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tially from the smstivo-autumnal intermittent which is
liable to run into the remittent or continued fever.

Probably as good a classification of mstivo-autumnal
fevers as we can give at present divides them into:
(@) the irregular intermittent fe
oxysms which have a tendency to approxi
into each other, thus giving continuity ; (¥) the continuous
or remittent fev which often begin with a chill but
are not characterized by repeated chills, and which are
often accompanied by symptoms of stric disturbance
and slight icterus, the fever continuing, with remissions,
for a period of two or three weeks, or even longer; and
(¢) the pernicious fevers, which may be intermittent and
which either prove rapidly fatal or soon yield to treat-
ment.

(@) The first form is not common in this country and
will not be dwelt on, although it is important to bear in
mind its existence. It yields, with reasonable prompt-

to vigorous treatment. The great importance of
having recourse to blood examinations by a competent
microscopist, to determine whether, in such cases, we
have to deal with an sestivo-autumnal infection, lies in
the fact that we have here a much more grave disorder
than a simple intermittent and one which is liable to end
7n a pernicious attack, perhaps terminating the life of the
patient. Hence the imperative demand for an early diag-
nosis. which can be made unequivocal only by a blood
examination. If, then, the patient isliving in, or has just
come from. a region where pernicious fevers prevail the
rous treatment is demanded to prevent the pos-

sibility of a pernicious paroxysm. -

() The second class of sestivo-autumnal fevers consists
of that form which we have been accustomed to designate
as remittent malarial fever, and which has also been called
“ bilious fever, ric fever,

The pathology of sstivo-autumnal fever of both the first
and the second class, when not pernicious, is practically
the same as that of ordinary intermittent fever, due al-
lowance being made for the difference in form of the two
species of parasites, and for the greater tendency of the
red corpuscles containing festivo-autumnal parasite nd
of the leucocytes containing both red corpuscle and para-
site to mass themselves in internal organs. The essential
lesion is the blood lesion, with its profound anwemia, its
melansemia, its enlarged and pigmented spleen and liver
and other organs. In the more prolonged and g
attacks of this class the lesions, in individual org
will more nearly resemble, or be identical with, those de-
scribed under the head of pernicious fevers.

Symptoms.—The onset of remittent fever is usually
abrupt, commencing with a chill of moderate intensity.
If there are prodromal symptoms they will con of I:
situde and general malaise for a day or two, with head-
ache and perhaps pains in the limbs and back, loss of
appetite, a foul taste in the mouth, and sometimes nau-
sea. The chill is not so prolonged nor so violent as in
many cases of intermittent, lasting perhaps for half an
hour or less. and followed by fever in which the temper-
ature will range from 101° to 103°, or even 105° F'., remain-
ing for many hours at or near the highest point reached.
It is not unusual for bilious vomiting to occur during the
chill and during the first few hours of the fever, and in
such cases there is often considerable irritability of the
stomach for several days. The fever will continue with-
out any marked remission for twelve, twenty-four, or
forty-eight hours. During this time there are complete
anorexia, sometimes great restlessness and vigilance with
continued headache, sometimes a persistence of the vom-
jting ;: but more commonly these symptoms subside and
the patient is drowsy.

The remission is marked by an amelioration of the dis-
tressing symptoms, if such have existed, and a fall of tem-
perature to about 100° F. This may continue for from
three to six or twelve hours, oc nally even being
prolonged to twenty-four or thirty-six hours. If the at-
tack is not severe, the patient will declare that he feels
quite well, and will wish to get up. His appetite, how-
ever, does not return, and he is far from feeling as well
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as during the interval of a quotidian intermittent, for in-
stance. At the appointed time the fever rises again,
gradually reaching its former, or a still greater. height.
This rise is seldom accompanied by a repetition of the
chill.

From this time on, if the progress of the disease is not "

arrested, there will be periodical remissions and exacer-
bations, usually occurring once or twice during the
twenty-four hours, but sometimes at more prolonged in-
tervals.

At the beginning of an attack of remittent fever the
tongue will be furred, of a gray or yellowish tint, large,
moist, and indented by the pressure of the teeth. Later,
it is likely to grow dry, smoother, and brownish in the
centre, red at the tip and edges, with sordes on the teeth.

ose-bleed is not very uncommon. The stomach may be
irritable throughout the attack.

The bowels are usually constipated, the urine is scanty,
high-colored, and acid.

The skin and the whites of the eyes often show a yel-
lowish or jaundiced hue, especially in those persons who
have lived lomg in a malarious region.

There is no petechial eruption. It is not unusual to
see an outbreak of herpes about the mouth.

Delirium is not common in the simple remittent, but in
the graver, more protracted form it often occurs, accom-
panied with the other symptoms of the typhoid state,
such as dry, cracked tongue, sordes, subsultus, etc.

course of the disease varie reatly in different
In the most favorable, under vigorous treatment,

s arrested in from three to five days. In severer cases
the course is more protracted, running from two to three
or four weeks, or even longer. Such cases present very
varying degrees of gravity. In some of them the pa-
tient makes very little complaint, does not look very ill,
eats and sleeps well, while still the temperature
remains at from 100° to 102.5° F., and the patient grows
quite weak. In others, with but a slightly higher range
of temperature, there will be great gastric Irritability or
severe headache, great restlessness and vigilance, and
many, though not all, of the symptoms of typhoid fever,
such as dry, ¢ ed tongue, sordes on teeth and lips, and
muttering delirium. This is the “ typhoid state,” which
may also occur in other diseases than specific typhoid
fever or grave malarial remittent fever, and these are
the cases which used to be reported ty pho-malarial
fever.” There is, however, no characteristic typhoid
fever temperature in the first two weeks, no ro :olored
rash, no marked iliac tenderness, or gurgling; as a rule,
no tympanites or diarrhcea.

The simple form, when not arrested by suitable doses
of quinine, runs its course in from ten days to three
weeks without any alarming symptoms.

Diagnosis.— W hile in the majority of cases a reasonably
positive diagno can be made from the environment of
the patient, the prevalence of malarial infection at his
place of residence or at some place which he has sited,
together with the history of the attack, it still remains
true that for an unequivocal diagnosis recourse must be
had to a blood examination and to the demonstration of
the presence of the wmstivo-autumnal parasite. In order
to make this test reasonably certain, however, it should
be applied before the administration of guinine. There-
fore we often pr to prove the correctness of our diag-

osis by the success of the treatment.

When it is necessary, as is frequently the case, to dif-

itiate betw remittent malarial fever and fypheid
Jfever, we have, on the one hand, the demonstration of
the malarial p i nd. on the other hand, at a proper
stage of typhoi ver, the Widal test, as our criteria.
With these two ai whenever the services of a compe-
tent microscopist can be secured, the diagnosis should
not remain doubtful.

The differentiation from yellow fever calls still more im-
peratively for a blood examination, since the malarial
parasite does not exist in yellow fever. Furthermore, in
the latter, jaundice occurs early and is more intense,
bleeding gums and black vomit are prominent, while
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~very rare in malarial fever. The enlarged malarial spleen

is wanting in yellow fever.

Treatment.—In remittent or sestivo-autumnal fever, as
in all forms of malarial disease, guinine is our sheet-
anchor. No time should be lost in preparatory treat-
ment. Whatever else needs to be done may be carried on
at the same time, but the first requisite is to put quinine
enough into the blood to arrest the development and mul-
tiplication of the parasite. Seven-and-a-half to ten-grain
doses of quinine every three or four hours until thirty or
forty grains have been taken during the twenty-four
hours, or fifteen-grain doses every eight or twelve hours
will often cut short a remittent fever in the first two or
three days. If this happy result does not follow, the
same treatment, slightly modified according to circum-
stances, should be continued for a week. The disagree-
able nervous disturbances of cinchonism may be to some
degree modified by full doses (thirty or sixty grains) of
one of the bromides. Sometimes an irritable stomach re-
jects the quinine. Thisirritability may often be quieted
by counter-irritation over the epigastrium, as by means
of sinapisms, by the administration of calomel and soda
triturates, or of broken doses of Seidlitz powders or other
effervescent draught.

If the stomach is utterly rebellious we may try ithe rec-
tum, rubbing up double the amount of quinine we would
use by the mouth with a little yolk of egg and tepid
water and using it by enema.

If neither of these methods succeeds, or in any event if
the case be urgent, as in pernicious fevers, we must re-
sort to the hypodermic use of the drug. Thirty grains
of bisulphate of quinine with five grains of tartaric acid
in two drachms of water makes a good solution, one-half
of which may be given at a time. Heat alone will dis-
solve five grains of any quinine salt in thirty minims of
water. If this is quickly used in a well-warmed hypo-
dermic syringe no added solvent will be required. Hy-
podermic quinine is somewhat liable to cause a puncture
abscess, but in a grave emergency this is not to be taken
into the account.

by means of such vigorous treatment an attack of
tivo-autumnal fever is brought to an end, the guinine
s by no means to be Not less than five
grains every four to six hours should be continued for a
and after that two or three grains three or four

times a day for at least two weeks longer.

In the treatment of these fevers, after the subsidence
of the acute attack, which may have been accomplished
by the use of guinine within the first week, there are no
more valuable remedies than arsenic and iron used in
combination with the continued quinine treatment above
indicaied. A liberal, blood-making diet is called for,
and, if possible, an escape from the climate or the sur-
roundings in which the malarial infection was acquired.

Other symptomatic treatment, both early and late, will
be employed by the intelligent practitioner, according to
the indications. But the great thing to remember is that
no treatment of “biliousness” by mercury, nor of fever
by antipyretics, nor any other treatment, not even
change of climate, will accomplish the purpose unless
accompanied by the use of suitable doses of quinine.

Medical men who have practised for years in malarious
regions have heretofore been divided into two classes:
one class believing that every continued fever which did
not yield to quinine was typhoid fever: the other class
holding that there were cz of continued malarial fever
which would not yield to quinine. It seems probable,
under the revelations of the microscope, that the second
class will have to surrender their belief, without, how-
ever, granting the claim of the first class that all such
cases are typhoid fever. Marchiafava and Big i
(*Twentieth Century Practice,” vol. X., p. 418), sa)
“ Physicians should rid themselves of the notion of the
prolonged and obstinate resistance of typhoid-like, sub-
continuous malarial fevers to quinine. When quinine is
properly administered, the fever is not prolonged more
than four, five, or six days.” On the other hand, how-
ever, on page 300 of the same work, these authors say:

“In a detailed study of sestivo-autumnal fevers we shall
see how, in malarial seasons and climates, infective fevers
occur whose etiology is not yet known, and which, without
an examination of the blood, might, even at the present
day, be confounded with diseases of malarial origin.”

(¢) Pernicious Fever.—This form is rare in rhe"temper-
ate zone, although it may occur even there in newly set-
tled regions. It is common in the tropical zone and fre-
quently met with in sub-tropical countries. Although
caused by the sestivo-autumnal parasite, pernicious at-
tacks are not seldom distinctly intermittent, a period of
twenty-four or forty-eight hoursintervening between the
1‘{11‘0X}'SI]15.

In the majority of instances there are no prodromal
symptoms of the pernicious attack, but it either strikes
the patient like lightning out of a clear sky, or else it
follows a few lighter intermittent parox

The most common form of pernicious fever is the coma-
tose or apoplectic form. This is rather ‘more liable than
some of the other varieties to be preceded, during the
intermission, by drowsiness, hebetude, or severe head-
ache. he chill may be more or less complete. During
the hot stage the patient falls into a stupor or coma.
He lies there with flushed face, pupils dilated and fixed,
breathing stertorous, pulse sometimes fast and sometimes
slow, muscles completely relaxed, skin dry and hot, tem-
perature in the axilla 104° or 105° F.

This .may last for six, twelve, or twenty-four hours,
sometimes even for several days, the pulse and vital
forces failing until the patient guietly ceases to breathe.
Or at the end of a certain number of hours he may gradu-
ally rouse himself, confused in his ideas, still complaining
of headache, perhaps even confused in speech, and with
paresis in some one of his extremities, all these symp-
toms, however, gradually disappearing during the inter-
mission.

Instead of pursuing the course described above, the
coma may be preceded by violent delirium, even mania.
Or the delirium may end in sudden collapse and death,
or in sleep and recovery without the supervention of
coma. Again, in other instances there will be nervous
manifestations showing the involvement of the spinal

rd as well as brain, such as clonic or tonic forms of
spasm, of the eclamptic, epileptic, or tetanic variety.
The more varied and violent the forms of nervous dis-
turbance the mere unfavorable the prognosis.

Two forms of attack, which are found especially in
tropical climates, are the choleraic and dysenter In the
former there are burning thirst, severe vomiting, watery
stools, cramps in the calves of the legs, finally collapse,
and death with all the signs of asphyxia. In the dysen-
teric form serous, mucous, and bloody stools occur dur-
ing the paroxysm, and disappear during the intermis-
sion. The algid form may or may not begin with a chill
and have a fever stage. Either following a rise of tem-
perature or without it, the body temperature falls below
the normal, even going as low as 90° F. The patient
often complains of burning heat within and of great
thirs The skin is pale or livid, the pupils are dilated, the
pulse is feeble and may be irregular. Consciousness is
retained to the last, and the patient is strangely indiffer-
ent to his surroundings and his danger. Sometimes the
choleraic and algid forms are combined. The urine is
diminished in amount and may even be suppressed.
This general condition may continue for several A
with an occasional rise of temperature to normal or even
to 100° F. or more, and the patient may then die.

This form of pernicious malarial attack seems to justify
the popular term of congestive chill, so common in all
malarial countries, although the name is often given by
physicians, as well as by the laity, to any extremely
severe or pernicious malarial attack.

In all the pernicious forms death may occur in the first
paroxysm, within the first twenty-four hours, or there
may be a fall of temperature with great, if not complete,
amelioration of all the symptoms. Unless prevented by
treatment, the paroxysm will, however, return at its ap-
pointed time, probably with increased severity, and in
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Persons so affected may complain of every imaginable
symptom known to medicine, but they will almost all
acree in the following: loss of appetite, a bad t
the mouth, indige stion, a constant sense of weariness
refreshing sleep, llmu_.ng pains in the loins or <-111.1l] of
the back, shortness of breath on exertion, and va
pains in the joints or muscles of the extremities.
sons are usually more or less emaciated, pale, and sal-
low. The pulse is a little rapid, there is no elevation of
temperature, and generally there is nothing periodical
the case. The spleen is greatly eniarged, hard,
somewhat tender on pressure, or may even be spon-
pain ful in certain positions of the body, or
rin one pnﬂl!nﬂ Il~1‘ some time. In leuksemia
an enlarged spleen, although not so hard,
11 cachexia there is no inc se in 1]1\ num-
white blood cells, so characteristi * leuksemia.
addition to the presence of mahln il ps umw s, especially

F the internal ory the most str

rachexia is ¢ -!'m:mi secondary a
¥ be distinguished from an essentia
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(Alnmr—, or blue m and various cathartic “liver
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idicious adminisiration of arsenic in ordinary, not in

iperiodic, doses, combined th iron and nux vomica,

or by the use of the mineral ¢ 5, esp 1ly the dilute

nitro-hydrochloric acid. Iodine preparations also do

them good for a while. Care must be taken to aid the

C , and to insure a sufficiently varied and nourish-

Above all thir i le, such people

induced to move , even if only for a
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Hu.\ have become thus contaminated with malaria.
Edward W. Schauffler.

NALARIN acetophenone pln netidin citrate (CeHu.-
}.CH;.CsH:.CH,), idensation product
ace |m!~huu e and paraphenetidin, a is a crystalline
oluble powder of acidulous ste. nother of the
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of Jtr.uplaum:m. e dose is stated to be 0.3 to 1
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r in the air,
) 1 flavor. Its
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MALIGNANT GROWTHS, THE STARVATIOI’\. OF.
empt to contro )1 the advance er and sar-

them of blooc ‘_' not a new

ation of the chief ves for s purpose,
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tem seems that best adapted to test the

1878 Dr. John A. Wyeth, of New York,

analyzed all the cases then obtainable of

‘otids, and he clai that a large num-

£ tumors had 1s been cured. Buta

careful study of these cases and his own clinical experi-
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Malignant Growths,.

ence confirm the writer in the belief that by ligation of
nutrient artery alone tumors of this class are never
manently checked in their advanc They appear for
a few weeks to cease growing, but after this brief inter-
val of time they again resume active development.

Some idea of the difficulty of shutting off the blood sup-
ply of any part fed by arterial branches of the carotid
system may be g ‘nul sn simply (:mqnl: rin
of the eight brai the supe al carotid freely in-
termingle blood '.\'irh utl‘u'r ar 1 sys S , that of
the inte ( i

In orde
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\-[u] itself. It was fearec
carried out, the patient m
- some lull r part through sl i to ob-
ore light upon the effects of such a serion iLtL:.'—
3 '\\‘ilh the blood ‘.-'113_)1113.’ f 1
repeated trials
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to ¢« 1 owing. In no

experiments, did any normal part

usual nourishment

: st opportunity for testing the matter upon a
human being presented itself in June, 1895. The pa-
tient, who was affected with a round-celle arcoma of

nx, had previously been s ted by me
on of one ex \cnnd carotid. On the
eaking T excised the ex-
ternal carotid of the other A Tapid shrinking of
the tumor followed this operation, and for a period of
several months the '\hriukugc thus ¢ d persisted. In
the following .leud‘ , however, I v > lled—as
the tumor had ¢ fig] o grow, and as the patient
would not permit me to excise the carotid wh 1
previously be icated—to excise ti uperi
in order to remove what I could of the tumor.
i the date named above I have had the opy
testing thoroughly the safety and the 1
s (upon m_Ll rnant growths in ti

n pm.u.mu(l in over ei
Among ;II(HL- W nn
be named: Drs. Keen and Da
Brewer
wlm»(sl. Meyer, Erdman Gibson,
nd Woolsey, 7 N

nant growth which follows extirpation of the artery is
greater than it is after mere ligation.

Technigue.—The external carotid is exposed from end
to end. The Ill( on in the n is made fully 2 em.
nearer the median line of the neck than commonly is
taught; this being a g in both safety and speed of
vork. A ligature is passed about the external earotic
close to its origin, bu fﬂ not yet tightened, as it is easier
to expose :mtl Ié ]“d“(ll(‘\ “l'en larg
full of blood

etween the ligatures. 1 reins di';linin_-_‘f the
ions are also :d similarly, in order to inc
r the i} 3 E
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i , S near
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—the internal X 'y anc superficial temporal,
buried in the parotic facilitated ; and by stretch-
i he g 0 rht‘ end of the externs
carotid with the jaws of a sle - pair of dressi :
, the artery reed d its h:luu“) tion expc
way the r (incident to the use of the knife) of
1 paraly - a salivary fistula
: me cases, by down firmly upon
l]]\_ carotid terminal stump, we can slip a ligature over
this el high enough up to shut off the supply of
blood to the branches just named. Usually, however,
we can tie off only the external carotid just below them.
P w:Hx —Tm have b NCO ri in sarcoma,
Several cs subperiosteal and ex-
nant sarcom: of the t deemed practi-
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the three-year period of Volkmann
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