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SO much has been said for and against
the use of intra-uterine stem-pes-
saries, and especially have such violent
and sweeping condemnations been uttered
recently against them, that it becomes im-
possible, except through careful observa-
tion and the results of clinical experience,
to arrive at a just estimate of their value
and to assign them their proper place in
the list of surgical appliances. While some
recent authorities, as Barnes, Goodell, Tilt,
Hewitt, Schroeder, and Winckel, accept
them without question as therapeuticagents,
to be used, of course, discreetly and ju-
diciously,—as may be said of all therapeutic
" measures,—yet it must. be admitted that
the great proportion of gynaecologists stand
with those (as Thomas and Courty, of
Montpellier, and De Sinety) who teach
that they are instruments whose capabil-
ities for harm far outweigh their possible
usefulness, and some even in the more ex-
treme position of unqualified condemna-
tion, with Nonat and Emmet. When we
find it stated by the last-named eminent
author—excelled by none as an accurate,
honest, and conscientious observer of his
cases—that ‘¢ experience will at last teach
every one that no permanent benefit is
ever derived from its use, that no degree
of tolerance is ever established, but that
sooner or later, in almost every case, mis-
chief will result,”” it can be considered
only as an unpromising work to attempt
to convince the mass of the profession that
there can be any virtue in the intra-uterine
stem. And yet I have had such excellent
results from its use, and have come to look
upon it as such a necessary therapeutic
means in the management of certain kinds
of cases, that, at the suggestion of a valued
friend among us, I have determined to
make it the subject of a paper, in which I
can bring forward my own views and ob-
servations,—not authoritatively at all, but

mainly to elicit discussion from others
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. who have had expenence perhaps far

greater thad niy own.

The intra- uteru)’e stem appears first to
have been * proposed by Velpeau, who,
however, didfot strongly urge its use,
anid it was-dbandoned until again brought
=-into ‘notice by Sir James Y. Simpson, more
with reference to ‘its use as a dynamical
exciter of functional activity than as a
mechanical agent in reducing deviations.
Shortly afterwards Valleix ‘and Kiwisch
came out boldly in favor of its mechanical
application, using it in combination with
an external framework of support. Since
his day it has been in use, with various
modifications in shape and material and
adopted with reference to its efficacy in
various morbid conditions.

The forms in which it has been used are
(1) the simple stem, with bulb or disk in
the vagina, or attached to a vaginal pes-
sary or to an external framework, and (2)
the ézfurcated spring stem. Of these, I
should reject the stem of Valleix, or any
of its modifications with external attach-
ment for the purpose of a permanent fixa-
tion by grasping a solid rod in the uterine
canal, as utterly unsound in theory and
dangerous in the extreme in practice.
The essential qualification of a wvaginal
pessary is that it shall recognize and per-
mit the natural mobility of an organ which
was arranged by nature specially for adap-
tation to the various changes of position
of the body and the various relations of
surrounding viscera which depend upon
their distention or collapse, and no pessary
is safely left in the vaginal canal without
close watching which in any degree de-
pends for its action on pressure upon an
immovable basis of support, such an in-
strument soon showing that it has been
adopted in violation of nature’s teaching,
by the painful sense of pressure at first,
and soon afterwards by the development
of ulcerative inflammation at the point of
firm contact, and, if long left without re-
lief, perforations and fistulous openings
into the bladder, or rectum, or peritoneal
cavity. If, then, such pressure is unjusti-
fiable in the vagina, with its ordinary slight
sensitiveness and it§ capacity of tolerance
of pressure, how vastly more should we
hesitate to subject to such an influence the
cavity of the uterus,—so sensitive and easily
excited to inflammatory action, and so
liable to transmit its irritations to the
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neighboring peritoneum and connective
tissue! If there are dangers arising from
the simplest form of stem which require
careful and conscientious looking after,—
which I not only am free to admit, but
wish to impress upon you seriously,—I
think I am justified in discountenancing
absolutely the fixed stem, which can never
be required, and must always be vicious
in its influences. This statement will ap-
ply equally to fixed stems which derive
their support. from vaginal pessaries not
freely movable in the pelvic cavity and
permitting the natural change of position
of the uterus, such as the hysterophore of
Zwancke or Schilling,—dangerous instru-
ments in themselves, even without any
intra-uterine attachment. In short, the
only stem with vaginal combination which
I have ever felt warranted in using is that
of Dr. Chadwick, of Boston, of which I
shall speak hereafter.

To the spring or self-retaining stem I
can scarcely give a more enthusiastic com-
mendation than to those just mentioned,
although it is certainly a safer instrument,
and, as it has the endorsement so fully of
such authorities as Goodell and Barnes, I
must accept it as a form of stem capable
of useful application. The objection to
it, however, not only upon theoretical
grounds, but also from results which I
have personally observed in many cases, is
that it retains its position in the cavity by
the continuous lateral pressure upon the
internal surface of the uterus of expanding
wings. That this continuous pressure is
not so pernicious in its influence as that
of the stem with external fixed attachment
I am very ready to admit, because in the
case of the latter the pressure is attended
with rude and violent thrusts against the
sensitive tissues with every change of the
position of the body or of surrounding
organs; but even the gentle pressure of
the spring exerted uniformly and continu-
ously tends to establish ulcerative inflam-
mation and ultimately to imbed the arms
of the stem in the uterine tissue, exciting
general parenchymatous metritis and met-
rorrhagia. The least objectionable form
of this variety is that of Chambers’s, hav-
ing a bifurcated vulcanite stem, making
only gentle pressure; Lawson Tait’s, with
its soft-rubber wings, like those of Sir
Henry Thompson’s self-retaining catheter,
and Bantock’s, with the steel springs, are
instruments-which 1 should hardly expect

to have retained safely in any uterus with
ordinary sensibility for twenty-four hours.

All that I consider necessary or desirable
for ordinary use is a stem consisting of a
simple rod, terminating in a rounded ex-
pansion at one end and in a flat disk.at
the other. It should be of non-corrosive
material, which can be made slender
enough, while retaining its strength and
firmness, to be slightly flexible and elastic,
and to occlude as little as possible the
canal of the cervix. Vulcanite fulfils these
requisites completely. Its length should
vary with that of the canal in which it is
to be inserted, never reaching to within
three-eighths of an inch of the distance
from the level of the os uteri to the roof
of the uterine cavity. The inner extrem-
ity should end in a slight bulb, not so
large as to interfere with its ready intro-
duction or to press with its lateral surface
heavily upon the uterine wall, nor so small
as to present any sharpness to catch in the
ruge of the cervix in its introduction.
The other end should be inserted into the
centre of a flat circular disk, smooth and
free from sharp edges, thin enough to oc-
cupy practically no space in the vaginal
canal, or, by its pressure upon the poste-
rior wall, either to ulcerate the mucous
membrane or excite rectal tenesmus, and
large enough in diameter to present a com-
fortable surface to the vagina and to pre-
vent any possibility of its entering by
pressure into the cervical canal, and
thereby permitting the inner end to strike
upon the fundus uteri. Such an instru-
ment can be introduced into the uterine
cavity with little or no pain, can be worn,
in cases free from parenchymatous metritis
or parametritis at the time of introduction,
without consciousness of its presence,~—as
I can testify from personal experience in
many cases,—for montbhs, interfering with
neither the social nor the domestic duties
of the patient. I have used it now for
two years with great satisfaction, exclud-
ing every other form except that of Dr.
Chadwick’s, which in a class of cases—
which I will more fully consider hereafter
—I sometimes have substituted success-
fully. This instrument consists of the
stem which I have described, having in-
serted’ into two holes in its disk, upon the
vaginal surface, a wire staple so bent into
a hook-like shape that it will receive into
its grasp a flexible ring pessary; this to
be not large enough to prevent free move-
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ment of the cervix in the pelvic cavity,
but only to retain it in its direction to-
- wards the sacral hollow,—this being free
from the objections urged against the stem
with vaginal attachment involving a fixa-
tion of the stem in the pelvic cavity.

The introduction of the stem involves
often at first a good deal of nice and deli-
cate manceuvring when it is used in a
case of flexion with much distortion of the
canal, but so soon does the canal adapt
itself to the presence of the straight stem
that if for any reason it requires removal
and readjustment the second introduction
becomes very easy ; and I have a patient—
a lady of intelligence and close observa-
tion—suffering from retroflexion attendant
upon a small, sensitive fibroid in the pos-
terior wall, who has learned to remove
and replace the stem, as well as the vaginal
pessary, both of which she has now worn
for several months.

That the stem should never be inserted
with any considerable force need scarcely

“be stated : it is a rule which suggests itself
to every careful practitioner. The specu-
Jum can never be used with advantage, and
is usually a serious hindrance to the passage
of the stem. In any case of flexion the
presence of any form' of speculum, even
Sims’s, would interfere with the free move-
ment of the outer extremity of the stem
in adapting the inner end to follow the
course of the canal. Before selecting the
stem, of which three sizes are necessary,
—two, two and a quarter, and two and a
half inches,—the length of the uterine
cavity should be accurately measured by
the introduction of a graduated sound,
and the stem selected which will measure,
from its tip to its insertion in the disk,
three-eighths of an inch less than the
measurement of the canal. ~ In using the
sound for this purpose, the operator should
at the same time observe carefully the
course of the canal and its perviousness,
and, if it be very tortuous or at any point
closely constricted so as to render the
passage of the sound difficult, there should
be introduced either a flexible or metallic
bougie or a uterine expanding dilator,
such as Ellinger's or Wilson’s; and in
some cases I have found it desirable, when
the canal was very tortuous, to pass the
narrow stem between the separated blades
of the dilator while still in position. The
plan mentioned by Dr. Goodell, in a dis-
cussion in the Transactions of the Gyne-

cological Society, of retaining the sound
in the cavity and following its course by
the point of the stem, is a good one in
many cases. It is rarely of advantage to
grasp the disk with any forceps to steady
it, though in some cases of closely-resist-
ing vaginal orifice, where the distance of
the os uteri from the perineal commissure

“is much greater than the length of the

stem, it becomes a necessity. It should
then be grasped by some slender forceps
giving a firm hold upon the disk, but oc-
cupying as little room as possible in the
vaginal opening. As a rule, the easiest
method of introduction of the stem is by
the unaided fingers, and with a little prac-
tice one becomes quite expert at intro-
ducing the stem into a canal of any ordi-
nary condition of flexion or tortuousness.
The first step is to find the os uteri and
pass the point of the stem into it directly
until it reaches the point of flexion. If
the os be near enough to do this before
the disk enters the vaginal opening, it is a
very easy thing; if not, the whole stem,
disk and all, should be passed into the
vagina, and, by means of the first two
fingers, gradually brought into position
for the end to enter the os. It should
be grasped between the inner surfaces
of the fingers, and, after reaching the
point of flexion, the axis of the stem
should be changed in its direction, carry-
ing the cervix with it until it corresponds
with the axis of the canal, when it will, in
most cases, readily slip up beyond this
point into the uterine cavity, until its
course is arrested by the disk resting
against the point of the cervix. In a
retroflexion this is usually very easy, be-
cause the disk can always be lifted high
enough against the vesico-vaginal septum
to allow the point of the stem to be di-
rected into the canal beyond the point of
flexion; but in cases of anteflexion it is
sometimes more difficult. In either case
it will be found to facilitate the insertion
to make a leverage upon the stem by a
counter-pressure of one finger upon the
disk while the other is used to make trac-
tion upon the stem, or the reverse. In
retroflexion the disk would be drawn to-
wards the vaginal roof by the second finger,
while the index presses the stem downward
towards the line of axis of the canal; in
anteflexion the index pushes the disk to-
wards the posterior cul-de-sac, while the
second finger draws the stem forward, thus
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slightly counteracting the flexion and let-
ting the point of the stem slide or creep,
as it were, along the anterior wall until it
slips into place. This is often aided by a
pressure with the other hand upon the
fundus resting behind the pubis, carrying
it more towards the centre of the brim and
acting in opposition to the traction forward
of the stem in the vagina, tending thus
very materially to straighten the canal and
facilitate the passage of the stem.

The question next arises, How is the
stem to be kept in position? And it is in
reply to this question that we have so many
of the devices which have by their per-
nicious .influence brought the stem into
disrepute. Courty and Schroeder retain
it in position by vaginal tampons; Tilt,
by a boxwood vaginal disk ; Chambers and
Bantock, by their diverging springs ; Tait,
by his soft-rubber projecting spikes; and
others, by vaginal or external attachments.
In reality, there is no difficulty whatever
in keeping the stem in place: it is the least
of all troubles connected with its use. For
whatever purpose it may be used, the nat-
ural relation of the uterus to the pelvic
canal should be insured, which is with the
long axis of the uterus corresponding as
nearly as possible with the axis of the
superior strait of the pelvis, the os uteri
looking backward towards the sacral exca-
vation. It will readily be seen that so
long as this relation is preserved the stem
cannot possibly slip out, because the prox-
imity of the os uteri to the posterior va-
ginal wall is so maintained that the stem,
which then looks upward and forward to-
wards the pubic brim, cannot slip out of
the uterine canal any appreciable distance
without the disk striking against the va-
ginal wall; and if the falling out of the
stem has been the result of a sudden lift-
ing of the uterus towards the pelvic brim,
—which alone can cause it,—the return of
the uterus to its position will make the
stem again enter the canal by pressure of
the disk against the vaginal wall; and
never would it be possible for the stem to
slide so far from the canal into the vagina
as to get its upper end below the point of
flexion and be unable to return. So, then,
when the cervix is in its normal position
in relation to the pelvic axis the stem can-
not get away. Thus it will be seen that
in a case of flexion with anteversion or
simple descent the stem, after introduction,
is firmly and surely retained, there being

forward to its proper position.

no disposition of the cervix to turn for-
ward. In flexion with retroversion, until
the version is corrected, the os uteri pre-
sentstowards the vulvar opening, the uterine
axis being in correspondence with the axis
of the vagina, and there is then nothing to
prevent the stem from sliding out into the
vagina and being lost. But, as this is a
condition which should never remain un-
corrected in any patient under treatment,
the retroversion always requiring repo-
sition, so soon as this restoration is made
and the cervix carried backward the
stem is again safely secure. This is done
by the introduction of the lever-pessary,
which, passing into the posterior cul-de-
sac, draws the cervix backward, restores
the body of the uterus to its normal rela-
tion to-the pelvic axis, and thus insures
the retention of the stem, by means not
used for that purpose, but for the relief of
a condition quite independently necessary.
Here comes into play a most valuable
function of the stem, which probably all
gynzcologists who use it have discovered, -
but which has been authoritatively sug-
gested first by Schroeder, viz., that of a
repositor more efficient and vastly safer
than any of the instruments ordinarily in
use. The stem converts the retroflexion
into a retroversion, to correct which it is
only necessary to press the disk gently
backward with the finger towards the sac-
rum, and the uterus revolves upon its hori-
zontal axis, the fundus passing upward and
Schroeder
recommends the instrument for this pur-
pose even in cases where there is no flexion,
and where the stem is removed so soon as
the version is corrected, using it simply,
for its safety as an elevator. But unfortu-
nately we sometimes meet with cases in
which we cannot maintain the restored
position of the retroverted uterus by the
lever-pessary, because either from congen-
ital anomaly, or from traumatic causes, or
from gradual adaptation of the tissues to
the abnormal position, the posterior cul-
de-sac is obliterated and the posterior wall
of the cervix is almost or quite continuous
with the vaginal wall. There is therefore
no resting-place for the posterior bar of
the lever-pessary. Here, then, comes in
the ingenious little contrivance of Dr.
Chadwick, which accomplishes the same
results by substituting for the backward
traction of the lever-bar upon the cervix
in the cul-de-sac a backward pressure of
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the stem upon the cervical wall within its
cavity, the pressure being made by the
soft ring fitting closely into the wire hook
below the disk of the stem, the ring being
large enough to prevent the cervix from
coming forward, and yet small enough to
allow a free motion in the pelvic cavity.
I have had with this instrument some ex-
cellent results in cases where everything
else failed. Its great objection is the ten-
dency of the stem, by constant pressure
against the cervical wall posteriorly, to
make a cleft in the tissues and gradually
imbed itself; but I had one patient who
actually wore one of these instruments for
over eleven months, to her great relief,
before ‘I found sufficient need, after re-
peated examination, to remove it.. During
this time she came to my office frequently
to consult me and have examinations
made, and was able to perform all of her
domestic duties, as well as to enjoy social
pleasures. After I removed the stem I
introduced a simple ring, the lever being
inapplicable on account of the conditions
mentioned above; and now, nearly two
years since, the flexion has never returned,
and she is quite comfortable. Usually, how-
ever, I have not been able to keep in place
this form of stem-pessary nearly so long.

I come now to consider the range of
usefulness of the intra-uterine stem. In
reference to the purposes for which it is
available, its modes of action may be di-
vided into mechanical and dynamical.
Under the first head may be ranged all its
applications for restoring deviations or
malpositions of the uterus, which will be
almost exclusively those complicated with
flexions. Inasmuch as anteflexions are
much more frequently found as uncom-
plicated with other change of relation
than retroflexions, which are usually asso-
ciated with version, and as they are, more-
over, less amenable to other treatment than
any other form of deviation, it is in this
form of deviation that we are most fre-
quently required to resort to the use of the
stem, and it is in these cases that I have
seen such admirable results. They present
most frequently, though by no means ex-
clusively, in nulliparous women, and are
attended usually with vesical irritability
and dysmenorrheea; and if the married
woman was the subject of such a condition
before marriage, she will most probably,
though not necessarily, be sterile. Time
does not allow me, nor would it add ma-

terially to the interest of the subject, to
go into the details of the cases treated,
but I will simply say that I have seen all
of these conditions relieved by the stem,
and in a majority of those thus relieved
the benefit has been permanent, the flexion
not again returning. The cases in which
sterility has been obviated by the wearing
of a stem for a few months, pregnancy oc-
curring shortly after its removal, have been
among the most satisfactory results. That
pregnancy is not prevented by the presence
of the stem is well established. The re-
lief to the bladder from pressure of a
markedly anteflexed uterus by the stem
when, upon examination, a tumor is found
in the anterior cul-de-sac, at first giving
the impression of a fibroid pressing upon
the bladder, but, upon the straightening
out of the uterus, with the stem disappear-
ing entirely, is also one of the decided
boons from the use of this instrument.

In retroflexion, which is much less fre-
quent than anteflexion, and usually less
marked, we very seldom require the stem,
because the condition yields to the influ-
ence of the lever-pessary in elevating the
fundus and removing the backward press-
ure; but there is a class of cases of retro-
flexion in which we get most signal results.
These are the cases in which the flexion
assumes the marked retort shape, where
we find the fundus of the uterus bent back-
ward at such an angle that it is found as a
well-recognized tumor in the posterior cul-
de-sac. After satisfying one’s self that it
is the fundus of a retroflexed uterus, a lever
pessary is introduced to raise it, which at
first promises good results, but only to
bring disappointment time after time ; the
fundus and body of the uterus,—which
while the finger of the operator is kept
upon the front bar of the pessary remain
in natural position apparently, the cervix
turning back in its normal relation,—so
soon as the finger is removed, begin to
creep over the posterior bar of the pessary,
until the latter rests not against the body
of the womb, above the cul-de-sac, carry-
ing it upward, but in the angle of the
flexion, the neck in front and the fundus
behind grasping it between them and push-
ing its anterior bar forward against the
pubis, or perhaps extruding it entirely
beneath the pubic arch. The lever in this
case does no good, but, on the contrary,
aggravates the mischief. Here, ~then,
comes in the stem to perform an admirable
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function: it straightens out the whole
uterine canal, takes away completely the
apparent retro-uterine tumor, and the lever-
pessary, now introduced behind the cervix,
" acts upon a normally-shaped uterus, and
is enabled to perform its whole duty as an
elevator with permanent relief. Many,
many cases of this kind have fallen under
my care in my own practice and in the
practice of friends, baffled and discour-
aged by repeated disappointments, where
the use of the stem for a few months seemed
to bring about a permanent restoration of
the normal uterine axis, which upon its
removal showed no tendency to be again
deflected, the lever having no further in-
terference with its successful working.

There is met with not unfrequently, in
the unmarried and in the sterile, a peculiar
flexed uterus, presenting a soft, flaccid, slen-
der, elongated body,—so soft and flabby
that it is scarcely appreciable to the most
careful bimanual or rectal touch, and one
for a moment believes that he has a rudi-
mentary uterus or a cervix without a body;
and not till after the sound has with diffi-
culty been made to reach the fundus, and
can be felt through the abdomen, is he
convinced that there is a uterine cavity at
all; and he then feels the uterine body,
into which the sound enters perhaps three
or three and a half inches, like a long, slen-
der cylinder, no thicker than the thumb.
In such cases I have seen the intra-uterine
stem strengthening and stiffening up the
uterus, giving a basis for the lever to act
upon, and between them, in a comparatively
short time, the uterine walls became more
condensed and appreciable to the touch,
and the organ shortened and widened into
a normally-shaped uterus.

The dynamic powers of the stem are
exerted in its stimulant effect in two mor-
bid conditions, viz., amenorrhcea and
uterine hypertrophy, whether the result of
hyperplastic increase or defective involu-
tion after pregnancy. In the first of these
conditions it was that Sir James Y. Simp-
son brought forward to the notice of the
profession his metallic stem, the results of
which were due more probably to its pres-
ence as a foreign body in the uterus than
to any supposed galvanic influence. 1In
the second condition mentioned, viz.,
uterine hypertrophy, I have had some very
remarkable results: uteri enlarged from
parenchymatous metritis, and subinvoluted
uteri, taking on atrophic change promptly

after the insertion of the stem, and a
stem which was far from reaching the
fundus at first requiring to be exchanged
for smaller and smaller sizes, until the
uterus reached its normal dimensions.
That the stem is an instrument capable
of great mischief if recklessly used I am
not only free to admit, but would earnestly
impress upon every member of this So-
ciety. But of what active remedial agent
cannot almost as much be said? That it
may light up a fire which will run wild
through the pelvis, perhaps ending in sup-

purative cellulitis, perimetritis, and even

death, is true ; but the uterine sound has

.done the same in careful hands,—how

much oftener in careless hands than the
stem we cannot say. I would lay down
rules of caution, from which I never depart
except in rare and well-appreciated cases:

Never neglect to measure the uterine
cavity ; never use any force in introducing’
the stem ; never use it when complete mo-
bility of the uterus is prevented by old
adhesions or irremovable pressure of sur-
rounding organs; never use it where the
flexion of the uterus cannot be easily cor-
rected by the sound or other instrument
previously passed into the cavity. Avoid
it where there has been any history of
previous peritonitis, parametritis, or pelvic
inflammation of any sort; or where any
induration of tissue can be detected; or
where there could be the faintest suspicion
of malignant degeneration ; or where there
is any symptom of acute parenchymatous
metritis ; or where its introduction gives
rise to any violent or persistent pain.
Keep the patient absolutely quiet for
twenty-four hours, and watch from time
to time until the tolerance is fully estab-
lished. Use hot-water injections daily
during its use, and remove it on the least
evidence of its having a pernicious effect.

With these restrictions, Iregard theintra-
uterine stem as a safe and reliable instru-
ment.

A THERAPEUTIC NOTE — TARTRATE OF
MorpH1A.—The new preparation of neutral
tartrate of morphia is a useful adjunct to our
therapeutics. Being very soluble, it passes
quickly out of the system, and gives less of
the unpleasant after-effects than either the
muriate or the acetate. Its great solubility
makes it particularly advantageous for sub-
cutaneous injection. It gives little smarting
or irritation when thus administered, and the
solution never clogs the finest needles.
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AN ANALYSIS OF THE SYMPTOM-
ETIOLOGY AND THERAPEUTICS
OF SOME CASES OF MITRAL OB-
STRUCTION.

BY EDWARD T. BRUEN, M.D,,
Physician to the Philadelphia Hospital, Demonstrator of
Clinical Medicine in the University, Lecturer on Pathol-
ogy in Woman’s Medical College, etc.

O much has been written concerning

the diseases of the heart that as often
" as a new article appears there is a strong
disposition to challenge the raison d'étre
of the communication. Much of what I
propose to say has been offered before to
medical readers. My object will be to be-
speak renewed attention to the symptoms
I have collated, and to bestow especial
notice upon a few of the incidents in the
development of disease of the auricular
surface of the mitral valve.

To avoid tedious repetition, I will epito-
mize the histories of my cases by relating
a single one, the most typical, embracing
the various physical signs and pathological
lesions of my subject, and then make my
comments. I would, however, have it un-
derstood that a study of six cases forms the
basis of this paper, and that each in greater
or less degree illustrated the features which
I have determined by careful study to be
the ordinary accompaniments of the lesion.

A. C.,, ®t. 24, was delivered in 1874 of a
child. Previous to this time she had enjoyed
exceptionally good health, save only that as
a child she was occasionally short of breath,
and subject to fits of oppression and cyanosis,
but which also were attended with sufficient
physical disturbance to indicate to her friends
that she was of a very hysterical temperament.
In November, 1878, I saw her first, at which
time she was the victim of secondary syphilis.
She was very anzemic, and reduced in general
health. The chief interest in her case cen-
tred in the examination of her circulatory
system. The outline of the ventricles to the
left of the sternum corresponded in the main
with the outline of health, save that the apex-
beat was deflected to a point, beneath the left
nipple, about three inches from the median
line. The right ventricle was enlarged, reach-
ing a point an inch beyond the right of the
median line of the sternum. The aorta was
examined by percussion, and found to be
about normal in size; but to the left, between
the third and fourth ribs, a convex prominence
of the bony chest-wall could be recognized.
This extended from a point an inch to left of
main sternum, about two inches on level of
second interspace, and about two and three-
quarter inches on level of third interspace.
It was over this prominence a pulsation could
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be felt, together with a thrill which attended
the pulsation. The pulsation occurred at the
end of the long-pause interval of the cardiac
revolution, immediately preceding the systole
of the ventricles. The thrill could no¢ be felt
at the apex or over the aortic region,

Auscultation evidenced a systolic murmur,
very hoarse and high pitched, audible every-
where over the usual distribution of aortic
murmurs, even to the bifurcation of the aorta
into the iliacs, though it was fainter in the ar-
teries of the neck and at the ensiform carti-
lage than common.

I argued that this murmur simply evidenced
an aortic roughening without obstruction, be-
cause the alterations in the ventricular wall,
either of hypertrophy or of dilatation, were so
slight,

The systolic aortic murmur was well heard
at the apex and at the sides of the chest. It
was recognized at the bifurcation of the iliacs
and elsewhere by a due appreciation of the
pitch of the murmur. I have been thus tedi-
ously explicit to pave the way for my next
statement, that at the situation of the bulging
another murmur equally loud or louder than
the aortic could be heard, but yet the two
murmurs were not synchronous. Ausculta-
tion elsewhere established this point as the
position of maximum intensity of this new
murmur, It was manifest thus far that two
murmurs were to be considered, and that
while one was distinctly with the systole (viz.,
the aortic), the other was not synchronous
with it, an appreciable interval existing.
Studying further, I discovered that the val-
vular element of the first sound appeared to
be intensified at the apex; that the second
sound above the base, belonging to the pul-
monary artery, was intensified. Together
these sounds produced a flap comparable to
the flapping of a flag or sail. It was also a
notable fact that the lower-pitched murmur,
propagated as it was so loudly upward, ap-
peared not to be distinctly transmitted, but
was soon lost in the roar of the aortic sound.
The murmur being accompanied by an ance-
mia which was profound, as in syphilis is
common, a suspicion of its explanation as a
functional murmur dawned on me. But I
dismissed this when, six months afterwards,
treatment had removed the anzmia but the
murmur remained. It was at this time that
the correspondence between this murmur and
the presystolic murmur presented itself. The
train of reasoning ran as follows:

1st, What is this tumor? Not aneurism,
since from inquiry from the physician who
attended her in 1875 aneurism was suspected
on account of physical signs similar to those
now recognized. But if so the aneurism
would have become larger in five years'
time. Moreover, the position of the tumor
is not that of aortic aneurism, being too
much to the left, with an interval of reso-
nance between the left edge of the sternum
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and the tumor. She has occasional drop-
sical attacks, and still suffers from cyanosis
and the ‘““spells’” which afflicted her child-
hood. Moreover, the pulse is always very
small; and although the circulation is ade-
quately carried on while she rests, yet evi-
dently the venous system is more or less per-
manently over-filled, and compensation is
just sufficient to carry on the circulation,

This has led me to my first point, viz.,
that the tumor is the left auricle, and that
in mitral obstruction there is always more
enlargement of the auricle than in mitral
regurgitation, in which case dilatation pre-
dominates, just as in corresponding cases
of aortic obstruction the ventricle hyper-
trophies to overcome the resistance ; and
I assert that hypertrophy, and therefore
compensation, is persistent in the young
for many years unless the stenosis is too
great, when early dilatation can of course
occur. It is to be noticed just here that
so large a proportion of recorded cases
occur in the young, when nutritive changes
are active and hypertrophy may be per-
sistent. A greater degree of enlargement
of the auricle, then, is met with in cases of
mitral obstruction than regurgitation, and
only in cases of extreme obstruction do we
meet the cyanosis so commonly described

-in mitral regurgitation. This point I have
verified by a number of autopsies,—four
cases out of the six on which this paper is
based. To cite one case.

Before death a similarly situated but
larger tumor, caused by protruding chest-
walls; the cardiac dulness extended six
inches to left of sternum, in line of seventh
rib, five and three-quarter inches on line of
sixth rib, four and three-quarter inches on
line of fourth rib. It was thought before
the autopsy that this tumor was the left
ventricle, and a dilated hypertrophy of the
heart was diagnosed weighing forty-five to
fifty ounces. On autopsy the heart weighed
about twenty-five ounces ; the ventricle was
hypertrophied and dilated ; but the chief
lesion was the astonishing enlargement of
the left ventricle, which would admit two
good-sized Sicily oranges into its cavity.
The increased area of cardiac dulness was
due to the displacement of the ventricle by
the immense auricle distended with blood ;
the bulging of the chest was due to the
same cause; but, the walls of the ventricle
being thinned and dilated, the weight of
the heart was not increased.

2. A further auxiliary symptom is that

enlargement of the right side of the heart
was present in all my cases. This enlarge-
ment of the right heart is more constantly
present than in mitral disease; and not
only so, but in the histories of my cases,
unless the obstruction was extreme, hyper-
trophy of the ventricle and auricle appeared
sufficient for the requirements of the circu-
lation. More than this, compensation lasts
longer than in mitral disease. While this
is true, transitory attacks of dyspncea, with
temporary embarrassment of the circula-
tion, are more frequent than in mitral re-
gurgitation, and bronchitis of asthmatic
type is a frequent concomitant, The as-
sociated dyspncea becomes more severe so
soon as the compensative powerisexceeded,
because the lesion is de facfo more grave
and the pulmonary capillaries are habitually
overcharged with blood, so that slight in-
crease in pulmonary blood-pressure pro-
duces serious effects. The pulse-wave is
small in cases of mitral obstruction. This
incident is understood when we reflect that
there is not so much hypertrophy of the
left ventricle as in cases of mitral regurgi-
tation.

3. The third auxiliary symptom is one
to which no little importance must be at-
tached, viz., an accentuation of the pul-
monary second sound. [t is obvious that
this is a symptom of the increased pul-
monary blood-pressure, and a comparison
with the pulmonary second sound in cases
of mitral regurgitation leaves no doubt of
its accuracy. The first sound may also
become so valvular that it could easily be
confounded with the second sound were
it not that we are guided by the ventricu-
lar impulse. This is partly explained by
realizing that the blood-pressure in the
right ventricle is increased pari passi with
the elevation of the blood-pressure in the
pulmonary circulation, so the tricuspid
valves close with an intensified sound, audi-
ble over both ventricles; or it may be that,
if obstruction is great, only a portion of
the blood reaches the ventricle at the time
of systole. Thus it comes to pass that we
must subtract from the first sound in part
the blood element and a portion of the
muscular element, leaving either a valve-
sound, as heard in typhoid fever, or a dull,
blurred sound, as the valves may be much
more thickened than roughened; and
though not prevented from approximating
effectually, yet they close—Ilifted, as it
were, into their place—without producing
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a sudden clack. In any case, however, the
fact remains, that the sound is better heard
than in health. Reduplication of the
sounds has existed as a concomitant in
certain cases, but cannot be in any sense
regarded as diagnostic; but if it occur, a
ready explanation is offered by the fact
that the overfull condition of the right
ventricle leads it to contract in self-de-
fence prior to the left ventricular systole.

Cases of obstruction have been reported
without murmur. I have not seen such
cases myself.

4. 1 regard the position of maximum in-
tensily of murmur as a most important
diagnostic symptom, and I differ here from
other authorities. The position of maxi-
mum intensity in my cases was over the
tumor caused by the distended auricle,
following in this respect the rule that all
murmurs are best heard over that portion
of the chest-surface at which the cavity in
which the murmur is generated approaches
nearest the surface.

It is true it may be well heard at the apex,
following in this respect the rule that mur-
murs are propagated in the direction of the
blood-current, but they are especially loud
over the auricle, so much so as to make me
regard it as a diagnostic sign.

Exceptional presystolic murmurs have
been reported as audible posteriorly, as
those reported by Dr. Andrews, St. Bar-
tholomew’s Hospital Reports, 1877; but
in these cases there was consolidation of
the lungs, or the murmur may have been
unusually loud.

If a systolic aortic murmur is present, it
may be heard in the axillee, and, unless pre-
caution is taken, the presystolic murmur
may also be mistaken for a mitral systolic
murmur transmitted to the axille.

The auxiliary signs to which [ have re-
ferred develop in proportion to the amount
of obstruction of the mitral valve. The
murmurs in my experience have often been
rough and loud when the auricular surface
of the valve has been roughened by calcare-
ous deposit but no true obstruction existed :
the intensity of a murmur must then be
dismissed as a factor in the prognosis.. A
case of this sort I saw in the practice of
Dr. Keating: there was a loud presystolic
murmur, together with anasarca, ascites,
edema of the lungs, etc., in a child
nine years of age. The condition of the
child appeared desperate. But some eight
months afterwards Dr. Keating asked me

to see the child again, as he said the
murmur had disappeared,—which was the
case, the child enjoying excellent health,
all symptoms of cardiac disease having
vanished under appropriate treatment. In
this case the auxiliary signs I have described
were not present.

Dr. Sansom and others assert that thrill
is invariably associated with mitral obstruc-
tion; but Ihave not found this the case any
oftener than associated with other diseases
of the valves, ¢.g., the aortic.

The failure to detect presystollc mur-
mur arises often from an imperfect compre-
hension of the physiology of its produc-
tion. Itoccurs during the long pause after
the second sound. During the first part
of this period, in health, the blood is pass-
ing passively into the ventricles from the
right and left auricles. Just before the first
sound comes the auricular systole, and this
it is which expresses all the blood from the
auricles and fills the ventricles. It is now
that a murmur, called presystolic, or auri-
culo-systolic, or post-diastolic, isdeveloped,
and immediately afterwards the first sound
occurs. If the obstruction is extreme or
the roughness very pronounced, a murmur
may occupy the entire period of the long
pause, and so become confused with a dias-
tolic murmur; but this is not the rule. The
clinical observation of this form of heart-
disease is fraught with special interest. I
will allude to but one of its features.
Patients are, as I have said, apt to suffer.
from a dyspncea which is more or less tran-
sient, associated with asthmatic symptoms.
in many cases and bronchitis. This occurs
because the lungs are at all times in the his-
tory of the case really overfilled with blood,
but owing to the perfect compensation the
habitual symptoms of this condition are
not present, and yet if from slight causes
the vaso-motor tonus of the arterial and
venous systems is increased the aération of
the blood is lessened, and there is brought
about the asthmatic attack or the dysp-
ncea. This is not the case in mitral regur-
gitation, because in this form of cardiac dis-
ease the circulation accommodates itself to
the gradually increased blood-pressure, and
dropsies are the consequence, but in mitral
obstruction the increased tension is sud-
den. The means by which this increased
tension may be brought about are various,
and their pathology has beensaccorded a
due importance save in one case. The
palpitations and increased blood-pressure
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can be determined by various causes,
chiefly influencing the nervous system ; for
example, the excitements of business, the
influence of a quarrel, or other physical
disturbances.  Functional digestive dis-
orders may likewise have an important
share in determining the dyspncea. To
understand this fact, we must recall that
nitrogenous food is taken to the liver and
there broken up from the form of peptones
into glycogen and the products of the
urea series. The excess beyond the pur-
poses of nutrition, then, cannot be excreted
by the kidneys as rapidly as they are sup-
plied by the liver, and in the blood-vessel
" system these materials act as irritants, pro-
ducing a recognizable increase in the blood-
pressure. To the support of the fact that
such an influence can be exerted, I refer to
the experiments of Dr. Parkes (ZLondon
Lancet, May 16 and 23) upon some sol-
diers in Netley barracks. He found that if
nitrogenous food was withdrawn from their
diet the arterial pressure was materially re-
duced, and it became elevated just in pro-
portion to the increase of those articles
of food containing nitrogenous substances.
Imagine, now, a dyspeptic individual with
mitral obstruction, especially of plethoric
habit, after indulgence of the table sud-
denly seized with palpitations or with dysp-
neea.  Congestion of the lungs is followed
by bronchitis and, perhaps, hemoptysis.
Imagine how at first these attacks are over-
come; how at last the heart becomes
dilated, emphysema may ensue, and the
attack may one day prove fatal. Let us
conceive that, added to this condition, we
have deficient functional activity of the
kidneys: if they are unable to eliminate the
nitrogenous materials, fuel is added to the
fire. This, then, is the explanation of the
temporary dyspneea which so often puzzles
the observer, as no condition of the pul-
monary parenchyma seems to warrant the
grave symptoms. The same explanation
has been assigned by Drs. Allbutt- and
Johnson* to the transient dyspncea attend-
ing cases of nephritis where there is no
dropsy to account for the same, and it has
been termed by them uremic asthma. I
have confirmed these views by my clinical
experience, and in both mitral obstruction
and renal asthma the condition is recog-
nizable by the fact that, with the symptoms
of asthma, on auscultation the air enters

*# British Medical Journal, September, 1877 ; also Lumleian
Lectures, 18,7.

and leaves the lungs unobstructed by spasm
of the bronchial tube, but the blood is
prevented from reaching the air by the
contraction of the pulmonary arterioles,
and so becomes deficiently aérated. If the
condition persists for some time, cedema of
the lungs will occur, as in mitral regurgita-
tion ; but this is not the rule. In addition
to these fits of asthma we sometimes find a
series of slighter attacks lasting for days,
as merely shortness of breath and venous
obstruction ; similar attacks I have seen in -
interstitial nephritis, in which disease long-
continued, slowly-increasing vaso-motor
tonus is the rule. But ordinarily patients
do well, the lesion being usually as fully
compensated for as are aortic lesions. We
do not have the dropsies and striking
phenomena of mitral regurgitation till late
in the history of a case. The prognosis
must be based mainly upon.an accurate
estimate of the compensative hypertro-
phy, and much care must be given to
avoid misinterpreting intercurrent mala-
dies which may temporarily influence the
circulation.

In this paper I have said but little in re-
gard to the nature of presystolic murmur,
in relation to its timbre, etc., although I
am aware that the literature of the subject
is full of details of this sort. I have in-
sisted chiefly on the position of the maxi-
mum intensity of the murmur when one
can be heard. I think that in grasping the
clinical history and treatment of cardiac
diseases we should give special study to the
changes which occur in the heart-muscle as
the effect of a lesion, rather than spend our
attention on the varying character of the
sounds. After diagnosticating the murmur,
let the observer appraise the damage sus-
tained by the heart. He must recur to the
auxiliary symptoms such as I have indi-
cated, and appeal to the clinical history of
the case to sustain his judgment. .

It is the object of treatment to prevent
retrograde metamorphosis in the cardiac
muscle. If my views of the importance
of varying states of vaso-motor tonus are
correct, then hygiene should claim an im-
portant share of our attention.

The secretion of the skin, which is sup-
plemental to the kidney in its depurative
office, must be accorded much importance.
When dyspncea commences, I think great
benefit will accrue from the use of jabo-
randi, which has the property of stimu-
lating the secretion of the sweat-glands, and
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thus will aid materially in the elimination

of urea and kindred substances.*
Recognizing the danger of permitting

the dyspnoea to increase, I would use

the jaborandi every other day, or twice a

week, according to circumstances, and in

intervals of health preserve in every way
the secretion of the skin.t To this end
suitable clothing must be advocated, as
most important. The kidneys and bowels
must be made to act their parts well ; the
use of the natural waters containing potas-
sium and sodium is most advantageous, as

- they eliminate most surely the deleterious
retained solids.

" In Dr. Fothergill’s ¢ Therapeutics’’ he
says that a combination of potassio-tartrate
of soda and sulphate of magnesia, in the in-
fusion of buchu, can only be duly estimated
by those who have tried it. If the oppres-
sion is severe, I would recommend elate-
rium. I use this drug even in advanced
cases of cardiac degeneration, and do not
fear the depression attending its operation,
as T always employ milk punch during its
cathartic action. It prepares the way most
efficiently for diuretics, such as those which
I have mentioned.

The management of cases requires a
suitable care that an excess of nitrogenous
food is not supplied ; the amount required
for the preservation of the tissues is small,
and in serious cases much benefit will ac-
crue from the temporary relegation of the
diet to milk. Especially is this impor-
tant in cases in which, together with the
heart disease, the kidneys are involved.
To the milk diet may be added such fari-
naceous substances as are most agreeable to
the appetite, and occasionally animal food.
I think I have observed much benefit from
this method of treatment, but in many
cases of dyspneea asthmatic symptoms
may become so urgent that resort must be
had to those remedies which influence the
circulation.  Digitalis is at times most
efficient, but in a large proportion of cases,
probably one-half, 1 have been disap-
pointed in it. This fatlure is because the
circumstances demand a lengthened dias-
tole even more than an increased systole.

* For some interesting views substantiating the effect of
the deficient action of the skin as a means of materially in-
creasing blood-pressure, consult a paper by Dr. Semmola, of
Ttaly, read before the International Congress at Amsterdam,
a résumé of which is published in the British Medical Journal,
September, 1879 ; also Gazette Médicale de Paris, 187s.

The preparation of fluid extract of jaborandi made by
Mr. T. G. Lightcapp, Falls of Schuylkill, is especially
prompt and reliable in its effects.

I have seen my patients livid and yet the
systoles really efficient. The truth is that
digitalis always increases systole, but some-
times it fails to slow the heart and lengthen
diastole. On the other hand, care must be
taken not to slow the heart’s action too .
rapidly ; otherwisethe increased vaso-motor
tension produced by digitalis becomes in-
jurious,—at least I have seen dyspncea per-
sist. Digitalis is not a remedy in my ex-
perience for long-continued use in any
case: it is an excellent whip, but an infe-
rior drug if used too long ; nevertheless it
is more frequently of use than most of the
cardiac stimulants. Recognizing the ne-
cessity for prolonged diastole to relieve
pulmonary congestion, and our occasional
powerlessness to aid by digitalis, I wish,
however, to advocate cupping, or even
moderate bleeding; in these means we
have a real resource, which is indicated by
nature in the epistaxis which is so salutary.
I remember a patient who frequently en-
deavored to produce ¢‘nose-bleed’’ with
benefit.

Morphia, bromide of potassium, chloral,
and belladonna all have their value as
remedies for the dyspnoea or asthma ; and
in this class ether, combined with ammonia,
must be included, as very frequently of
service.

It has been proved by Kiissmaul and
Tenner that when the carotids were com-
pressed in man the face became pale, pupils
first contracted, then dilated, respiration
slow, with giddiness, staggering, and the
men would have fallen if they had not been
supported, and in some cases vomiting
and convulsions appeared. If in animals
the circulation is cut off from the medulle,
then convulsions will occur, but not if
chloroform or ether be previously admin-
istered. Now, if the pathology of the
dyspneea, etc., which I have stated is cor-
rect, the above-named agents, which pro-
duce their effects by acting upon the cen-
tral nervous substance or obtunding the
sensibility of the terminal vaso-motor
nerves or the muscles in the arterioles (ni-
trate of amyl and belladonna), are suitable
agents with which to cope with a disease -
arising from an excited nerve-influence.

In point of fact, I have discovered that
morphia given hypodermically will relieve
dyspneea where digitalis has failed. It
operates best if given in this way, as it is
more quickly active than if given by the
mouth, Associated with this measure I
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use a combination of forty minims of Hoff-
man’s anodyne and five grains of carbonate
of ammonium. Bromide of potassium is
a good remedy, but does not act quickly
enough. Of nitrite of amyl my experi-
ence is favorable, but in renal asthma Dr,
Allbutt rejects this remedy as useless. Dr.
Johnson saysitis frequentlyuseful. Neither
of them mentions its use in cases of cardiac
dyspncea, where the same pathology must,
I think, prevail. We all understand that
the presence of non-aérated blood raises
first the arterial and secondly the venous
pressure, owing to the spasmodic closure of
the blood-vessels. Why is not the question
oftener dealt with in the treatment of car-
diac dyspncea ?

I conjoin, then, the use of these agents,
combined with stimulants if required, and
oftener relieve symptoms than when using
digitalis,

These cardiac and vascular depressants
must be sedulously avoided (with the ex-
ception of morphia, which is nearly al-
ways useful) when cardiac dilatation with
fatty degeneration has advanced. I think
jaborandi should be included as also dan-
gerous in this stage, depressing the heart
or pneumogastrics. I have seen fatal syn-
cope follow its use; and I always carefully
watch my patients while they use this
remedy.

In the'intervals of ease, when no cardiac
symptoms call for treatment, it is possible
that vaso-motor and digestive stimulants
may be required, such as strychnia, zinc,
or arsenic. I would recommend the vale-
rianate of zinc in half-grain doses as a
prophylactic agent against the waves of
nervous excitement, which lead todyspncea.

HYGIENIC AND THERAPEUTIC RE-
LATIONS OF HOUSE-PLANTS,

BY J. M. ANDERS, M.D., Pu.D.

Read before the Alumni of the Auxiliary Department of
Medicine, University of Pennsylvania, February 6, 1880.
THE old question of the effects of living

plants on the air of houses is one of
considerable interest. The family doctor is
ofttimes confronted with the query, ‘ How
do plants in rooms affect the health of the
inmates?’’ Formerly, it was the universal
opinion that they were injurious to health,
particularly in the sleeping-room and sick-
chamber.  Unfortunately, this still con-
tinues to be a popular impression. To

review the various views on this topic
down to the present would be foreign to
the scope of this article and quite out of
place. The discussion will necessarily be
confined to the present state of our knowl-
edge concerning the subject, and especially
such of its bearings as are interesting from
a medical point of view.

Three of the chief functions in plant life
are the absorption of carbonic acid, the
exhalation of oxygen; and the generation
of ozone. Now, it has been conclusively
shown* that variations in the amount of
these gases from the presence of any num-
ber of plants have no appreciable effect on
the air of an apartment, the absorption and
exhalation of these substances being carried
on too slowly either to improve or to vitiate
the air,

There is, however, yet another process
in plants, which in this connection is of far
greater importance, viz., that of franspira-
Zion. By this term is'meant the exhalation of
moisture by the leaves. About this function
very little was known until recently. Care-
ful investigations of the subject have been
made by the writer, to which brief refer-
ence only can be made here, for they have
formed the basis of a paper elsewhere.}
It may suffice to say that the average rate
of transpiration for plants having soft, thin
leaves, as the geranium, lantana, etc., is
one and a half ounces (by weight) of
watery vapor per square foot of leaf-sur-
face for twelve diurnal hours of clear
weather. In order to convey some notion
of the great activity of this function, it
might be stated that at the above rate the
Washington elm, at Cambridge, Massa-
chusetts, with its two hundred thousand
square feet of leaf-surface, would give off
seven and three-quarter tons of water in
twelve hours. In the twenty-four hours an
indoor plant will transpire more than half
as much as one in the open air. It would
appear to follow naturally from these facts
that growing plants would be capable of
raising the proportion of agueous vapor of
the air of closed apartments. And this
suggestion prompted the writer to make
observations with the view of establishing
this fact experimentally. By means of the
hydrometer, the atmosphere of two rooms
at the Episcopal Hospital, in which the
conditions and dimensions were in every
respect similar, were tested simultaneously,

* Pettenkofer, Pop. Science Monthly for February, 1878,
+ See American Naturalist for March, 1879.






















































