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infusion of saline solution, a chill is often seen, but not easily ex-
plained. . oS

True ehill, with shivering and chattering teeth, is dlstnrglpsh.e-ﬂ
from chilliness without any shivering. Chilliness is far less signifi-
cant and often goes without fever; true chill rarely does.

The cause of true chills can usually he determined by blood
examination (leucocytosis, malarial parasites) and by the general
physical examination.

CHAPTER IL

THE HEAD AND FACE; THE NECK.

THE HEAD AND FACE.

Axmost all that we can learn about the manifestations of dis-
ease on the head and face is to be learned by the use of our eyes,
by inspection, as the term is. Other
methods—percussion, x-ray, palpa-
tion—yield but little. I shall begin
at the top.

I. Tre CrRANIAL VAvLT.

1. The Shape and Size of the
Cranium.

The shape and size of the cranium
coneern us, especially in ehildren.
(@) Abnormally small crania (ini-
crocephalia) ave apt to mean idiocy,
especially if the sutures are closed.
(0) An abnormally lorge head is
seen in Aydrocephalus (see Fig. 1),
associated with enormous “open?
G 1 Hy d o or i, areas uncovered by bone and a pe-
_ culiar downward inclination of the
eyes, which are partly covered by the eyelids and show a white
margin above the iris, This condition is to be distinguished from the




PHYSICAL DIAGNOSIS.

(¢) Rachitic head, which is flatter at the vertex and more pro-
tuberant at the frontal eminences, giving it a sguarish outline, con-
trasted with the globular shape and rounded vertex of the hydro-
cephalic. In rickets there are no changes in the eyes.

(&) In adult life an enlargement of the skull, due to bony thick-

(&) b

FiG. 2.—Paget’s Disease. (Edes.) «, Before onset of hyperostosis cranii. b, After onset of hy-
perostosis eranii.

ening, forins part of the rare disease, osteitis deformans (Paget’s
disease), associated with thickening and bowing of the long bones
(see Fig. 2).

2. The Fontanels.

The anterior and larger fontanel remains about the same size for
the first year of life, then diminishes, and closes about the twenti-
eth month. The posterior closes in about six weeks. In rickets,
hydrocephalus, hereditary syphilis, and eretinism, the fontanels
and sutures remain open after the normal time limit.

() Bulging fontanels mean increased intracranial tension (hy-
drocephalus, hemorrhage, meningitis, or any acute febrile disease
without dyspneea). (b) Depressed fontanels ave seen in severe diar-
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rheea, wasting diseases, collapsed states, and acute dyspneeic condi-
tions.
3. The Hair.

(«) A rachitic child often rubs the hair off the back of its head
by constant rolling on the pillow. (This is associated with profuse

Fi6. 3.—Syphilis of the Frontal Bone, (Curschmann.)

sweating of the head.) Patchy baldness occurs in the skin disease
alopecia areata, and occasionally over the painful avea in trigem-
inal neuralgia.

(by General loss of hair occurs normally after many acute fevers
and with advancing age. Farly baldness (under thirty-five) is often
heveditary. Syphilis may produce a rapid loss of hair, local or
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general, and the same is true of mya@dema; but in both these dis-
eases the hair usually grows again in convalescence.

(¢) Porasites (pediculi) are worth looking for in the dirtier
classes and those associated with them (teachers). Their eggs ad-

FIG. &.—Acromegalia.

here to the hairs and are familiarly known as “nits.” An eczema
or itching dermatitis often results.

II. Tur FOREHEAD.

Sears, eruptions, and bony nodes are important.
(a) Sears may be due to trauma or to old syphilitic periostitis.
The epileptic offen cuts his forehead in falling.
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(b) Lruptions often seen on the forehead are those of acne,
syphilis, and smallpox. These may resemble each other closely,
and are to be distinguished by the history, the presence of lesions

F16. b.—Typical Face in Acromegaly.

on other parts of the body, and the coneomitant signs (fever, pros-
tration, ete.).

(¢) Nodes may be the result of many bumps in childhood or may
be caused by a syphilitic periostitis (see Fig. 8). The history must
decide.

IIT. Tur Face as A4 WwoLe.

Very characteristic even at a glance is the face of (@) acrome-
gatia. A strong family likeness seems to pervade all well-marked




10 PHYSICAL DIAGNOSIS.

cases (sce Figs. 4 and 5). The huge, bony “whopper jaw ” is the
most striking item, then the prominent cheek bones, and the ridge
above the eyes. The nose and chin are very large.

(b) Myzedems (see Fig. 6) is not so characteristic and might
easily be mistaken for nephritis or normal stupidity with obesity.
The presence of dry skin, falling
hair, mental dulness, and subnormal
temperature, all supervening simul-
taneously within a few weeks or

FiG. 6.—Myxcedema. FiG. T..—Cretinism.

months, make us suspect the disease. Palpation shows that the
pufiness of the face is not true cedema, as it does not pit on press-
ure.

(¢) Cretinism—the infantile form of myxedema—can generally
be recognized by sight alone (see Fig. 7). Here the tongue is
often protruded, and there are often pot-belly and deformed legs.

(d) In adenoids-of the nasopharynx the child’s mouth is often
open, the nose looks pinched, the expression is stupid (sée Fig. 8).
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There is a history of mouth-breathing and snoring, with frequent
“colds,” a high-arched palate, and perhaps deafness.

() In paralysis agitans the “mask-like” face shows almost no
change of expression, whatever the patient says or does. The neck
is usually inclined forward, and so rigid that when the patient

Fi1c. 8.—Adenoid Face. (Schadle.)

wishes to look to right or left his whole body rotates like a statue
on a pivob.

(f) In Graves disease (exophthalmic goitre) the startled or
frightened look is characteristie, though the expression is almost
wholly due to the bulging of the eyes and their quick motions
(Fig. 9).

(¢) In leprosy the general expression is of a supercbundance of
skin on the patient’s face, reminding us of some animal (“leonine
face ) (Fig. 10).

(#) In early phthisis one often notices the clear, delicate skin,
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fine hair, long eyelashes, wide pupils—“appealing eyes.” Pallor
and a febrile flush (heectic) come later in some cases.

(%) After vomiting the face has often a drawn, pinched, anxious
look, which has often been supposed to be characteristic of general
peritonitis, infestinal obstruction, or other diseases accompanied by

vomiting; but I do not recognize

any single expression as charac-

teristic of peritoneal lesions.
() Chronic aleokolisn may

FiG. 9.—Exophthalmic Goitre. (Meltzer.) F16. 10.—Face in Leprosy.

be shown not only in a red nose, but oftener in a peculiar, smoot/hed-
out look, due, I suppose, to an extra but evenly distributed ac-
cumulation of subeutaneous fat.

(%) An edematous or swollen face is much more easily noticed
by the patient or his friends than by one who is not familiar with
his normal look. It usually points to nephritis, but may oceur in
heart disease, and sometimes (especially in the morning) withount
any known cause. When combined with ansemia, the puffy face
gives a peculiar “ pasty ” look (chronic diffuse nephritis).
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IV. MoveMENTs or THE HrAp AND FAcE.
1. The Shalking Head.

This occurs often in old age, oceasionally in paralysis agitans
(which oftener affects the hands), and in #oxic conditions (aleohol,
tobaceco, opium). In some cases no cause can be found.

2. Spasms of the Face.

Spasms of the face, 7.2., sudden, quick contractions of certain
facial muscles, such as winking-spasm, jerking of a corner of the
month, or sniffing, oceur chiefly :

(«) As a matter of Zabit without other disease.

(b) As a part of the disease choren, associated with similar
“restless” motions of the hands and feet. We often see these
spasms in sehool-children; oceasionally in pregnant women.

(¢) By imitation, in schools and institutions, these spasms may
spread like an epidemie.

From habit spasms, which persist for months or years in one or
two groups of muscles, frue choren is distinguished by its involye-
ment of the hands, feet, and other parts, by its frequent association
with joint pain and endocarditis (see page 493), and by its short
course (eight to ten weeks on the average).

In hysterical conditions and hereditary brain defects, various
other spasms oceur (see below, page 506).

V. Tar Eves.

T shall not attempt to deal with lesions essentially local (such
as a “sty”), and shall confine myself to data that have diagnostie
value in relation to the rest of the body.

1. FHdema of the Lids.

(Edema of lids, especially the lower, often accumulates in the
night and is seen in the early morning, without known cause or
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after a debauch. In other cases it usually points to the existence
of:

(@) Neplritis (prove by urinary examination).

(0) Anemia (prove by blood examination).

(¢) Measles and whooping-cough (exuption, paroxysms of cough).

Rarer causes ave trichiniasis, angioneurotic edema, and erysipelas.

Trichiniasis is recognized by the presence of fever, museular ten-
derness, and an excess of eosinophiles in the blood.

In angioneurotic cedema there is usually a previous history of
similar transitory swellings in other parts of the body.

The acute onset, red blush, high fever, and general prostration

distinguish the eedewa of erysipelas.

2. Dark Circles under the Fyes

may appear in any debilitated stage, e.g., from loss of sleep, hun-
ger, menstruation, masturbation, ete.

3. “Pink Bye” or Conjunctivitis.

This affection forms part of hay fever, measles, yellow fever,
and some cases of influenza. It may also occur as an independent
infection. It follows overdoses of iodide of potash or arsenic.
The whole conjunctiva is reddened, in contradistinetion from the
reddening about the iris seen in iritis.

4. Jaundice.

Jaundice, the yellow coloration of the white of the eye by bile
pigment, is easily recognized and can be confounded only with sub-
conjunctival fat, which differs from jaundice in that it appears in
spots and patehes, not covering the whole sclera, as jaundice does.

The skin, mucous membranes, urine, and sweat are also bile-
stained in most cases, and the eireulation of the bile in the blood
often produces slow pulse, itcling, and mental depression. Lack of
bile in the gut leads to flatulence and clay-colored stools.

The commonest causes are: (a) Biliary obstruction (catarrh,
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stone or tumors obstructing the bile duets, hepatic eirrhosis, or
syphilis constricting them).

(0) Tomemice (malaria, sepsis, icterus of the new-born, perni-
cious angmia).

5. The Pupils.

The normal refleves to light and distance are tested as follows:
Let the patient face the light and cover one eye with the hand.
On withdrawing the hand, the pupil contracts. Then turn the pa-
tient away from the light and let him look at the farthest corner of
the room. The pupil expands. Make him look at your finger a
few inches distant from his eyes. The pupil contracts. Tach pu-
pil should be examined separately. :

The value of the pupils in diagnosis has been greatly overesti-
mated. There are, in fact, comparatively few conditions in which
they yield us important diagnostic evidence, for, although they are
very often abnormal, the abnormalities are seldom characteristic of
any single pathological condition and throw little light on the diag-
nosis. :

A. The Arevri-RosertsoN pUPIL reacts to distance, but not to
light. It is of great value as a factor in the diagnosis of tabes dor-
salis and dementia paralytica.

B. Druaren Pueris.—(e) Many phthisical patients show a
more or less transient dilatation of one or hoth pupils. () Blind-
ness or deficient sight (from any calse) may cause dilatation of the
pupil. (¢) Other common causes are distress or strong emotion frm‘n
any cause, many fevers and comatose states, and the use of mydri-
atic drugs.

C. ConTrRACTED PUPILS are common in old age and in photo-
phobia from any canse. Disease high up in the spinal cord (tabes,
general paralysis, ete.) may produce contraction (spinal myosis) by
paralyzing the sympathetic dilators. Aortic aneurisin may produce
in the same way contraction of one pupil (see below, page 284).

D. CoNTRACTION WITH IRREGULAR oUTLINE and sluggish reac-
tions is often seen in iritis as a result of adhesions to the lens (pos-
terior synechize).
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6. The Cornea.

(a) Areus senilis, a grayish ring at the circumference of the
cornea, is one of the classical signs of old age and arteriosclerosis.

(b) Syphilitie Leratitis, nsually seen in the hereditary form of
the disease, produces an irregularly distributed haziness of the cor-
nea, usually in both eyes and before the sixteenth year. Diagnosis
depends on other evidences of syphilis.

VI. Ocunar MoTioxs.

() Ptosis, or dropping of the eyelid, is usually unilateral and
dependent on paralysis of the third nerve. Ifs most frequent cause
is syphilis. The eye is usnally drawn oufi by the action of the un-
paralyzed external rectus. Moderate, bilateral ptosis is common in
hysterical and neurasthenie conditions.

() Squint (strabismus) is called externa/ if the eye turns out,
internal if it turns in.  Of its many types and eauses I mention
only the acute ases due to intracranial lesions, such as tuberculous

and epidemic meningitis, syphilis, tumors.

(¢) Nystagmus is a rapid horizontal oscillation of both eyeballs.
It may be the result of albinism or of various local eye troubles, but
is an important member of the symptom group characteristic of
multiple sclerosis. 1t may, however, oceur in many other brain le-
S10118.

VII. Tae ReTixa.

The lesions which are of greatest interest in general medicine
are: Retinal hemorrhage, optic nenritis, and optic atrophy.

(@) Retinal hemorrhages, with or without other retinal changes,
are important sigus of nephritis, grave anwmias, and diabetes.

(0) Optic meuritis (usually bilateral) is of great value in the
diagnosis of brain tumors, tuberculous meningitis, and brain abscess.
Tt also forms part of the lesions in many cases of nephritis and
diabetes.

(¢) Optic atrophy may be the end result of any of the types of
optic neuritis just mentioned, or in a primary form is lmportant
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evidence of tabes dorsalis. Many cases oceur without any known
cause.

VIII. Tue NosE.

1. Size and Shape.—The enlargement of all the tissues of the
nose oeceurring in aeromegaly has already been mentioned. In
myrwdema the nostrils ave sometimes thickened and the whole nose
loses its delicacy of shape. A red mose is popularly and correctly
associated with alcololism, but in many cases identical appearances
are produced by acne rosacea or by lupus erythematosus, as well as
by circulatory anomalies without any other disease.

Falling in of the bridge of the nose may be due to syphilis of
the nusal bones, especially when there are sears over the sunken
portion, but is sometimes present without any disease.

The small, narrow nose associated with adenoid grewths has
already been mentioned.

2. The nostrils move visibly in many conditions involving dysp-
neew (diseases of the heart and lungs, acute infections, etc.), and
this is sometimes useful in suggesting to the physician the possibil-
ity of pneumonia, hitherto unsuspected. Dried bload in the nostrils
may be of value as evidences of recent nosebleed.

3. Nosebleed suggests especially trauma, infectious fevers (par-
ticularly typhoid), and hemorrhagic diseases (purpura, heemaophilia,
acute leukemia).

4. A nasal discharge in a young infant (“snuffles ’”) suggests
hereditary syphilis. In adults the familiar “ cold in the head ” may
need a bacteriological examination to exclude the possibility of
nasal diphtherie or to confirm a diagnosis of influenza.

5. A small, indolent, long-standing sore on the nose or near the
corner of the eye should always suggest epithelioma and tuberculo-
sis. Mieroscopie examination may be necessary to determine the
diagnosis, :

6. The consideration of local disease within the nose does not fall
within the scope of this book, but is suggested by local pain, diffi-
culty in breathing through the nose, frequent *colds,” and asthma.

(For the examination of #/e ears, see below, p. 503.)

2
V]
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IX. Tar Lies.

1. Pallor of the mucous membrane of the lips suggests, though
it never proves, ansemia. No diagnosis of anwmmia should be 1113{;]9.
without at least testing the hsmoglobin (Tallqvist’s scale). One
minute suffices.

2. Cyanosis, a purplish or slatey-blue color of the lips, oceurs
in some healthy persons from simple ©weathering.” When well
marked, however, it should always suggest:—(«) Heart disease
(especially mitral or congenital lesions).—(4) Lung diseases (espe-
cially emphysema and pneumonia).—(¢) Poisoning by acetanilid or
other coal-tar antipyretics, producing methemoglobinzmia.

The last is easily tested by noting the brownish (not red) ting
of the blood when soaked into filter paper, as in performing Tall-
qvist’s haemoglobin test; the test should be confirmed by the his-
tory. Disease of the heart or lung is identified by physical exami-
nation of the.chest.

3. Puarted lips, an open mouth, may be a mere habit or may be
due to nasal obstruction (adenocids). Idiots and cretins are very
apt to keep their mouths open, whether there is enlargement of the
tongue or not. Dyspnea may compel a patient to keep his mouth
open so as to get more air.

In cold weather a erack or fissure may appear, usually in the
centre of the lower lip, and in poorly nourished individuals may
persist for weeks. At the corners of the mouth fissures or cmc‘ks
may be due to chapping or “ eold-sores ¥ (herpes), but if they persist
for weeks in young children they are very suggestive of syphilis.
White linear scars radiating from the corners of the mouth are pre-
sumptive evidence of healed syphilitic lesions, oftenest congenital.

4. The mucous patches of syphilis—white, sharply bounded
aveas about the size of the little-finger nail—are often seen at fhe
junction of the skin with the labial mucous membrane, especially at
the corners of the mouth. :

5. Iierpes (“cold sores”) is due to a lesion of the G.'rassenau
ganglion, with resulting “trophic” disturbances of the regions sup-
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plied by the trigeminal nerve. Appearing first as a cluster of vesi-
cles (*“ water blisters ) which break and leave a small sore near the
mouth, herpes is fo be distinguished by: («) its distribution, near
the terminations of some branch or branches of the trigeminal nerve
(“herpes frontalis, nasalis,
labialis™); (&) by its lasting
but a few days; and (c) by
the absence of similar lesions

elsewhere. It may be con-
nected with a “eold” (which
is often a disease of the tri-
geminus), but it frequently
oceurs without any discov-
erable cause. IHerpetic stomatitis (*“canker sores”) may accom-
pany it.

6. Bpithelioma " of the lip and chancre should be suspected when-
ever a long-standing sore is discovered there. Epithelioma oceurs
almost always on the lower lip in a man past middle life (see Fig.
11). It lasts longer than chancre, is slower in producing glandular
enlargement at the angle of the jaw,
and is not associated with other syph-
ilitic lesions.

Fie. 11.—Epithelioma of the Lip.

7. Chanere of the lip is commoner
in women and may oceur at any age,
especially under forty. The sore
usually lasts but a few weeks, ex-
cites early enlargement of the glands,
and is usually associated with other
manifestations of syphilis (see Fig.
FiG, 12.—Chancre of the Lip. 12).

A

3. dngioneurotic edema appears
as a sudden, painless, apparently causeless swelling of the whole

! It does harm to ecall this lesion “cancer” beecause this term is so firmly as-
sociated in the lay mind with metastasis, recurrence, and death that unnec-
essary suffering may result when the patient or his family learns that he has
“cancer.”




