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several hours. Seen for the first time during this
period, the patient seems to have little or nothing the
matter with him. No pain nor tenderness, no distur-
bauce of pulse or temperature. Kverything is quiet
under the sway of the *divine poppy.” In many in-
stances this lull in the symptoms is deceptive, as in
from twelve to twenty-four hours they return with in-
creased violence, This is usually the signal for call-
ing the surgeon, and it goes without saying, that he
should be prepared to operate at once if necessary.

(6) Aud, finally, we have the recurring cuses of ap-
pendicitis to consider, which differ from the relapsing
variety in the fact that patients are apparently well
between the attacks. Recently a gentleman consulted
the reader for the following symptoms: Five or six
times during the past year, after a hearty meal he has
been suddenly seized with a severe pain in the umbili-
cal region, which gradually worked down into the
vicinity of the appendix. The pain is accompanied
by marked local tenderness aud inability to stand
erect. It lasts about twelve hours, but the tenderness
persists for three or four days or even longer. He is
weak and exhausted for several days — much more
so than would be expected after an ordinary attack of
colic or indigestion. This man is strong, robust, and is
entirely well between these attacks. In the reader’s
opinion he is suffering from a mild form of recur-
ring catarrhal appendicitis. Now comes the impor-
taut question of treatment. Is an operation neces-
sary, and if g0, when shall it be performed? The
temperament of the surgeon and of the patient is a
factor in deciding these questions. If the attacks are
increasing iu frequency or in severity, there can be little
doubt as to the necessity of an operation; and the
sooner it is doune the safer and better for the patient.
On the contrary, if the intervals are increasing in
length, and the symptoms becoming less severe and of
shorter duration with each attack, it might be well to
wait a while before resorting to a radical cure, as a
certain number of these cases do eveutually wear
themselves out, so to speak, and entirely disappear,
thus coming under the head of ¢ appendicitis obliter-
ans.” Iu the opinion of the writer six attacks of ap-
pendicitis in one year, even if mild, are quite sufficient
to justify an operation for the removal of the exciting
cause.

Not a few physicians entertain the idea that there
is no occasion for calling the surgeon until a tumor
has formed, indicating that the inflammatory process is
limited in extent and has ceased spreading. That this
idea is erroneous and misleading, is abundantly proven
by the fact that in very many cases no tumor is ever
found, and yet the convalescence dates from the mo-
ment of operation. It is often impossible to detect a
tumor, even when present, by reason of its depth in
the pelvis, its shape and size, as well as the thickness
aud rigidity of the abdominal walls. The presence of
o tumor does not of itself indicate an operation, nor
does its absence preclude it. In fact, the indications
for treatment are influenced very little by this symp-
tom. A tumor shows the variety of the inflammatory
processes going on in the peritoneal cavity, and also
indicates the site of the incision. The plan of treat-
ment is based upon other and more important.factors
in the condition of the patient. If he is growing
steadily worse, radical means arc called for, and the
more rapid is the progress of the symptoms, the earlier
are effective measures demanded.

In closing 1 can but repeat what has already been
said, that from a surgical standpoint it secems wise and
prudent that every case of appendicitis of any severity
or duration should be seen in the early stages by one
accustomed to operating for this affection, as well as
to deciding the many difficult questions which are con-
stantly arising throughout its course.

If the initiatory symptoms were severe; if they
are steadily growing worse; if they relapse, or come
to a stand-still ; if the patient is sick, weak, irritable,
impatient, restless; and especially if he cannot pass
wind, or is inclined to nausea, vomiting, hiccough or
delirium, — then I urge you to be vigilant and prompt
in calling for surgical aid, for reasons already men-
tioned. You will never be criticised for calling it too
early or too often, The serious character of the af-
fection, the sudden onset, the insidious course, the
rapid and unexpected variations, the startling collapses
and excruciating paiu liable to occur in this affection,
as in almost no other, will protect you from these
charges. And should the result be unfortunate, you
and the friends will have the lasting satisfaction of
knowing that you have done your whole duty in the
matter, and are in no way responsible for the disas-
trous termination.

———

Original Articles.

OBSERVATIONS ON BRAIN SURGERY SUG-
GESTED BY A CASE OF MULTIPLE CEREBRAL
HEMORRHAGE.!

BY GEORGE L. WALTON, M.D,,

Instructor in Neurology, Harvard University; Physician to Neuro-
logical Department, Massachusetts General Hospital,

AND W. A. BROOKS, JR., M.D,,
Demonstrator of Anatomy, Harvard University; Surgeon to Owut-

patient Department, Massachusetts General Hospital.

THE patient, a young woman, was out riding horse-
back, when the horse became frightened and bolted,
throwing the rider headlong, the right side of her
head striking against the lower rail of a fence. She
was picked up and carried home in an unconscious
condition.

About four hours later, Dr. Brooks was called to
see her. At that time she was lying on her back,
perfectly unconscious, breathing quietly and with a
pulse of about 100. The face was flushed, the pupils
were equal, somewhat dilated and reacted slowly to
light. There was partial paralysis of the left side of
the face, and complete paralysis of the left arm and
leg. She had vomited once or twice since the acei-
dent.

Iu the right mastoid region, extending upwards and
backwards, was a swelling, pressure upon which
caused marked restlessness. The patient was imme-
diately taken to the Massachusetts General Hospital.
While in the ambulance she became somewhat rest-
less; the right arm and leg were countinually tossed
about and there was apparently some evidence of re-
turning cousciousness, such as indistinet mutterings.
The pulse was rapid and varied in strength; the res-
pirations were shallow. The face grew pale and the
extremities cool. There was incontinence of urine.

She was admitted to the hospital about five p. M.
The hospital record of her condition at that time is as

1 Rond before the Boston Society for Medienl Improvement, De-
combor 28, 1896,

>
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follows : Pupils equal, somewhat dilated and reacting
slowly to light; paralysis of left side of the face;
left arm flexed and rigid ; left leg rigid and puralyzed ;
patella reflexes normal. Large hematoma covering
the right mastoid region, extending well into the occi-
pital and parietal. Pulse 96, of fair quality but of
irregular rhythm; respiration about 24, normal in
character. Pressure over the hematoma caused the
patient to wove the right arm and leg violently.

The scalp was shaved and an ice-bag applied. She
was given one-sixth of a grain of elaterium.

During the night the patient became very restless;
the right arm and leg were constantly in motion.
The left hand was moved a little. There was incon-
tinence of urine. Temperature at one A. M. (rectal)
was 102.4°; the pulse varied from 100 to 130; the
respiration from 20 to 30. Patient still unconscious.

Second day. In. the morning the pulse was more
steady and of better quality ; the temperature (rectal)
was 97.2°,  The patient was still very restless, with
constant tossing of the right arm and leg. The left
arm was moved quite freely when the hematoma was
pressed, though both the arm and leg were still some-
what rigid. The bowels were moved after a drachm
of jalap powder and a suds and glycerine enema.

In the afternoon the left arm and leg were some-
what less rigid, and the patient groaned when the
right side of the head was pressed, at one time mak-
ing a slight attempt at articulation. Up to this time
improvement had been apparent; but in the evening
the patient had hardly held her own, the rigidity and
paralysis of the left side were quite well marked, and
vo response was made upon efforts to arouse her.
With the advice of Dr. Walton, who had been follow-
ing the case, it was determined to make an exploratory
opening. OPERATION.

A curved incision was made, extending from the
external angle of the right orbit to one inch above
and behind the wastoid, and a semicircular flap turned
downward. The temporal muscles and pericranium
were retracted. The surface of the skull was found
to be in perfect condition, with no evidence of fract-
ure. A swall trephine was applied about two and
oune-half inches above the external auditory meatus.
Ou removal of the trephine button, it was noticed
that the dura (which was tense and non-puleating) was
slightly nicked on account of its closer approximation
to the skull. A quantity of clear serum escaped from
the opening. The dura was incised, about half an
ounce of clear fluid spurting through the incision.
The brain appeared somewhat edematous, but other-
wise normal. Exploration under the dura revealed
no sign of hemorrhage. The opening in the dura was
closed by fine silk sutures, the pericranium was
sutured across, and the skin wound drawn together
with stitches of silkworm gut.

Recovery from the ether was marked by great rest-
lessness and a weaker and moro variable pulse, rising
at one time to 150. The left arm and leg again be-
came rigid.

Third day. No particular change; patient very
restless, with variable pulse. In the evening the res-
piration becawe stertorous. The left arm and leg
moved somewhat, and were much less rigid than the
day before. The patella reflex was absent. A little
milk and lime-water was taken by the mouth. The

bowels were moved by croton oil, and nutritive enemata
-

given. The wound was dressed in the afternoon and
looked well. There was cousiderable serum on the
dressing. One stitch was removed and a gauze wick
ingerted.

Fourth day. The patient passed a fairly comfort-
able night, seeming rather more conscious in the morn-
ing and responding more readily to stimulation. The
eyes showed a tendency to roll up. Sordes gathered
on the lips and teeth. Some improvement appeared
in the character of the pulse and respiration, and there
was more motion and less rigidity in the left arm and
leg. The patella reflexes had returned, In the after-
noon the patient seemed more conscious than in the
morning, and made some response to questions. The
pulse was 96, and the respiration 20. There was less
restlessness and less facial paresis. There was still
incontinence of urine, a symptom which persisted
throughout.

Fifth day. The patient was very restless and noisy
all day, delirious and muttering incoherently. The
general appearance, however, was much better, and
an attempt was apparently made to respond to ques-
tions. ‘I'he left side was used much better, and there
was little, if any, facial paralysis.

Sixth day. Improvement continued. The patient,
though still delirious, was much more quiet. Milk
and lime-water were taken by the mouth.

Seventh day. The patient was very quiet und
drowsy most of the day, talking very little, but appar-
ently understauding when spoken to. The whole ap-
pearance was more batural; the left side was moved
freely.

Kighth day. No particular change. More nourish-
ment taken by the mouth. Wound looks well.

Ninth day. DPatient more quiet and somewhat
harder to rouse. The stitches were removed and the
wound found practically heuled. The hematoma per-
sisted. Over a quart of milk was taken during the
day.

Tenth day. Uuconsciousness was somewhat deeper,
the patient being roused with difliculty. The hema-
toma was incised, and about half an ounce of dark
blood expressed. The condition of the left side was
about the same.

Eleveuth day. Patient rather more easily roused
to-day. The nutritive enemata were omitted, milk
being taken freely by the mouth.

Twelfth day. Unconsciousness deeper. Rather
more difficulty in swallowing appeared, but a quart of
milk and several raw eggs were taken,

Fourteenth day. Patient less conscious and very
quiet. No definite paralysis and no trace of rigidity
in the left side, though comparatively little movement
was made.

Fifteenth day. The temperature, pulse and respir-
ation all rose suddenly; examination of the chest
showing nothing abnormal excepting a few moist riiles
at the base. Strychnia, one-thirtieth of a grain, was
ordered every threc hours, subcutancously, without
any effect upon the pulse.

Sixteenth day. The patient has grown decidedly
worse. 'The lungs are filling up. Oxygen, digitalis,
and enema of salt solution produced no response. 'The
patient died at 8.45 in the eveniug.

AUTOPSY, BY DR. WRIGHT.

Anatomical diagnosis : Trephination. Multiple cere-
bral hemorrhuge with softening.

The Boston Medical and Surgical Journal as published by
The New England Journal of Medicine. Downloaded from nejm.org at LATROBE UNIVERSITY on July 22, 2016.
For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



Vor. CXXXVI, No. 18] BOSTON MEDICAL AND SURGICAL JOURNAL.

303

Body of tall, young womau. Slender build. Some-
what emaciated.

In scalp. Semicircular wound, nearly healed.
Wound extended from right temporal region, over
right parictal eminence, downward toward mastoid.
Length of wound about twelve centimetres. Kdges
of wouund adherent. No suppuration. Tissue in neigh-
borhood of a dark-red color, evidently from diffused
blood. In right mastoid region, subcutaneous tissue
contained a Hattened cavity about the size of a half-
dollar.

In skull, in neighborhood of right parietal eminence,
a circular hole, two centimetres in diameter. Through
this the dura could be seen, with reddish exudation on
its surface. On removing the calvarium, the dura was
found to be moderately adhereut, but there was no
evidence of extra- or intra-dural hemorrhage. Kxuda-
tion seen through the trephine opening did not extend
any farther than the limits of the opening. There
was no evidence of any fracture of the culvarium.
‘The brain showed no evidence of meningeal hemor-
rhage, and externally showed nothing remarkuble. Oun
section, several hemorrhagic, softened areas were found
in the following situations: In the left frontal, first
convolution, about one centimetre from the surface,
there was an ovoid area, the size of a common bean,
of a dark, brownish-black color, soft cousistency and
indefinite wargin. A similar area was also found in
the white matter, about one centimetre anterior to
the caudate nucleus. Aunother similar soft, dark brown
area was found just beneath the floor of the right
lateral ventricle, near the outer margin of the optic
thalamus. In several places throughout the white
substance of the brain, there were pin-head-sized,
dark-brown areas which did not wash off. Careful in-
spection of the base of the skull revealed no fracture.

No cause of death was found iu the viscera.

The atypical course of this case illustrates the diffi-
culties occasionally encountered by surgeons and ueu-
rologists after blows and falls upon the head. The
symptoms produced by meningeal hemorrhage, whether
extra- or sub dural, have been so fully illustrated and
discussed of recent years that few surgeons would fail
to recognize a typical case. The deepening unconscious-
ness passing into coma, with or without stertorous re-
spiration, whether following directly the initial effects
of the blow, or whether preceded by an interval of
consciousness is certainly in itself suggestive of hemor-
rhuge, and if accompanied by unilateral convulsions,
paralysis, or both, the imperative demand for operation
is generally recoguized. It haseven been uoticed that
this set of symptoms may be produced by a hemor-
rhage upon eame side with the paralysis, an unusual
condition, the pathology of which is obscure. Pos-
sibly in such cases we have to do with a failure of
the pyramidal fibres to cross, or perhaps, as Dr. Put-
nam has suggested, the brain on the side of the hemor-
rhage becomes gradually accustomed to the pressure,
but at a certain point the pressure on the other side be-
comes more sudden through edema and other pathologi-
cul changes.

Whatever the pathology of this condition, this fact
must be always borne in mind and the question con-
sidered, whether both sides should not be trephined
in cases positively indicating hemorrhage, in case of fail-
ure to discover hemorrhage on the side of the brain
opposite the convulsions or paralysis. One of the
writers has had an opportunity to see this condition

verified by autopsy, in a case seen with Dr. Swan, of
Cambridge.

Another condition had to be borne in mind in our
case, namely, that severe concussion of the brain some-
times produces, especially in young women, a condition
allied to hysteria, a trance-like state following the un-
consciousness of concussion. In such cases, the un-
consciousness, instead of gradually deepening, grad-
ually lessens, though its prolongation for a week or
even more may cause the attending surgeon great um-
easiness and even seem to demand operation.

In the case under consideration, the fact that the
patient winced and showed other signs of pain, when
the hematoma was pressed upoun, on the night follow-
ing the injury, rendered it possible that there was an
element of this sort in the case. The improvement in
the mental condition during the following day did not
tend to dispel this possibility although the one-sided
paralyeis excited considerable apprehension, for it
must be remembered that meningeal hemorrhage is
sometimes followed by paralysis without convulsions.
It was decided, however, that should the improvement
cease or the unconsciousness deepen, operation was
imperative. In point of fact on the night following
the accident the condition seemed distinctly worse,
rendering operation advisable and even imperative,
although the case did not run the typical course of
hemorrhage.

The operation, as is seen by the report, proved nega-
tive, excepting that a certain amount of pressure, which
had rendered the dura tense and prevented pulsation,
was relieved by an unusual flow of cerebro-spinal fluid.
The improvement caused by this relief of pressure was
only temporary, and in the course of the following
week the patient on the whole steadily lost ground,
and one week from the operation elevation of temper-
ature, pulse and respiration showed that the disturb.
ance was becoming profound. At this time operation
was considered by Dr. Porter, to whose service the
patient had passed.

The question was then considered whether it were
not possible that meningeal hemorrhage was taking
place upon the opposite side. The rarity of such a
state of affairs, combined with the lack of symptoms
pointing conclusively to meningeal hemorrhage, led
to the conclusion on Dr. Porter’s part that if the pa-
tient were to pull through at all, her chances would
be as great without as with further operation, a con-
clusion justified by the autopsy, which revealed no
lesion at the surface of either side —in fact, nothing
tangible beyond two small hemorrbages in the left
frontal region, far removed from the course of the
motor fibres.

This case secems to us peculiarly instructive in view
of its atypical coursec. With regard to the question
of operative interference the deductions to be drawn,
are, of course, purely negative. It emphasizes, how-
ever, the importance of remembering that a fatal re-
sult may follow severe concussion without tangible
gross lesion, unless, indeed, the two small hemorrhages
in the frontal lobe with subsequent softening are con-
sidered adequate causc for a fatal issue. Whether
this be true or not, they were certainly insuflicient to
produce the paralysis.

The study of this case and the considerations
thereby suggested show the complexity of the question
from a modern standpoint, compared to the view of
former times, when so crude u law obtained as that
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unconsciousness of brief duration showed concussion,
while protracied unconsciousness pointed to compres-
sion ; in this case certainly the unconsciousness and
death can hardly be attributed to this mechanism. As
to the exact cause of the fatal issue we are still un-
fortunately in doubt.

Assuming that the brain was unable to recover
from the general disintegration produced by the mere
violence of the blow, we are still confronted by the
question, Why should marked unilateral paralysis, in-
cluding that of the face, be present? Iixperience
certainly would tend to show that the force of so vio-
lent a concussion should produce some effect at least
upon the opposite side. Great as is the advance in
the modern study of cerebral trauma, we are still far
from the solution of such pathological problems us
these, although a careful study of the subject hus led
in individual cases to brilliant practical success.
Awmong these cuses the oue here reported can unfor-
tunately not be counted, but it is offered with the hope
of adding something to the sum total of our know-
ledge of the subject.

It seems not improbable that the diagnosis, cerebral
edema, will appear more prominently in the future than
it has in the past. Attention has been for some time
directed to edema as a cause for more or less transient
paralysis in non fraumatic cases; and in traumatic
cases Dr. Bullard has offered this pathological condi-
tion as an explanation of the lack of correspondence
between the amount of hemorrhage found in given
cases, and the extent of the paralysis. He combats
the objection that post-mortem evidence has failed to
justify this diagnosis, contending that this fact by no
means establishes its absence during life. Our case
certainly tends to corroborate this view, for the ante-
mortem evidence of increased fluid was demonstrated
at the operation, though none was found at the
autopsy. That the pressure of this fluid played a part
in the production of the hemiplegia can hardly be
doubted in view of the disauppearance of rigidity, and
the improvement in motion followiug the relief of
pressure by operation. .

One of the writers, in presenting an argument for
the vaso-motor theory of grand hysteria, has called at~
tention to the possibility of localized edema in the
brain as productive of so-called functional hemiplegia
and monoplegia. We certainly have an analogous
process in the peripheral swellings not infrequently
found in hysteria, more particularly about the wrist-
and ankle-joiuts.

It is not uncommon in children to find localized
paralysis following blows upon the head, closely simu-
lating the results of hemorrhage, but completely dis-
appearing in the course of a week or two, a fact which
has to be borne in mind in making the diagnosis of
middle meningeal or other hemorrhage in early life.
The case here reported, together with others which
have been called to our attention, would seem to indi-
cate that a similar condition may obtain in adult life.
Whether this pathology is accepted or not, the practi-
cal bearing of such cases upon our experience is to
throw a certain weight in favor of counservatism in
doubtful cases, though by no means lessening the de-
mand for operation in the typical case.

It is of the utmost importance that we learn, if pos-
sible, to recognize the class under consideration. To-
wards this result we have only the following sugges-
tions to offer, based upon our own experience. In the

first place, in all of the cases of hemorrhage which we
have seen, the unconsciousness, after once appearing,
has steadily increased.

The other symptoms have shown, as a rule, steady
and continuous progression. The cases simulating
hemorrhage, on the other hand, have run a compara-
tively irregular and atypical course. The insensibility
to pain has also been profound in cases of hemorrhage,
after reaching the point of unconsciousness. In the
cases like the subject of this paper, however, pressure
over the hematoma has given rise to signs of discom-
fort long after the unconsciousness was so profound
that no response to questions could be elicited. The
so-called pressure pulse has also been absent, though
this sign is often wanting in meningeal hemorrhage,
probably on account of the laceration, active conges-
tion and other irritative lesions tending to increase the
pulse-rate.

Apart from general scientific interest, to the prac-
tising surgeon and neurologist the pathological diag-
nosis of those cases becomes omne of sufficient im-
portance to demand discussion. IKew more serious
questions confront the surgeon than that of operative
interference in this class of cases. Notwithstanding
the relative innocuousness of trephining, as adduced by
some authorities in favor of free exploration in doubt-
ful cases, occasional unhappy results follow this opera-
tion, especially if the dura is incised and the brain
substance explored. Even were this not the case, the
antipathy of the family and friends to opening the
cranial cavity presents a serious obstacle, except when
the surgeon can promise relief.

The first question to be decided is whether hemor-
rhage is present. If this question is aunswered in the
affirmative, we have still to consider whether the
flow bas ceased. If it has not ceased, has enough
blood escaped, or is enough blood likely to escape to
cause immediate danger, or to result in permanent
symptoms ? If, on the other hand, the hemorrhage
has ceased, will the symptoms disappear on absorption
of the clot, or will a cyst be formed.which may give
rise to future trouble? These questions we do mnot
propose to discuss at this time, having rather to do
with cases in which we are not sure that hemorrhage
exists.

The points of diagnosis occurring to the writers,
apart from the classical symptoms of hemorrhage,
have been already mentioned; we would only add
here, that when the surgeon thoroughly familiar with
the subject feels himself in doubt, the chances are on
the whole against hemorrhage, though the case re-
ported by Mr. Hutchinson offers a remarkable excep-
tion to this rule. The following is a brief abstract:

Fracture of the right parietal boue, involving base
of skull, rupture of middle meningeal artery; death
on the ninth day from erysipelas and pyemia.?

The man had fallen head first, with a severe lacera-
tion of the scalp over the right parietal bone; expo-
sure of the bone showed no fracture. He was con-
scious, answered questions, put out his tongue, etc.
Was vot paralyzed. Six hours later his general con-
dition became worse. Pulse 84, soft and deliberate.
Pupils rather small, equal. Left limbs moved much
less vigorously than right. Complained when irritated
but would not answer questions. Somnolent. Mr.

2 Mr, Hutchingon’s leotures on ** Compression of the Brain,” Lon.

don Hospital Reports, vol. iv, p. 11, et seq; quoted by Jacobson, Guy’s
Hospital Reports, vol'. x1iil. ! ! ! v !
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Hutchinson counsidered the condition, for the most
part, severe concussion in the stage of partial recovery
from collapse ; but he had one symptom which did not
fit with mere concussion, that is, partial paralysis of
the left arm and leg, Several of the general symp-
toms of compression, however, were abseut.

The man was not insensible, the pulse not im-
paired, the pupils not dilated, the breathing not ster-
torous. Mr. Hutchinson suggested the possibility of
contusion of the right middle lobe of the brain in ad-
dition to coucussion, and advised trephining if the
paralysis increased and the patient became insensible.
On the following day the hemiplegia had disappeared
and cousciousness returned. 'The patient had been
restless during the night, and had twice got out of
bed, but was unable to stand without assistance. Res-
piration tranquil, pulse 80. Putient was absolutely
deaf, a condition which Mr. Hutchinson explained by
some central hemorrhage iwplicating the auditory gan-
glia. On the third day erysipelas of the scalp ap-
peared and spread to the face; on the sixth day symp-
toms of pyemia appeared; and the patient died on
the ninth day. The only new symptom pointing to
middle meningeal hemorrhage was dilatation and im-
mobility of the right pupil.

The autopsy showed fracture of the base, with two
lines paessing forwards across the petrous bone and
meeting in the top of the sphenoid. On both sides
the cavity of the tympanum was full of blood-clots,
the membrane being unbroken. This explained the
absence of bleeding and the complete deafvess. On
the right side of the skull a fissure passed forwards
through the sphenoid and temporal bone iunto the
parietal. By this fracture the middle meningeal ar-
tery had been torn, and a large effusion of blood be-
tween the bone and dura mater had followed. The
clot was au inch thick, aud consisted probably of two
or three ouuces.

It will be noted that Mr. Hutchinson, in explaining
puralysis, made the diaguosis local contusion. This
term, as well as that of laceration, is not infrequently
used. Post-mortem exawination, however, is strik-
ingly vegative as regards laceration, except where the
brain had been torn up by actual hemorrhage. In
our own case, in which a certain degree of laceratiou
was almost taken for granted, the wacroscopical ex-
amination failed to show any trace of this lesion,
either at the operation or at the autopsy. It seewms to
us more probable that in such cases, local edema, re-
sulting from contusion, is a not unreasonable diaguo-
gis. Dr. Bullard has already called attention to such
edema accompanying hemorrhage, but mere bruising
wight well svfice for its production.

Suppose we have made a dinguosis of local cerebral
edema, ought ‘'we to operate? If it be determined
that such local edewma cannot produce paralysis, a
negutive auswer is in order; and even assuming that
edema bas produced paralysis, is it worth while to re-
move the fluid, or ought we not rather to wait pa.
tieutly for its absorption? In counsidering this ques-
tion, it seems to us that if the brain injury is so
profound that the circulation is unable to re-establish
itself and carry off the fluid, tlre patient is beyond
help from operation or other treatment. Our ten-
dency, therefore, in case we were assured that edema
was the only lesion, would be to leave the patient
aloue,

It may be objected that the mere temporary pres-

ence of edema may prove disastrous; but here again
we should say, if the patient is so low that temporary
local edema will precipitate a fatal issue, he is too low
to react from operation. If operation is decided
upon, however, and ounly edema found, the surgeon
should not feel that a mistake has been made, for in
any such case he could vever have been sure, without
operation, that no hemorrhage existed. In other
words, in a case of local paralysis, it can never be a
mistake to operate provided the patient is growing
worse or has even ceased to improve. 1In such a case
the point of election might scem to be the anterior
branch of the middle meuingeal artery. Jacobson
has, however, called attention to the advisability.-in
case trephining at this point proves negative, of making
another opening in the region of the posterior branch
of the same artery. It scemed to us in our case pre-
ferable to select a point between the two branches,
from which the bone could be removed in either di-
rection by the Rongeur forceps, particularly as the
point we selected brought us in the neighborhood of
the facial centre, at a place where hemorrhage from
the middle cerebral artery (sub-dural) would be likely
to show itself, for the symptoms of hemorrhage from
this artery are nearly identical, so far as the paralysis
is concerned, with those of the hemorrhage of the mid-
dle meningeal.

It is desirable that careful reports of similar cases
be collected, in order that general rules may be formu-
lated, to aid in the diagnosis of this important and
often puzzling variety of trauma.

-——

ARE ESPLECIAL HOSPITALS OR HOMES FOR
CONSUMPTIVES A SOURCE OF DANGER TO
TUHEIR NEIGHBOLRIIOOD?

BY EDWARD O, OTI8, M.D., BOSTON,

ALL authorities agree that consumption or pulmeo-
nary tuberculosis is infectious or communicable ouly
through the dried sputum. When this becomes deric-
cated the infecting micro-organism, the tubercle
bacillus, is set free in the air and enters the respira-
tory tract through inhalation. The larger the air
space and the morc frequently and counstantly this
changes, the less likelihood is there that any given
portion of this space will contain the germs although
they may be present somewhere in the given area;
hence the chance of becoming infected out of doors is
exceedingly small in comparison with the danger in a
coufined space, like a room occupied by a cousumptive
or any enclosed space where there are likely to be one
or more consumptives and where the sputum is not
safely disposed of. Further, air and light — the con-
dition out of doors— are inimical to the life of the
tubercle bacillus. Ransome and Professor Deldpine
communicated to the Royal Society of England in
May, 1894,! the results of their experiments *to
determine how short a period of exposure to air and
light would suffice to destroy the virulent action of
the microbe.” They found that all specimens of
dried sputum exposed to both air and light even for
two days ouly, and for one hour of sunshine, had
eutirely lost their power for evil.

In concluding his remarks on these experiments
Dr. Ransome says, * that where tuberculous sputum

1 Published in Vol. lvi of the Proceedinga; quoted in ** Tho T'reat-
ment of Phthisis,” by Arthur Ransome, 1896,
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