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the inferior and posterior portion of this lobe, above and
behind the tympanic roof and the petrous portion of the
temporal bone. In cases cerebellar ab: s the most
usual site is at a point close to the anterior and lateral
surface of the cerebellum, behind the petrous portion of
the temporal bone.

In cases in which the surgeon, although convinced that
an abscess exists in some part of the encephalon, is nev-
ertheless unable to decide whether it is located in the
cerebrum or in the cerebellum, it is his duty to explore
first the most likely sites in the cerebrum, and then, if he
fails to find the abscess in this part of the brain, to ex-
plore the cerebellum.

Meningitis of otitic origin is sometimes non-suppura-
tive (meningitis serosa). Usually, however, it is puru-
lent in character and limited to a comparatively small
area by a preceding adhesive inflammation. In these
cases of serous meningitis the early recognition of the
presence of the disease and the drainage of the affected
region—by the establishment of an opening in the bony
wall of the cranial cavity, by incising the dura, and finally
by inserting a gauze drain—has in some few cases been
the means of saving a patient’s life. Asa preliminary to
these steps one may, according fo the acuteness or the
chronicity of the causal ear disease, either make a simple
opening " into the mastoid cells, in order to reach the
deeper-lying structures, or perform the radical operation.
The tympanic roof must be removed and the dura in-
cised. In cases of meningitis serosa, the ventricle should
also be drained, by means of a tent or drain left ¢n sitw,
and in addition it may be well to make a lumbar punect-

of intracranial complications of otitic

in, the mastoid cells and the antrum—and, in chronic
cases, the tympanic cavity as well—are first to be opened
into. Then the surgeon, bearing in mind thatin the large
majority of instances the intracranial complication lies
nearest the: focus of infection in the ear, and realizing
also that it is desirable to enter the cranial cavity by that
route which is at once the easiest and nearest as well as
the one which admits of the best drainage, proceeds—in
the case of a lesion which he believes to be located in the
middle fossa or vicinity—to remove the thin plate of bone
which separates the tympanum, antrum, and adjacent
cells from the cranial cavity (see Fig. 3329). One sur-
face of this plate of bone—it should be remembered—
forms the tympanic roof, the other the floor of the mid-
dle fossa. The first opening through the bone is to be
made with the chisel, but afterward the curette and
rongeur forceps are to be employed for the purpose of
enlarging it. Either of these instruments is much to
be preferred to the chisel, the trephine, or the dental
burr. They are not only fully as effective as these,
but they possess in addition the great advantage of
not being likely, as are the other instruments, which
have to work from without inward, of wounding the
deeper-lying soft structures. In the removal of bone
by means of the curette or the rongeur forceps the
tip of the former or the beak of the latter is inserted
between the dura and the bone, and a portion of the
latter of the size desired is then easily broken or bit-
ten off; the force applied always working in the direc-
tion away from the soft parts. If the cortex is unusually
thick and sclerosed at any one point it may be best to
employ the chisel for the purpose of removing the more
superficial portions, and thus gradually to reduce the
bone to the desired degree of thinness. It is surprising,
however, how thick a mass of bone the forceps shown in
Fig. 3325 is capable of biting off. After the tympanic
roof has been removed it is easy to extend the opening in
any given direction—as may be indicated by the route
taken by the infection—by removing the lateral wall
of the middle foss: quamous plate of the temporal
bone). In removing plate care must be taken to
avoid the middle meningeal artery, as the wounding of
this vessel is likely to cause a hemorrhage which it is
difficult to control. As has been said above, the larger
number of intracranial complications are seated in the

710

lower and posterior portion of the temporal lobe, and
consequently, as soon as the plate of bone above the ex-
cavated mastoid cells has been removed, it is most likely
that the nature of the lesion will then be revealed. Fur-
thermore, the affected area will by this mode of proce-
dure be exposed at its most dependent point. When
once the diseased tissues are exposed, bone must be re-
moved until normal tissue shows around the diseased
If a localized pachymeningitis (an extradural ab-
) is present, the simple laying bare of the site of the
.ase and establishing good drainage, after carefully
cleansing the parts, will result in a cure. It is best not
to curette any granulations that may be present. If,
after they have thus been exposed, they donot soon disap-
pear, cauterization by means of the nitrate-of-silver stick
may be resorted to. The wound should be left widely
open and antiseptic or sterilized dressings applied.
When an encephalic abscess is suspected but not loeat-
ed, the best way of searching for it is first to incise the
durain the centre of the bone opening so that hemorrhage
from any bleeding vessels may be readily controlled.
(The reason why the bleeding may more easily be con-
trolled at this part of the wound becomes apparent if we
consider the fact that these vessels have a tendency to
retract, and if the opening is made near the bony edge
the vessels may retract under this bone and so make it
difficult for the surgeon to seize them with the artery
clamp.) In incising the dura, merely the outer layer
should be opened with a knife and the inner layers pene-
trated with a blunt-pointed, deeply grooved director.
The same instrument should be used in exploring the cere-
bral tissues for the purpose of locating the pus; a trocar
and cannula do not answer equally well, as the latter
readily becomes clogged, and, besides, it is easily possible
to pass the two instruments directly through a pus cavity
into sound brain tissue beyond and thus fail to obtain any
pus when the suction syringe is applied to the cannula
after the withdrawal of the trocar. But when a grooved
director is employed in exploring the brain, especially if a
little downward pressure is exerted upon the brain tissue
at the same time, and if the outer part of the sinus is
stretched open by means of an artery clamp or a pair of
dressing forceps, the pus—if any has been encountered
in the track of the instrument—-will almost surely escape
by way of the groove in the director. When the brain is
exposed in the manner described care must be exercised
to prevent the director from penetrating to a vertical depth
of more than 3 cm. It may be necessary to introduce the
instrument several times before the abscess is located. 1t
should first be introduced in a direction upward, inward,
and backward, in the temporo-sphenoidal lobe; then, if
the absce: s not found in this direction, the director may
next be passed directly inward and upward. If here too
no pus should be discovered, it will be well to introduce
the director inward, upward, and forward. As regards
the proper mode of conducting the exploration I will
simply add that the director should be advanced slowly
for a short distance and then withdrawn for a partof this
distance; then it should be pushed in a second fime to a
still greater depth and again withdrawn as in the first
instance; and so on. When the pus is encountered, the
track made by the director should be freely enlarged
with the scalpel, and the pus allowed to flow out. The
finger should then be introduced to explore the wall of
the cavity and the latter should be cleansed with gauze
wipes. I prefer this procedure to even gentle syringing
with a saline solution and the employment of the double
catheter; it is less likely, as it seems to me, to force the
pusinto the loose open cerebral structures. I also prefer
to rely upon a gauze drain rather than upon a rubber or
bone drainage tube; for the tubes, as it seems to me,
are more unyielding and therefore more irritating to the
soft cerebral tisst A wick formed of a number of
strands of catgut or silkworm gut make a good drain.
In the subsequent care of the wound it will be found
able to dry out the cavity in the brain every other
v, and sometimes even daily, and on each occasion &
shorter drain should be inserted, until the cavity finally
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closes. When, as occasionally happens, a hernia cerebri
develops after the evacuation of the abscess, moderate
pressure and the cicatrization of the tissues will have to
be depended upon for the reduction and eventual oblite-
ration of the protruding mass. Celluloid and other ma-
terials have been employed to take the place of the loss
©of bone substance. 1 have had no personal experience
swith their use, and am therefore unable to pass judgment
apon their value.

When the lesion exists in the posterior fossa or in the
cerebellum, the sinus is first uncovered (see Fig. 3329)
and the bone gradually removed backward and upward
throughout the entire area invaded by theinfection. Such
removal of bone should not stop until normal tissues ap-
pear on every side of the bone opening. It is easy to ex-
plore the cerebellum posteriorly to the sinus, the point of
entrance being in the angle formed by the junction of the
horizontal portion:of the lateral sinus with its sigmoid
portion. The exploring director is introduced at first
inward and forward toward the petrous portion of the
temporal bone. If pus is not found here, the director, in
the subsequent explorations, should be turned more and
more in a backward direction. It is a much more deli-
cate task to enter the cerebellum anteriorly to the sinus.
If the director is introduced at this point, it should be
kept on a level with the aditus ad antrum, and the sur-
reon should be cautious about pushing the instrument in
.a downward direction in the vicinity of the jugular bulb.

The route from the excavated mastoid cells to the seat
of the intracranial lesion is of course the only route to
be followed by the surgeon in cases in which the infec-
tion has clearly spread along a pathway leading from
necrotic tissue in the mastoid region to the deeper-lying
area of disease within the cranial cavity.

There are those who claim, with some show of reason,
that the removal of the tympanic roof exposes the cranial
contents to a greater danger from infection than if a sep-
arate opening were to be made, by means of a trephine
or chisel, into the middle or posterior fossa, the floor of
the middle fossa or the anterior wall of the posterior fossa
being allowed to serve as a barrier between the infected

oid cells and the contents of the cranial cavity.
But. as I have already stated above, this method of oper-
ating does not afford the best drainage (especially when
the middle fossa is involved), and furthermore if one or
the other of the cavities is already infected—as is pre-
sumably the case—additional infection is not likely to
augment the danger. On the other hand, if the cranial
contents are found to be normal, it is easy to prevent an
extension of the infection from the middle ear by means of
proper dressings. Then again, there is ample evidence
to show that, when provision has been made for good
drainage, infection does not so readily pass from the an-
trum or the tympanum to the soft parts within the cranial
cavity when the latter are deprived of the wall of bone
that separates them from the middle ear. In a number
of instances which have come under my direct observa-
tion an opening has been inadvertently established in the
middle or posterior fossa, during the course of the opera-
tion for a simple uncomplicated mastoiditis, and yet in
not a single one of these cases have I known any symp-
toms to develop which would justify the belief that any
infection had spread to these deeper structures after the
establishment of this opening.

In operations for suspected intracranial lesions the pref-
erence should be given to chloroform as an anmsthetic,
owing to the fact that it produces less congestion of the
cerebral vessels, etc.

The course of events after the evacuation of a brain
abscess by operative interference can perhaps best be
shown by the report of a ¢ : A child, four years of age,
was admitted to my servic New York Eye and Ear
Infirmary on March 29th, 1902. he history of a long-con-
tinued, foul-smeliing discharge from the right ear, with
the development, some ten days previously, of a swelling
behind and above the ear, was obtained. The child was
prepared for immediate operation. The mastoid incision
was extended upward to and above the parietal eminence.

This unusually long incision was rendered necessary by
the existence of a large subperiosteal abscess, filled with a
most foul-smelling pus and occupying a space extending
upward, from the mastoid tip, over three inches and from
an inch to an inch and a half in width. The periosteal
walls were found to be gangrenous. The bone, over a
small area immediutely below the parietal eminence, was
of a purple-red color (evidently a beginning necrosis).
The mastoid cells were opened and much cholesteatoma-
tous material was evacuated ; the posterior canal wall was
removed and the tympanic cavity cleared of all granula-
tions by means of the curette; the usual flap was made
from the membranous external auditory canal. The
dura was exposed above the tympanic roof and found to
be normal. Owing to the necrotic condition of the peri-
osteum the wound was left open throughout its entire
extent.

Notwithstanding the fact that the child was a puny
specimen of humanity and did not possess much recu-
perative power, the wound made fair progress toward
healing. Suddenly, while she was sitting up in bed, on
the morning of April 22d, the child collapsed. When I
reached the patient, a few hours later, she was uncon-
scious, with a pulse of 120 and a temperature of 106° F.
The resident surgeon reported that, before she became
unconscious, he had failed to find any evidence of paral-
ysis or of ansesthesia. The patient was prepared for an-
other operation. The opening in the tympanic roof, made
at the first operation, was enlarged, a portion of the
squamous plate of the temporal bone was removed, and
the dura mater was exposed from the tympanic roof to
the parietal eminence a distance of about three inches;
its width measured about one inch. The dura mater
immediately above the tympanic roof, which had been
exposed at the first operation, was covered with healthy

nulations, and the dura mater, on further exposure,
was found to be healthy for a distance of from half an
inch to three-quarters of an inch beyond. As the work
of removing the bone advanced in an upward direction,
it was found that the portion of the skull which at the
time of the first operation had presented a purple-red
color, was now noticeably softer and more friable, and
immediately under the centre of this area was found a
perforation in the dura mater. Granulations covered all
this portion of the dura mater, but they were most exu-
berant in the immediate vicinity of the perforation. Pus
exuded from the opening. A grooved director, intro-
duced into this opening and pushed on toward the cen-
tre of the brain, met with no resistance until it had reached
a depth of about two inches. As the next step an incis-
jon was made through the dura mater at this point. This
liberated a small amount of odor pus and some clotted
blood. On introducing an encephaloscope into the ab-
scess cavity its bottom was found to be filled with a blood
clot. This clot, it was inferred, was the result of a re-
cent hemorrhage and the cause of the collapse which had
occurred a few hours perviously; it was therefore not
disturbed.

During the period that followed the operation the
wound was dressed daily up to the fifth day, when, as
very little pus was present, the blood clot, with the aid
of the encephaloscope, wasremoved. Upon taking away
the last piece of this clot I was surprised to see that the
lumen of the encephaloscope filled up with a clear fluid.
I introduced cotton-tipped applicators ido quick succes-
sion and in this way I was able to stop the flow for a
sufficiently long time to obtain a view of the bottom of
the cavit It presented a smooth surface of a pinkish-
white color, and I noted the fact that the fluid rose and
fell with each inspiration and expiration. There can
scarcely be any doubt that the descending horn of the
lateral ventricle constituted the floor of the cavity into
which I was looking

A week later, as only cerebral fluid was exuding from
the cavity, the gauze drain was removed, and on the next
day I found that the cavity had closed. From this time
onward the patient improved steadily, both as regards
her general health and as regards the condition of the
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wound. TInfact,atthe
gained in flesh and 1 had every reason to c\pul a favor-
ableresult. Butataboutthe beginning of the fifth mnnth
after the operation, the patient de \'Llwpl‘(l a slight paresis
of the left hand and leg: two weeks later the body tem-
perature suddenly rose to 106° F. Further oper: i
terference revealed a softening of superficial
structure, near the outer wound, but no abscess was dis-
covered. T sati adually, and at the end of
another two weeks died. N topsy was allowed, but
i 1 the wound of the oper-
ation. No abscess w yund, but the lining of the lat-
eral ventricle wa i th a purulent exudate; in
all likelihood this condition extended throughout the
whoie ventricular system of the in.

In all probability “the abscess, in the case just narrated,
was situated in the posterior portion of the first temporo-
sphenoidal convolution. As 1 rds the operation it
seems to me that it would have been better if I had en-
tered the cranial cavity below the parietal eminence. If
I had done this I would not have found it necessary to
remove the bone over Tlu tympanic roof nor the lateral
wall of the middle f for [1 distance of over half an
inch above the linea h-mpr\m is; and, besides, T would
have left a smaller area of brain surface unprotected by
bone.

The infection, in this case, evidently Sp read from the
mhlulu ear to the antrum, and thence to the cortex of the

where it caused the formation of a sub-
1 s far as to
I al eminence sven a short @ e above

; it then spread to the bone in the ¢
the parietal eminence, causing a NECrosis
from the outer table of the bone to and tluml-'h its inner
m sle: it then finally invaded the dura mater pd(_ln-

tis and an extradural absce sing
of the portion invaded, and eventually in\'olvin\r the
cercbral s uwmrgs '[ll[‘ﬂl“.l\

sigmg ‘1.1 sinus Tln (J].lﬂ.'(_‘:_-l:; U:u Y. ]L(ﬂl!T?il
are the following: The mastoid operation having been
completed in the manner already described in the earlier
part of this article, the sinus W all is to be gradually re-
moved by the use of a broad curette, and, \\‘1 n an open-
ing has Heen made in the wall, it should be
ward and downward with a ps 0
sinus should be exposed for a sufficient distance bx\'ond
the knee, so that, if it should become necessary to intro-
duce a curette at this point, there w ould be no obstruct-
ine curve to interfere with its use. Inthe downward di-
rection the sinus should be exposed to view as far as the
jugular bulb (see Fi 9). Near the bulb the ope-
rator must proceed cautiously, in order that he may avoid
wounding lllt_ facial nerve in of it; he must also
remember that the ‘lumrm‘l lac erius dces not
ive exit, from the e jugular vein mnm, but
that it also afforc s through its anterior por-
tion, to the glos ph: al, the pne tric, and
the spinal accessory : 'Ilu- inferior petrosal en-
ters the sigmoid s S 1y above the jugular

soon as the wall of the s s been fully exposed
tlu question at once ents itself, Does it or
he clot is h,
ceupy
this question is a very difficult one to answer. -
11 ition alone i 1 e impossible to determine w ln tlul
1id blood is present or t; and it is m

tu ende g e a diagnosis by aspira
nus: for if the clot is centra Iv ted the trocar 1 be
111\1 ly to pu-l it to one side, F i gs the i the
the instr nt will pe itirely tl il T
ther case, therefore, only fluid blood is y to 1:(_- ob-
1t is therefore .umll\ necessary to make the
3}l eral 'mpu:n lone
Vol. I1L., . § cases, 7 mp-
toms are not suffici to elmhh the surgeon m
make a positive dhu:-m E \\ hen this is the case he will
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be compelled to make a sms 11 cision in the sinus wall,
the blood current being shut above and below by the
fingers of an as X clot is found, a simple
-né~-|11(» tampon will control eeding, and this tam-
pon may be removed in the < a few days. On the
other hand, if a clot is found = “llnl‘- should be ope
from a point a little above 1 ar bulb to one
ated a shart distance e tk , the bleedir
this procedure being under of the
The curette is then introduc i
incised opening and di
the instant when this is d
to make pressure upon thesin : L
n rapidly to curette the ior of the ve
direetion nulnml. In carry ) 1is part of ©
it 1 i to t ir ee of firmne
raping the external wall t sinus, but a more
te touch is me 1:11 sure is app
gainst the int ich 11(_'- next the ce
bellum. Free bleeding is ;
that the blood current may 3 2 =
of clot that may have escape he curette. _{n iodoform
gauze tampon (placed ¢ £ 4 » sinus) is used to
control the hemorrhage; if should be inserted into the
lumen of the eanal it would heold it open, and when it be-
came necessary to remove withdrawal of the tent
would be likely to pull the clot out with it and so cause
a recurrence of the hemorrhs: The mode of procedure
recommended for the upper rtion should also be ap-
plied to the jugular end of ¢l nus. Thewound is then
to be dressed as after a mast seration. If the-wall
of the sinus is found to be x tic, as much of the dis-
eased tissues as '\::»-—1 lle khr- 1 becut away. Very little
pressure is reg : atrol the hemorrhage; that ex-
¢ 1 by 1111 n-u_a'l packi gauze and by the outer
all that 1\1\:1 tired.
f,nu and E. ww of the Internal J ;
£ ast of theseri perations which the surgecn
may bave to perform in order ue a patient fr i
fatal effects of an inflamnms n of the middle ear.
patient is placed on the op ng table with the
ders raised and the hea to the opposite side;
sharply defines the anter ier of the sterno-cleic
1n1d muscle, w m(h is 1e to be followed by the
vein. The nec
ourse be thox r I 1 Am‘ the fie ]=1 o
tion rendered aseptic i
from the sterno-clavie u1
between the angle of 3 B astoid piwu
is carried throu : fas and the p

mmd the torcular.
istant \‘1\\ .hl (.

atever further d s
ile of the secalpel, or with
some O " b -ument. rather than with the cut-
ting edge The latter is to be used only
\\'].rn he tisst 1 ‘to be torn apart. The
1 rvical nerve and of the ex-
X ntered in the course of
operatic : of the way down the necl
and beneath 8 ¢l mastoid muscle, is the omo-
hyoid muse J 1 drawn down out of the
r £ § untered, and if thej
ited and
ith with
nerve, f
ed by a fil 1 i
s wall of the st - rno-¢ 1» ido-mas -
The muscle etracted s this sheath is divided
and then op 1 thr ; > oth. The vein,
it must | : 1 P
n-.-pz;fh.]l_\' if d 1<:;;v‘.=: usually 1 t e e of
the arter, Ih.l nerve lying between V0. nes
the vein is collapsed and so small that is difficult to
find.
When the vein has bee d throughout this
length its branches s ct to be tied off (7.e., the f
the superior and midd]l roid, and the lingual ve
The internal jugular is to be tied at two different
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Pr\m'-’ﬁnf- a little above its union with the subclavian
. and the other at its upper end. At each of these

1—\\(. points two separate ligatures are to be placed around

the vein, which is then to be divided at each of these

points; the knife (guided a director, which at the

same time protects the surrounding structures from 111-

jury) passing between the two ligatures in each

The division is to be made at the low er point of 1

ﬁr'\t and the vessel is to be ¢ l'LT'lE.]\ lissected oun

its bed ntil he ) ) is

t this point the v in ru be divided and the e3

sected portion entirely re e Under no circumstances

should this infecte -t of the vein be allowed to re-

main behind. as been no sloughing of

sinus, and if no pus is pr:-wn in the wo

entirely closed with sutures, or a drain may be pl

at eit lau end or at both ends, and the usual dres

J:lll‘,ﬁ'll (Archives of Otology, vol. xxx., p. 8367), ina
cussion on oto s sinus thrombos in which
i not the gular vein should
> the opening of the ‘-]Uli , or at all,
most important point dis
ﬂauc 1 'h.; following Tules:
nmu u" the jugular vein is done—
tep of the Ulwularlf!h (1) in undisputed
uLu phhhmsz (2) in septiceemia.
]I sinus: (1) if the sinus appears
) no pul nous affections, but
mpanied by ors and marked oscillations of tem-
- i ativ f a marked icemia; (2) in
'l'i(‘l'iIl]'l]ﬁ‘h"f]b and parietal thrombosis under the same
conditio
III. After incisionof the sinus: (1) if theseptic throm-
bus is or was situated dn-the immediate neighl )oalmml of
the jugular bulb; (2) if, after the in -i<icm lhf C
not cex nor the temperature decre :
inus is opened (1) when there is e \vann of as
ated thrombus 2) in gangrene of
in repeated T . with marked oscil
tions of temperature and p general condition; (4)
when there is neuritis optic
I ht of opinions as well as the weight of statis-
ties would les ad one to believe that the above-mentioned
guidance in these are very judicious,
neither too Lulhml\mli\ e nor too T; adic
‘IH ( Unive I Journal, (h.l”"
titled iew of Surgery, with £
o Operation Phlebothrembosis of the
” and co ining a most t\rulam Summs

stalled by avoid \_ loss
body temper: by the :
tion, and by T.inf 1.11:1-( use of the chi
- with the minimum use of the mallet.
1dy formed, even in the lungs, are not nece
contraindications for operation, since the secondary
]4-;11 and may heal. Brain ¢
cially in the cere 1m;, should be constantly watched
and may \bH to 1' ompt . Leptomen-
s alone ¢ ns to prec > recovery; and yet. in
some cases, the s 5 O I ous complic
may promptly dise

earotid artery and bulb of the jug
e of the lispls 1t forward in IJ\IL[\H'HHIL‘
cavity, have, in a few rare cases, bee wounded in oper-
ations upon the drum membrane or in the middle ea
Bruhl mentions a case in which the carotid canal al
reached to the promontory of the middle ear. f ti
I iodoform gauze may
ure over the
h the #nrternal eari of a puru-

lent inflammation, the labyrinth will have to be opened

* The inhalation of o 2 € ally in septic s or in those in
which the lungs are involved, is an excellent sustaining measure.

and drained; and if sequestraof the bony labyrinth exist,
they will have to be removed. Robert Lewis, J7.
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MATCHLESS MINERAL WELLS.—Butler County,
Alabama.
Post OFFicE.—Greenville. Hotels in Greenville.
These wells, two in number, are situated two and one-
half miles from Greenville, a pleasant little town of about
00 inhabitants, in the pineregion of Alabama. Green-
> is located on the main line of the Louisville and
Nashville Railroad, fa rty-four miles south of Montgom-
. The following somewhat remarkable analysis of
the water of 1l wells is said to have been made by
Profs. E. A. Smith and J. B. Little, and to have been in-
dorsed by Prof. He nry W. Lefimann:

: UNITED STATES GALLON CONTAINS:

Grains..

Speeci

This analysis shows the water to be a powerful chaly-
beate. It is botiled, aid to have an extensive ¢
in Tlh meh Th(: water is recommended for dyspepsia,
eneral debility, etc. As a loeal ap-
in indolent ulcerations a nd humm—
gonorrhecea and vs
Spray or ¢ in throat affections.
tonie is one or two drachms thre imes a day, diluted
with plain water; as a cathar six, ten, or twelve
drachms in an equal gquantity of water.
James K. Cro

MATE—YER RBA MaT Paracuay TeEA. The dried
leaves of llex . Hil. (fam. flicinex). The
plant yieldi rhh impo t article i irub or small

: i oth wild and cultivated in the country
1 ch it is named, and in other pa of South Amer-
jca. The leaves are evergreen, lanceolate or oblong,
blunt, and sparsely serrate. For use they are collected,
dried, and generally broken into fine fragments.

It is not a drug in the proper sens the term, but a

oe substance, being «'lnml\ 11\ yuth America as a
substitute for t & s one-half to one and
one-half per cent. of 1e. ith this there oceur

yout fifteen p nnin -,m(. a trace of volatile
t res to tea is very clos [t is the
st s of people, who ¢ ite as
fond of it ( g n-t other bey and it
has Ih(~ 3 r very cheap. spas-
modic e be ne o introd i fhlllul
as ac iudl‘
they have not succeeded. the
» much more pc:\\trml and s >d co .mu'r‘inl
which bids fair to sue d-: In
doses about dou ,Hu.\! of tea, the characte
of theine or caffeine is to be obtained.
Henry H R

MATICO.—“The leaves of Piper angustifolium R. et
. P.). This plant is a large
shrub or a-.llzlll tree, glm\mﬂ' upon the eastern slope of
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