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other symptoms, recovery may follow even after persistence for weeks or
even months. ' ey g

The gastro-intestinal manifestations of uremia often set in with abrapt-
ness. Uncontrollable vomiting may come on and its cause be quite un-
recognizable. A young married woman was admi_ttcd to my wards in the
Montreal General Hospital with persistent vomiting of four or five days’
duration. The urine was slightly albuminous, but she had none of the
usual signs of ursemia, and the case was not regarded as one of Bright’s
disease. The vomiting persisted and caused death. The post-mortem
showed extensive sclerosis of both kidneys. The attacks may be preceded
by nausea and may be associated with diarrhcea. In some .mstances the
diarrheea may come on without the vomiting ; sometimes it is profuse and
associated wijoh an intense catarrhal or even diphtheritic inflammation of
the colon. ' : . a8 -

A special uremic stomatitis has been described (Barie) in which the
mucosa of the lips, gums, and tongue is swollen and erythematousl. The
saliva may be increased, and there is difficulty in swallowing and in mas-
tication. The tongue is usually very foul and the breath heavy and fetid.

Diagnosis.—Uremia may be confounded with:

(a) Cerebral lesions, such as heemorrhage, mcn.lngiil.s, or even tumor.
In apoplexy, which is so commonly associated with k1dneyldls({ase and
stift arteries, the sudden loss of consciousness, particularly if with con-
vulsions, may simulate a uremic attack; but the mode of onset, the
existence of complete hemiplegia, with conjugate deviation of ’rjhe eyes,
suggest heemorrhage. As already noted, there are cases of urzmic hemll-
plegia or monoplegia which cannot be separated from thos';e of organic
lesion and which post mortem show no trace of coarse disease of the
brain. I know of an instance in which a consultation was held upon the
propriety of operation in a case of hemiplegia believed to beldue to sub-
dural hasmorrhage which post mortem was shown to be uraemic. Indeed,
in some of these cases it is quite impossible to distinguish between the
two conditions. So, too, cases of meningitis, in a condition .Of dleep comd,
with perhaps slight fever, furred tongue, and without localizing symptoms,
may readily be confounded with uremia. . -

(b) With certain infectious diseases. Urmmia may persist for wee
or months and the patient lies in a condition of torpor or even 1111'0011"
scionsness, with a heavily coated, perhaps dry, tongue, muscular t\x;lt-clung:;
a rapid feeble pulse, with slight fever. This state not 1mnatuml‘1y Sugges |
the existence of one of the infectious diseases. Casges of the llcmd are nod
uncommon, and I have known them to be mistaken for typhoid fever ai
for miliary tuberculosis. e i

(¢) Urmmic coma may be confounded with poisoning by alco wthey
opium. In opium poisoning the pupils are contracted ; m alcoholism "
are more commonly dilated. In uremia they are not constfl-n'ﬁ they 'ey
be either widely dilated or of medium size.© The examination of the €J
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ground should be made fo determine the presence or absence of albumi-
purie retinitis.  The urine should be drawn off and examined. The odor
of the breath sometimes gives an important hint.

The condition of the heart and arteries should also be taken into ac-
count. Sudden urzmic coma is more common in the chronic interstitial
nephritis. The character of the delirium in alcoholism is sometimes im-
portant, and the coma is not so deep as in ureemia or opium poisoning.
It may for a time be impossible to determine whether the condition is
due to uremia, profound alcoholism, or heemorrhage into the pons Varolii.
The treatment will be considered under chronic Bright’s disease.

V. ACUTE BRIGHT’S DISEASE.

Definition.—Acute diffuse nephritis, due to the action of cold or of
toxic agents upon the kidneys.

In all instances changes exist in the epithelial, vascular, and inter-
fubular tissues, which vary in intensity in different forms; hence writers
have described a tubular, a glomerular, and an acute interstitial nephritis.
Delafield recognizes acute ezudative and acute productive forms, the latter
characterized by proliferation of the connective-tissue stroma and of the
cells of the Malpighian tufts.

Etiology.—The following are the principal causes of acute ne-
phritis:

(1) Cold. Exposure to cold and wet is one of the most common causes.
It is particularly prone to follow exposure after a drinking-bout.

(%) The poisons of the specific fevers, particularly scarlet fever, less
tommonly typhoid fever, measles, diphtheria, small-pox, chicken-pox,
cholera, yellow fever, meningitis, and, very rarely, dysentery. Acute nephri-
fcis Is not often associated with syphilis. In acute tuberculosis nephritis
1810t uncommon. It may also occur in septicemia.

(3) Toxic agents, such as turpentine, cantharides, chlorate of potash,
and carbolic acid may cause an acute congestion which sometimes ter-
minates in nephritis. Aleohol probably never excites an acute nephritis.

(4) Pregnancy, in which the condition is thought by some to result
from compression of the renal veins, although this is not yet finally settled.
The condition may in reality be due to toxic products as yet undetermined.

(5) Acute nephritis occurs occasionally in connection with extensive
lésions of the skin, as in burns or in chronic skin-diseases.

Morbid Anatomy.—The kidneys may present to the naked eye in
mild cases no evident alterations. When seen early in more severe forms
the Organs are congested, swollen, dark, and the section may drip blood.
In o_ther instances the surface is pale and mottled, the capsule strips off
*eadily, and the vortex is swollen, turbid, and of a grayish-red color, while
i pyramids have an intense beefy-red tint. The glomeruli in some in-
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stances stand out plainly, deeply swollen and congested ; in other instanees
they are pale.

The histology may be thus summarized : () Glomerular changes. In
a majority of the cases of nephritis due to toxic agents, which reach the
kidney through the blood-vessels, the tufts suffer first, and there is either
an acute intracapillary glomerulitis, in which the capillaries become fillsd
with cells and thrombi, or involvement of the epithelium of the tuft and
of Bowman’s capsule, the eavity of which contains leucocytes and red
blood-corpuscles. Hyaline degeneration of the contents and of the walls
of the capillaries of the tufts is an extremely common event. These pro-
cesses are perhaps best marked in scarlatinal nephritis. There may he
proliferation about Bowman’s capsule. These changes interfers with the
circulation in the tufts and seriously influence the nutrition of the tubular
structures beyond them.

(6) The alterations in the tubular epithelium consist in cloudy swell-
ing, fatty change, and hyaline degeneration. In the convoluted tubules,
the accumulation of altered cells with leucocytes and blood-corpuseles
causes the enlargement and swelling of the organ. The epithelial cells
lose their striation, the nuclei are obscured, and hyaline droplets often
accumulate in them.

(¢) Interstitial changes. In the milder forms a simple inflammatory
exundate—serum mixed with lencocytes and red blood-corpuscles—exists
between the tubules. In severer cases areas of small-celled infiltrafion
occur about the capsules and between the convoluted tubes. These changes
may be wide-spread and uniform throughout the organs or more intense
in certain regions.

Symptoms.—The onset is usually sudden, and when the nephrifis
follows cold, dropsy may be noticed within twenty-four hours. After
fevers the onset is less abrupt, but the patient gradually becomes pale al}d
a puffiness of the face or swelling of the ankles is first noticed. In c!nl-
dren there may at the outset be convulsions. Chilliness or rigors initiate
the attack in a limited number of cases. Pain in the back, nausea, and
vomiting may be present. The fever is variable. Many cases i adults
have no rise in temperature. In young children with nephritis from cold
or scarlet fever the temperature may, for a few days, range from 101° fo
1035

The most characteristic symptoms are the urinary changes. There
may at first be suppression, more commonly the urine is scanty a?d
highly colored and contains blood, albumen, and tube-casts. The quantity
is reduced and only four or five ounces may he passed in the twent}"fo'nf
hours ; the specific gravity is high—1-025, or eyen more; the color v&rlzb
from a smoky to a deep porter color, but is seldom bright red. On stand-
ing there is a heavy deposit; microscopically there are blood—coI'Pus,G]Cf’
epithelinm from the urinary passages, and casts, hyaline, blood, and'eplth"‘
lial in character. The albumen is abundant, forming a curdy, thick pre-
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cipitate. The total excretion of urea is reduced, though the percentage
is high.

Anmmia is an early and marked symptom. In cases of extensive
dropsy, effusion may take place into the pleursee and peritozenum. There
are cages of scarlatinal nephritis in which the dropsy of the extremities is
trivial and effusion into the pleur: extensive. The lungs may. become
edematous. In rare cases there is cedema of the glottis.  Epistaxis may
geenr or cutaneous ecchymoses may develop in the course of the disease.

The pulse may be hard, the tension increased, and the second aortic
sound accentuated. ~Occasionally dilatation of the heart comes on rapidly
and may cause sudden death (Goodhart). The skin is dry and it may be
difficult to induce sweating.

Uremic symptoms develop in a limited number of cases. They may
oceur at the onset with suppression, more commonly later in the disease.
Ocular changes are not so common in acute as in c¢hronic Bright’s disease,
but heemorrhagic retinitis may occur and occasionally papillitis.

The course of acute Bright’s disease varies considerably. The descrip-
tion just given is of the form which most commonly follows cold or scarlet
fever. In many of the febrile cases dropsy is not a prominent symptom,
and the diagnosis rests rather with the examination of the urine. More-
over, the condition may be transient and less serious. In other cases, as
in the acute nephritis of typhoid fever, there may be hematuria and pro-
nounced signs of interference with the renal function. The most intense
acufe nephritis may exist without anasarca.

In scarlatinal nephritis, in which the glomeruli are most seriously af-
fected, suppression of the urine may be an early symptom, the dropsy is
apt to be extreme, and urmmic manifestations are common. Acute
Bright’s disease in children, however, may set in very insidiously and be
associated with transient or slight cedema, and the symptoms may point
rather to affection of the digestive system or to brain-disease.

Diagnosis.—It is very important to bear in mind that the most seri-
ous involvement of the kidneys may be manifested only by slight cedema
of the feet or puffiness of the eyelids, without impairment of the gen-
eral health. The first indication of trouble may be a uremic convulsion.
This is particularly the case in the acute nephritis of pregnancy, and it is
agood rule for the practitioner, when engaged to attend a case, invariably
0 ask that during the seventh and eighth months the urine should occa-
sionally be sent for examination.

In nephritis from cold and in scarlet fever the symptoms are usually
marked and the diagnosis is rarely in doubt. As already mentioned,
every case in which albumen is present must not be called acute Bright’s
di.ses_se, not even if tube-casts be present. Thus the common febrile albu-
linuria, although it represents the first link in the chain of events leading
 acute Bright’s disease, should not be placed in the same category.

There are occasional cases of acute Bright’s disease with anasarca, in
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which albumen is either absent or present only as a trace. This is a rare
condition. Tube-casts are usually found, and the absence of albumen ig
rarely permanent. The urine may be reduced in amount.

The character of the casts is of use in the diagnosis of the form of
Bright’s disease, but scarcely of such extreme value as has been stated.
Thus, the hyaline and granular casts are common to all varieties. The
blood and epithelial casts, particularly those made up of leucocytes, are
most common in the acute cases.

Prognosis.—The outlook varies somewhat with the cause of the
disease. Recoveries in the form following exposure to cold are much
more frequent than after scarlatinal nephritis. In young children the
mortality is high, amounting to at least one third of the cases. Serious
symptoms are low arterial tension, the occurrence of uremia, and effu-
sion into the serous sacs. The persistence of the dropsy after the first
month, intense pallor, and a large amount of albumen indicate the possi
bility of the disease becoming chronic. For some months after the dis-
appearance of the dropsy there may be traces of albumen and a few tube-
casts.

In a week or ten days, in a case of scarlatinal nephritis, if the progress
is favorable, the dropsy diminishes, the urine increases, the albumen less-
ens, and by the end of a month the dropsy has disappeared and the urine
is nearly free. In very young children the course may be rapid, and I
have known the urine to be free from albumen in the fourth week. Other
cases are more insidious, and though the dropsy may disappear, the albu-
men persists in the urine, the anemia is marked, and the condition be-
comes chronic or, after. several recurrences of the dropsy, improves and
complete recovery takes place. :

Treatment.—The patient should be in bed and there remain until
all traces of the disease have disappeared. As sweating plays such an
important part in the treatment, it is well, if possible, to accustom the
patient to blankets. He should also be clad in thin Canton flannel.

The diet should consist of milk or butter-milk, gruels made of arrow-
root or oat-meal, barley water, and, if necessary, beef tea and chicklen
broth. It is better, if possible, to confine the patient to a strictly milk
diet. As convalescence is established, bread and butter, lettuce, water-
cress, grapes, oranges, and other fruits may be given. The return to a
meat diet should be gradual. .

The patient should drink freely of alkaline mineral waters, ordinary
water, or lemonade. The fluids keep the kidneys flushed and wash out
the débris from the tubes. A useful drink is a drachm of cream of tartat
in a pint of boiling water, to which may be added the juice of hﬂ,lf‘alemon
and a little sugar. Taken when cold, this is a pleasant and satisfactory
diluent drink. :

No remedies, so far as known, control directly the changes which a1¢
going on in the kidneys. The indications are: (1) To give the excretory
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fmetion of the kidney rest by utilizing the skin and the bowels, in the
jope that the natural processes may be sufficient to effect a cure; (2) to
meet the symptoms as they arise.

In a case of scarlet fever it may occasionally be possible to avert an

oftack, the premonitory symptoms of which are marked inerease in the
arterial tension and the presence of blood coloring matter in the urine
{Mahomed), An active saline cathartic may completely relieve this con-
dition. :
At the onset, when there is pain in the back or heematuria, the dry or
wet cups give relief. The Fatter should not be used in children. Warm
poultices are often grateful. In cases which set in with suppression of
urine, these measures should be adopted, and in addition the hot bath
with subsequent pack; copious diluents, and a free purge. The dropsy is
best treated by hydrotherapy—either the hot bath, the wet pack, or the
hot-air bath. In children the wet pack is usually satisfactory. If is ap-
plied by wringing a blanket out of hot water, wrapping the child in if,
covering this with a dry blanket, and then with a rubber cloth. TIn this
the child may remain for an hour. It may be repeated daily. In the case
of adults, the hot-air bath or the vapor bath may be conveniently given by
allowing the vapor or air to pass from a funnel beneath the bed-clothes, .
which are raised on a low cradle. More efficient, as a rule, is a hot bath of
from fiffeen or twenty minutes, after which the patient is wrapped in
blankets. The sweating produced by these measures is usually profuse,
nrely exhausting, and in a majority of cases the dropsy can in this way be
wclieved. There are some cases, however, in which the skin does not re-
gpond fo the baths, and if the symptoms are serious, particularly if ursmia
supervenes, jaborandi or its active prineiple, pilocarpive, may be used.
The latter may be given hypodermically, in doses of from a sixth to an
éghtlyof a grain in adults, and from a twentieth to a twelfth of a grain in
children from two to ten years. It is a drug to be used with care. I
tbandoned its employment for many years, after having several cases of
strious collapse.  Latterly T have resumed its use, often with benefit.

The bowels should be kept open by a morning saline purge ; in children
the fluid magnesia is readily taken ; in adults the sulphate of magnesia may
be given by Hay’s method, in concentrated form, in the morning, before
anything is taken into the stomach. Tn Bright’s disease it not infrequently
“uses yomiting. The compound powder of jalap, in half-drachm doses,
a If necessary, elaterium may be used. If the dropsy is not extreme, the
e not very concentrated, and ursmic symptoms are not present, the
b’JIWelS should be kept loose without active purgation. If these measures
fail to reduce the dropsy and it has becomes extreme, the skin may be
Pinctured with a lancet or drained by a small silver canula (Southey’s
fbe), which is inserted beneath it. A fine aspirator needle may be
Ued, and the fluid allowed to drain through a piece of long, narrow
Tubber tubing into s vessel beneath the bed. If the dyspncea is marked,
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owing to pressure of fluid in the pleurs, aspiration should be performed,
In rare instances the ascites is extreme and may require paracentesis or g
Southey’s tube may be inserted and the fluid gradually withdrawn. Tt
uremic convulsions occur, the intensity of the paroxysms may be limiteq
by the use of chloroform ; to an adult a pilocarpine injection should be at
once given, and from a robust, strong man twenty ounces of blood may be
withdrawn. In children the loins may be dry cupped, the wet pack nsed,
and a brisk purgative given. Bromide of potassium and chloral sometimes
prove useful.

Vomiting may be relieved by ice and by restricting the amount of food.
Drop doses of creosote, iodine, and carbolic acid may be given. The dilute
hydrocyanic acid with bismuth is often effectual.

The question of the use of diuretics in acute Bright’s disease is not yet
settled. The best diuretic, after all, is water, which may be taken freely
with the citrate of potash or the benzoate of soda, salts which are held to
favor the conversion of the urates into less irritating and more easily ex-
ereted compounds. Digitalis and strophanthus are useful diuretics, and
may be employed without risk when the arterial tension is low and the
cardiac impulse is not forcible. I have never seen any injurious effects
from their employment after the early symptoms had lessened in inensity.

For the persistent albuminuria, I agree with Roberts and Rosenstein
that we have no remedy of the slightest value. Nothing indicates more
clearly our helplessness in controlling kidney metabolism than inability
smeet this common symptom. Astringents, alkalies, nitroglycerin, and
mercury have been recommended. :

For the ansemia always associated with acute Bright’s disease 1on
should be employed. It should not be given until the acute symptoms
have subsided. In the adult it may be used in the form of the perchloride
in increasing doses, as convalescence proceeds. In children, the syrup of
the iodide of iron or the syrup of the phosphate of iron are better prepard-
tions. The dilatation of the heart is best treated with digitalis, strophan-
thus, and strychnia.

In the convalescence from acute Bright’s disease, care should be taken
to guard the patient against cold. The diet should still consish chleﬁf Qf
milk and a return to mixed food should be gradual. A change of air’s
often beneficial, particularly a residence in a warm, equable climate.

V1. CHRONIC BRIGHT’S DISEASE.

: : ) w involving epi-
Here, too, in all forms we deal with a diffuse process, inyolving EC
thelial, interstitial, and glomerular tissues. Clinically two groups Ao

: : S s the
ognized—(¢) the chronic parenchymatous nephritis, which follo(‘ix e
. s . . 5 ool FOpPs Y
acute attack or comes on insidiously, is characterized by marked ;I‘Z};i;
: : a1 0
and post mortem by the large white kidney. In the later stages
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process the kidney may be smaller—a condition known as the small white
Fidney; (0) chronic interstitial nephritis, in which dropsy is not common
and the cardio-vascular changes are pronounced. Delafield recognizes a
chronic diffuse nephritis with exudation and a chronie productive diffuse
nephritis withont exudation, the latter corresponding to the contracted
kidney of authors.

The amyloid kidney is usually spoken of as a variety of Bright’s dis-
¢ase, but in reality it is a degeneration which may accompany any form
of nephritis.

CHRONIC PARENCHYMATOUS NEPHRITIS

(Chronee Desquamative and Chronic Tubal Nephritis; Chronte Diffuse Nephritis with
Lrudation).

Etiology.—In many cases the disease follows the acute nephritis of
cold, scarlet fever, or pregnancy. More frequently than is usually stated
the disease has an insidious onset and occurs independently of any acute
atfack. The fevers may play an important »dle in certain of these cases.
Rosenstein, Bartels, and, in this country, I. E. Atkinson have laid special
stress upon malaria as a cause. No instance of the kind has fallen under
my observation during the past seven years, in which time several hun-
dred cases of malaria have been under my treatment. Beer and alcohol
are believed to lead to this form of nephritis. In chronic suppuration,
syphilis, and tuberculosis the diffuse parenchymatous nephritis is not un-
common, and is usually associated with amyloid disedse. Males are rather
more subject to the affection than females. Tt is met with most commonly
i young adults, and is by no means infrequent in children as a sequence
of scarlatinal nephritis.

Morbid Anatomy.—Several varieties of this form have been recog-
nized. The most common is the large white kidney of Wilks, in which
the organ is enlarged, the capsule is thin, and the surface white with
the stellate veins injected. On section the cortex is swollen and yellowish
white in color, and often presents opaque arveas. The pyramids may
be deeply congested. On microscopical examination it is seen that the
epithelinm is granular and fatty, and the tubules of the cortex are dis-
tended, and contain tube-casts. valine changes are also present in the
epithelial cells. The glomeruli are large, the capsules thickened, the
capillaries show hyaline changes, and the epithelium of the tuft and of
Fhe capsule is extensively altered. The interstitial tissue is everywhere
Hereased, though not to an extreme degree.

The second variety of this form results from the gradual increase in
the connective tissue and the subsequent shrinkage, forming what is called
the small white kidney or the pale granular kidney. It is doubtfnl
Whether this is always preceded by the large white kidney. Some observers
bl that it may be a primary independent form. The capsule is thick-




