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JN working for the Army Medical Services during the years

of the war, and in working for the Ministry of Pensions
since its inception, it lhas been my good fortune to have
been more closely associated with my brethren of the
medical profession in daily work than at any previous
period. My duties have brouglht me exceptional chances
of seeing tlle routine work of many medical men while
they lhave been dealing with patients classed as cardio-
vascular. For a long while I have been aware tllat a large
proportion of pr etitioners in this country experience a

feeling of insecurity when they hartdle cardiac cases, and,
during tlhe period to wlichl I lhave referred, it has beenl a

special purpose of mine to understand whly these maladies
should be regarded as perplexing.
For very many years after Laennec's discoveries tlle

sounds ot tlle hleart and the murmurs produced at tlhe
several orifices have received extraordinarily minute atten-
tion. Tlley lhave been divided and subdivided; theyihave
been written of fromn tllis standpoint and that, thouah
clhiefly from tlle standpoint of the cause of the sounds.
More recently, methods of percussion hiave undergone a

similar and intensive studv; more recently, and in great
array, special instruments lhave been de!vised, including
sphymograpls, polygrapls, electrocardiographs, sphygmo-
maniometers, special stetlhoscopes, and from those wlho
lhave employed tlhese tllere hias streamied fortli a prodigious
amount of writing. Durinig the last few decades the eager

search for the new lhas piled up the mass of detailed
knowledge; the pile lhas been growing in geometric pro.

gression. The day has long gone during whlich, any

general student of medicine could keep pace with contem-
porary writings. He is now faced with an extraordinary
inedley of statements, simnple; simply abstruse ort tech-
nically abstruse, of whiclh it is no longer possible for any

one individual to test or judge the accuracy. We know,
that some vital facts lhave come to light; we suspect or

knov that a considerable propOrtion of the claims set fortl
will not be justified by time.

Side by side withi this progress new terms have

been introduced, old terms lhave clhanged in mneaning;
throughout lhypothesis lhas irun riot. A very great deal
of thle worlk, a very great deal of the thinking, has, from
the standpoint of tlle exact sciences, been conspicuously
slipshod. The .'ver conscientious .d passive student
quickly acquires a clog,(ed nifild. To judoetlie true from
thle false, the large from tlle smnall, tries tlle faculties of
those wlho select and ptursue a limited sphere of study; it
is impossible to tlh-ose wlho hCve- nio intimate )knowledge of
the subjects discussed. Tlhe 4ort to keep pace has led
nany, uniwisely, to aeguire asnimattering of things beyond
their province-to' ue terms the meangs of whf,ich they
hiave never been able fully to grasp. Time for tests and
for reflection is shortened or is gone; tlle mind is confused
by an ever increasink flood of new ideas and suagestions.
In this maelst-roin general principles have s riven to
survive; sorne have succeeded, some have been raised to,
undue prominence, others have sunk from sight; in the
raging of troubled waters all lhave been, and still are, in

peril. Tlhere arrives a tilne whon an attempt must be
mnade to sift from thle wreckage-a time when it is expedient
to assess values.

Medical men are haampered in their work to-day by tlle
complexity of ideas, by a consequenit absence of system,
by the use of terins which being undefined convey inlexact
or different meanings; by a failure to judge whiat is
within or withlout their province and power.
In discussing problems of diagnosis and of prognosis

*ertain questions recur. Of thle many prevalent ideas
-sioiie appear to me no longer acceptable or serviceable; a
few of the more prominent of thIee3 I propose to discusce,

using them as illustrations of my general theme. But tlhe-
main object of my lecture is to point to wlhat I regard
as essentials, not in research work upon heart disease, buti
in tlle routine handling of unselected patients. To simplify
my subject I shall deal with chronic maladies only. I shall
also confine mnyself to common maladies, for if we cau
devise a system of managing, sucll, fort the moment satis-
factorily, we shall have accomplished tlle larger part
of our task.

'THE DIVISioN OF HEART AFFECTIONS INTO ORGANIC AND
FUNCTIONAL GROUPS.

An idea is conveyed to us, we receive and adopt it, and
it g'jrows. Somnetimes it grows unreasonably, sometimes
beyoud recognition. But it has seized our minds, we
encourage it, and in the end, if we allow it to do so, it'
masters us. The old idea of dividing heart affections into
organic and functional is an instance of this-kind; it has
grown out of all reason. This preliminary classification
no longer occupies thle place proper to cla,ssification; a
good classification is a servant. It has been so fostered
that it lhas comie to occupy a predominant place; latterly
its lhold upon the professional mind has seemed almost
tyrannical. Wlhen the war came it entrenclhed itself
behind earthworks long prepared for it, those preposterous
terms, "V.D.H." and 1' D.A.H.," into which all patient.s
withi real and most of those with imagined affections of
the heart were in the end strictly divided. Since the war
the idea still remains firmly rooted, for witlh its great
reserves it won the day; and with the fruits of that easy
victory the nmedical services of the Ministry of Pensions
are now ceaselessly struggling.
As it stands, the idea witlh its growth of associations is

miselhievous. It hias become so by thle inexactitude of its
terminology. The most frequent question wlicll I am
to-day asked in regard to cardiac cases is this: "Is tlhere
oris there not organic disease?" The answer must be
"Yes" or "No." It is a question which, personally, 1
studiously refuse to answer; it is a duty to refuse, and tle
duty, I tlhink, of every medical man. The manner of tlhe
answer is dictated; "organic" disease is a disease in
which there is structural change; the remaining cases are
"functional."
The issue seems clear: Is tlherc or is there not structural

clhange? But the issue is not clear, nor is it useful; on
tle, contrary it is mischievous. We must inquire tlhe
purpose of tlle question, tho mianner in which the answer
is to be used. If, in diagnosis, the cases are divided into
two groups-" organic" and "functional "-according as
tllere is or is not structural change, this division and its
meaning will not be respected; for wh'ile I am asked
whether structural change exists or does not, ths answer iS
read as "seriots" or " trivial." It never has been shown,
nor will be shown, ,that all instances of struetural chiango
in the heart are serious; it never lhas been slhown, nor will
be slhown, tllat afections in wlich the heart is suspect,
but which are accompanied by no evidence of structural
disease, are of trivial import. Yet such&aie the almnost
universal and instant assumptions as the affirmative or
negative answer is given. Tlle question is a concealed
trap of our own setting. The answering of it is a prevalent
cause of needless wrangling aud heart searchings; the
answer, when it comes,Jis a fertile source of misunder-
standing and injustice. If there is no structural disease of
tlle heart, it is usually true that the disturbance of the
lheart is not setious; but that does not mean tllat the
malady from which the patient suffers is not serious, it
mav be extremely serious. The leart is a£ very susceptible
index of hlealtlh, and maladies wllich in the past lhave been
regarded widely as trivial (functional) thoudlh primarily
cardiac, are almost certainly not primary cardiac m&ladies,
but as a rule disturbances of the heart secondary to disease
elsewhere.
A sound knowledge of those affections which pertur

without injurina the hleart is essential in dealing wit,
patients supposedly suffering from cardiac imaladiel',
Three-fourtlhs at least of the cases classed as cardiac .
the present time are niot primnarily cardiac at all. Becau.,i
tlle lheart's action is disturbed in these patients, a q

because tllh most obvious symiiptoms and signs seem ,'

* I am aware of my venturesomeniess in thus interpreting the
definition of this term; some will disagree with this interpretation;
v-eb it is frequently, if not usually, used in this sense. When a medical
term is open to two definit.-us it is time it was abandoned.
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point to the hleart, that organ. gathers to itself almost
exclusive attention. In such cases it is not infrequent
that clear signs of disease in some other organ of the
body are entirely overlooked; in such cases it is frequent
that less conspicuous signs of disturbance elsewhere are
passed by. It is a sound rule in dealing with a supposed
cardiac malady to search the whole body minutely for
sources of infection when signs of such heart m-lischief as
is known to upset the circulation are not fortlhcoming.
The question, "Is tllere or is there not organic disease? " is
not a necessary question. A man who is wise cares little
whiethler he has structural clhange in his heart or not;
tlle State, if it were wise, would be equally indifferent.
I place this statement in a context from which it is not
to be removed. A wise man cares whetlher he is fit or
not for work and if his prospect of health is good or bad;
these are questions distinct from tlhat under criticism.
Here is an extreme illustration: A man has a scar in tlle
skin of his leg and presents that leg for examination.
Wlho cares that the scar constitutes structural disease?
A man may have a similar scar on his pericardium or on
the edge of his mitral valve, a healed scar which never
has and never will cause him inconvenience, providing
no medical man discovers in him the signs of it and mis-
interprets its significance. When we see the scar on the
leg we want to know how tlhe leg works; when we find
the signs over the heart which may mean a scar in the
heart, it behoves us to inquire lhow the heart does its
work; that is the important consideration.

It will be perceived that I have in mind tlle systolic
murmur and its significance. A systolic murmur over
the precordium tells little or nothing of a man's capacity
for work or the advisability of his engaging in it; it tells
us little or nothing of the man's prospect in life. I do not
propose to enter here in detail upon the evidence for this
statement, for time is limited and I have somewhat
recently written fully upon the subject.' But I suggest
to those who still experience misgivings in the presence
of systolic murmurs that they should examine a series of
healthiy young men, not, as is the custom, under condi-
tions of rest, but after a few minutes of fairly strenuous
exercise; they will discover that the healthy heart is not
always so noiseless in its movements as has been imagined,
and will, I think, be persuaded that systolic murmurs,
soft, harsh or conducted, are natural phenomena when the
organ is accelerated by exercise. They will find in these
young men precisely the signs which have been used
widely during thiO period of the war as evidences of
"organic" disease of the heart, which have led to so
many improper rejections of recruits, to so many improper
discharges from the service, and now form the basis of
many unnecessary or unnecessarily higlh pensions.
The other side of the picture slhows men who are

genuinely distressed when thev exert themselves in any
way, but who, presenting no cardiac signs other than
those of a supposed "functional"' condition, are dealt witlh
casually or cavalierly. Thousands of these men were
unwisely accepted as recruits ; thousands more acquired
their symptoms during service; and to tlle last group
now belong many who, being regarded as "functional,"
suffer the innuendoes which that term frequently conveys,
and receive as a consequence unjustly small pensions.

DISEASE OF THE VALVES.
Pick up an old, or modern, textbook of general medicine

and you will find diseases of the heart classified. With
one of the chief groupings I have dealt. A subgroup of
structural disease is that of valvular disease, and this sub-
group receives an emphasis to which it is by no means
entitled. At the present day, if one asks graduating
students directly, if one inquires less directly of muedical
practitioners, what varieties of chronic heart disease are
recognized, tlhe enumeration will almost always begin in
the same way. There are four conditions which stand out
in tlleir minds; they are "aortic incompetence," "aortic
stenosis," "mitral incompetence," and "mitral stenosis."
As often 'as not the list begins there and ends tlhere. Ask
what cases lie in the wards of a lhospital and, if tllere are
serious heart cases, these are the conditions which will he

most frequently named. Now these conditions are not

dliseases at all; they are descriptions of the events at two
of the valvular orifices of tlle lheart; they are dependelt,
if you will, on disease or imperfectioni of these valves.- To

names as suLch there is no objection; tlle objection is
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to thc manner in which they are used. The terms are
regarded individually as sufficiently descriptive of many a
patient's case; actually each is wholly insufficient from
this point of view; a fortiori, the term mitral incom-
petence is insufficient. If I state that I lhave under my
care a patient who suffers from mitral incompetence, yout
cannot conceive whether the patient is engaged suitably in
his everyday occupation or whether he lies moribund; you
cannot tell whether hiis prospect in life is good or is bad;
you cannot judge wlhether he requires treatment or not.
The term, used in a diagnostic sense, conveys little or
nothing of the facts of the case. " Mitral incompetence "
constitutes a diagnosis by fashion only. Pre'nisely tlio
same remarlis apply, though somewhat less forcibly, to tho
remiiaining terms.
A classification of heart disease of this kind has but a

minlor valtue for purposes of description, or for guiding
prognosis or thierapy. When nmedical men are so imbtue
withi the supposed significance of valvular disease as to
regard its diagnosis as the chief end point of the examina-
tion, theni valvular disease occtipies a grossly exaggerated
position in their thotights. Such, unhappily, it possesses
in the minds of m-any, I would say of the majority of
medical men to-day. How often is astonishment expressed
when a patient comes for examination (or to autopsy) vitli
dropsy, or a greatly enlarged heart, and no disease of the
cardiac valves. The reiteration of suchlsurprise is in itself
remarkable. Grave disease of the heart, in the absence of
disease of the valves, is extremely common in the elderly;
it is also common enoughi in the young.
There is another curious way in which the emphasis of

valvLilar affections leads to grave misconception. I havo
said that the nained conditions of the valves are not
diseases at all; yet they are commonly regarded as ssuch by
those who fail to reflect. Many intelligent students and
graduated men are so misled by these terms that they comne
to regard the presence of two such conditions as constitut-
ing a douible disease. The terms " double aortic," "doublo
mitral " are sufficiently commonplace to bear witness to
this tendency. Nevertheless, there is in these pationts
but one lesion of the valves. Loose speech of this kind
consorts withi looso thinking; the use of the adjective
"double " conjures up a grave prognosis. Heedlessly, a man
who presents aortic stenosis, and its almost invariably asso-
ciated regurgitation, is regarded as in much more serious
case than is he wlho presents regurgitation alone. I know
of no evidence thiat this is so. The presence or absenco
of stenosis in a patient who shows regurgitation is cer-
tainly not a prime factor in arriving at the prognosis, it is
at the most a very subsidiary point. The misconception
is even greater when the mitral valve is in question. Often,
after a -diagnosis, of stenosis of the mitral valve has been
made, the doctor's expression grows ominous as he detects
a systolic bruit. In point of fact, the detection of this
second murmur adds nothing whatsoever to the serious-
ness of the prognosis; that it does is nevertheless a very
common belief. It is a belief due to lack of reflection;
there are good grounds for the view that stenosis of this
valve is always accompanied by regurgitation. Might we
not even argue in general that the greater the stenosis the
less in all likelihood is the regurgitation? But it serves
no good purpose to argue such matters, the practical test
of those who watch the progress of these cases shows that
the point is entirely subsidiary; so, incidentally, is a
systolic apical murmur in a patient who has disease of the
aortic valves. Detect mitral stenosis and you need waste
no time inquiring into the question of incompetence;
there are far more serious matters to weighi. At thie
present time cardiac prognosis, as it is widely practised,
is perilously near to counting murmurs and assessing tlio
gravity of the outlook in proportion.

Both for prognostic and thierapeutic ptirposes there is
value in ascertaining lesionls of the aortic and mitral valve.
Speaking quite broadly, there aretwo conditions of thiese
valves whicil it is imperative should be recognized whien-
ever it is possible; they are mitral stenosis and aortic
incompetence. To recognize stenlosis of the ao-tic valves
whien regurgitation is knownv to exist, to recognize in-
competence of the mitral valve when' m-itral stenosis is
known to exist does not advance us materially. To
diagnose aortic stenosis in the absence of sigtis of incozti-
petence is outside the province of genei'al practice; it is
for everyone a lhazardous undertaking. To recoanize that
mitral incompetence is present, while mitral stenosis is
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not, is a task frauglht witlh not inconsiderable difficulties;
furthermore, when it is done, it gives little or no aid wlhen
we come to the proplhecy.

In brief, in dealingwitlh clhronic heart affections, there
are but two conditions of the aortic and rnitral valves, there
are but two commnon conditions of any lheart valves, whiclh
will repay a general plhysician expenditure of much time
and thought; tllese are incompetence of the aortic valves
and stenosis of the mitral valves. 13otlh these conditions

may usually be diagnosedl with confidence, for it is their
habit to present signs of an unequivocal nature. That is

of high importance; a step taken witlh certainty is of far
greater value than one takeni even a little less confidently.
A prognosis is too important a thing to mnould on anything
but a secure basis.
The comparative importance of tlesc diseases of thle

aortic and mnitral is to be emplrasized froiu a second stand-
point-the diagnosis carries conviction of an inflammatory
or degenerative lesion of the heart. Wlhen we know that
a patient has a regurgitant current of blood from aorta to
ventricle, or wlheni we linow tllat the current is obstructed
between left auricle and ventricle, we lhave learned some-
tliing of extra burdens whiclh the hoart nuscle emiust bear
in its work. Nevertheless, that lknowledge is outweighed
by a furtlher coneluMion wlhieh may be formned for practical
use. It is tllat the heart as a whiole has been exposed to
and has probably suffered damage; it is safe to assumre
for practical purposes that wlhen tllese valvular lesions
exist tlle muscle of tlho ventricles is ill greater.or lesser
degree faulty. There arc some exceptions to this rule, but
these are comparatively rare; one of tIme surest ways of
diagnosing faulty myocardium is to diagnose it in thosewhso present mitral stenosis or aortic disease, and to dia.
gnose it purely on tlhe knowvledge that these valve lesions

exist; especially does tllis statement apply to aortic
disease, is my confident belief thlat, had systolic
mnurmurs and modifications of tlhu heart sounds never been
discovered, the practice of the profession wouldhave stood
on a niuchl higlher plane to day than it actually does.
(I do not say that it must lhave stood higher, but thatit

wvolu ldave stood higlher.) As these signs are used by
medical men in general at the present time, they are pro-
ductive of inifinitely more harm tlhan good. They are not
useless siglls, but they are signs frequently misinterpreted;
tlleir value is limited. Wlhen a police officer on his night
round spies an open window, it belloves hiim to inquire;
lie is unwise to conelude there is a thief in the house.

Tlhese cardiac signs arehints to us, useful guides to pos-
sible local miscllief; tllat is tlheir proper status in an
examination, but it is not tlle status whichi they have.

Prognosis in cardiac affections, as it is aenerally prac-

tised to-day, is pitifully inaccurate; because tlhat fact is
generally reognizecd it is equally -diffident; what is not
uinderstood is t4at far greater accuracy is easily witlhin
reach'.Accuracy, or, more strictly speaking, comparative
accuracy, is regarded as unattainable; that is chiefly so
because the broad principles and the outstanding facts
lhave been lost to vision in a cloud of relative trivialities.
Metlhols of examination, some useful enoughl in their

proper sphere, many more of very dubious value, have
been introduced. Thie subject as it is written and ex-

pounded has grown inordinately in complexity and the
landmarks hiave vanished. Because a pllysician lhas
posse!ssed himself of an electrocardiograph, a polygrapl,
an x-ray machine, a blood pressure instrument, or somue
ingenious form of stethoscope, it does not at all follov
thathehas becomne competent to judge a patient's con-

dition; not infrequently the very reverse is tlle case, for
more often than not the limitations of these devices are far
from beingcompreliended. In this opinion I am absolutely
at one with the recent pronouncement of Sir James Mac-
lienzie. The signs which foretell favourably or the reverse

can be elicited at tlhe bedside by simple means, and the
devices to which I referhad far better be left untouclhed
thanlhandled, as tlley often are, imnproperly.
The remedy, so it seems to me,.which alone remains to

the general pi-actitioner to-dayis simple but drastic. It is
to fasten on to certain cardinal points and seriously to studvtlheir values to take these cardinal points as a basis of
everyday work and for the moment to discard what
remains. It is to adopt a simple and broad scheme and
to obtain a fulllknowledge of that scheme by applying it to
patients; to disdain more comprehensive and flattering
plans, of -whichl at the most a mere smattering can be
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acquired; to work with those instruments which arc
always at hand and familiar; to become expert in the use
of simple mieans, rather than indifferent manipulators or
puzzled worshippers of instruments wholly or partiallybeyond general comprehension; to start from an assured
basis and to build from tllat slowly and steadily.

EXAMINATION OF CHRONIC CARDIAC AFFECTIONS.
I come to what I hold to be the cardinal points in thedaily examination of chronic affections of the hjeart, and

place first and foremost:
1. The Symptoms andl Signs of Cardiac Fcailure.

'These are subdivided into two categories:
(a) T'he Elarly Evildences of an Impaired Circulation.--

These aed constituted by the symptoms whichl produce
distress on exercise, and the three chief are fatigue leading
up to exllaustion, breathlessness, and pain. In all patients,
whether they are the subjects of actual or supposed cardiac
disease, to know the tolerance of physical work is more
than half tlle battle in arriving at a correct estimate of the
case. A knowledge of the- body's reaction to exercise iu
lhealth, in ill healtlh, and in the chief forms of heart
disease is paramount. I do not mean tlle rise and fall o!
pulse rate or of blood pressure; they are of service; but
those wlho ineasure the reaction in this way almost com-
pletely fail to appreciate the essential. which is to know
the amount of work whliclh must be undertaken to bringfortlh distress. This method is of such importance that I

shall empliasize it by the following considered statements.
No man is competent to mianage affections of tlle heart

who has not a thorouglh grasp of this method, a method
which is within tlhe easy reach of every medical prac-

titioner. I-le may have an exhaustive knowledge of electri-
cardiography, polygraphy, blood pressure, percussion, tlhe
stethoscope, and what not; as a practitioner he is better
without that klinowledge if the first knowledge islacking.

Standinig by itself tlle metlhod is of more consequence
than the remaining, cardi-nal points wlhich I shall naml.
That is so because no patient whohas a normal exercise
tolerance hias grave heart disease, and because the gravity
of the disease in a series of real heart cases is proportioned
to the degree of distress produced by a given amount
of work more nearly than it is to any other observable
plhenomenonl within ou'r knowledge.

(b) The Stgns of. Cardiac Failture of the. Congestive
T,yl)e.-Tbese require no description beyond the state-
ment tlhat I refer to cyanosis and to engorgement as
observqd in thie yeius of tlle neck andil tlle liver. Tlho
exercisetolerance is never normal or near normal whetn
these signs are present;. tlhoy are late signs. When8igns
offailure app6ear the disease is in an advanced state.

2. The Signs of Cardiac Ealargewment andt its Degree,
'without Attembpt to Differeftiate Dilatation and
Hypertroplky.

Timne will not permiit me to expand on this subject.
I would say only tllat, in respect of tlhese, palpation ranks
before inspection and percussion, and that the cihief- sign
is the position andoxtont of tlhe maximal thrust and the
structures it iuvolves.

3. Signs of Valvular Disease.
Cardinally these comprise (a) signs of aortic regurgita-

tion, wlichl are obtained reliably as ofteni at the puilse
as at tlhe base of the lheart, and (b) signs of mitral
s3tenosis, of wllich but two are valuable-namely, a dia-
stolic tlhrill in the -apical region and a diastolic rumble
of low pitcll, audible over tlhe maximal tlhtrust, and bestlheard, often onlylheard, in tIme recumbent posture aftertlle action of the heart has been accelerated by exercise.

4. The Presence or Ab3C?ece of Fibrillation of th,e
Aurcles.

If the hieart is beating irregularly it shouldble ascer-
tained whether fibrillation of the auricle is Dresent or not.
To obtain the last knowledge a few simple tests nearly
always suffice.

(a) If there is conistant quickenlingt of the pulse durind deep
inspiration, fibrillation isInot present.

(b) If thelheart beats at a rate of 120 or over, or cant be
induced by any meais to beat at such rates,while thep,?ulse
remains irregular, fibrillation is almost certainly present.
The faster the ra~c attained the more certain the diagnosis.
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These tests are not exhaustive, but they are sufficiently
so for general practical pturposes. The remaining disorders
of cardiac rhythm, either on account of their comparative
rarity or because tlheir significance in treatment is far
smaller, cannot be regarded as cardinal.

5. Infection.
No examination of the patient is comuplete unitil the

presence or absence of infection lhas been fLilly considered.
The cllief signs are:

(a) Pallor, especially wlhc accompaniied by sallowness or
duskiness of the facies. This signl is of particular value
in cases of aortic disease. Pallor in these cases is of
ill omen.*

(b) Palpable enlargemnent of th1e spleen, which is not a reliable
sign of engorgement of the viscera, but is usually a sign
of active infection of the valves in cardiac cases.

(c) The presence of small petechial haemorrhages in the
conjunctivae, buccal mucous membranes, or in the skin
around the base of the neck and shoulders. They are far
more frequent than has been suspected until recently,
and should be searched for repeatedly in all sallow cardiac
patients.

(d) CluDbbing of the fingers, which when slight, is, so I am
inclined to think, more frequently accompanied by infec-
tive endocarditis than by venous engorgemeDt.

(e) The presence of fever, constantly or only from time to
time.

(f) A putlse rate constantly over 90 or 100 while the patient
rests and the pulse is regular.

(g) Gradual but steady loss of N-eight.
Signs (a) to (e) are more especially signs of infective

endocarditis, a condition wlhich in its subacute and
chronic forms is much 'More widespread than is com-
monly believed, and terminates the lives of a goodly
percentage of all cases presenting aortic regurgitation
or mitral stenosis; signs -f) and (g) are also yielded
by intoxications.

6. When Evidence of Disease is foutnd, its Etiology is
to be taken into Consideration.

.It may be of rlheumatic, syphilitic, or other infective
origin, or it may result from senile changes. The etiology
will control prognosis and treatment in no inconsiderable
measure.

The Cardinal Points.
These are to my mind the cardinal points, for, in my

experience, the great majority of all cases of chronic
affections of the hleart may be summed up efficiently and
sufficiently in terms of them. In routine work instru-
mental examinations prove useful in checking or revising
the bedside tests, but are essential only in a very small
percentage of the patients; they prove in practice to be
subsidiary methods of examination.
The value of the cardinal points is, so I tllink, scarcely

to be overestimated. I hiave said that no patient possess-
ing a normal capacity for exercise has grave hleart disease;
if his tolerance is normal, but he presents cardiac enlarge-
ment-considerable cardiac enlargement' is -always accom-
panied by a reduced tolerance of exercise-mitral stenosis,
or aortic disease, there need be no immediate anxiety.' In
very rare cases fibrillation, of the auricles or a congenital
malformation may be seen in patients in whom exercise
provokes no undue distress; in these cases also the
prognosis is favourable. If a patient presents none of
the symptoms or signs falling under' the first- three head-
ings-that is to say, if he takes exercise without undue
discomnfort, lhas no cardiac enlargement, no aortic disease
and no mitral stenosis-and his doctor tells hison that
basis that hiis lheart is sound, this opinion will be justified
in,all br.- very exceptional instances, and the chief excep-
tions are the rare cases of fibrillation of the auricles and
of congenital heart mischief to which I have referred
alr'eady, and rare instances of paroxysmal tachycard'a;
even in such cases the blunder would be a minor one, it
wouild, be a blunder of less consequence than gi avely to
warn a patient solely on the basis of a systolic muirmae.

Briefly, the first three cardinal points are thcse whlicl
command consideration first; the last three assume cardinal
importance in cases in which, on the basis of one or more
of the first three points,'disabling heart disease is already
diagnosed.

Exrercise Tolerance.

I come to an important consideration -namely, the
value of exercise tolerance in the diagnosis of a deficient

And is not due, as is commonly thought, to the actual regurgi-
tation.

or overburdened myocardiumn. It is not a subject I propose
to discuss lere on a theoretical or detailed basis; my object
is to formulate the following evervday rules which in my
experience are at present sound:

(a) Where tlherc is definite enlargement, or aortic
disease, or mitral stenosis, or fibrillation of the auricle.,
then the safe course for doctor and patient is to attri-
bute any undue distress on exercise to a cardiac lesion.

(b) In young subjects, if there is no such immrediate
evidence of heart disease as I liave named in the last,
paragraph, then a deficient exercise tolerance shouil(d
rarely, if ever, be ascribed primarily to the heart. To
this class belong almost all patients who are supposedl
to be sufferipg from " heart strain," and a large
number of patients incipiently infected with tuber-
culosis or chronically infected by pyocsenic organisms.

(c) In elderly suibjects, if there is no sign of struLctural
disease, but a poor tolerance of exercise, the heart
cannot be declared free of disease; on the contrary,
the heart should be regarded as tlle probable seat of
mischief. It is of course to this class that many cases
of grave angina pectoris belong; but it also comprises
many myocardial cases, in which the chief symptom
is not pain butt breathlessness or undue fatigue.

SOME GENErAL PRINCIPLES IN TREATMENT.
Regulation of the Heart's Work and Rest.

Tho cardinal principle in treating chronic heart discase
is suitably to regulate the physical strains thrown upon
the organ. Whlen structural disease exists it is for the
most part incurable, and as such it should be recognized.
When, as an accompaniment of the minor forms of disease
-for example, suspected scarring of the mitral valves-
the capacity to exercise is unimpaired, there is no need to
curtail the patient's energies. But if structural disease is
judued to have limited the heart's reserve power, because
effort is followed by undue breathlessness, by undue
fatigue or by pain, then the patient's activities, in work andl
in play, should be controlled; they should be so regulated
that such symptoms of distress are not provoked.

It is not often good 'practice to limit tlhe activities
because some physical sign otiler than a sign of distress is
discovered.

It is not good practice willingly to allow a cardiac
patient to call forth his whole reserve, and consequently
to suffer pain, undue breathlessness, or fatigue. Those
acts, strenuous or leisurely, wlhich bring distress are to be
prohibited; in one case strenuous games or heavy labour,'
in another case quick movement on stairs or road, in
another the act of standing, in another 'unnecessary move-
ment in bed, is to be forbidden, according as much or little
exertion provokes symptoms. A cardiac patient is unfit
to be on his feet if, when up, he becomes breathless,
experiences cardiac pain, or quickly tires. The presence
of symptoms in a cardiac patient when he stands at rest
or moves leisurely is the first and chief indication of bed
treatment. Cardiac patients wlho are breathless wlhile-in
bed are usually very gravely ill, and in these it is necessary
to try with all our means to reduce the work they do by
vaiting on them hand and foot. A very important con-

sideration in such patients is to induce long hours of sleep,
for during sleep the greatest measure of rest is obtained.
There are three indications whichl call for the bed treat-

ment of cardiac cases. The first and most important I
have indicated; it is that distress is caused by the act of
rising to the feet or by walking leisurely.' The second is
that active infection is thought or known to bo present.
The third is that drastic treatment with a drua of thle
digitalis group is required.
The chief value of digitalis lies in its power to control

the ventricular rate when fibrillation of tlie auricles hias
come. In most patients in wlhom tlis disorder of the
heart is discovered the ventricles beat rapidly, at rates of
120, 140, 160, and even more per minute. It is this rapid
action which fatigues the heart, and digitalis, by lessening
the rate, lessens the fatigue. Tlhe normal heart rate,
while the body is at rest-to take approximate and con-
venient numbers-is 60 beats to the minute. Eachi ventri-
cular cycle lasts one second ; -of tlhis, one-tlhird is occupied
by systole, two-thirds by the resting period of diastole.
The heart works one slhiftand sleeps for two. But if tho
rate is 120 beats to the minute, then each cycle lasts half
a second; systole lasts a quarter of a second and so does
diastole. Work and rest alternate in equal slhifts. As the
rate of beating rises, so is systole increased relatively at
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the expense of diastole. Very imuportant is it, therefore,
to reduce the hcart rate wlhere this is excessive. A chlief
cause of rapid lhcart action wliere leart failure threatens
or has conmc is fibrillatioii of tllc auricles, and(I it is in this
condition tllat digitalis acts so beueficially; it reduces and
lholds the rate within normal bouinds.
The reduction of accelerated ventrilcular rate is the

only important action of the drug iuponl the human lheart
of wlhiclh we have kuowvledlge. There are few, if any,
instances of which we know with certainty in which
digitalis acts beneficially, except cases of. accelerated
action; tllere are few instances of acceleration in whicl
the drug produces unquestionable benefit apart from those
provoled by librillatiou of the auricles. Tlle principle of
digitalis therapy-and wlhen I spealk of digitalis I include
the alliecldrugs, strophantlhus and squills-is tlhat, ad-
ministered, to suitable cases, the heart, by means of it,
obtains rest. Tlie giving of tllis drug to uinselected cardiac
eases is mlluclh to be deplored. Those wiho regard digitalis
as a cardiac stirmulant miistake its character; its chief
action is to rest tlhe heart. To the heart foxglove is not
tonic, but potverfully hyptotic. lt extends the diastoles
of t1ie heart; it extends the period of sleep.
There is a direction in whllicli nmledical men are muclh

liampered in dealing with chironic. leart disease. It is in
trying to order the future lives of working class miien to
sulit the heart's power of reserve. Maniy cardiac patients
leave our hlospital wards after a short period of rest, a
period dut-ring wlichl thlere lhas. been mluclh improvement of
the heart's capacity for work. Yet these patients are but
too often totally unfit to talke up again thlose dail,y tasks
in and by which they lhave already suffered. To tell a
wvorking class man tlhat his formner work suits him ill, to
tell him thlat lhe m'ust find new work of liglhter grade, is
good enotuglh advice; but hiow often fis it witlhin the man's
power to act on that advicc? hl'ow often is it withiin' the
(10ctor's powver to see tlhat hiis advice is followed? We
greatly need in tllis cuntry a system by wliiclh dcisabled
worlkers ar;c placed and cared for in suitable employment.
Cardiac cases are for tilC most part conspicuously willing
w*orkers fle(luently too villing; there are manv men
doing 1heavyy ork in thiis country to-day, an-d at the same
time sturely, but may be slowly, dying of lheart disease. It
is A slhawneful tlniha that tliese unfortunates are put by lhard
necessity to tasks far beyond their endurance.
Work is gooda for cardiac cases, as it is good for men in

whom tllc voluntary 'muscles of the body are ill conditioned,
but only stuchl workh as falls well witliln tile bounds of 'the
heeart's reserve is beneficial. It is a most inmportant matter,
and a matter very little attended to to-day in hospital
practice, to test a man's capacity for work before he goes
to hiis lhome; it is not sufficieutly understood that disclharge
from lhospital is read by many as a sanction to return to
the old work.

Illnfectionl.
As -infection is tlle clhief cause of lhcart disease, in tlhe

stage of its inceptionj, anid in the stages of its advanice,
so, wlon wve come to treatment, to stay the advance
by removing the cause is a clhief principle. IThe treat-
ment of early syphilitic hosions of tlie heart by appro-
priate nicasures is .a field as yet little explored, but one
wlhiclh is in promise ferti'e.. To treat drastically local
invasions by pyogenic organisms is clearly indicated, and
of proved benefit in malny cases. Even more important
is it to guiard against infection. Cardiac cases run very
serious risks, risks whiclh but too often cannot be avoided,
by contact witlh those suffering from some infection of thel
respiratory tract. Nevertlheless, .plunch harm mnav be
avoided by- timely warniings of dangers,. inet in the family
circle, in crowded, btuildings and in ill ventilated rooms, by
the prescription of thie open air r6gime, and, in bed cases,
by rigorous separation freni febrile cases.

RFFERENCE.
The rSoldie's,Henar aiid t7te J!Zffort Suyndrosn. London: Shaw and

Sons. 1918.

THiE forty-tlhird anDial report of the Boston Medical
Library recentIly issued states that on December 31st, 1918,
there were 98,097 volumes catalogued and on the shelves,
besidles several thousands of othsers not yet cataloguled.
A nulmber of current Germanl periodicals wvere receivedl
after an intervaXl of nearly three- yeats. Th'le number of
foreign books received was smuall.

R1EMARKS ON TIIE FREQUENCY, DIAGNOSIS,
ANDL TIREATMENT OF CHRONIC

PANCREATITI S.
IIN JAMES H. NICOLL, MA.B3.,

IIONORAItY E11JUT.-COLONiL R.A.M.C.; CONSULTING SIIYRGEON,
I3ELLFAHOUSTON ORTROPARDIC HOSPITArL; RECENTLY

ISURGEON, WVE.STERtN INFIIRMARY, GLASGOW.

FoR some timllc it has been gencrally accepLed that in many
cases of disease in the abdomen a pathological tripod stands
in that cavity witli feet implant.ed in thle appendix-, biliary
apparatus, anid gastro-duodenal tract. Tile coexistence,
or the sequential development in anv order, of appendicitis,
cholecystitis or clho]alagitis, and gastric or duodenal ulcer,
is familiar to clinicians and surgeons. Opinions vary as to
whether one or other of tlle three stands in causal relation
to the othlers, or all three derive from a comumon and
central source in tile fornm of catarrhal inflamnmation of
stomacll and( bowel. Muclh worli lhas been donie, and
remaiins to be done, on the question.
Meantime, as the records of cases accumulate, it is

becoming evident tllat the tripod is being gradually
replaced in tlhe problemn by a quadrupedal figure. Pan-
creatitis is claiming increasing attention.

In the issue of thle JOUItNAL for July 12th last Sir
BerkIeley Moynilhau publislhes & very instructive lecture on
iDisappointments after Gastro-enterostomy," in whiclh hc
quotes me on one of them. In my experience cllronic
or subacute pancreatitis ranks next in, order to chronic
appendicitis and disorders of the biliary apparatus on the
list of affections whiclh mnimic gastric and duodenal ulcer,
and for whicih gastro enterostomy is erroneously performed,
witlh resulting disappoitntment.

Clinically pancreatitis occurs in two widelv differing
types-acute and chronic-whichl often prove equally
elusive of diagnsosis.
Acute pa ncrcatitis (necrotic, haemorrliagic, and suppura-

tive) is rarely suspected until discovered at an autopsy
or in course of a laparotomyy undertaken for a supposed
perforated gastric or duodenal .,ulcer, a fulminating!
appendicitis, or otlher similar acute abdominal affection
calling for operation. The case commonly goes on to the
operating table a surgical puzzle aand leaves the hospital
by way of the niortuary a surgical disaster, tlhough prompt
operative treatment is claim'ing an increasing number of
successful results.

Chronic pancreatitis (catarrlhal and, later, cirrhotic)
may, especially in its later pllases, present suggestive
diagnostic signs. Many cases, lhowever, more especially
of the earlier and slighter types, present no suclh signs,
and the disease closely mimics other abdominal disorders,
particuiarly duodenal and gastric dyspepsia and ulcera-
tion and affections of the biliary apparatus, for w-hich
supposed diseases the appropriate operative measures are
apt to be erroneously carried out. The error in the case
of gastro-enterostomy is unfortunate, for, while gastro--
enterostomy may do the patient no harm in some cases,
in others it aggravates Ilis distress. In either event tlho
operation results in disappointment. In the case of the
biliary apparatus tlhe error may ultimately be hlarmful
or helpful; and this raises tle whole question of the
technique of cholecystectomy. If in a case of supposed
cholecystitis which is really one of pancreatitis, or in a
case in whici. pancreatitis complicates cholecystitis, the
gall bladder is only partially removed and the cystic duct,
and possibly also tile common duct, drained, the pan-
creatitic patient may benefit, though not to the degree
possible had Ilis pancreatitis been diagnosed and suitable
dietetic and medicinal treatment prescribed. If, on tlhe.
other hand, complete cliolecystectomy -witll closure of tile
duct is carried out, all chlance of surgical treatment of
tile pancreatitis is, for the time being at least, lost.
Pancreatic drainage can only be carried; out later by
a much more serious operation and after valuable tirmte
lhas been wasted. It should be an unvarying rule not
to remove tlhe entire gall bladder without drainage of the
dlucts unless tile surgeon is satisfied tilat pancreatitis is
absent.

Diagnosis of Chronic Pancreatitis.
Chronic pa;ncreatitis is of more frequenlt occurrence thlah

hlas generally been sup)po.sed. It commonly complicates


