Colon.
Colon.

swelling. Stimulants will frequently be needed to coun-
teract shock.

Technigue.—Under the strictest asepsis the abdomen is
opened and search made for the seat of obstruction, first
in the right iliac fo and with as little exposure of
the intestines as is practicable. A needless exposure of
the intestines will greatly increase shock and lessen the
chances of recovery. The mass should be brought into
the wound and protected by hot pads of gauze, while
gentle efforts are made to relieve the invagination. -If
continuity is restored without damage to the bowel, re-
currence can be prevented by suturing the mesenter)
to the abdominal wall. If reduection is impossible, if
malignant disease is present, or if the intestine is gan-
grenous, colectomy should at once be performed, and re-
sort to colostomy should be had only when the patient’s
condition prevents the operator from making the com-
plete operation. The wall of the abdomen is to be closed
as in other cases of abdominal section.

VorLvuLus.—Volvulus constitutes one of the most fatal
forms of intestinal obstruction. The term is applied to
a twisting of a rment of the intestine and its mesentery
so that the circulation of the blood and also the psz !
of fmeces are interrupted. Such a twist can occur only
in cases in which the peritoneal attachment is sufliciently
long to allow considerable mobility of the gut. The
sigmoid flexure, therefore, is the part of the colon which
is most subject to this accident. Sudden distention of
the intestine with gas, or the presence of a facal mass,
with or without an accompanying strain, may cause vol-
vulus. When the torsion occurs, swelling of the twisted
portion follows immediately, owing to interference with
the return of venous blood. This swelling tends to ac-
centuate the twist and to increase the obstruction to the
blood supply. Theadjacent portions of the intestine are
distended with gas, which tends to prevent spontaneous
restoration. Gangrene follows in a short time, and peri-
tonitis is present if the patient lives long enough for its
development. The prognosisis essentially grave. Spon-

storation rarely, if ever, occurs and no meas-
:ration offer any hope to the patient.
Symptoms.—The patient issuddenly seized with vomit-
which is not so severe in volvulus of the colon as
in volvulus of the ileum. Severe paroxysmal pain
adiating over the abdomen, with extreme tenderness, is
always present. Sudden cessation of pain announces
the development of gangrene. Pain returns with the
development of peritonitis. Obstruction is complete.
Early and circumscribed tympanites may precede gener
distention and rigidity. Rectal examination may reveal
a mass in the pelvis in case a twist lies in that re
)Iu}'l ed restlessness and prostration are always pr
and the patient shows greatanxiety. The surface shortly
becomes cold and clammy and covered with perspiration.
Hicecough soon appears and the circulatory and muscular
systems become rapidly depressed.

Diagnosis.—Sudden onset of obstinate constipation
(bowels regular before), vomiting, pain, tenderness, and
localized tympanites without a tumor or a hernia will
point strongly to volvulus. It is not always possible to
make out the exact seat of the obstruction, but the sy mp-
toms described will call for exploration. )

Treatment.—Palliative measures, purgatives, rectal in-
jections, ete., are worse than useless. An early lapa-
rotomy offers the only hope for th When this
is performed early the result is very -, but delay
is dangerous. The mesentery should be sutured to the
abdominal wall to prevent recurrence. When the bowel
is gangrenous (which is shown by its dark color and the

> with which the peritoneum is separated from the

ularis), immediate resection with end-to-end or lat-
eral anastomosis, or the formation of a feecal fistula, is the
proper surgical procedure to be adopted in a case of this
nature.

ImpacTION. —Fgecal impactions are more likely to occur
in the colon than in the small intestine, but less frequently
perhaps than in the rectum. The right and left iliac fossée
are the most frequent sites. This condition develops in

sent
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patients who have a tendency to constipation, and the

accumulation occurs more or less slowly with intermittent

:{[““'k" of diarrheea until ulceration or complete obstruc-

fion occurs.

Symptoms.—Sometimes the first symptoms are diar-
rheea with tenesmus, night sweats, loss of appetite, flesh
and strength, following a more or less constipated rén’_
dition. In time constipation will take the place of Vthe
diarrhecea and there will be evidence of obstruction asso-
ciated with pain, slight tenderness, and distention. ]é'\'_,
amination will reveal a tumor which is doughy to ti}e
feel, which can be indented, and which varies in size and
shape.

Treatment.—Large enemata of salines, oil, soapsuds
etc., in Hey 5 knee-chest position, with gentle kneading'
of the abdomen, will usually afford relief. " If these means
fail, the surgeon should resort to a laparotomy, which will
render it possible to break up the mass by gentle manipu-
lation of the intestine. Recurrence can be prevented by
the administration of such remedies as belladonna, nux
vomica, aloes, and cascara sagrada to tone up the intc‘stinc
Daily massage of the abdomen and proper diet are Di'
marked benefit. When the mass is very large and dan-
ger of rupture of an ulcerated colon is present, a colotomy
is justifiable. X

TuMmors.—Benign tumors rarely develop in the colon.
Papillomata, adenomata, and fibromata sometimes form
pedunculated tumors that project into the intestine and
thus may give rise to intussusception by exciting efforts
of expulsion. They may also grow to sufficient size to
produce obstruction. As a rule these growthsare single,
but oc nally they are multiple. Lipomata S()lnﬂtiﬁlcs
appear as pedunculated growths upon the peritoneal
surface of the intestine, where they have as a rule little
pathological importanc These tumors also develop in
the submucous tissue, extend into the intestine, and may
even completely occlude the canal. Hofmokl ® reports a
case of this kind in which the tumor obstructed the lumen
of the intestine for a distance of several inches and caused

rination of the colon. Annular benign growths are
times seen springing from the middle coat of the in-
testine; these are, as a rule, fibromyomata. Benign
growths only demand attention when they cause intus-
:ption or obstruction. Sarcoma attacks the colon

y rarely indeed, even less frequently than it does the
small intestine. Sarcomatous growths springing from
adjacent organs may involve the colon and in ‘the course
of their growth produce obstruction. Clinically it is
impossible to differentiate between sarcoma and carci-
noma of this structure. Sarcoma possesses no tendency
to spread through the lymphatics and may be expected

life than carcinoma. The final results
> very similar in either instance. Owing to the amount
of involvement which takes place before these tumors
are recognized, removal rarely proves of benefit and an
early recurrence is to be expected. Therefore entero-
colostomy, or as it is sometimes called, short-circuiting
of the intestine, will be the operation t offers the most
to these patients. By this procedure the irritation of the
feeces and the tendency to obstruction can be relieved.
Senn has proven ths gment of intestine isolated in
this way is able to rid itself of its secretions and of faeces
which may enter it accidentally.

Carcixoma.—The large intestine is somewhat fre-
quently attacked by this variety of neoplasm; about
seven per cent. of all cancers have their origin in this
organ. According to Sutton, ninety ht out of every
one hundred intestinal cancers have their origin in the
large bowel and about seventy-five of these involve the
rectum, ten the sigmoid flexure, and thirteen the ceecum
and remainder of the colon. According to Leube, four-
fifths of all cancers of the large intestine occur in the
rectum and one-fifth in the colon and sigmoid. These
growths spring from the mucous surface and from the
glands of that structure and infiltrate, as they grow,
into the deeper tissues of the intestinal wall. The his-
tological structure resembles more or less closely that of
the benign adenomata, yet this variety of new growth
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shows a great tendency to infiltrate surrounding tissue.
tumors may project into the lumen of the intestine

pread through the submuecous tissue until the entire
cirecumference of the bowel is involved. In time ulcera-
tion occurs, and with it the contraction of the newly
formed tissue until the canal is partially or completely
occluded. Secondary involvement of the intestine by
extension from carcinomata of neighboring ¢
infrequently occurs, and as a rule such c inoper-
able owing to the wide dissemination of t seas Can-
cer of the large intestine may exist for some time with-
out giving rise to any distinct symptoms indicative of
its presence. During this time some irregularity of the
bowels may be present, but a rule not of sufficient
moment to demand attention. After a time there may
be noted a sense of uneasiness or discomfort in the abdo-
men, and this is soon followed by more or s constant
pain and tenderness. This painis at times colicky in char-
acter. Loss of flesh and strength eatly out of propor-
tion to the discomfort of the patient accompanies the
foregoing symptoms. The appetite and digestion are at
first unimpaired, but cachexia soon develops. When
ulceration begins blood-stained mucus, shreds of broken-
down tissue, and some pus are passed with the fme
As the ulceration progresses diarrhcea and pain become

ant and severe, and the slight septic intoxication
which results caus of appetite and ansmia. Con-
stipation becomes more and more marked until complete
obstruction develops as the result of stricture. Intestinal
obstruction may be the first symptom to appear. Ulcera-
tion often occurs above the stricture, and a number of
fistulzz may form between the two portions of the intes-
tine or between the proximal portion and the surface.
The surrounding parts become involved finally and a
peritonitis with ascites develops. Examination at this
time will reveal the presence of a nodular tumor unless
it is masked by the ascites. The positive diagnosis of
ecarcinoma of that portion of the intestine which is beyond
reach of the finger and rectal examination ean usually be
made only by an exploratory incision through the ab-
dominal wall. Rapid emaciation and the history of ir-
regularity of the bowels, uneasi and pain in the ab-
domen, with a gradually incre g costiveness, will point
strongly to cancer of the intestine.

Prognosis.—This is, as a rule, a fatal affection. The
only chance offered for the patient is by an early and
complete extirpation of the disease. In cases in which
this is impossible and in which symptoms of obstruction or
marked ulceration are present, either colostomy or lateral
anastomosis will give temporary relief and perhaps ex-
tend the life of the patient. Colostomy is to be per-
formed when the growth is in the lower portion of the
intestine. Lateral anastomosis is indicated when the
growth issituated high in the colon and extirpation is not
feasible.

OrErATIONS UPON THE COLON.

Colotomy.—This term has for centuries been used to
designate the formation of an artificial anus, but recent
writers have limited its meaning to incision of the colon
for the purpose of making a temporary opening; while
the term colostomy is applied to the establishment, by
operative measures, of a permanent opening into the
colon. Therefore we shall in this connection make a
distinction in accordance with the literal meaning of the
terms. Colotomy is indicated for the removal of £ ,i'__rn
bodies lodged in this part of the intestine, for the relief
of frecal impactions which cannot be otherw
for the establishment of a temporary openir

\te anus, or in one of ulceration of the rectum
or lower part of the colon. The inci rould be me
over the swelling in the first two instanc or in the 1
dian line if the diagnosisisnot made. When the operation
is made for imperforate anus, the left ing inal region i
best, asit also is for colos hen the intestine, which
may be recognized by : nal bands :m_c'] fa
appendages, has heen pulled into the wound, the diagnosis
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should be confirmed before proceeding with the operation.
The peritoneum should be protected with gauze and an in-
cision made longitudinally through the wall of the intes-
tine. The for n body or fecal concretion should then
be extracted and the part thoroughly flushed with saline
solution. Closure of the intestinal wound is then accom-
plished by interrupted Lembert sutures of fine silk or of
strong catgut. The needle should penetrate the sub-
mucosa which holds the stitch in place. It will usually
be advisable tosupplement with a second row of sutures.
When one is satisfied that approximation is perfect, the
colon should again be flushed and dropped into the ab-
dominal cavity. Theabdominal wallisclosed in thet 1l
> When the operation is per-
formed for imperforate anus and for painful ulceration
and inflammation of the rectum, the intestine should be
brought only partially out of the wound and fixed with
angulation so that excision will not be necessary when a

| cure of the fistula is indicated.

! ing a more or 1

Artificial Anus or Colostomny is the operation of ferm-
permanent opening from the colon to
the surface. The indications for colostomy are:

1. Obstruction of the intestine below. (@) From inop-
erable tumor; (#) from stricture of the rectum or colon.
9. Congenital malformation of the rectum and anus.

3. To relieve the pain and irritation of intractable
ulceration of the rectum, either simple, syphilitic, tuber-
culous, or cancerous, and to prevent the fmzces passing
over the diseased area.

4. To relieve incurable recto-v

1liac Colostomy was first proposed by Littré in 1710 and
frequently is known as Littré’s operation, although it
was not performed until 1776 by Pillore. It was em-
ployed at intervals after this time, but witha mortalityso
high that it was abandoned in favor of lumbar colostomy,
proposed by Callisen in 1796 and successfully performed
by Amussat in 1889. According to the statistics of Dr.
Batt, the mortality of the lumbar method was 31 per
cent. and of the iliac 53 per cent. Mr. Cripps performed
14 lumbar and 27 inguinal colostomies with one death.
With the perfection of surgical technigue, the objections
to the inguinal method have disappeared, so that at the
present time lumbar colostomy is rarely performed. In-
guinal colostomy places the artificial anus in a position
where the patient can properly care for it with ease.
The colon is more readily accessible by this route than
through the loin, and the operation is equally safe. The
feecal flow can scarcely be entirely cut off from the lower
part of the intestine in the lumbar operation, thus failing
to meet an important indication, and when a long meso-
colon is present the lumbar route is useless. Objections

lishment of a frecal fistula in
any case, but patients can pass a very comfortable exist-
ence for a number of years after its formation. Those
patients are most comfortable who have means and leisure
to take care of themselves, but even the working cl
-an follow their usual vocations with comparative com-
fort. Some operatorsrecommend excision of the rectum,
as the operation of choice, but the majority of the pro-
i prefer colostomy. When the obstruction lies
n the colon. the opening can be made in the
se portion or in the ccum, but the usual site is
in the left iliac foss An incision about three inches in
length should be made parallel to Poupart’s ligament and
about one inch and a half internal to the anterior superior
spine of the ilium. This incision at its middle should
imaginary line drawn from the anterior superior
spine to the umbilict If each layer of muscular fibres
is separated by blunt dissection and the retractor used to
p the wound open, considerable control over the orifice
can be obt >d for the patient after repair has occ
The finger introduced into the wound and carried dec
outward toward the anterior spine will catch and bring
the colon into the wound where it can readily be recog-
nized. The intestine should be pulled down until the
meso-colon is on the stretch to prevent prolapse through
the artificial opening. The whole thickn
should be brought out of the wound to make ¢

cal fistula
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flexure, and it should be held there by a glass rod, through
the meso-colon as advised by Maydl, or by a silkworm-
gut suture as advised by Kelsey.

The skin, the peritoneum of the parietes, and the wall
of the intestine should be united by it or ten sutures
of catgut or silk, thus closing the peritone al cavity from
chance of infection when the intestine is opened. Before
these sutures are inserted, one or two silkworm-gut
stitches should be passed through skin, muscles. and fas-
cia at the upper and lower angles of the incision to bring

snugly about the bowel. The wound can be

herme tically sealed by a thin layer of sterilize »d cotton

and collodion, leaving the intestine exposed for immediate

opening if desired. _ When the wall of the int estine is
ared away some hemorrhage may re quire attention.

ses in which the sy mplnm\ui obstruction are not ur
it is qmts proper to W ait three or four days before incis-
ing the intestine, as the mo1 v heretofore has been
oreatly decre 1 by such delay. General ansthe
usually unnecessary for opening the intestine after such
postponement.

Lumbar Colostomy.—This, often known as Amussat’s
operation, can be more readily performed if the colon is
distended as in stricture with obstruction. Under anes-

sia the patient should be placed on his right side upon
a firm pillow to arch the left loin as much as possible.
A perpe ndicular line drawn from the middle of the crest
of the ilium, or, according to Allingham, from a pu-m a
half-inch behind the middle, will mark the situation of
the colon. An incision four inches long should be made
parallel to the last rib and half-way between it and the
crest of the ilium with its centre in the line just mentioned.
The musecular tissue and fascia for the whole antn of
the wound must be carefully divided until the tran
lis fascia and the edge of the gquadratus lumborum are e:
posed. When this fascia is cut through, the colon will
present itself. Unlessit is collapsed it car r be recog-
nized by its color, by the thickness of its walls, and by
the scybalous masses which it u Ily contains. Care
should be exercised to avoid opening the peritoneum.
The colon should be drawn into the wound and sut-
ured to each margin. The wound should be closed
with silk-worm gut, an opening 1 g left at one point
for drainage; and when obstructive symptoms are not
nt several days may elapse before the intestine is
d.
rtomy.—Exci f part t colo s been
performed with consider: [T - the past
ten years. The ileo-c 0il s from rm > reported
s to be the part most often un- ) (ileo- ctomy).
ill in 1894% collected one Mllllat,i_'d and four
:ction of this portion of the bowel, with a
r per cent. The first resection of the
performed by Krausshold, 1879, with ¢
sult. '.\I-\\'dl in 1882 d successfully.
i I cognized surg
{h lu followir ons may demand resection
he colon: 1, m t di se (carcinoma and sar-
1a) ; 2, tubere Hlﬂ ute and chronic;
1 > from volvulus or bands; 6,
ym hernia; 7, v zm.w'i:- with considerable loss
inﬂumm:nul'.\' strictures; 9, irreducible
ceecum in he i

The feasibility of resection can be determined only
after exploration and insp ) 1e diseased intestine.
The most frequent indicati or tl peration will be a
removable malignant growth; the other conditions men-
tioned are also frequently best treated by colectomy.
The larger number of fatalitiesapy ar to be due to faulty
technique, and improvement alc t line will materially
lessen the death rate. The mort v differs materially in
the different conditions that call £ the operation, being
16.6 per cent. in 1111\‘ rculous disease and as high as 40 per
cent. in inve Cancerous cases show a mortality

per cent. Thisappearstoshow that the peritoneum

will prove more resistant to infection in tuberculous cases
than in any others, and can then be handled with a greater

degree of safety.
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The preparation of the patient should be the same as
that carried out for any abdominal operation and should
receive the most careful attention. In cases of obstrue-
tion purgatives cannot be used, but in other instances the
canal -lmuhl be thoroughly emptied of its contents. The
line of incision will =1(p| nd upon the part of the colon
involved. Any portion can be reached by a median in-
cision, but the operations upon the cscum or sigmoid
flexure will prove very difficult through such an inci-
sion. One case is recorded in which an incision from the
ensiform to the pubes was found necessary in order
to complete the operation. For the two regions men-
tioned an incision in the respective iliac region four
inches long, parallel with and about one inch and a half
internal to Poupart’s ligament, with its centre on a leval
with the iliac spine, will prove satisfactor This can be
extended directly upward if desired after digital u\}.lnr'\,-
tion of the region. All bleeding from the wound should be
arrested before the peritoneum is opened. The diseased
portion of the intestine should be well isolated by
Pt 1ds to prevent contamination of the pe ritoneal cavi
The mesentery of the segment to be removed should be
tied off in sections or clamped and ligatured after the
bowel isremoved. The st is perhaps the better method.
These ligatures should be of strong catgut and the in-
cluded mesentery should not extend beyond the point at
which the intestine is to be divided. The bowel above
and below the 1\(\1'[iu}1 to be removed is 'n]vric d as tw:n‘]v
as possible of its contents and held firmly closed by the
fingers of an assistant, by rubber-covere 2 clamps, or by
cauze tapes. In competent hands the first plan is the
best, as there is less danger from pressure exerted in this
manner. The intestine is then divided by sharp scissors
and dissected carefully away from the surrounding parts.
Watch must be kept for the ureter, which may be
wounded in resection of either end of the colon. The
continuity of the intestine can then be restored (1) by
end-to-end sutures, (2 y lateral anastomosis accom-

1i by means of absorbable plates, (3) by lateral or

3 the aid of Murphy's but-

Fi1G. 1468,

tons, (4) by lateral implantation in ileo-colectomy. or
(5) by lateral anastomosis with the aid of clamps of H.
H. Grant La Place. cases in which the patient’s
condition will not permit the completion of any of these

eps a f=ecal fistula can or It should be remem-

'red, however, that this entails the danger of a later
operation and there : should ke avoided if possible.
The end-to-end s re may be accomplished by the
method of Czerny-Lembert (modified by Woelffler), which
calls for two rows of sutures, the first penetrating the
mucous El]lt:‘ muscular coats, ]ill: not [JL(’ Serous. \\'”1(1
infection of the peritoncum, which is inverted by the
second row of sutures inserted after the method of Lem-
bert. The following method is more often employed:
The cut ends of the intestine are held together by an as-

tant while four or six interrupted Lembert suture
inserted at intervalsaround the bowel toapproximate the
se um(m» These sutures should invert less than one-
eighth of an inch of the open wall of the intestine, thus
bringing the serous surfaces into d}'[‘“‘-lrli'“ Another
row of Lembert sutures, inte Il‘l[szL or continued, should
be 41)1)11“1 over the approximation sutures to render the
closure efficient. The g ul difficulty in ]m\u'ltmCr
h akage will be experienced at the mesenteric border;
therefore especial care must Iw oiven to suturing at that
point. Too greatinversion of the cut edges may produce
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obstruction when repair is accomplished. The operator
should be perfectly sure that the walls of the intestine
are impervious and that its lumen has been restored be-
fore he completes the other steps of the operation. This
can be determined by forcing thc contents from above
through the point of anastomosis, while the intestine is
occluded below by pressure of the hand. The exposed
parts should be rhmnn(fh]y flushed, the redundant mesen-
tery folded and sutured in such a manner that it cannot
possibly produce strangulation, and the intestine dropped
into the abdomen. When the suturing is perfect there
need be no fear of extravasation, and gauze wicks are
therefore unnecessary and often productive of harm.
The omentum is drawn down in front of the intestines
and the abdomen closed without any provision being
made for drainage. It has been claimed that anastomo-
sis by suturing, either end-to-end or laterally, requires
considerably more time than when absorbable plates
buttons are employved, that leakage is more likely, and
therefore that it is not as useful as one of the latter meth-
ods. The same amount of preparation for this operati
in the dead-house or upon animals will make an operator
about equally expert in the use of either plan. Leakage
is no more likely from direct suturing than when some
appliance is used. and perhapsless so, owing to the slough-
ing which sometimes follows the use of either the but-
ton or the absorbable plate. The Murphy button will
undoubtedly prove Lht: most rapid method for anasto-
mosis, and in the colon will cause little inconvenience
from its presenceas a foreign body. The different forms
of clamps proposed for anastomg require more skill in
manipulation than the other methods, save nothing in
time, and will scarcely be generally adopted. The
Murphy button is the best of the mechanical aids to in-
testinal suturing, and is equally suitable for end-to-end
or lateral anaston s.  One section of the button is held
in the open intestine by a running stitch, known 2s a
purse-string suture, which is pulled tightly around the
button as tied. The sections of the button are then
her and locked. A few stitches can be in-
€ orce the line of coaptation. The mesenfery
\11011] 1 be cared for as in the d t suture and the opera-
tion completed in the same way.

LATERAL AxaAsToMoOsis BY PraTes.—The open ends
of the intestine should be closed by two layers of fine
silk sutures passing eply enough to h the sub-
mucosa, then an incision is made in each bowel opposite
its mesentery about one inch and a half from the clo ul
end and long enou to admit the narrow dian
of the absorbable The pllm\ proposed by Senn
are made of compact tissue arge beef Inum vhich
has been decalcified by immersion in ent. solu-
tion of hydrochloric ¢ cid. Oval plates, - lor 3 cm.
w ||!e, and 5 mm. thick, are then cut out of

i is made in the centre of the plate
mm. wide. At each end and
> a hole is punched in the bone n

gin of the opening. Through > holes double threads
are carried, leaving a needle at each lateral hole and a
knotted thread at each end. When the plates are placed
longitudinally in the intestine the neec penetrate its
wall and the corr ~|)(\thn'r threads are tied snugly to
those of the opposite plate. In this way the two intes-
tines are approximated. A continuous Lembert suture
completes the anastomosis. The only objection to this
method is the danger of infeetion throu
wounds in the intestinal wall. Von
plates are cut of the same size and shape as
plates and the operation is performed in the same manner.
Many other mechanical appliances have been propos
but the ones mentioned are the best

RAL IMPLANTATION is the method of suturing the
cut end of the small bowel into an incision in the colon.
The incision ir the colon is made longitudinally and is
not quite so long as the diameter of the ileum. The end
of the ileum is tened into the side of the colon by four
sutures, one at each end of the longitudinal incision and
one at either side. As each knot is tied the suture is car-

ried inside the colon and is left long enough to draw the
line of suture out at the open extremity. The suturing
is then completed inside the gut. After replacement,
the serous surfa are sutured together outside the in-
testine for reinforcement. The end of the colon is then
closed by interrupted Lembert sutures

After excision of the intestine the patient should have
no solid food for about four day The diet should con-
sist of liquid easily assimilable food. On the third day a
laxative can be administered, and, after the bowels move,
feeding can be commenced. J. Garland Sherrill,
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COLONIAL SPRINGS.—Suffolk County, New York.
Post-Orrice.—West Deer Park. Hotel (Colonial
House) new.
Access.—Vii Long Island Railroad, 34 miles east of
New York.
These springs are situated near the base of a bluff that
about one hundred feet above the great plain of
Long Island, the water rising up through a large deposit
of clay in which are found cuuqclcmbie ‘quantities of iron
and other minerals. The location is about two hundred
feet above the sea level and near the middle of the island,
eing 5 miles from Babylon, on the Great South Bay,
and 7 miles from Huntington, on the Sound. It is
said that the atmospheric te mperature during the winter
months will average four d s warmer than at Lake-
wood, N. J. There are two springs in use, known as the
“Colonial” and the “Mo-Mo-ne” £ The former
:n known and used for many years by people in
i o from kidney troubles. While ex-
rvoir for the “ Mo-Mo-ne ” several
wells w discovered two or
1t surface. These were made
from Ihe trunk amp aspen, or poplar—a tree
of the Southern %rnte‘»& The trunks had been burnt out
i ntre with hot stones, in the ne way that the
1s employed in constructing their canoes.
of the wells v left in position, while tl
n exhibition at the Colonial House. This dis A
seems to prove beyond a doubt that the waters here were
known to and used by the aborigines before the advent
of Europeans.
The waters of the two springs were analyzed in 1894
by Professors Chandler and Pellew, of Columbia College,
New York:

ONXE UNITED STATES GALLON CONTAINS:

Mlonial Mo-Mo-ne
Spring.

These waters are very pure, the
a minute proportion of organic matter
qualified for domestic use. The Colonial Spring i
to the Poland Spring of Maine. The water has a mild
diuretic and tonic action. It has been found useful in
kidney and bladder troubles, and may be taken in large
quantities. James K. Crook.

COLOPHONY. See Rosin.




