythm of the murmur denied; and that the murmur I
am concerned with may stand alone or be continuous with
an admittedly diastolic murmur. He also rightly interprets
my attitude as to the rising-pitch characteristic of the
murmur; it is chiefly on my explanation of this taking
place at a narrowing orifice that my argument added new
material to the old discussion; and I may point out that.
the modern school, represented by Sir John Broadbent,
accepts this rising pitch as being a characteristic of the
murmur. I certainly look upon rising pitch as indicating
a closing orifice; if this view is wrong my theory collapses.
Will Sir John explain how it is produced under the
auricular-systole rhythm theory ?

I agree with Dr. Taylor when he says that the crescendoc
murmur occurs in a relatively early stage of the disease,
and disappears later. This is because it can only be
caused before the valve assumes that rigidity which is
generally found, as Sir John Broadbent says, at death in
cases of mitral stenosis. In the early stages the valve is
capable of being closed by intraventricular blood pressure,
though it requires more pressure, which is developed at a
later period of ventricular systole, than that for the normal
valve's requirements. When the systolic murmur is heard,
and no crescendo murmur, it means either that the valve
is too rigid to be closed at all, or that the ventricle is
incapable of developing sufficient pressure to close it.
For the latter reason, too, a crescendo murmur may
reappear after a heart, which has been rested or treated
with drugs, has regained sufficient power to close the
valve. In quick-acting hearts the murmur may be too
short to be recognizable, but it becomes audible again
when the heart beat is slowed by treatment.
Both my critics object to my interpretation of Dr.

Galabin's cardiographic tracings. If Dr. Taylor's conten-
tion is right that in Fig. 13 there is a murmur two-fifths,
of a second long after the rise denoting auricular systole,
how is this murmur caused? We are taught now that.
auricular systole occupies only 0.08 second in duration,
and " is practically constant." Auricular systole can
therefore not be responsible for all the 0.4 second. Why
cannot the early and ineffectual venticular systole which,
I believe, causes the crescendo murmur, be responsible
for that part of the long murmur waves left over after
the auricle has done its 0.1 second of work ?

Dr. Roberts has commented on Weiss and Joachim's
work, but his interpretation of tracing Fig. 5 is different to
their own. They look upon the murmur as diastolic, con-
tinued by a " presystolic reinforcement " and they point
out that there is no sudden alteration of the curve ot the
murmur at the point of time when auricular systole begins,
as they expected to find if the crescendo murmur be of
auricular-systole rhythm. The school Sir John Broad-
bent represents, accepts the fact that a brief crescendo
murmur can be caused by slight regurgitation through the
mitral orifice at the beginning of ventricular systole; this
is a great acknowledgement of the validity of the theory
I have defended, and I cannot see how such a peculiar
murmur can be caused in two different ways.
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There is one most important point in Weiss and
Joachim's work, the value of which, with all respect,
I think Dr. Taylor has not fully appreciated-namely, that
qin mitral regurgitation the presphygmic p1U8 carotid wave
interval is increased, almost to double its normal extent-
that is to say, that between the onset of ventricular systole
and the carotid pulse in mitral regurgitation there is a
period of 0.12 to 0.15 second compared with the normal
e0 08 second; and what is a crescendo murmur, in my view,
but mitral regurgitation ? The tracing of an uncompli-
cated crescendo murmur (Fig. 4) wants a deal of explaining
-away by the auricular-systole rhythm theory. Fig. 5 is
4nore debatable, but I put it in purposely so that I might
not be thought to be hiding difficulties, giving the
-observer's own comments on the absence of any indica-
tion of auricular systole where they expected to find
it as meeting criticism of its value from my point
of view. Another tracing (tbeir Fig. No. 21) is better
evidence for my theory, though not so good as No. 20
<my Fig. 4).

Dr. Taylor does not understand me rightly when he
*says that, under my theory, the stronger the ventricle is
the less able is it to lift the aortic valves without a pre-
liminary mitral regurgitant flow, and vice versa. What
I maintain is that, the weaker the ventricle, the less able
is it to close competently a mitral valve made more difficult
of closure than a normal valve is. Dr. Taylor agrees that
an ordinary mitral regurgitation, -lthough it cannot close
the stiffened valve, the ventricle can generate sufficient
force to open the aortic valve, blood alf the time regurgi-
'tating through the patent mitral valve, and producing an
.ordinary systolic murmur of regurgitation. Weiss and
Joachim Rhow that in these cases the presphygmic interval
is abnormally prolonged, owing to the escaped of blood into
the auricle delaying the development of sufficient intra-
wentricular pressure to open the aortic valve. A crescendo
-murmur simply means that the mitral valve is closed
during the production of a mitral regurgitant murmur, and
that the valve is incompetent for only a portion and not
for the whole of ventricalar systole, as is the case in an
-ordinary systolic murmur. It is practically a presphygmic
mnurmur in rhythm.
The fact that the crescendo murmur is only heard in the

back with extreme rarity presents no difficulties, in my
-opinion, because it is generally caused by a small regurgita-
tion of blood and under moderate pressure. It arises at
the onset of ventricular systole and at a closing valve
orifice, as compared with an ordinary prolonged systolic
murmur produced at a uniformly patent detective valve by
the full force of ventricular systole. It is merely a ques-
dion of penetrating power of the murmur, for many mitral
regurgitant murmurs are not heard at the back.
The difficulty about the reversal of engines is never

raised in the practically analogous condition of the see-saw
anurmur of aortic disease. When a rising.pitch murmur
is actually or apparently continuous with an undoubted
mitral diastolic murmur, the latter is of a decrescendo or
uniform character. We never hear a murmur whiclh
begins at the second sound and runs on to be terminated
by an abrupt first sound, which is continuously and pro-
,gressively of rising pitch and crescendo force character.
'Dr. Taylor will see that rising pitch, meaning a closing
salve, is a very important point in my argument.

Sir John Broadbent's answer to my question about the
absence of a crescendo murmur in aortic stenosis does not
,meet the point. In both conditions you have blood passing
-irom one chamber to another chamber or vessel in which
it is lower in pressure than in the propelling chamber.
True, the pressure in the aorta during ventricular systole
is much higher than in the ventricle-which is nearly full
-and not empty, as he says-during auricular systole, btit
then the muscular power of the ventricle is proportionately
.greater than that of the auricle. It would be very hard to
,prove that the first sound of a hearb with diseased
-auriculo-ventricular valves is mainly muscular in origin,
as he contends, whatever may be its cause in the normal
-condition of affairs.

I should like to have added some further reasons to
those in mypaper for venturing to doub' some of the
-deductions from jugullar pulse tracings, but the space at
myJ disposal here will not permit of this. I must defer
ifurther criticism for the present.-I am,etc.,

MWanhester, Oct. 11th E. M. BROCKBANK,

THE CAUSE OF DYSMENORRHOEA.
SIR,-The attention of many members of the profession

would be arrested by the report of Dr. McCombie's case
in the JOURNAL of October 9th, p. 1072. Personally, I was
much interested in the observations therein recorded, sup-
porting as they do the views which I ventured to express
in the JOURNAL of May 15th, and to which he refers at the
end of his communication.

It seems to me that the interest of this case lies not so
much in the condition of the cervix described-for spasm
of the internal os is common under such circumstances-
but rather in the fact that the cervical spasm, actually
demonstrated on palpation as a " constricting band," pro-
duced pain of so familiar a tvpe that the patient was led
to believe that she was experiencing a recurrence of her
painful menstrual periods.
With a past history of dysmenorrhoea, this admission

by the patient is significant, since it is but natural to
conclude that her former sufferings-similar in all
respects to her present sensations-were due to a
similar cause, cervical spasm. Moreover, the diminution
in the rate of flow of discharge during the acme of pain,
and its reinforcement on dispersion of the latter, afford
striking testimony to the presence of that relative obstruc-
tion in the cervix for the recognition of which I pleaded
in my previous letter.

It is mere anticipation to remark that at least one
gynaecologist of eminence would interpret the painful
sensations of this Bengali patient as manifestations of
neurasthenia. Nationality is no deterrent in the eyes of
the devotees of this wonderful term-I cannot write dis-
ease-for the omniscience of its supporters has bestowed
the name upon many diseases in many peoples. There-
fore it is but natural that the term " neurasthenia " should
haunt every attempt to unravel the perplexing problems
of that elusive disease, spasmodic dysmenorrhoea.-
I am, etc,
Dukinfield, Oct. 18th. GERALD RALPHS.

UNIVERSITY OF CAMBRIDGE.
The R. C. Browvtn Scholarship.

DR. R. C. BROWN of Preston has most generously promised to
continue for a further period of two years the Pathological
Scholarship of £150 per annum which he founded in connexion
with the Committee for the Study of Special Diseases.

ROYAL UNIVERSITY OF IRELAND.
THE following candidates have been approved at the examina-
tions indicated:
FINAL M.B., B CH., B.A.O.-*J. A. Brown. *tJ. B. Butler. M.A.,

*tJ. J. Gilmore, *J. A Hanrahan, *+E. G. Kennedy. *fE. W.
Kirwan. *fJ. M. McCloy. *+T. Scanlan, C. Alexander, J.
Anderson, J. A. Black, P. M. I. Brett, *B. Byrne. *S. B.
Campbell. F. S. Carson, D. S. Clarke, B.A., A V. Craig, *W.
Dickey, W. A. Frost. P. Hayes. J. Holland, D. Horgan,-J. C.
Houston, D. J. Jackson, B.A.. T. Kennedy. H. H. MacWilliam,
B.A., W. Magner, T. P. Magnier, T. J. S. Moffett, A. Patton, B.A.,
S. P. Rea, *J. Reid, D. A. Rice, A. M. Thomson.

M.D.-J. Finnegan. S. J. Killen, C. B. Pearson, S. B. Walsh, B.A.
D.P.H., T. Walsh, B.A.. D P.H., S. H. Whyte, J. E. Wilson.

f Upper pass. * Qualified to sit for honours in one or more subjects.

ROYAL COLLEGE OF SURGEONS OF ENGLAND.
A QUARTERLY Council was held on October 14th, Mr. H. T.
Butlin, President, in the chair.

The late Sir Thomas Smith, Bart., K.C.V.O.
The Council recorded its deep regret at the death of Sir

Thomas Smith, whose valuable services to the College were
highly esteemed, and whose personal character made him an
ob:ect of affection to all his colleagues. The Council also
expressed its sincere sympathy at the loss which his family
has sustained by his death.

Examinership in Midwiferit.
The vacancy occasioned by The death of br. William Rivers

Pollock will be filled up at the meeting of the Council in
December.

Report to the Fellows anzd Mlembaers at the Annual Meeting.
A draft report, submitted by Mr. Edmund Owen on behalf of

the Committee on the Annual Report of the Council, was
approved and adopted. This will be presented to the
Fellows and Members at the annual meeting on Thursday,
November 18th.
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