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good illustration of the truth of the, if somewhat cyniical,
yet excellent, advice: " Wheniever you have to do withl a
particularly obscure case, thinlk of syphilis as a possible
cause." Here was a married lady of unimpeachlable
antecedents and without the least history of syphilis,
who at a mature age suddenly developed the serious
symptoms described. It is the absenee of the syphlilitic
history to wlhichl I would particularly draw your attenitioni,
and from which I would againi deduce the lessoni, whichl I
have been endeavouring to eniforce oIn more tlhanl one
previous occasioni-niamely, to trust to the evi(lence of
your owin eyes rather tlhan to the absence of a ellarac-
teristic hiistory. From wlhat lhas eome under my own
notice on a good many occasionis, I thiink it is desirable
that this necessity shlould periodically be emphasized.
At the same time, I would take the opportunity of urging
the need of the utmost caution, when dealing withl such
cases, to guard against any imprudent expression of
opinion as to the nature of the case you have to deal
with. In no class of cases are tact and diplomacy more
required than wheni dealing witlh syphilis in nmarried
people, an-d the attendant should always remember that
a sinigle incautious remark of hlis may for ever destroy the
happiniess of a family. When remembering the inicidenits
of the case nlow under consideration, the necessity of sucl
a warninig is very deeply iInpressed upon me. Quite
apart froIn these poinits, the case is also remarkable for
the faet that one niot very common- localization- of tertiary
syphilis namely, guinmatous infiltrationi of the traclhea-
was followed within a very slhort time by an even rarer
one-namely, the formation of a gumma in the nlaso-
pharyngeal cavity.

In the third case two points deserve special attention-
namely, first, the occurrence of extensive infiltration of
the larynx shortly after infection, and at a tiine when the
ordinary plhenomena of the seconid stage, niamely, roseola
on the skin and mucous patches in the pharynix, were still
present; and, seconldly, the terrible syplhilophobia to
which the patient became a victim after repeated recur-
rences of the disease. With regard to the first point, I
would say that in my own opinion this was a case in
whichl secondary and tertiary symptoms initermixed-an
occurrence the possibility of which ought always to be
kept in mind. Ordinarily, in secondary syplhilis of the
larynx the phenomena are simply those of erythlema;
more rarely do we meet withl formation of condylomata
and witlh actual superficial ulceration. I have never pre-
viously seen so extensive anl infiltration of the larynx
take place in genuine secondary syphilis, nor am I aware
that such has ever been described. Another reasoni why
I am inclined to look uponi the larynigeal plhenomenia ob-
served in this case as belonginig to the tertiary period is
the failure of mercur-y to prevent recurrence of the
symptoms, whilst the disease, as long as the patient was
under observation, was kept under control by iodine
preparations. I am sorry I cannlot say what ultimately
became of the patient, my enideavours to trace him
lhaving failed. Whilst one could not hlelp sympathizing
greatly with the poor man in his recurring tribula-
tions, the syphlilophobia whicih lie developed ulti-
mately became almost as trying to hiis medical advisers
as to hiimself. In suclh cases the medical attenldanit must
not merely be an adviser of the body, but also of the soul.
Some unfortunate syphilophobes fall inlto a conditioni of
melancholy, others become quite frenzied, and not merely
tlhreateni but are actually apt to commit suicide. Unider
suclh circumstances it is the duty anid the privilege of
the medical adviser to maintain courage, to cheer up, and
to always hold out the hope of ultimate and lasting
recovery. A despondent attitude on the part of the
medical attendant is the surest wvay to drive the patient
into utter despair.
The last case is, witlhouit exception, tlhe most unusual

instance of syphilis in the upper air passages whichl I
lhave ever met. I have made it a point to look thlrough
literature with a view of discoverinig whether ever a
similar case had been described, but have not fouind one.
Whlatever the causes were which repeatedly produced new
glrowthls-whlich almost completely filled the patient's
larynlx, then made them dis.appear, leaving thle organ but
little disfigured, and thenl again and again produced(
freshl crops, to be followed by similar disappearance-I
am quite unable to say. .Nor can I explain, in view of
thme long interval before the ratient's last visit, in pre-

cisely wlhat manniier the present conditioni of his larynx
lhas comie about.

InI coniclusionl, gelntlemell, let me say that the simple
narrative I lhave giveni illustrates, I thinlk, better than
any elaborate commeintaries how little onie sinigle form
of anitisyphilitic treatmen-t can claimn to be uniiversally
successful in all cases. In the great majority of my
owIn cases of syphiilis of the upper air passages methlodical
inunctioIn treatmiienit lhas beeni most successful, anld I trust
this more tlhani any othler method. Yet you lhave heard
that in 2 out of these 4 cases it failed. The therapeutic
lessoni to be derived from the experiences gained in these
4 cases, it seems to me, is that as in diagnosis so in the
treatmenit of sypllilis, it must be our aim to in-dividualize,
whenl the ordinlary canlonls shlow themselves insufficient to
cope with the particular case, anid niot to inlsist oni pre-
conceived nlotionis of any kinid.
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THE REALITY OF ENTEROSPASSM AND ITS

MIMICRY OF APPENDICITIS.
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PHIYSICIAN TO, AND LECTUiRER ON MEDICINE AT, ST. THOMAS'S
HOSPITAL.

I BELIEVE it must be allowed that tle appenidix is some'
times excised unniecessarily, or, to put it in termns of
absolute truth, there are certainly patients whose
symptoms are tle same after as before this operation. It
is now a common- practice to excise the appendix, almost
as a precautionary measure, with greater freedom and oni
more slender evidence of disease thani was tile case a few
years ago. Tlhe evidence wllich is coiisidered sufficien-t to
justify excision often amounts to niothlinlg nmore tlhan pain
anid perliaps teniderniess in the righlt iliac fossa. The
absence of evidence of any peritoneal infectioni and the
fact that no definiite febrile attack lhas ever been observed
are not considered of sufficient importance to justify
delay. In the main I believe this practice is riglit. But
it must be confessed tllat inl many instances of this kind
tie diagnosis is guesswork, and I think there can be no
doubt that ill some cases the excised appendix is
i nniocent. There must be risk of mistake when a
diagnlosis must needs be based not on pliysical signs but
Onl suclh variable features as the character and locality of
pain. Puttinig on one side the rare cases wliere tiere has
beeni patent error and confusioni witlh biliary or renal
colic, movable kidney, or disease of tlhe uterine
appeindages; we are left with a more numerous class of
patient, in whom, tlloughi none of these other troubles are
presenit, the symptoms for which tlhe appendix lias been
excised continiue unaltered after tilat operation. If
tlhese disappointed patients are studied, it is difficult to
come to any other conielusion than tiat tlleir disorder is.
funietional anid has no basis of structural cliange in
intestine or elsewhlere. It would save trouble if they
could be recogniized before rather tian after exciskoi of
the appen-dix, andl ani attempt to define tilemn may so find
ani excuse.

Functionial disor(lers of the stomach receive some sliglht
attentioni in our textbooks, but similar coniditions of the
intestinie are as a rule unnioticed. The stu(lent completes
his fifth year withl tlhe impressioni tilat the initestinie is a
lowly tube of meani funietioni, and that conisequenitly it is
lardy and uninrflueniced by defective states of other
organis. le couples it up mentally witlh pictures of gl'oss
matters such as lierniia, obstructioni, aild careinonma. If hie
subsequently lholds a resident appointment, lhe may
become aware that there is a nervouis si(de to intestinial.
(lisease. But initestinal nieuroses di mmiislh in frequency
as we descened the social scale, and(I he may pass six
monltlhs in a lhospital and meet witll nio example of the(
kind(l. As a rule, lie learnis in years of private practice
tilat there is much abdominial paini wllicll ]las ,o ilanie
an(l does niot kill.
The knowin funictionis of tlhe intestine are myotor, senisory,

secretory, and(I absorptive. If a functionial diisorder is
defined as beinig a quanititative or qualitative alterationt
in onie or more of those funictions, niot dependenit on anly
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gross or microscopical change in the intestine, a large
group is tentatively formed. Among manymioor
ailments the group comprises the common form of
constipation, nervous diarrhoea, enteralgia, enterospasm,
and mucous colic (formerly termed colitis). Without
going into their speculative side, and rather prejudging
the matter, it may be said that pathological facts are few,
but I believe that the purely nervous theory of their
origin (Ewald) has the whole weight of the evideicee
behind it. The last three forms-enteralgia, enterospasm,
and mucous colic-may be regarded as the three chief
intestinal neuroses-sensory, motor, and motor-secretory
respectively. They are closely related, and individual
cases may be difficult to classify. The motor and motor-
secretory forms often appear in the same patient.
These three neuroses, local manifestations of an

imperfect nervous constitution, are especially inter-
esting at the present time. They are of common
occurrence. One is tempted to believe that they are
increasing in frequency. They are at this moment
particularly worthy of study, owing to the advance of
abdominal surgery, not because they are amenable to
surgical treatment, but rather because they need
protection.
Though they are comparatively small matters inthlem-

selves, they derive importance from the fact that they are
all attended with abdominal pain. It is not always easy
to distinguish them from more serious conditions which
require an operation. Especially with appendix-disease
are they likely to be confounded. In their nature and
origin they have no single point in common with appen-
dicitis, but superficially they may bear a close resemblance
to it. If the symptoms lie onthe left side, carcinoma of
the sigmoid flexure may certainly be suspected. Though
this is a less common error, explorations have been per-
formed withthis idea, which perhaps might have been
avoided.

If we consider these three neuroses only from the point
of view of their resemblance to more serious disease,
enteralgia and mucouscolic can be briefly dismissed.
There should be little likelihood of mistake. Entero-
spasm, however, I believe is a more common source of
error.

ENTERALGIA.
The occurrence of a pure initestinal neuralgia is pro-

bable, but it cannot be proved. It is certainly rare. It is
comparable witlh tic douloureux. It is as completely
independent of any intestinalchange as are the abdominal
crises of tabes. The pain is generally central. It occurs
in short, sharp attacks, quite as severe as a biliary or
renal colic, and it is equally attended with sweating and
some collapse. It may simulate the onset of peritonitis
or of acute intestinal obstruction. But vomiting is not a
marked feature; the abdomen is retracted rather than
distended, and there is little, if any, interference with the
action of the bowels. While one may have firm belief in
the occurrence of such an enteralgia, it must be confessed
that it is hardly possible to distinguish it from entero-
spasm, except by actual inspection through an abdominal
opening. The ability to separate the one form from the
other is less useful, however, than the power of distinguish-
ingboth of them from more serious abdominal disease
Tequiring surgical treatment.
The following case is an instance of such an abdominal

pain. It is difficult to imagine that these attacks spread
over so many years could be otherwise than functional in
origin.

Case 1. Paroxysms of Abdomninal Pain for Sixteen Years
in a Man of Otherwise Good Health.

A man aged 33, a clerk, stated thathe had been liable to
tLtacks of severe abdominal pain for sixteen years, some
three or four attacks having occurred every year. Each
attack lasted from 2 to 7 days, but the attack itself was
made up of several separate paroxysms lasting a few hours.
He described the pain as being always situated in a 2 in.
eircle just above but including the umbilicus. It varied in
severity, occasionally permittinghim to continue his work,
but commonly keepinghim at home. It had been so severe
thali ha credalodA He felt as if lie was "1tied up in

a knot." He found the greatest comfort from sitting up
and leaning forward. Once only was there vomiting, and
then he was sick repeatedly for a whole day. There was
never any shivering, and probably no rise of temperature,

but he hiad occasionally broken out into a sweat. The
attacks came on suddenly with no discoverable cause and
no warning. Many began atnight. They had no relation
to meals. Betweeni the attacks his bowels acted regularly.
He was a strongly-built man of 13 st., of healthy appear-
aiice leading a healthy life-a notable oarsman in his
district. His mother died insane. He had had no
serious illness apart from these attacks. He came into
St. Thomas's Hospital for observation and electrical treat-
ment. No sign or suspicion of gross disease was dis-
covered, and it was clear from what we saw that his
account of his attacks was correct and unvarnished.
Nothing was ever felt along the line of the colon. It is
curious that one attack observed in hospital was accom-
panied by a general erythema, and, after this disap-
peared, it was found that tache dre'brale could be obtained
in perfection on chest and abdomen, so that one could
write upon his skin with the finger-nail. High-frequency
currents seemed as if they were going to effect a cure, but
I believe his attacks recurred on leaving hospital.

MUCOUS COLIC.
The motor-secretory form is common, sharply

defined, and easily recognized. The symptoms require
no description. A mistake need not occur if the
patient can be kept under observation for a time. But if
a diagnosis is to be made merely from the account of
attacks of pain as given by the patient, it is easy to fall
into error. On the nervous theory mucous colic is an
enterospasm combined with secretory perversion.It has
a close analogy (perhaps even a relationship) with asthma.
In both neuroses there is a spastic element combined
with the secretion of an abnormal mucinoid material,
there is the same capriciousness of onset, and the same
mysterious dependence on trifling external conditions
and on the mental state. The two neuroses may alternate
in the same patient, as in three cases that Ilhave
watehed. In one case they occurred simultanieously, a
sort of combined bronchial-intestinal asthma. Inthe
family history of patients suffering from mucous colic a
tendency to asthima can sometimes be traced.
In the usual type of case, where the trouble is confined

to the lower part of the descending colon, the diagnosis is
assured. But ifthe pain is in the right side, and the
stools have not been examined by patient or physician,
the appendix must inevitably come under suspicion.
Only in one of many instances that Ihave seenhas the
removal of the appendix had any apparent influence on
the subsequent course of the mucous colic, which
continued unehecked.

ENTEROSPASM.
It is generally allowed that without anyehange in the

intestinal wall one or more sections of the intestine may
exhibit a purposeless tetanic contraction. It is thereby
converted into a hard, nearly solid, cord, pale and blood-
less. This spastic state is apparently capricious in its
eoming and going, but its dependence on the mental state
is not to be doubted, and must be utilized in its treatment.
The spasm may be short, acute and intensely painful,
producing a train of symptoms which cannot (without
actual inspection of the bowel) be distinguished from
those of an enteralgia. Or with less violence it may be of
much greater duration and may result in a steady ache or
discomfort whieh will last off and on for weeks or months
at a time. The colon is more commonly affected than the
small intestine. Of the colon any part may enter upon
the spastic state, but the first and last parts are particu-
larly prone to be so affected. It follows that the resulting
symptoms appear in the anatomical regions which are
associated with the appendix and the sigmoid flexure
respectively. There is good reason to believe that this
spasm is often accompanied by a simultaneous inhlibition
at otlher points of the bowel, so that normal peristalsis is
completely perverted.
The following case may be taken as an example of

severe enterospasm, coupled with, and in part responsible
for, attacks of obstinate constipation.

Case 2. Attacks3 of Ente-rospasmn spread over Forty Years.
Abdominal EBvploratiom.

A man aged 54, insurance agent, was admitted into
St. Thomas's Hospital in November, 1900. He presented
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an extraordinary history of intermittent constipation.
He remembered that when lie was a lad lie was laid up
with an attack of constipation, vomitinig, abdominal pain
and distension. After this there was a period of fourteen
years during whieh the bowels acted regularly, or, at any
rate, any constipation was slight and easily managed. At
the age of 27 lhe had a similar attack, and spent some
weeks in a hospital under treatmeiit. Every three or four
years since then lie had had an attack of the same kind,
each one lasting two or tllree months. All mannler of
purgatives would fail, the abdomen became distended,
and enemata alone could produce any effect. In one of
these the question of exploratory operation was put to
him and declined. Between the attacks constipationi had
been slight or absent.
He came into hospital on account of one of these

attacks, wllich was already of longer duration than any
that he had had before. It began in July. The onset
was gradual. He began to fail to get a daily action of the
bowels, and had recourse, 'as usual, to purgatives. By
their means he obtained at first watery stools, but enemata
soon became necessary. The abdomen became distended
from time to time, and pain was felt. Latterly the dis-
tension had persisted. He declared that lie was seldom
free from pain, which was aggravated by taking food and
-by defaecation. He seldom passed a day without vomit-
ing. He lhad been confined to bed for some two months
living mainly on beef-tea and fish, and was of opinion
that lie had lost 2 st. in weight.
His work seemed to entail much worry, and resulted in

a rather precarious livelihood. He was clearly a nervous
man, easily worried and depressed, and inclined to prefer
the gloomy side of all things, including his own ailments;
but it was a sober, hard-working life that lie led.
On examination lie was seen to be ill-nourished, but not

pale or cachectic. His weight was 8 st. 12 lb.; it should
have been 11 st. He was depressed and careworn. The
abdomen was uniformly distended, measuring 31 in. at
the umbilicus. No intestinal coils or peristaltic move-
ments were visible, and very little peristalsis could be
heard with the stetlioscope. It was uniformly resistant
everywhere to the touch. It seemed slightly tender in all
parts, but he invariably winced when deep pressure was
made over the left iliac fossa. Normal resonance was ob-
tained everywhere. The rectum was thrown into folds,
not capacious, and empty but for a few small seybala.
The tongue was large, flabby, and coated with dirty white
fur. There was no sign of disease elsewhere.
Between November 23rd and December 22nd there was

little change to record. The bowels could just be induced
to act by enemata, but the result was seldom satisfactory.
Castor oil would fail sometimes: sometimes it would
produce several small stools, in which pellets of mucus
were seen. He was very unwilling to take it, owinlg to
the pain which resulted. He was frequently sick, and a
milk diet seemed to suit him best, as lie had no appetite.
The abdomen became more distended, reaching 33j in. in
circumference, and'it was singularly hard, though nor-
mally resonant in all parts. The tenderness over the de-
scending colon never varied. He slept badly, complained
much of lheadache, and was 'always gloomy and morose.
It is noteworthy that the pain was not of the paroxysmal
character which occurs in mechanical obstruction of the
bowels. It seemed rather to be a nearly continuous sense
of discomfort or tightness, temporarily made worse by the
taking of food and by defaecation.
The problem, then, was to determine the cause of such

a constipation with great abdominal distension, which
could occur thus in definite attacks spread over forty
years with intervening periods of comparative comfort.
My surgical colleague, Mr. Makins, opened the abdomen
below the umbilicus in the middle line. The small bowvel
was found to be distended and hyper'iemic, but neither
the distension nor the rednegs approached to the condi-
tions generally found in cases of actual obstruction.
There was no sign of peritonitis, past or present, no
adhesions, and no new growth or twisting. The clue to
the understanding of the symptoms was found in the
state (1) of 4 in. of the bowel at the junction of descend-
ing colon and sigmoid flexure, and (2) of about 7 in. of
the small intestine.. This portion of the colon was of
a pale-grey colour, bloodless, strongly contracted and
narrowed down to the size of a man's forefinger. The
narrowed part passed abruptly into the normal parts

above and below. The affected section of the small
initestine presented the same appearance. It was pale,
contracted, and narrowed, wheni flattened out being about
8 in. in breadth. The line of demarcation of this coni-
tracted part from the distended and reddenied bowel above
and below was sharply defined, but there was no such
strangulation line as would indicate previous incarcera-
tion or twisting, and in fact this part of -the bowel was
discovered lying free in a central position in the abdomen.
During manipulation of the contracted bowel gas was
forced into it from the disten-ded part, with the result
that it gradually resumed unider our eyes its normal size
and normal colour. But before the abdomen was closed
a small part of the previously-affected section began again
to become narrowed and bloodless.
He remained in the hospital for six weeks after this,

and, on the whole, his condition improved., He gainied
some weight, the vomiting ceased, and liq got back to an
ordiniary diet. But the bowels remained a source of
trouble, enemata anid castor oil beinig necessary from time
to time, and he never owned to being free from abdominal
discomfort, although the distension subsided. He was;
treated with valerianate of zinc, electricity, and massage.
He continued to improve slowly after leaving the lios-
pital, but he has had subsequent similar attacks.

One can hardly doubt that the trouble in this patient
arose from enterospasm, occurring here and there in large
and small intestine, probably combined with simultaneous
inhibition at other points, and it seems improbable, con-
sidering his long history and his good health in other
respects, that there was any struetural change in the
bowel or elsewhere.

If this explanation of his case is admitted it may be
possib;le to see a similar origin in such a case as is detailed
below. But we must then allow that a functional entero-
spasm may be a sharp anid violent process after the fashion
of lead colic or a tabetic crisis.

Case 3. Attacks of Acute Enterospasm with some Resemblance
to Peritonitis. Abdominal Etploration.

A girl aged 12 was admitted into St. Thomas's Hospital
in July, 1905, on the third day of her illness. On July 4th
she came away from school in the morning feeling uneasy
in the abdomen. In the afternoon she returned to school,
but she vomited, and was sent lhome again. From this
time up to admission she was repeatedly sick, and suffered
severe pain in the abdomen, so that she frequently
screamed at the height of the paroxysms. The bowels
were open on the day before the illness, but not after-
wards.

It was found that she had had seven- or eight similar
attacks in the last two years, each one beginniing suddenly
without discoverable cause and lasting from three to
seven days. In each attack the pain had been intense,
colicky, not continuous, but in loing paroxysms rising and
falling. With this there occurred severe vomiting, head-
ache and absolute constipation. Between the attacks as a
rule the bowels acted fairly regularly.
On admission on July 7th she looked extremely ill withl

sunken eyes. The pulse was 100 of low tension, the
tongue dry but slightly furred, the lips dry and covered
with sordes, the temperature 99.8°, respiration 20, mostly
thoracic. The abdomen was uniformly tender and rather
rigid, but perhaps there was less rigidity than is common
in general peritonitis; the upper lhalf had slight respira-
tory movement, the lower half was motionless; resonance
was normal; some gurgling was heard with the stethoscope,
but no.persistalsis was seen; it was certainly not distended
but rather hollowed as in meningitis.

In spite of the history and the rather odd abdomen, it
was thought wise to explore. No sign of disease was
found. But the small intestine showed extreme local
irritability. The mere handling of it or tapping it with a
scalpel was sufficient to excite active contractions. She
recovered quickly, but a month later she was back again
in hospital with a slighter attack of the same kind.

I have seen three other cases which could be accurately
described in the same words. In two of these immediate
operation was und'er discussion, but was fortunately
negatived. Recovery was comnplete in a few days.

If the spastic nature of these cases is admitted, it may
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be legitimate to ascribe a similar origin to a miore commoni
form of abdominal pain of less violence but greater
duration. I have the notes of 35 patients, whose sole
trouble (large enough in tlleir estimationl) was some
degree of abdominal pain or discomfort, lonig continued or
cecurring in short attacks. Whlether tlhe spastic origini of
these cases is credited or not, they certainly seem to form
a definiite cliniieal picture which cain be recognized. I
believe that in all of them the seat of the paini was some
part of the eoloni, tlhough there is no absolute proof of
tlhis. I lhave excluded from the list all certain cases of
mucous colic, though doubtless some of them were mucus-

passers at times.
Of these 35, 6hadlhad the appenldix removed before I

saw them, witliout tllereby gaininig anly relief from tlleir
symptoms. Five othershad their appendix removed oni
my recommenidation as a precautionary measure. Beinig
wise after the event, I believe that the appendix was
innocent, and the colon at fault in all these 11 cases. Onie
man had previously lhad ain exploration of the sigmoid
flexure before I saw him, whein notlhing abniormal was

found. In another caseI advised againist ani exploratory
operation, but I believe it was subsequen-tly performed
with anegative result.

Eighteen were males and 17 were females. Of the
latter it is noteworthy that only 3 were married. Of the
males all except 2 worked witlh the lhead. Among them
were 2 bank-managers, 3 clerks, an ironfounder, an

accountant, a medical student, and a land agent. Of
the females only 1 a music teaclher-could be said to
lhave any occupation; the resthad abunidanice of leisure.
The age is curiously constant, and corresponds to the
period of life when the inherited temperament is first
t-ested under pressure, and its strengtlh or 'weakness is
revealed. The age of the males ranged from 20 to 46, and
thftit of the females from 21 to 48, but most of the older
patientslhad ahistory datiIng back for many years.

Speaking generally, such patien-tsmay be intelligenit
and industrious, but they are none the less emotional.
They are neurastlhenic in the sense that thenervous power

is rapidly exlhausted by exertion of body or mind, and is
but slowly restored. Secondary depression is a commoni
outcome, and hiypochonidriasis is often withini sighlt. Eight
oftllese patien-its were noted as being obviouslynervous
and depressed. Twvo were practicallylhypochlondriacs.
Some certainlly took their trouble calnmly, and made the
best of it. A few all women-betraye(d some pride in it,
and used superlatives in describing their symptoms.
As regards their pasthistory, it is curious that two men

hiadhad temporary loss of power inonle limb, presumably
functional. One ofthese saidthat at the age of 24lhe
"broke down altogether," and was obliged to take a long
rest. One man,wholhad atonle time apparenitly recovered,
relapsed at once on the sudden deatlh of a brother-in-law.
Twomen were liable to real migraine. One female, I
believe, had become addicted to morphine. All ofthem
lhad a long history of constipation, eitlier continuous for
years or in attacks. Some seemed to live byenemata
alone, and were never parted from thenecessary apparatus.
With one exceptionthe constipation was.most obstinate
when the pain- or discomfort was at its worst. Thle
exception was a female,who during the attacks of pain
passed several (up to five a day) smnall pencil-shaped
stools, narrowe(d anidslhaped by anal spasm.

Nonie of them presentedanly obvious sign of disease
apart fromthle abdominal trouble, thouglh Itllink that a

fewof the womenhiad some general visceroptosis. Two
were stout, five were ofnormal weight,and the rest were

spare or illnourishled. Most oftlhem had lost weiglht
recently. One manlhad lost as muchl as 2 st. in four
monithls, an anxious creature perpetually fearing the
worst. Loss of weight in an individual attack is common ,
and it should not by itself give rise to suspicion of niew
growth or serious disease.
"Pain" is the word used by these patients. I expect

' discomfort would describe it ore accurately. t seems

to be commonly a dull ache, easily bornie for a time, but as

one can well understand becoming less tolerable after a

spell of some weeks or monthis. Two patients used thie,
wor(l "1cramp " to describe it. One called it a "1stitchi."
One spoke of "win-d that would n'ever pass,"7 anid anothier
of a "weighit in the left side." Sometimes, however, it is
more acute, approaching nearer to the condition- described
in Case 3. One woman said thatshee had walked about

moaning." Two or three acute attacks of pain in the
riglht iliac fossa, although they may be unaccompanied by
fever or any real illness, must always arouse a suspicionl
of appendicitis. The women seemed to suffer most
because of their lack of occupationi. Some men could
forget it in work or play. As a rule exercise does niot
aggravate it, but is ofteii beneficial by engaging the
attention. Oiie mani forgot it wlheni lie was riding.
Anothler was worried by it in the early morninig, but lie
played golf comfortably thlrouglh the rest of thee (lay. But
if it is severe and is of long duration, a man may give up

exercise through lack of energy and inclination. One
man of sedentary occupation was most unicomfortable
(discomfort in the right iliac fossa) when lie was sitting at
a desk leaninig forward. Several said that they could not
lie at night on the affected side. It is perfectly clear-
some intelligenit patieints had noticed it that an attack
may be precipitated by shock, anxiety, worry, or even a

run of work under pressure. I could fimid no other
exciting cause, though one woman said slhe always
expected ani attack wlhen the winid was in the east.
As regards the duration of the trouble, tlhe extremes

read thlus: One man lhadlhad bouts of what lie alled pain
in the left iliac fossa, lastimig for two or tlhree months at a

time, on thlree or four occasions in the last ten years.

Wlheni I saw hiim in this condition, all that part of the left
colon thatcan be grasped was felt as ahard niarrow cord.
At the other en-d of the scale comes a young man wlhohad
had some tllree or four attacks of pain in the right iliac
fossa in a year, eachl lasting a few days, apparenitlynot
attended with fever, and certainlynot with any real feeling
of illness. For thishis appendixhad been excised. Whlen
I sawhim, some months after the operation, lie had just
had another attack, at which lie expressed some surprise.
Often the patien-t'shistory of abdominial pain runs into
years. The longest individual continiuous attackhad
lasted for eiglht montlhs, durinig wlichl the patienit (clearly
truthful) saidhelhadhardly passed a day withlout being
coniscious of some discomfort in the right iliac fossa.
Whether the attack is long or short, dull achle or shlarp
pain, right-sided or left-sided, the whole group seems to
hang togetlher as owninig one cause.
In 12 cases time pain orache was always confined to the

left iliac fossa or left flank. In 13 it was similarly placed
on the right side. In 4 cases it was central. In 2cases
it was located aboutthe umbilicus at the beginninig of an

attack, and subsequently shifted to the left flan-k. One
patienit said that it always"travelled" inthis path. In
4 cases it was sometimes on the right side,and sometimes
on the left.
As a rule, the discomfort is distin)etly relieved by a

satisfactory action ofti} e bowels, but such ani action is
difficult to get, and stronig, irritating purgatives aggravate
it. Sometimes defaecationi is said to be painful; but
whether this is so or not, it enitails much straining and
muscular effort. The stools are commonlynarrowed into
pencils or ribbons the effect, I believe, more of anal than
of colonic spasm. Pressure, or atany rate massage, will
sometimes give relief in the slighter cases, and ahot
bath mayhave a great effect. It is not uncommon for a

patienit to be aroused early inthe morning by the left-
sided discomfort. Thenormal act of defaecation is
essentially a reflex movemenit, which,tlhough it isCon-
trolled bythe will, is started by the entrance of faecal
matter intothe rectum. During an attack this class of
patient experiencesno such rectal stimulus.H ehas no

natural desire wlhatever to go to stool. The place ofthe
normal rectal senisation- is taken by a feeling of discomfort
and tightniess inthe left iliac fossa, andthe rectum is
emptyandthrown-into folds, often with spasm of the
sphincter. A very common complaint isthe wanit ofany
of the naturalsenlse of relief thatshould follow an action
of the bowels. Eveni if a fair result is obtained, the
patient is heftwith the feelinig that the process is not
over, and subsequent futile attempts at evacuation are

made. Inthle worst cases nausea is felt occasionmally, but
there isseldlom any vomiting.

In offerinig evidence that the trouble in these patientts
is indeed due to spasm of the bowel, it must be confessed
that there is no proof of such an origin; but tIme findings
in Case ii make it probable. Further, in nearly all of
these cases some part of the colon can be felt as a hard
cord about tie size of a man's forefinger. This is more
common in the left iliac fossa than elsewhere. It is a
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most striking physical sign when it is met with above
the umbilicus, the aff'ected part being presumably the
transverse colon, but I have found this oily oIn onle
occasion. It occurs also in the right flank in. associatioIn
with right-sided pain, and when this is the case the
caecum is often greatly distended, doughy, or squashy,
so that its complete outline can be traced under the palm
of the lhand. Here as elsewhere the affected part is
tender on pressure, but if it is situated on the right side
there is not the definite wincing on deep pressure such
as occurs at McBurney's point in disease of the appendix.
When it is on the left side, the spastic part of the coloi
is very easily felt. It may end abruptly above and below,
or its two extremities may pass beyond reach into the
flank and pelvis respectively. It can be rolled from side
to side. It is usually tender. It varies in hardniess and
distinctness from day to day. It may persist for days
together unaltered, or may disappear suddenly. I have
never felt the contracted part to un-dergo any suCh1 altera-
tioin in size or hardness under examiniation, as is common
in intussusception and not uncommojn in the portion of
bowel just above a growth.
In a few cases, which there is no reason to separate

from the others, no contracted bowel could be felt. But
if a patient is kept under observation contraction can be
felt on one day anid not oni anotlher.
The bowel above the spastic part does niot apparently

become dilated. There is reason to believe that its action
is inhibited. The contracted colon should be regarded
only as a palpable evidence of disordered peristalsis and
not as a mecllanical cause of obstructioni. Spasm will
produce tumour, pain, loss of weight, and ill-health, but
not the whole train of symptoms associated with in-
testinal obstruction. No peristalsis is seen or felt, and
the abdomen is seldom distended. These points may be
of use, because it is possible to confound a spastic left
colon with a growth of the sigmoid flexure. One of my
cases had been explored before I saw hiim, presumably
with this idea. I lhad arranged for ani exploratioii in a
similar case in St. Thomas's Hospital, never doubting that
there was a growth, but in the interval the tumour dis-
appeared. Another case is wortlh mentioniing, though it
cannot be regarded as a purely functional spasm, inas-
much as there was an ulcer in the rectum.

Case 4. Spastic Colon. Abdominal Eaploration.
A woman, aged 53, was admitted into St. Thomas's

Hospital in December, 1903. In August of that year she
began to experien-ce pain in the left iliac fossa. She
described it as feeling at first like a stitch. It was
aggravated by walking and relieved by rest, so that slhe
spent October and November mostly in bed. The pain
increased in severity and it was not diminished by a
pessimistic doctor whio told her that she had cancer.
Constipation was troublesome throulghout the illness.
There was no pain on- defaecation, but relief was experi-
enced. Slhe was occasionally sick. She was a grey-haired,
careworni woman, and she had lost 9 lb. of weight in four
montlhs. The abdomen was flaccid and easy to examine.
In the left iliac fossa was a hard bar about 3 in. in length
by 1 in. in breadth, always tender anid nearly always
present and well defined. The most free evacuation we
could procure with castor oil and enemata produced no
alteration in it. It seemed clear to me tllat the tumour
was a spastic colon. But after a stay in lhospital of a
monthl, tlle conditioil was unchanged, the loss of weight
continiued, and the pain increased in severity, reaching
occasioinally such a degree that she cried aloud with it
and morphlinie became necessary. Mr. Wallace, therefore,
at my request, explored the left iliac fossa, withl a negative
result. But a small ulcer was found in the rectum 1J in.
above the anus, whichl may have played a part in produc-
ing the spasm, and this was excised. She improved
slowly, and by May, 1904, was apparently well.

STUMMARY.
Wlhether the spastic nature of these cases is allowed or

not, I think the followinig summary may be maintained as
tr'ue:

1. That it is not uncommon for men and women in
equal proportions to begiin in early adult life to suffer
from abdominal pain.

2. That from the absence of all evidence of organic dis-

ease and the long duration of many of the cases, it is
unlikely that there is any structural change in the intes-
tine or elsewhere.

3. That suclh patients are neurotic or neurasthenic, and
that the abdominal trouble varies directly with the mental
state.

4. That the pain may occur in short, sharp attacks; or
may last for months at a time as an ache or discomfort.

5. Thlat, wlhetlher it is slhort and sharp, or long and
wearing, the pain is usually seated in the right or left
iliac fossa or the immediate neighbourhiood.

6. That in. botlh situations the pain may lead to the idea
that more serious disease is present, as affecting chiefly
the appendix, and to a less extent the sigmoid flexure.
Dealing only witlh this spasm-pain wheni it occurs on

the right side and its distinction from appendicitis, we
have little con-cerni witlh a real attack of local appendicular
peritonitis wvitlh fever. Thle distinctioni here is easily
made. Doubt only arises wheni the patient presents
himself for an opinlioIn as to thle advisability of ridding
Ihimself of hiis appendix, and in coming to a decision we
have to rely entirely on his own story, no verified details
of the attack beinig available.

TIme chief difficulty lies in distinguishing between the
spastic pain and those attacks of pain or uneasy sensations
in the right iliac fossa which uiidoubtedly occur in con-
nexion witlh a diseased appendix, before ever the peri-
toneum has become affected. Even in these cases a few
words from a doctor who has observed an attack and
knows its characters are worthl more than an hour's talk
witlh the patient. It is in these cases that the appendix is
sometimes removed, and thereafter the symptoms lhave
been founid to continlue unaltered. It would be a gain if
only it were generally allowed that not all pain in the
righlt side is due to disease of the appendix, but may have
suclh a comparatively lharmless nature as is here suggested.
That positioni beinig reachled, I believe a correct diagnosis
would be arrived at more uniformly thani is now tIme case if
the past hlistory as well as the story of a recen-t attack
were minutely investigated. The true niature might be
realized from such points as the long duration of the
pain or discomfort, the circumstances of its coming and
goilng, the complete absence of fever, a similar trouble on
the left side at some earlier date, the observation of mucus
passing, and the tanigible eviden-ce of colon spasm.

Thoughl excision of the appendix is sometimes per-
formed unniecessarily, as is showni by the subsequent
recurrenice of pain, it does not follow that in all suCh1
cases the wrong course has been pursued. One may feel
fairly confideilt that a right-sided pain is of spastic origin
ancd not due to disease, yet it may be wise to remove the
appendix. All the cir(umstances must be considered. If
the patienit is so placed as to be able to lead a healthly life
under observationi, it may be perfectly safe to wait.
Furthler observation will certainly make the case clear,
thouglh passive waiting while a doctor makes up his mind
is seldom appreciated by the patient. If, oni tlle other
hand, he lives out of the reach of reasoniably skilled
attention, it may be wiser to be on the safe side and
remove the appendix. Thle work and occupation of the
patient must likewise be considered. Also, there is no

disguising the fact that patients exist whose intelligenee,
is of suclh an order that if suspicion has onee been east
upoIn the state of their appenidix they will not rest satisfied
until it is excised. Finially, in eases in whlicih the pain is
probably of the functional kind, and yet the possibility of
appendix disease cainnot be excluded, it is certainly
helpful to the physician if the appendix lhas already been
removed. In carrying out his course of treatment lie cani
then act more freely thani if a doubtful appendix were
still presenit.

THE Board of Education have liad under consideration
the questions connected witlh the attendance at public
elemenitary schools of children under 5 years of age. In
view of the many difficulties whichl the matter presents, it
lhas been decided to reconsider tIme advisability of laying
before Parliament the Minute whichl hlad beeni proposed
for modifying the system of granits in respect both of
chlldreni under 5 anid of the other scholar s in publie
elementary schools. This decisioni involves a reconsidera-
tion by the Board of the manner in whichl some measure of
relief can best be afforded to those areas where the burden
of the education rate is especially heavy.
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