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All investigations-as reported above-proving negatlve, a laparotomy was
performed and disclosed a massive growth (probably sarcomatous) straddling the
abdominal aorta from the level-of the twelfth thoracic vertebra to the second lumbar, of
such size as to push the pylorus forwards and downwards-this latter being the palpable
tumour.

The case was instructive not so much in the actual differential diagnosis-there were
several rational ones which I am sure no examiner would have objected to-but in
proving that this aspect of a difficult case is apt to wean the candidate from the use and
application of ordinary, and often elementary, clinical signs. The majority of diagnoses,
though erroneous, were reasonable. The elicitation of clinical signs was on the whole
indifferent. The facts that the liver was enlarged, that the pulsation was transmitted,
that the tumour was intra-peritoneal, that its surface was smooth, &c., should not have
been missed or overlooked by F.R.C.S. candidates. [The use of thorium dioxide as a
contrast medium in a case of this kind was discussed.]

Case presented by A. E. PORRITT, F.R.C.S.

CASES DEMONSTRATED AT THE M.R.C.P. CLASS.
A Case of Primary Carcinoma of the Lung.

J. D., aged 51, a printer's warehouseman.
Two months history of slight dyspncea, pain in upper part of chest and dry cough.

For two or three years previously had suffered from dyspepsia, for which he had been
treated privately. There had been present only a very slight amount of sputum at times,
but on one occasion it had shown staining. A gradual loss of weight had taken place
during the last year and he approximately weighs now a stone less than he did four months
ago.

There is nothing of importance in the past or family history.
On examination a somewhat wasted individual with slight cachectic appearance.

Expansion of the chest was slightly deficient on the right side and the percussion note
was definitely dull in fhe right axilla, extending behind to the angle of the scapula.
Over this area auscultation revealed poor air entry, with some fine crepitations and a
coarse friction rub in the posterior axillary line at about the level of the sixth rib.

An X-ray showed a dense shadow corresponding with the area in which the physical
signs were present. Lipiodol examination demonstrated a blocked large branch of the
right bronchus and the substance did not enter the dull shadow.

At a later date a bronchoscopic examination was made and a polypoid bulging
growth was seen in the right mid-bronchus. This growth was friable and a piece was
removed for microscopy. The pathological result was not to hand at the time of the
demonstration.

The symptoms of dyspnoea, cough, chest pain with rather rapid loss of weight in
a.man aged 5I, were distinctly suspicious of the presence of a pulmonary neoplasm. In
conjunction with this history the physical signs above detailed, together with the
appearance of the X-ray and particularly the lipiodol one, made that diagnosis probable.

The majority of the students diagnosed the case correctly, but some were inclined
to favour an alternative diagnosis of lung abscess without, to my mind, sufficient data
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on which to base their opinion. A surprisingly few students realized the importance
of further investigation by means of bronchoscopy, and many of them were inclined to
think that a primary carcinoma of the lung was extremely uncommon and this feeling
made them hesitate to diagnose the condition.

Case presented by J. BROWNING ALEXANDER, M.D., M.R.C.P.

A Case of Combined Thyrotoxic and Rheumatic Heart Disease.
History.-The patient, a woman aged 39, was first seen in January, I932, on

account of heart failure. She has had three attacks of rheumatic fever, the first at
the age of 9. She has three children, and passed through her pregnancies without
difficulty. A year previously she first noticed palpitation; her eyes became prominent,
and a swelling in her neck appeared which her doctor identified as a goitre. She lost
weight rapidly, became increasingly breathless, and was subject to attacks of diarrhoea
and vomiting. When first seen in Japuary, I932, she had been confined to bed for
three months with heart failure.

On examination she was very breathless and distressed. The pulse was rapid and
irregular, and characteristic of auricular fibrillation, and the heart rate at the apex was
I6o per minute. The thyroid gland was moderately enlarged, firm, and felt slightly
nodular, and there were obvious signs of hyperthyroidistn, such as a staring expression,
severe wasting and arterial throbbing in the neck. The heart was considerably enlarged
to the left and the impulse was forcible. On auscultation, the first sound was snapping
and followed by a blowing systolic murmur, but no diastolic murmur or definite
evidence of mitral stenosis was found on repeated examination. The cervical veins
were engorged, the liver was enlarged, the lung bases were congested, and there was
oedema of the back. She was admitted to hospital and fully digitalized. The basal
metabolic rate was + 39 per cent. Radiological examination showed considerable
enlargement of the heart, both to right and left, a prominent pulmonary artery and a
normal aorta. In the anterior view, the right heart border presented a double
curve, the upper segment being due to an enlarged left auricle projecting to the right,
and in the first oblique position (patient half-turned to left) the enlargement of the left
auricle was noticeable. In view of the rheumatic history, the X-ray picture was
accepted as evidence of mitral stenosis, in spite of the absence of the characteristic
murmurs. Thyroidectomy was decided on, and after a preliminary course of iodine
was successfully performed under local anaesthesia, by Mr. Vaughan Hudson, in March,
I932. Dramatic improvement followed, and since operation the patient has gained
over two stone in weight and has been able to get about in comfort, free from con-
gestive heart failure. Auricular fibrillation has persisted, but the heart rate is now
controlled by moderate doses of digitalis. Shortly after the operation, a rumbling
diastolic murmur became audible at the apex, and in addition a soft aortic diastolic
murmur was heard along the left border of the sternum. These murmurs are not
always easily heard when the patient has been resting, but are quite distinct after
slight exertion.

This case illustrates certain points of importance in diagnosis. In every cardiac
case, whatever the signs mnay be, a routine interrogation should be made as to rheumatic
fever, growing pains, chorea and syphilis. Once a rheumatic history has been obtained
a search for evidence of mitral stenosis, the trade-mark of rheumatic heart disease, should
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be made. The best method of detecting the murmur of mitral stenosis is to auscultate
at the'apex immediately after a test exercise, with the patient lying on the left side. In
the present case, a number of post-graduates missed the characteristic murmur through
failure to exercise the patient and listen in the proper position. X-ray examination, in
a doubtful case, may provide valuable evidence of mitral stenosis. Enlargement of the
heart transversely is not invariable, but is usual in cases with auricular fibrillation.
The shape of the heart is abnormal, due to dilatation of the pulmonary artery and
conus of the right ventricle which form a prominent "middle-arc" on the left side.
The heart is often enlarged to the right and the left auricle may be visible on the right

AORTA
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LEFT
AURICLE.

RIGHT
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Outline of teleradiogram showing general enlargement of the heart, prominence of the pulmonary artery,
and the enlarged left auricle projecting to the right.

side, either within the right auricular border or projecting beyond it at its upper part.
In the first oblique position (patient half-turned to left), the enlarged left auricle pro-
jects into the post-cardiac space. The X-ray picture in thyrotoxic heart disease is
similar in some respects, for the pulmonary artery is often dilated, but the characteristic
enlargement of the left auricle is absent. Both rheumatic and thyrotoxic heart disease
predispose to auricular fibrillation.

This case illustrates the beneficial results of thyroidectomy even in an apparently
desperate case with gross congestive heart failure. Heart failure is not a contra-
indication to surgical treatment of a toxic goitre, nor is the coexistence of a rheumatic
lesion or of hypertension. Indeed, when a diseased heart. is subjected to the additional
stress of thyrotoxicosis, prompt surgical removal of the goitre is imperative.

Case presented by D. EVAN BEDFORD, M.D., F.R.C.P.
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Gout.
Case I.-The first patient, J. B., aged 72, had complained of chronic enlargement

of many joints, especially of the elbows, the knees and ankles, many of the metacarpo-
phalangeal joints and interphalangeal joints of his fingers and of the corresponding
joints of his toes. The joints at the moment were painless, but he gave a graphic
description of periodical acute pain, and 'of a thin discharge containing white matter. He
had many scars over the joints, particularly the knees, where the discharge had
occurred; and one interphalangeal joint had a purply-red, soft, non-tender swelling over
it. Very few candidates were able to suggest a diagnosis. Rheumatoid arthritis was
suggested by a few, on account of the involvement of the fingers; and syphilis was
suggested by others. But this left out of account the discharge from the joints. In any
chronic joint condition we can summarize most of the causes under the headings of:
Infective arthritis, rheumatoid arthritis, osteoarthritis, neuropathic: arthritis and gout.
Infective arthritis does not lead to sinuses unless it is suppurative, and the one joint in
a condition to discharge did not appear to contain pus. Rheumatoid arthritis could be
ruled out as the patient looked so fit and well, on account of his age, and the periodical
discharges from his joints. The appearance was quite unlike multiple osteoarthritis.
Against neuropathici arthritis was the fact that the arms and legs were both involved,
again there were the history and signs of past sinuses, and the reflexes and sensations
were all normal. Gout was the obvious diagnosis, which was not made on account
of its rarity in such an advanced condition nowadays. The appearance of a purple-red
swelling with a white underlying mass when the blood was pressed away from the skin,
was diagnostic in itself. There was a strong alcoholic history, and his blood-pressure
was evidently raised (it was 220/130), with marked arteriosclerosis. A misleading feature
was the absence of tophi in the cartilages of the ears or eyelids, but the appearance
of the joints was so typical that this should not have been weighed too heavily against
the correct diagnosis.

Case presented by EDWIN C. WARNER, M.D.

A Case of Syphilitic Aortitis with Aneurysm.
History.-The patient, a labourer of 58, had been short of breath on exertion for

the past two years. He complained also of cough and occasional loss of voice. No
discomfort in the chest apart from cough. Eighteen months ago the ankles swelled,
and since then he has been three times in hospital on account of congestive heart
failure.

Examination.-A decrepit patient. Marked reduction of effort tolerance, but no
pulmonary or other cedema. Regular rhythm. Heaving apex-beat in the anterior
axillary line. Pulsation of expansile type, synchronous with- heart-beat, in the third
right intercostal space; a localized systolic thrill, a harsh systolic murmur and a soft
diastolic murmur were also heard at this area. Systolic murmur audible at the apex,
conducted into the axilla and the back. Blood-pressure, 240/120; arteries thickened
and tortuous. Electrocardiogram: no abnormality. Screening: localized pulsatile
dilatation of the ascending part of the aortic arch. General widening of the aortic arch
and descending aorta. Whole heart much enlarged with marked hypertrophy of the
left ventricle. Wassermann reaction several times negative. Larynx: no paralysis.
No evidence of neurosyphilis.
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Diagnosis.--Syphilitic aortitis with aortic incompetence; aneurysm of the ascending
part of the arch; hypertension and arteriosclerosis.

Discussion.-This was a case in which gross physical signs were present. The
hypertrophy of the heart and aortic systolic thrill were 'observed by most of the
candidates, but some of them, by Tfailing to observe the pulsation in the third right
intercostal space, interpreted these findings as representing aortic stenosis.

The pulsation and the aortic diastolic murmur were more readily observed in
the sitting posture, but nearly all the candidates failed to examine the patient in this
position.

Some of the candidates were not aware of the fact that aortic stenosis is not produced
by syphilis, and that a diagnosis of syphilitic aortitis has to be made despite a negative
Wassermann reaction in about one-third of all cases.

Only one or two of the candidates examined 'the ankles for cedema, while even a
cursory examination of pupils and ankle-jerks was usually neglected. One candidate
only was led by the hoarse voice of the patient to inquire into the conditioAn of the
larynx.

In general, the candidates appeared to fail to "get to grips" with the problem, and
seemed to lack experience in handling patients. Most of them wasted much time in.
percussion, so that visible and palpable manifestations tended to be overlooked.

Case presented by K. SHIRLEY SMITH, M.D.

Correspondence.
To the Editor of the "Posl-Graduate Medical

Journal."

DEAR SIR,- Dr. Manson-Bahr has
rather obscured the issue I raised in my
previous letter.

I did not describe any gummatous
appearance, but I did say that gummata
were not treated by active surgery and
that, as these amoebic collections were
strictly analogous to gummata, I regarded
surgery as-out of place in their treatment.
I referred only to cases which were cor-
rectly diagnosed and which were un-
complicated by any of the conditions
mentioned by Dr. Manson-Bahr.

It is of interest to note that in I925
Dr. Manson-Bahr quoted, without dis-
approval, the statement that "Aspiration
can be dispensed with in many such cases
of amoebic abscesses," and he has placed
it on record that he has himself confirmed
the view that emetine alone can promote
the absorption of a liver abscess without
surgical interference. He quotes a case of
his own, "the very pronounced physical
signs and symptoms of which were

resolved in a short time by emetine
combined with E.B.I."
As my own experience, and that of a

number of others, coincides exactly with
these expressions of opinion, I feel justi-
fied in maintaining that a plain, uncom-
plicated, amoebic, hepatic abscess requires
no surgery for its treatment.

Dr. Manson-Bahr's fears as to the
dangers and difficulties he considers
likely to be associated with the absorp-
tion of the contents of a large liver
abscess would be considerably lessened
if he referred to the cases recorded by
Dr. T. R. M. Leonard, and Dr. Ingram-
Johnson in 1922. Having refused opera-
tion, these two cases recovered after
treatment with emetine only.
As regards the methods employed in

the case originally referred to, I subscribe
to the opinion of Thurston who, in I924,
described it as obsolete, and as Dr.
Manson-Bahr makes no direct reference
to this point, I am hoping that, in this
respect at least, I am honoured by his
approval.

Yours faithfully
V. S. HODSON.

December 15, I932.
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