
What finally becomes of such bad hands I am
unable to say. One patient who came under our
care nearly three years ago with a hand per-
fectly stiff in full supination, due to a poorly
treated Colles' fracture two years previously,
has gained so much by a fairly regular treat-
ment, that she is now able to use her hand for
most necessary occupations in daily life, though
she cannot bring her fingers nearer than two
inches from the palm. Many cases will prob-
ably improve in the long run, but even if the
full function is finally restored, the sacrifice has
often been greater than might have been neces-
sary.

The idea of this paper has been to draw at-
tention to the secondary traumatic affections of
the hand and to make suggestions how to reduce
the number of such cases. We shall do so, when
we direct the treatment towards the functional
cure from the very beginning, when we learn to
individualize, and when we never forget, that
we have to deal with living tissues which will
react upon traumatic influences with inflamma-
tory processes. To avoid the inflammation and,
if it is not possible, to check its disastrous con-
sequences in time, will give better results at the
end.

_

HEAD INJURIES OF THE NEW-BORN
BY DEWITT G. WILCOX, M.D., BOSTON,

Lecturer on Neurologic Surgery, Boston University School
of Medicine, Boston.

The recent post-mortem findings of so many
cases of meningeal lacerations of the new-born
opens up a new and wide field for thought and
investigation. It is not for a moment to be as-
sumed that the obstetrician of today is less
skillful or more careless than his predecessors
in the use of the forceps, but rather that the
subject is receiving very careful attention on
the part of the pathologist and the brain sur-
geon.
It is conservatively estimated that in cases of

forceps delivery, from 30 to 40% of the infants
so delivered suffer more or less from intra-
eranial hemorrhage. True, many of these eases
fail to show any ultimate effects of such lesion,but a sufficiently large number either succumb
quickly or show remote effects, to warrant the
warning which is now being agitated.

The advent of the obstetric forceps created
no small furor in medical circles; they were
variously condemned, lauded, damned and de-
fended, only to take their place finally as an
indispensable requisite to obstetric practice.
But after all these years of popular favor, we

are now obliged to bring against them an indict-
ment, based upon new-found evidence. While
this evidence does not condemn the forceps in
toto, yet it seeks to place restrictive measures
upon their too general or indiscriminate use.
It is now generally conceded that where the

dilemma arises of choosing between a protracted,

difficult forceps delivery, especially those requir-
ing great traction, or a Cesarean section, the
safety to both mother and child is materially
enhanced by resort to the latter.
Just a word as to the manner in which these

hemorrhages take place. First, it is to be noted
that in the autopsies mentioned, the majority of
eases showed the hemorrhagic centres to be in
the parietal or frontal regions, close to the longi-
tudinal sinus. The second most frequent centre
was just above or below the tentorium, or in
the tentorium itself. When the parietal bones
are made to overlap in an exaggerated manner,
as they must do in a difficult forceps case, there
is an extensive peeling off of the dura on one
side, and of the periosteum on the other side.
This allows a blood clot to form, which, if not
extensive and conditions are favorable, will be
absorbed without any ill effects ; but if there be
a continuation of the oozing, and the circulation
be somewhat impeded, an intra-cranial local
pressure will soon be exerted, which in time
causes edema, with a resulting general pres-
sure.
Again, if there be an undue overlapping of

the occipital bones, one upon the other, or of
occipital upon temporal or parietal, there is
quite likely to be a laceration of the tentorium.
Hemorrhages occurring in this region are more
fatal than those occurring along the longitu-
dinal sinus in the frontal region, from the fact
that the medulla is here quickly affected, and
asphyxiation results.
But while these tentorium lacerations are the

most fatal, they are by no means the most un-
fortunate, for many of the frontal and parietal
lacerations produce clots, which by their con-
tinued pressure, tend to destroy the cells of the
cortex, producing a porencephalia with all its
attending mental defects.
It must ever be borne in mind that the brain

of the new-born child has less resisting power
than almost any other tissue in the body; it is
soft, is but poorly medullated, and will disinte-
grate quickly if there be any circulating dis-
turbance.

Could we insert a window in the skull of the
new-born, which had become the victim of a
cerebral laceration, we would note changes
something after this manner: If the bleeding
were epidural, we would see a gradual ooze from
the meninges, with coagulation and steadily in-
creasing pressure. In the course of a few hours
the ooze would cease, owing to the increasing
pressure. After three or four days there would
be a change in color of the clot from a deep red
to a brownish red, and later to a light brown.
Then the clot would begin to grow smaller as
absorption took place, and change from a solid
to a semi-solid body. Later it would appear to
dissolve entirely, and a serum take its place.
If now we could continue our observation, we

would notice nature's attempt at curing by
throwing a wall around this serum and making
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a cyst of it. This wall would be of a yellow
color, quite a contrast to the cortex, and could
be easily removed did we know its exact loca-
tion. It is at this stage particularly wherein
nature calls so loudly for help in removing the
offending cyst. She is signalling to us by caus-
ing the patient to undergo epileptic seizures, ex-
hibition of local paralyses, mental disturbances,
or special sense perversion. Failing to attract
our attention to the exact seat of the trouble,
she surrenders to the inevitable, which is a de-
struction of the cortex due to the continued pres-
sure and disturbed circulation.
If now we take a fresh look through the

window, we will notice an interesting sight. The
cortex appears as if it had changed to a sub-
stance not unlike bees-wax in its composition,
having large pores filled with serum ; the delicate
pia mater is stretched over these little lakes or
cells and the fluctuating fluid can be seen be-
neath the transparent membrane. It is in fact a
degenerated porosity of the cortex, and is now
beyond all hope of redemption; neither nature
nor man can restore a porencephalic cortex, and
the child is either a hopeless cripple, an imbe-
cile, or both.
Let us now go back to the beginning of the

trouble and see if we shall be able, by the mani-
festation of symptoms which the new-born child
presents, to recognize the presence, the extent
and the location of any cerebral hemorrhage
which may have taken place. First, every ob-
stetrician delivering a child under the condi-
tions mentioned, should be prepared and acutely
alert to recognize the first signs of cerebral
hemorrhage. In the most severe cases the first
evidence would be, an apparently dead child.
The autopsies conducted by Bauereisen at the
Kiel Maternity, Vienna, show quite conclusively
that nearly all the still-births of that institution
were such, not because of asphyxiation due to the
protracted delivery, nor because of misplace-
ment of the cord, or any of the other heretofore
assigned causes, but solely because of intra-
cranial hemorrhage, especially hemorrhage at or
near the medulla; and he lays special stress
upon the dangers, in the old practice, of swing-
ing the child's head downward to resuscitate it,
or of handling it in any manner so as to increase
the intra-cranial hemorrhage, which is already
going on. He reports the details of eleven cases
of cerebral hemorrhages out of 47 autopsies on

infants, all of the eleven cases having been in-
strumental deliveries.
If, therefore, the new-born child appears to

be dead, and does not respond to the usual
methods, such as clearing the respiratory pas-
sages, immersing in warm water, friction, etc.,
intra-cranial hemorrhage should be suspected,
and the remedy applied as later suggested.
If, on the other hand, the child breathes but

gives signs of low vitality, the following symp-
toms would be suggestive of cranial pressure:
Undue protrusion of the fontanelles, pallor of

the skin, deviation of the tongue, head drawn
backward, convulsions, impeded respiration, such
as Cheyne-Stokes, or respiratory irregularity
in any form. If the child survives the first few
weeks of life, and the clot continues to cause
irritation, nature again runs up her distress
signals in the form of a different set of symp-
toms. They are these: Difficulty or inability
to swallow, inequality of the pupils, frequently
recurring convulsions, spasmodic screams, con-
tinued restlessness or drowsiness amounting al-
most to coma, muscular insufficiency, especially
an inability to support the head. Still later
comes the evidences of paralysis if the clot be in
or near the motor area. If the child continues
to live, the real tragedy in that family has only
just begun. Each succeeding act plunges all
the characters into deeper gloom and despair,and usually the last scene is not the hoped-for
death of the victim, but rather the premature
death of the over-wrought and saddened mother,
who has carried on her heart and hands the
burden of an imbecile or crippled child.

The following picture will act as a compositefor the majority of, cases of porencephalia fol-
lowing an intra-cranial hemorrhage at birth :—

Case 1. It was a boy whom I had continuously
under observation from his infancy to 18 years of
age. The birth was a foot presentation, head de-
livered by forceps with difficulty, large, well devel-
oped child, but apparently dead; revived, breathed
irregularly, was very weak, had to be fed with spoon,
never nursed either at breast or bottle. Did not
hold up his head until two years of age, showed
signs of right hemiplegia when he tried to creep;
began to have epileptic seizures at three years of
age, which continued throughout life. Never talked,
but made a guttural sound which was intended as
an answer; understood what was said to him and
would obey; had fairly good memory but otherwise
an imbecile; had spastic paralysis of right arm and
leg. The mother had never absented herself from
this boy, day or night, for those 18 years. When 18
years of age the parents preferred the risks of an
experimental operation rather than make no at-
tempt at relief. A trephine opening over the left
hemisphere in the motor area showed a condition of
porencephalia involving all of the motor area and
speech centre; numerous small cysts beneath the
arachnoid; the cortex looked honeycombed and was
of pale grayish color. This was a case which had
passed through the various stages of intra-cranial
hemorrhage at birth, clot formation, transformation
of blood clot into serum, cystic formation and final
destruction of the cortex under the area of pressure.
The boy did not survive the operation, as a para-sinoidal sinus ruptured causing a fatal hemorrhage.
We are all familiar with these poor unfortu-

nates; they present much the same appearance,
simply differing in minor details. The mental-
ity is about nil, speech absent or but indiffer-
ently present, usually a spastic paralysis of one
arm or leg, or both; epilepsy present as a rule.
When we realize the havoc wrought in a home

by such a tragedy, we become deeply impressed
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with the great responsibility resting upon the
accoucheur, and the possibility of finding some
remedial agent which shall spare a household
this deep sorrow.

The first question to present itself is, how
early must such a lesion be recognized in order
that it may be cured by operative measures?
Unfortunately, no hard and fast rule can be laid
down, owing to the varying degrees of resistance
in the brain of different individuals. A clot
pressing upon the brain of one child might
cause a porencephalia within two or three years,
whereas in another, such a condition might not
ensue for six years. But generally speaking,
there is little hope of affecting much improve-
ment by surgical measures after a period of six
or eight years. Much the same rule applies here
as in epilepsy. After the epileptic habit has be-
come established for ten years or more, even
though it be of a definite traumatic origin, it is
rare that a cure is effected, notwithstanding that
the cause of the seizures may be readily found
and removed. If we cannot state how late an

operation can be performed with hope of success,
we can state how early it can and should be per-
formed; it is entirely safe and reasonable to op-
erate upon the new-born a few hours or days
after birth, with very excellent chances of re-

covery
Allow me to cite an interesting case as an il-

lustration of this kind of intra-cranial hemor-
rhage:-

Case 2. This case came under the observation
of a Boston surgeon some eighteen months ago. A
child of four days old, instrumental delivery, no

complications otherwise, a healthy boy of nine
pounds. On the third day he became stupid and
finally slept continuously. Twitchings appeared in
the right hand and leg, also the left eye and left
side of the face. The father of the child, being a

physician, was easily induced to have a surgeon
called. Fortunately the surgeon had been doing
some brain surgery, and an exploratory trephine
opening was made over the leg and arm centre on
the left side of the head. A small sub-dural clot
was found and removed, and the child made a good
recovery, with the entire disappearance of all symp-
toms of compression. Eighteen months have elapsed
and the evidences are that no further hemorrhage
has occurred.

Case 3. I have a record of two other cases very
similar in their nature. The youngest child I have
operated upon was S1/^ years old, whose history was

very much as the composite outlined. He had right
hemiplegia and impairment of speech, but had devel-
oped quite well physically. His condition showed
plainly what area was affected, by the paralysis of
the right arm and leg, with the involvement of the
speech centre. The exposure of his left motor area,
through a good sized ostéoplastie flap, showed the
cystic stage of the hemorrhagic clot. There was
some destruction of the cortex adjacent to the cyst,
demonstrating the beginning of porencephalia. The
cyst was evacuated, but the delicate and friable na-

ture of the cortex would not permit of the removal
of the cyst wall. There was, however, much im-

provement in the use of the arm and leg. The case
is still under observation, and I feel quite sure that
had this case been operated one year earlier, a com-

plete cure might have been effected.

To show the extent to which an intra-cranial
hemorrhage may extend without giving any ex-
ternal evidence on the skull of such hemorrhage,
and also as an illustration of how easily over-
looked are these cases of meningeal lacerations,
I wish to cite another case :—

Case 4. A young, healthy woman, at her first
confinement, had a very difficult labor; the pelvis
was of normal size, as the measurements showed, but
the head was unusually large. The physician was a
Boston man of large obstetric experience. He had
applied the forceps and worked patiently and skil-
fully for several hours without effecting a delivery.
She was then taken to the hospital and I was called
in consultation. A Cesarean section was imme-
diately decided upon, and in a short time I had de-
livered the child through an abdominal incision.
The child responded but poorly, had great difficulty
in breathing, was cyanosed and soon showed a
marked Cheyene-Stokes breathing. At the end of
four hours, the mother having rallied nicely, I de-
cided to operate upon the child, but while we were

making preparation for the same, the child ceased
breathing, and could not be revived. I later made
an autopsy, and found each hemisphere of the cere-
brum normal, but in going below the tentorium, into
the cerebellum, I found a large blood clot occupying
most of the cerebellar fossae on each side. A close
examination of the tentorium disclosed a rent of
nearly two inches in the median line near the pos-
terior fontanelle. This clot had so compressed the
cerebellum, and that in turn had pressed upon the
medulla sufficient to cause paralysis of the respira-
tory centre. It is scarcely possible that an opera-
tion in this case would have been successful. But
here was a case where the forceps had so compressed
the occipital and parietal bones as to lacerate the
tentorium and cause an extensive hemorrhage; and
yet not a sign of that hemorrhage was visible out-
wardly, save by an unusual tension of the fonta-
nelles. The mother made an uneventful recovery.

It is in such cases that the death certificate
usually reads "still-born" or "inanition," and
there the research ends. Tt would shed a glo-
rious halo of information upon these cases of
so-called "still-births," if every one of them
were subjected to a necropsy.

Details of Operation. In the most severe

cases, the babe is usually comatose or but semi-
conscious, hence an anesthetic is rarely neces-

sary. If it is necessary, a few whifs of chloro-
form, administered by an expert, is sufficient.
As ether increases cerebral blood pressure, and
chloroform diminishes it, the latter for children
and babes suffering from brain hemorrhage is
safer. The trick of locating the bleeding point
is the crux of the whole situation, and this can

only be determined by a most careful studv of
the ense by .one well up in brain localization ;
for it must be remembered that the new-born
child will show no evidence of local paralysis,
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however great or wherever located the hemor-
rhage.

Procedure. Having selected the site for op-
eration, the scalp flap is turned down and the
bone exposed. Every drop of blood which it is
possible to conserve should be saved, for it is
drops, not ounces, which count with the new-born
child. A trephine may be used or not, as seems

necessary; if the opening is made near one of
the sutures, it will not be required. A little
careful use of the chisel or gouge without the
hammer will usually affect a sufficient opening
for the use of the DeVilbis forceps or heavy
shears.

However, there is no objection to the use
of the trephine, if it is used delicately. The
Hudson drill is too powerful an instrument for
use in the babe's skull. If the clot is epidural,
it is reached immediately underneath the skull,
and can be quickly removed. A little pressure
with cotton will generally control any oozing.
If the clot is sub-dural, it can usually be felt or
seen beneath the dura, and that membrane is
then opened and the clot withdrawn. It goes
without saying that the hazard of the operation
is materially increased if the dura is opened.
It is a delicate procedure in the infant, and
must be done skilfully. In the great majority of
cases the clots are near the surface, and gener-
ally near the sutures, and more frequently epi-
dural.
Rapidity, conservation of blood, and delicacy,

are the essentials to success in these operations.
It is not, I am sure, exhibiting an optimism

born of mere fancy, to express the belief that
we shall some day be able to recognize and suc-

cessfully treat so many of these cases of menin-
geal lacerations of the new-born, that the trag-
edy of having an imbecile child grow up in the
family in consequence of such accidents, will
be of the rarest occurrence.

SELF-MUTILATION BY THE INSANE
BY J. M. KENISTON, M.D., MIDDLETOWN, CONN.

After consulting all available literature, I
find very little said about the propensity of cer-
tain of our patients to mutilate themselves. A
paragraph, or perhaps a single sentence here
and there, is apparently deemed adequate. At-
tempts at suicide and homicide, and various
other morbid and maleficent tendencies are
given ample consideration, and justly so.
When an insane person mutilates himself in

any way he may not only cause a permanently
injurious effect on himself, but he also may in-
flict great discredit on his medical attendant and
the institution where he is treated. Relatives
and friends will complain and often cause
great trouble to those who have the charge of
such cases Sometimes instances of self-mutila-
tion are exploited in the newspapers, only too
often in a distorted or exaggerated manner.

The writer, therefore, feels that a brief ré-
sumé of cases of self-mutilation which have oc-
curred either in his own service, or within his
personal observation, will have a practical value.
By no means do all these cases occur in the hos-
pital. Very many happen before commitment.
It is convenient to classify somewhat arbi-

trarily these cases :—

A—Mutilation of head and neck.
B—Mutilation of body.
C—Mutilation of limbs.
D—Mutilation of sexual organs.
E—General mutilation.

Again, cases of self-mutilation may be divided
into major and minor. Among the former we
may mention amputation of fingers, hands and
feet ; emasculation ; gouging out eyes ; gashing or

slicing the flesh; disembowelling; and thrusting
one's self into fires. "Cleomenes, King of
Sparta, struck with madness, demanded a sword.
As soon as he received it he began to cut the
flesh off his legs. He ascended to his thighs,
from his thighs to his loins, till at length, mak-
ing gashes in his belly, he died."*
Among the minor self-mutilations are, beating

the head, or dashing it against the walls or fur-
niture, causing ecchymoses and wounds; pickingvarious parts of the person with finger-nails,
needles, pins, bits of scrap iron, or glass; biting
the nails to the quick; removing surgical dress-
ings; self-flagellations; excessive constriction of
various parts of the body.

A. MUTILATION OP HEAD AND NECK.

Case 1. R. F., male, colored. This man, who
presents all the classical and typical symptoms of
catatonia, gradually picked at his right nostril until
he finally removed it entirely, leaving a large, cav-
ernous and unsightly opening. Various means to
restrain him and thwart his object were futile. If
he wore mittens or camisole, he would rub his nose
against the side of the bed or the wall. Employing
special nurses to keep him constantly under ob-
servation did not succeed, as in some way or other
he would elude their vigilance for a moment, and
tear at his nose. Having finally accomplished his
purpose, he seemed satisfied, and for years has con-
tented himself with designing and applying the
most absurd and fantastic substitutes for the nos-
tril, such as scraps of rubber or other cloth, pieces
of paper, ravellings, and so on. Sometimes he un-
covers his nose, and exhibits it, with an air of pride,
to his fellow patients and others. As he had nu-
merous religious hallucinations in the early years
of his psychosis, he probably mutilated himself in
response to an order from some divine being. How-
ever, he has never given any explanation.

Case 2. J. S., male, epileptic. This man aver-
aged four attacks of grand mal yearly, with occa-
sional dreamy states (equivalents?). In one of
these he cut his neck with a piece of scrap iron he
removed from the bed spring. The wound was
quite large, making a curved flap about four inches
in width, just over the cricoid cartilage, which was
not injured. On emerging from his dreamy state

* D. Hack Tuke : Dictionary of Psychological Medicine.
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