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SUMMARY AND CONCLUSIONS
1. Twenty-seven patients with various types of

pyodermas were treated with bacitracin oint-
ment.

2. The results were excellent in six, good in
sixteen and poor iin five of the patients.

3. No cases of dermatitis resulted from the use
of the bacitracin ointment.

4. None of the cases developed bacitracin-
resistant organisms during the treatment.

5. Bacitracin used externally in ointment
form, offers an excellent addition to our arma-
menthrium for the treatment of pyogenic skin
infections.
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RESUME
Les auteurs rapportent les resultats obtenus chez

vingt-sept malades souffrant de diverses formes de pyo-
dermite et qui furent traites par un onguent 'a base de
bacitracine. Ces r6sultat8 s 'avererent excellents chez
cinq patients, bons chez seize autres et mediocres dans
cinq cas.

En contraste avec la penicilline et la streptomycine,
dont l'indice tres eleve de sensibilite vis-'a-vis de la peau,
en restreint consid6rablement 1'emploi, la bacitracine est
tres bien supportee par I 'organisme et le revetement
cutane a la fois. En effet, dans la presente serie, on
n 'observa aucun cas de complication de dermatite, pas
plus qu 'il ne se developpa d 'organismes resistants a
la bacitracine au cours du traitement, qui eut une dur6e
moyenne de neuf a soixante jours, tout le temps voulu
pour la production de complications inh6rentes a la
m6dication elle-m8me.

La bacitracine est presentee en tubes d 'une demi-once
et d'une once contenant einq cents unites par gramme
d'onguent; la base est faite d'huile minerale ou de pe-
trolatum. Le traitement consiste en des onctions faites
au moins trois fois par jour. On enl6ve les crofutes
ramollies par 1 'onguent avec une solution d 'acide
borique; les pustules sont ouvertes lorsq'elles atteignent
un certain volume.
En plus des cas d 'impetigo et de sycosis barbae, parmi

les pyodermites qui furent le plus heureusement in-
fluence6es par le nouvel antibiotique, les blepharites et les
conjonctivites, bien que pas assez nombreuses pour per-
mettre des conclusions definitives, donnerent des r6-
sultats des plus satisfaisants.

THE SYMPTOMATOLOGY AND
DEVELOPMENT OF STUTTERING*

E. Douglass, L.O.S.T.(Eng.)t
Department of Psychiatry,

University of Toronto, Toronto, Ont.

THE terms stuttering and stammering are fre-
quently used synonymously, bit correctly the

designation stuttering is to be preferred for the
type of disorder we intend to discuss in this
paper. The term arises from the German "Stot-
tern" and should be applied to the types of dis-
ability by reason of which the individual is
unable to speak with normal ease and fluency.
The term stammering arises from the German
"Stammeln" and is applied to defects of
articulation.1
There is no more difficult subject in the realm

of speech pathology than stuttering. Published
references to the subject are voluminous, and all
too often sadly lacking in scientific reliability.
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The etiology of the disorder has been the subject
of much speculation, and even the symptoms
'have been misinterpreted, sometimes so grossly
as to be ludicrous. Our present purpose, how-
ever, is not to make a critical survey, but to
confine ourselves as specifically as possible to the
development and symptomatology of the malady,
leaving for future discussion the complex ques-
tions of etiology except in so far as is necessary
for a clear understanding of the problems
involved.
The incidence of stuttering is reported by most

authorities to be in the region of 11/2% of the
population2' 3and we have no reason to believe
that a survey would prove this figure to be in-
accurate for Canada.>
Many German workers early in the field at-

tempted to record the symptoms of stuttering,
but the task was never completed for the simple
reason that everything the stutterer did, from
convulsive movements of the extremities to vaso-
motor changes was diagnosed as stuttering. No
two stutterers stutter in exactly the same way,
and so the task was indeed an impossible one,
for there are in fact as many symptoms of stut-
tering as there are stutterers. What then are the
symptoms of stuttering?
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Scientific findings of late years throw new

light on the subject. Bluemel4 was the first to
point out that stuttering at its onset was not
the same as the fully d6eloped condition. He
pointed out that at its onset stuttering was char-
acterized by tonic and clonic spasms of the
speech muscles manifesting themselves in pro-

longation and repetition of sounds, words and
phrases. These symptoms he classified as the
primary stage of stuttering; the secondary
symptoms are something else again, and will be
described later in this paper.

Primary stuttering is most frequently found
in young children, but it is not exclusive to
childhood and may be observed in adults. Essen-
tially the primary stutterer has little or no
atwareness of his speech difficulty, and certainly
no anxiety concerning it. His speech is character-
ized by easy, effortless repetitions and/or pro-
longations. The question of whether these
symptoms should be diagnosed as stuttering or

not is in much dispute. One worker5 has shown
that beginning speech is normally non-fluent,
and that the average child age 2 to 6 years re-

peats about 45 times per thousand words. He
repeats sounds, words and phrases and fre-
quently uses accessory sounds such as "um's"
and "ah's". Some children appear to be more

hesitant than others, and it is felt by other
workers that such non-fluency should be diag-
nosed as primary stuttering. One prominent
speech pathologist, however, Wendell Johnson6
takes the view that such hesitations are normal
to early speech learning. He defines stuttering
as a "diagnosogenic" disorder, stating that only
when the parents and ultimately the child react
emotionally to these speech hesitations does
stuttering as normally recognized develop. There
is certainly some evidence to support this view,
such as the work of Curtis E. Tuthill7 who has
shown that people differ widely in their use of
the word "stuttering", that the diagnosis varies-
from person to person, and that a particular
person varies in his own evaluations from time
to time.

However, this controversial question of
whether or not the broken speech pattern found
in some young children should be diagnosed as

primary stuttering or as the hesitation8 of nor-

mal speech learning need not be pursued at this
point. The fact is that this phase is often
transitory, normal speech fluency developing as

maturation takes place. In- some cases, however,
the hesitations continue, increasing in both fre-

quency and severity. Parents, teachers and play-
mates react emotionally to the child's form of
speech. Awareness is aroused on the part of the
child, and he in turn begins to react to his
primary symptoms. The condition is no longer
in its primary phase; the child begins to force
and struggle with the speech attempt, and sec-

ondary symptoms develop.
Easily recognizable features of secondary

stuttering, in contrast to the prim~ry stage, are

most frequently found in adolescents and adults,
but the condition may quite often occur early in
childhood. Essentially the secondary stage is
characterized by acute awareness and -anxiety
on the part of the individual concerning his
speech difficulty. Forceflil and laboured articula-
tion is evident, and concomitant movements in-
volving the body and limbs are prominent fea-
tures of the speech attempt. Most of us are

familiar with these symptoms that form so large
a part of the stutterer's abnormality, We look
with amazement and sometimes with embarrass-
ment at the stutterer who displays facial
grimaces, protrudes his tongue, shakes his head,
stamps-his feet and repeats his words over and
over again like a broken gramophone record.
These are the symptoms of well developed sec-

ondary stuttering, but what are these symptoms,
why does.he do these apparently strange things
that make him appear and feel so ridiculous?
The writer, from his own experiences as a severe

secondary stutterer for many years, and from
his clinical experience with many similarly
afflicted persons has had good reason to give
this question much thought and study.

Scientific studies to date show that secondary
stuttering does not occur haphazardly or in a

random fashion, but is a form of learned anxi-

ety behaviour-it is a form of response to
disturbing stimuli. In 1937, Van Riper8 demon-
strated that the secondary symptoms of stutter-
ing are in fact reactions on the part of the
individual to minimize or disguise his primary
'peech difficulty. Careful observations have shown
that many of these secondary reaetions are

adopted originally by the stutterer as voluntary
attempts on his part to minimize stuttering, but
through constant usage have lost their voluntary
nature and' have become automatic habitual re-

sponses, not only to the primary blocking, but

to the-fear of speaking in any situation that the
patient considers difficult. Ultimately these very

efforts of the stutterer to minimize his speech
difficulty only add to the abnormality.
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It is often a complicated problem to analyze
these stuttering patterns of behaviour, but the
nature of the mechanism involved in a large
number of cases has shown that the secondary
symptoms may be classified, according to the
purpose they are intended to serve, into five
main groups of devices: (a) avoidance; (b)
postponement; (c) starting; (d) distraction, and
(e) release devices. There are a great number of
such devices and so it is not proposed to give
details in this paper, but th.ey may eall be classi-
fied under these headings. Once such an analysis
has been carried out, however, the stutterer's
behaviour is no longer so bewildering, but is
understandable in terms of symptom-devices.
It should be pointed out that these various de-
vices may manifest themselves in symptoms of
purely vocal abnormality or in the form of
somatic features such as facial grimaces and con-

vulsive movements involving almost any part of
the body. The stuttering symptoms, as mentioned
previously, do not just occur in a haphazard
random fashion, but form what are known as

symptom-patterns, comprising a sequence of
symptom-devices forming habitual habit-pattern
responses that occur quite automatically in
response to fear of speaking.
A recent case will be quoted briefly to il-

lustrate the symptom-analysis of a typical stut-
tering problem:

The patient, a young man 26 years of age, had stut-
tered since the development of speech. Until the age of
eight years or so he apparently displayed only primary
symptoms; simple, easy, clonic spasms manifesting
themselves in repetitions of sounds and words. Severe
secondary symptoms, however, were evident by the age
of 15, and when he presented himself for treatment at
26 he displayed a most distressing form of stuttering.

The spasms were frequent and severe in duration,
some spasms lasting for eight seconds or so. Every initial
attempt at speech resulted in the same spasm pattern.
The patient would make a rapid repitition of the words
"wellyousee,. wellyousee", repeated as many as six or
seven times, then a series of deep inhalations were made
with mouth wide open (see Fig. 1). The actual word to
be uttered was then attempted, but no vocalization re-

sulted, the mouth would remain open and rapid clonic
inovements of the mandible together with eye closure*
would occur (see Fig. 2). Gradually the clonus would in-
volve the whole head, the mouth would close, and a series
of convulsive movements would continue for eight
seconds or more (see Fig. 3) until finally a vocal explo-
sion took place and the word was uttered or the patient
gave up the speech attempt altogether in sheer exhaus-
tion.

As subsequent investigation and successful treatment
demonstrated, the constant repetition of "wellyousee"
was a starting device, a phrase which the patient
originally adopted quite voluntarily as a means of _art-
ing his speech attempt. 'The mouth opening and series
of inhalations were also starting devices which originated
because as a child he had been instructed to "take a
deep breath" before beginning the speech attempt. Both
these devices had been practised assiduously, and bad

provided him with immediate though temporary relief
until, through constant usage, they had become auto-
matic responses to the speech attempt and the abnor-
mality described above.

The clonic movements of the mandible and head were
Belease devices used only after an attempt at vocaliza-
tion that failed. Originally this device consisted only of a
slight lowering of the mandible to assist opening of the
glottis and vocalization, but gradually a series of such
movements were required in ever increasing severity in
order to obtain release, but these efforts only contributed
to the difficulty and increased the duration of the spasms.

From special studies in progress it is known in this
case that during a typical spasm the hypopharynx was

closed up completely by posterior movement of the tongue,
epiglottis and adjacent structures, and that struggle re-
actions in ever-increasing frequency and severity became
necessary in order to obtain release. As a result of this
research project at present in process we hope to be able
to publish more revealing information concerning the
nature and mechanism involved in these stuttering
spasms. Meantime, the indication is that these habitual
and sometimes quite conscious struggle reactions con-
tribute a great deal to the stutterer 's diffieulty and
abnormality.

Examined in this manner the nature of
secondary stuttering takes on a new meaning-
it becomes at least a comprehensible problem
that can be approached in a logical and
systematic fashion. In the last analysis it is an

anxiety problem, but a rather special type of
anxiety problem. It is a psychosomatic disorder
and a self-perpetuating one. Perhaps the best
definition is that proposed by Johnson9 who
suggests that stuttering is "An anticipatory,
apprehensive, hypertonic, avoidance reaction".
Such a definition of course requires fturther
explanation and can only be correctly unider-
stood when considered in the light of the de-
tails explained in this article. In other words
this definition is pointing out that stuttering
is what the stutterer does in (a) anticipation of
stuttering, (b) apprehension and resulting fear
and anxiety concerning the anticipated event,
(c) tension as the result of the anxiety, and (d)
attempting to avoid the occurrence of stutter-
ing.
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An attempt has been made in this article to
limit the discussion to the bare essentials neces-
sary to enable the reader to grasp the approach
to the problem. It is practically necessary to
stop with this, or expand the discussion con-
siderably, except that we would like to empha-
size the implications for purposes of diagnosis
and treatment. It will be readily realized of
course that great care must be exercised in
differentiating between the primary and
secondary stages of the disorder because treat-
ment of the two conditions calls for an entirely
different, if not quite contrary approach. It
will be appreciated that misdiagnosis may lead
to incorrect treatment and such may have
serious consequences. It must be emphasized,
of course, that the secondary stutterer's diffi-
culty goes beyond the executive mechanism of
speaking, and correct treatment procedure
takes cognizance of both the physiological and
psychological factors involved. It is frequently
obvious, of course, that personality difficulties
constitute a part of the secondary stutterer's
problem, but it is by no means so obvious that
these factors are always of etiological signifi-
cance.

It is not difficult to realize that emotional
factors may equally well be the result of stut-
tering rather than the cause of it, but in any

event such psychological difficulties do function
as maintaining causes of stuttering and must
therefore receive attention. There is much evi-
dence to indicate, however, that psychotherapy
alone is not sufficient for the treatment of
stuttering. Freud10 is reported to have. stated
that except in rare instances psycho-analysis
is not able to effect a cure in stuttering, and
many other workers have made the same con-
tention. Certainly our experimental and clinical
experience supports,the view that both aspects
of the condition (physiological and psychologi-
cal) must be attacked for the most, satisfactory
therapeutic results in the treatment of second-
ary stuttering.

The author wishes 'to acknowledge his debt to Dr.
Oharles Van Riper and Professor Wendell Johnson from
whose published works he has, with their permission,
quoted so liberally.
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LA SYMPTOMATOLOGIE ET
L'EVOLUTION DU BEGAIEMENT

E. Douglass, L.C.S.T.(Eng.)
Toronto, Ont.

IL sera question ici de begaiement proprement
dit, plutot que de balbutiement qui n'est qu'un

defaut d'articulation. Begayer consiste surtout a
hesiter devant certaines syllabes, ou 'a les repeter
plusieurs fois de suite.
La pathologie du langage n'offre guere de

sujet plus difficile que le begaiement. II existe
la-dessus une litterature abondante mais qui ap-
porte peu de precisions scientifiques sur la ques-
tion. Ses causes en restent obscures, et meme les
symptomes ont recu les interpretations les plus
diverses, voire absurdes. Notre but n'est pas d'en
f?ire une etude critique mais traiter tout simple-
ment de la facon que l'affection se developpe et
se manifeste, n'abordant ici les complexes ques-
tions d'etiologie que dans la mesure oiu elles

serviront a eclaireir les problemes actuels.
D'apres la plupart des experts, le begaiemeiit

affecte la population dans la proportion assez
fixe de 1½/2%o, au Canada aussi bien qu'ailleurs.

Plusieurs savants allemands ont ete les pre-
miers a essayer d'enregistrer les symptomes du
b'gaiement, mais abandonnerent bientot leur
projet parce qu'on avait tendance a diagnos-
tiquer begaiement tout ce que le begue faisait,
a partir des mouvements convulsifs des extre-
-mites jusqu'aux changements vaso-moteurs. Or
comme deux begues ne betgaient pas exactement
de la meme faeon, la tache s'avera impossible. II
est autant de symptomes de begaiement qu'il est
de begues. Quels sont donc ces symptomes?

Etudions la question a la lueur des decouvertes
scientifiques les plus recentes. Bluemel fut le
premier a souligner qu'a ses debuts Je begaie-
ment n'etait pas le meme que lorsqu'il est net-
tement -constitue. I1 demontra qu'au debut le
begaiement etait caracterise par des spasmes
toniques et cloniques des muscles de la parole,
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ces spasmes se revelant par une prolongation et
une repetition de sons, de mots et de phrases.
Ces symptomes, il les qualifia de phase primaire
du begaiement; il en tout autre des symptomes
secondaires, dont la description est faite plus
loin.
On peut observer le begaiement primaire chez

les adultes, mais il se rencontre surtout chez les
jeunes enfants. Fait essentiel, le begue primaire
n'a pas ou peu conscience de son vice de langage,
et il n'en eprouve certainement aucune anxiete.
C'est sans effort ni difficulte qu'il repete et
prolonge ses mots. On debat meme la question
s'il faut voir la des signes de begaiement
non. Un auteur a fait remarquer que normale-
ment au debut de la vie la parole manque de
fluidite et qu'en moyenne un enfant de 2 a 6
ans se repete environ 45 fois par mille mots.
Il repete des sons, des mots et dles phrases,
parsemant souvent son parler de sons acces-

soires tels que "hum" et "ah". Certains enfants
semblent hesiter plus que d'autres, a tel point
qu'on serait tente de porter le diagnostic de
be.gaiement primaire. Wendell Johnson, une

autorite en matiere de vice de langage, est
cependant d'avis que de telles hesitations sont
le complement normal des premiers essais du
parler. Il definit le begaiement un trouble
"diagnosogenique", ajoutant que ce n'est que

lorsque les parents puis ensuite l'enfant pre-
sentent des reactions emotives a ces hesitations
de parole 'que se constitue veritablement le be-
gaiement. A cet avis se range Curtis E. Tuthill,
qui croit que le diagnostic varie d'un sujet a
l'autre, que les interpretations d'un particulier
peuvent varier meme d'un temps a l'autre.

Cependant, nous ne pousserons pas plus loin
la controverse, a savoir si l'on doive diagnos-
tiquer begaiement primaire ou hesitations du
langage normal au debut le parler desarticule
que l'on observe chez certains enfants. Le fait
est que cette phase est souvent passagere, la
maturation ne tardant pas 'a remettre les choses
dans I'ordre. Quelquefois, cependant, les he-
sitations continuent, se faisant meme plus
frequentes et plus graves. En face de cet
enfant, les parents, les maitres de classe et les
compagnons de jeu presentent des reactions
emotives. Et c'est alors que l'enfant devient
conscient de son etat, et a son tour commence

a reagir en face de ces symptomes de debut.
Son etat n'en est plus a sa phase primaire;
'enfant commence a faire des efforte, et c'est

ainsi que se constituent les symptomes second-
aires.

Encore qu'on les rencontre souvent tot
durant l'enfance, c'est le plus frequemment
chez les adolescents et les adultes que se retrou-
vent facilement les symptomes du begaiement
secondaire. Ce qui caracterise essentiellement
cette affesetion, c'est que l'individu a une

conscience tres nette de son trouble de langage
et qu'il en est angoisse. L'articulation devient
penible et laborieuse, et l'effort qu'il fait pour

parler met en branle son corps et ses membres.
Nous avons tous ete a meme d'observer ces

symptomes qui font du begue l'etre anormal
qu'il est. Ce n'est pas sans etonnement ni meme
parfois de gene que l'on regarde le begue au

masque grimacant, qui sort sa langue, secoue

la tete, frappe du pied et repete ses mots sans

fin comme un disque de phonographe brise. Tels
sont les symptomes du begaiement secondaire
bien constitue, mais que sont ces symptomes,
pourquoi le begue a-t-il ce comportemen.t
etrange qui le rend et le fait se sentir si ridi-
cule? L'auteur-et, par une coincidence etrange,
il en est de meme pour le traducteur-de ¢et
article, lui-meme afflige pendant longtemps de
begaiement secondaire, du fait de sa propre

experience et de celle d'autres malades, a

naturellement porte a cette question sympathie
agissante en meme temps que mure reflexion.
On sait aujourd'hui que le begaiement

secondaire n'est pas l'effet du hasard ni qu'il
survient sans raison, mais qu'il est une forme de
comportement relevant de l'anxiete,-c'est une

sorte de reaction a des stimulus perturbateurs.
En 1937, Van Riper prouva que les symptomes
secondaires du begaiement n'etaient autre
chose que des reactions de la part de I'individu
pour deguiser ou reduire au minimum son de-
faut primaire de langage. A cette fin le begue
fait des efforts volontaires, sortes de reactions

secondaires qu'il fait siennes d'es les debuts,
mais qui finissent par perdre leur caractere
volontaire et deviennent a la longue des re-
actions automatiques organisees, en face non

seulement de l'obstruction primitive mais aussi
de la crainte qu'il eprouve de parler dans toute

situation qu'il juge embarassante. Et, par le

fait meme de ces efforts pour minimiser ses

difficultes, il ne reussit finalement qu'a faire

ressortir davantage son infirmite.
II n'est pas facile d'analyser ces comporte-

ments varies du begaiement mais pour toutes
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fins pratiques, et tenant compte des buts qu'ils
se proposent, les symptomes secondaires com-
prennent generalement cinq groupes de moyens

ou d'expedients grace auxquels le begue
compte: a) eviter, b) differer, c) amorcer ses

propos, d) s'en liberer et e) se soustraire a
I'attention. II n'y a pas de place ici pour enume-
rer, en dehors de ces cinq cas, tous les moyens

que le begue prend pour faire face a ses dif-
ficultes. Envisage sous cet angle, son comporte-
ment ne semble plus aussi etrange. A souligner
que ces reactions de defense peuvent se mani-
fester par des signes d'anomaliet purement
vocale ou sous forme de symptomes somatiques
tels que grimaces faciales et mouviements con-

vulsifs int6ressant 'a peu pres n'importe quelle
partie du corps. Redisons que les symptomes
du begaiement ne sont pas Peffet du hasard
mais forment bien des symptomes-types qui
englobent une succession de reactions defen-
sives que l'habitude a bientot fait d'eriger en

reflexes automatiques devant la crainte de la
parole.

Citons brievement un cas recent dont
l'analyse des symptomes illustre bien le proble-
me d'un begaiement typique:
Le patient, un jeune homme de 26 ans, 6tait begue

depuis qu'il avait commence a parler. Jusqu'aI'age de
huit ans environ, ses symptOmes n'avaient par paru d6-
passer la phase primaire, simples spasmes eloniqes se
revelant par la r6petition de sons et de mots. A 15 ans
cependant, des sympt8mes secondaires graves apparurent,
si bien qu'ajourd'hui, au moment ou il vient se faire
traiter, il est afflige d 'une forme de begaiement des
plus penibles.

Frequents 6taient ses spasmes, dont quelques-uns
duraient pendant huit secondes et plus. Le m8me type
de spasme marquait ehaque tentative initiale qu 'il
faisait pour parler. Apres avoir rep6te rapidement, six
ou sept fois, ces mots "bienvousvoyez, bienvousvoyez"
il faisait la bouche grande ouverte une s6rie d'inspira-
tiones profondes (voir Fig. 1). II tentait ensuite de
proferer le mot qu'il voulait mais sans y parvenir, et
il restait bouche bee, les yeux clos et la machoire par-
courue de rapides mouvements cloniques (voir Fig. 2).
La bouche fermait, et ces mouvements convulsifs gag-
naient peu 'a peu la tete, persistant pendant huit secondes
ou davantage (voir Fig. 3) jusqu'a ce que le mot enfin
sortit, faisant explosion pour ainsi dire, ou que le sujet,
completement ext6nue, abandonna toute tentative de
parler.

Comme il apparut par la suite et le traitement r6-
ussissant, cette constante repetition de "bienvousvoyez"
etait un expedient pour amorcer la phrase, un moyen
que le sujet avait congu de son plein gre. II en etait de
meme pour la fa"on qu'il avait d 'ouvrir la bouche et de
pratiquer une s6rie d 'inspirations, obeissant ainsi 'a cette
consigne qu 'on lui avait faite enfant de "prendre un
long respire". Assidument il avait mis ces deux conseils
en pratique et il s 'en 6tait senti soulage sur le fait,
jusqu'au jour oiu, d'en avoir trop use, ils n'avaient du
fait de leur automatisme que servi a aggraver son
infirmite.

Les mouvements cloniques de la maclhoire et de la
t8te etaient des moyens de relachement dont il se servait
apr6s avoir eehou6 dans une tentative de parler. A
1 'origine il ne s 'agissait que de baisser legement la

machoire pour aider la glotte 'a s 'ouvrir et les mots a
sortir, mais ce relachement ne devant se produire
qu 'apres une serie de mouvements de 'plus en plus energi-
ques, il advint que de tels efforts ne faisaient qu'aug-
menter les difficultes et durer le spasme.

En faisant une etude plus poussee de ce cas on sait
qu 'au cours d 'un spasme typique 1 'hypopharynx se
fermait completement par un mouvement en arriere de
la langue, de 1'e'piglotte et des structures adjacentes, et
que pour en obtenir le relachement il fallait y opposer
des efforts sans cesse plus rep6t6s et violents. A la suite
des travaux de recherches actuellement en cours, nous
esperons pouvoir publier des precisions plus concretes
sur la nature et le mecanisme de ces spasmes du be-
gaiement. II apparait cependant que ces reactions de-
fensives habituelles et parfois tout a fait conscientes
contribuent pour une large part 'a faire du begue 1'8tre
anormal qu 'il est.

Envisagee ainsi la nature du begaiement
secondaire prend une signification nouvelle
elle devient au moins un probleme compre-
hensible qui peut etre aborde d'une maniere
logique et systematique. Au fond c'est un prob-
leme d'anxiete mais d'un type plutot particulier.
C'est un trouble psychomatique, qui se perpetue
lui-meme. Johnson en donne la definition sui-
vante qui semble la meilleure, a savoir "une
reaction hypertonique de defense, faite en ap-
prehension et en anticipation". Un telle de-
finition restera incomprise si l'on ne tient pas
compte des particularites qui ont fait jusqu'ici
le sujet de cet article. En d'autres termes elle
souligne que begayer c'est faire ce que le begue
fait lorsqu'il a) anticipe son begaiement, b) en
ressent 'a l'avance de la crainte et de l'angoisse,
c) se raidit devant l'obstacle et d) s'efforce de
l'eviter.
Nous nous sommes restreint ici A limiter le

sujet a des donnees essentiblles afin que le
lecteur soit en mesure d'aborder le probleme.
I1 faut en rester la ou alors donner libre cours
'a la discussion; nous aurions cependant voulu
souligner la portee du probleme pour ce qui
a trait au diagnostic et au traitement. On aura
sans doute compris combien il est important de
faire la distinction entre les phases primaire et
secondaire du begaiement, car dans les deux cas
le traitement comporte des directives entiere-
ment differentes, pour ne pas dire tout 'a fait
opposees. Un diagnostic errone, commandant un
traitement fautif, aura de serieuses consequen-
ces. On retiendra surtout que les troubles du
begaiement secondaire depassent le facteur pure-
ment mecanique du langage, et qu'il ne saurait
etre question de traitement rationnel si l'on ne
tient pas compte des facteurs physiologiques et
psychologiques impliquees. I1 est de toute evi-
dence que les troubles de la personnalite font
partie du probleme du begue secondaire, mais
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qu'ils en constituent la cause est un point qu'il
reste a debattre.
En effet, on realise sans peine que Ies facteurs

emotioninels peuvent aussi bien etre les effets
que les causes du be'gaiemuent, quoi qu'il en soit
il faut en tenir comp)te du fait qu'ils servent a
entireteniu ces causes. Au reste il ne manque pas
de preuves pour dire que la psychotherapie ne
peut i elle seule guerir le begaiement. D'aprZes

Freud, la psylchanalvse n'v peut parvenir, sauf
en de tres rares cas, et c'est aussi I'avis de
nombrenu autres savants. I1 ressort enfin de nos
propres exl)eriences et de nos etudes cliniques
que les deux aspects du probleie, physiologiques
et psvehologiques, doivent etre abordes de front
si l'on veut que le traiteinentcdu begaiement
secondaire donne les resultats les plus satis-
faisants.

THE DIAGNOSIS OF EARLY CANCER
OF THE LARGE BOWEL AND RECTUM-*

Norman A. McCormick, F.A.C.R.,
F.R.C.S. (Edin.)
W1'i)ldsol, Ont.

VORE canceers orioinate in the cuercum, colon,
and rectum thain in ainy other system of the

bodly (Fig. 1). These are the most frequently
occurriing cancers in men and, outnumbered in
womneii only byl caneers of the breast and uterus,

pital in Windsor; 277 of these had calncer in the
large bowel or rectum. The 5% of cancer pa-
tients having carcinioma of the rectum represenit
a nearlv correct picture of the frequency of this
disease, but for various reasons we have not
drawn as large a proportion of patients with
cancers of the colon (Fig. 3). Cancer arises
predominantly in the left half of the colon or
rectum aind it should be emphlasized that 70%
of all cancers of the bowel are withini reach of
the sigmoidoscope.2

AGE DISTRIBUTION 187 CASES

DISTRIBUTION OF CANCER CANCER OF RECTUM

13.6% 13.8% _55e

7.9% 47 4

5.2%
28

VISCERA STOMACH FEMALE BREAST COLON 3 2
OF GENITALIA &

CHEST RECTUM
CAVII'Y

30-39 40-49 50-59 60-69 70-79 80-89 90 over.
RANGE 30 - 97 YEARS

Fig. 1 Fig. 2
* Aales predomiiinated in the pioportioii of tlhree to two.

they biring death to more than 800 people in
Ontario annually and are responsible for 15%
of all cancer deaths. Chaniges in the concept of
operability of coloni and rectal cancers and a
lessened operative mortality, with improved
five-year survival rates impose forcibly upon us
a responsibility for their early recognition anid
adequ,ate treatment.

In the past 14 years 3,605 patients suffering
from cancer have been admitted to the Neo-
plastic Service of the Metropolitan General Hos-

* Presented before the Seventieth Annual Meeting of
the Ontario Medical Association, Ottawa, May 17, 1930.

Prior to the establishmnent, of the Neoplastic
Service in 1936, 9% of the patients admitted to
the hospital with canicer of the rectum were
operated upoIn. Between 1936 and 1939, 40%9 of
these cancers were removed. Siinee January 1,
1944, 72'/% of all those seen have been resected.
Despite the increased proportion of patients
undergoing operation, with the accomnpanying
problems resulting from inclusion of many poor
risk individuals and those with far advanieed
lesions, the hospital mortality following riesec-
tion has decreased from 40 to 3% for the last
five years; 52%c of the patients who hlave lhad a


