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Where possible the case histories and findings on

clinical examination have been compiled from the original

case notes of each patient in the routine autopsy series.

Where the original case notes have not been available,

the abstract of the history and clinical data have been

copied from the autopsy protocol.

The summary of the autopsy and the clinico-pathological

summary of each case were copied from the pathologist's

report.

I have inserted the summarised cardiac findings between

the "Summary of Necropsy" and the clinico-pathological sum¬

mary. However, owing to the delay incurred by the long

technical methods used in the study of each heart, frequently

the pathologist has reported and summarised the autopsy be¬

fore the microscopic findings in the heart were available.

The initials of the pathologists who performed these

autopsies are given at the end of each case. An interpret¬

ation of these is as follows:

All cases of the routine autopsy series are preceded by

the letter "N".

H.D.A. Dr. H.D.Attwood

G.P.T.B. Dr. G.P.T.Barclay

R.J.L.D. Dr. R.J.L.Davidson

H.B.G. Dr. H.B.Goodall

W.G. Dr. W.Guthrie

J.A.K. Dr. J.A.Kirkland

H.G.M. Dr. H.G.Morgan

W.W.P. Dr. W.W.Park

A.S.T. Dr. A.S.Todd

E.W.W. Dr. E.W.Walton



Ward S Professor Iiill N 5381

Robert Niven aged 55

Admitted 2.2.59 Died 4.2.59

History This man was discharged 17 days ago

from hard 8 to Sidlaws Hospital,

having had a cerebro-vascular accident.
He was discharged from there 2 days

ago and has since been at hoiae. He
has become increasingly breathless,
and today has become very confused and
weak.

Examination This man is extremely dyspnoeic and

gasping for breath.
G.V.S. Pulse 120/min., irregular in
time and i'oree; of small volume. B.P.
1G6/80 naa.Ilg. Apex boat impalpable.
Heart sounds closed; no murmurs.

J.V.C. is raised, but there is no oedema.
R.S. Crepitations at both bases and
over left mid-zone anteriorly, and
scattered expiratory rhonchi in both
fields are heard.

A.8. Liver enlarged 4 finger-breadths
bolow the costal margin.
C.N.S. n.a.d.

Diagnosis Right-sided failure. Cor pulmonale.
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Progress 3.2.59 Developed right-sided hemi-

paresis.

Biochemistry Blood urea 30 mgia./ICO ml.

Haematology Hb. 12.6 6/100 ml.

4.2.59 Died.

Summary of Necropsy Old and recent cerebral soft¬

enings

Pulmonary emboli

Emphysema

Cardiac Summary RV and LV hypertrophy
Moderate LV fibrosis and areas

of glycogenic degeneration
Focal myooytolysis and acute M

hypoxic degeneration
LV endocardial thrombosis

Coronary atheroma - minimal.

Summary This 55-year old man died from broncho¬

pneumonia from which penioillin-resistant

staphylococcus and haemophilus influenza
were cultured. The pulmonary emboli orig¬
inated from femoral and prostatic vein
thrombosis which may have been produced by
the infection. The terminal cerebral

softening was the result presumably of a
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cerebral embolism taking origin from
tho loft ventricular thrombus.

H.D.A.



Ward 16 Professor Douglas n_m2

David Wilson aged 22 Fisherman

Admitted 2b. 1.59 Died 8.2.59

history following admission with renul oolie 3 years ago

this young man was found to have congenital micro-
ureters and bilateral hydronephrosis. This was

treated conservatively. he was cystoscoped on

2C. 12.55 but right ureteric outheterisution was tin-

successful. In December 1955 he had an explora¬

tory uretero-lithotoiuy but no obstruction was

demonstrated.

On 31.1.56 Professor Douglas carried out a pyelo-

plasty on the right side. There was considerable

drainage of urine through the wound post¬

operatively but he developed a renal abscess for
which Mr. Walker carried out surgical drainage on

28.2.56 and again on 6.4.56. He was transferred
to the General Infirmary, heeds, where the right
ureter was exposed and an indwelling polythene
tube was left in situ. Thereafter the I.V.P.

showed some function of the right kidney. lie
has been under constant observation and has now

been adraitted for an ileal transplant.

Lxaiuination Apex beat in 5th left interspace within the mid¬
clavicular lino. Heart sounds are loud, clear

and closed. B.P. 100/68 mm.iig.
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letter from irofessor l.ll,Douglas, Hoyal Infirmary. Dundee to

KP.ilaner. ,sn.. 1. t.G.-l.. Consultant in Jrolo^y. General

Infirmary, Li-eds on 11.2.59

Dear liaper,
re David Vvilson

I am sure you will be sorry to learn that this patient
died on Sunday morning.

As you know, the oalcuius on the left side had increased

rapidly in size, and in addition, the familiar pain on the

right side had begun to make its presenoe felt once more.

he got him in a fortnight ago, and checked hiia up onoe

more, and decided on the removal of the stone, together with
an ileal transplant to improve the drainage from the left
renal pelvis to bladder. I carried out this procedure on 2nd

February. The stone filled the entire hollow portion of the
left kidney, which was densely adherent, and the pelvis of
which was thickened to some 7 mm. No particular difficulty
was experienced and he made good progress for the first 4-8
hours. He then complained of some abdominal pain and this

persisted, but was difficult to localise and in addition his

pulse rate tended to rise. I wondered whether by any chance
a loop of gut had become kinked, but he was not particularly

distended, nor had he any siokness.
On the evening of the 4th post-operative day he was still

far from well, and we decided because he had some sickness then
to use intestinal suction and a drip. This improved his con¬

dition overnight, but he again showed a rising pulse, and during
the next morning his blood {Dressure dropped somewhat.

In view of these findings J thought it was possible that
he had a closed loop obstruction and decided on re-exploration
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of his abdomen. There was 3one distension of his ileal

ureter and a mild degree of peritonitis. There was no

evidence of a leak from any anastomosis, and I opened the
ileal loop, emptied it and passed a polythene catheter into
the bladder to try and improve drainage.

His condition after this was markedly improved, the

signs of circulatory failure had gone, his limbs were warm

and well coloured, and his blood pressure was normal.

During the next /,8 hours his blood urea had risen from

39 rag. to 16C iag/lGO ml. and his chloride had dropped and pot¬
assium risen a little. This improvement was maintained until

shortly after midnight on the 7th February when his oondition

rapidly deteriorated again and despite the usual measures he
died about 3.15 a.m.

A post-mortem showed extensive infection in relation to
the left kidney, which proved extraordinarily difficult to re¬

move, even with post-mortem access, but we were able to obtain
both kidneys together with the ureters, bladder and the ileal

loop intact. There was nothing about any part of this to ex¬

plain his death. The right and left lower polar arteries,
which were originally demonstrated in the aortograia, were con¬

firmed during the examination, but, as so ofton happens, they
did not appear to be mechanically obstructing the ureter or

pelvis in any way. There was, however, a left sub-phrenic
abscess and he had broncho-pneumonia. One curious point was

that while the brain was rather moist the muscles tended to be

dry.
I am very disappointed that this should have been the out¬

come here, because although T had anticipated some difficulty
with the left kidney T thought that with appropriate anti¬
biotic cover we should be able to combat the infection and it
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is interesting to note that his temperature was never appre¬

ciably raised, the highest being 99°F. on the 2nd post¬

operative day, after which it fell to normal, although his

pulse rate remained up.

Summary of Necropsy Generalised peritonitis -
resistant B.Proteus

Hydronephrosis of left kidney
Left vesieo-renal ileal transplant

Right hydroureter
Bilateral aberrant renal arteries

?Hypokalaemia.
Cardiac Summary Petechial haemorrhages over base of

heart.

Summary A 22-year old man dying on the 9th

post-operative day following a left
vesico-ronal ileal transplant. At nec¬

ropsy there was a generalised peritonitis
from which a resistant strain of B.Pro¬

teus was isolated. A left hydronephrosis
and right hydroureter was associated with
bilateral aberrant renal arteries which

passed behind the polvi-uroteral junction
to the lower pole of each kidney. The
left pelvi-ureteral junction will be ex¬

amined in more detail. Renal tubular

changes wore in keeping with a terminal

hypokalaemia.

H.D.A.



Ward 8 Professor hill N 5586

'>■111 iaia t.ilkie aged 78

Admitted 8.2.59 Died 8.2.59

History This man was admitted in a confused state and

no history was obtainable. He was cyanosed,

dyspnoeic and in congestive cardiae failure.

Exainination C.V.S. Pulse lJG/min., irregular in time and

foree. B.P. 146/90 mm.Hg. Apex beat in 5th

space on mid-elavieular lino. Heart sounds closed.
Raised J.V. C. Ankle and sacral oedema.

R.S. Medium to coarse rales both bases.

Abdomen. Liver 2 finger-breadths below costal

margin.

Progress Steady downliill progress with increasing confusion.

Biochemistry. Blood urea 46 mgm./lGC ml.

Summary of Necropsy Broncho-pneumonia
Arteriosclerosis.

Cardiae Sumtaary Coronary atheroma - moderate to severe

LV myocardial fibrosis - moderate - and

hypertrophy
LY and RY hypertrophy
LV glycogenic degeneration.

Summary Death is attributed to the broncho-pneumonia and

pulmonary congestion.

J.A.K.
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Annie Johnston aged 73

Admitted 5.2.59 Died 7.2.59

History About 7 years ago this elderly lady first no¬

ticed breathlessness on walking up hills. She
noted a shooting pain in the left hypoohon-
drium when breathlessness oarae on. Pain and

breathlessness were relieved by rest. For
the last year breathlessness has been such
that she can walk only 20-30 yards without

resting. Her night breathlessness is con¬

siderable and demands her being well propped

up in bed. She has noted swelling of the
ankles for 3-4 months. For the last month

she has been coughing up reddish sputum. She
is anorexic and vomits viscid glutinous mater¬

ial.

Previous history Rheumatic fever, 6-8 years old. Dysurio
attack 5 months ago.

Examination Pale old woman with slight cyanosis of lips.
No clubbing. J.V.C. raised 2".
C.V.S. Pulse 70/min., irregular in time and
force. B.P. 110/75 mm.Hg. Apex beat,
heaving in 7th intercostal space in anterior

axillary lino. Blowing systolic murmur.

IIopato-jugular reflex positive. Gross ankle
and sacral oedema.

R.S. Not orthopnoeic; expansion poor; coarse

crepitations all over ohost.
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A.S. Liver, one inch below costal margin, is
tender.

C.N.S. n.a.d.

Right leg. Red, tense, swollen right ankle,
tender to touch. Mr.Walker! venous thrombosis.

Haeniatology. 5.2.59 Mb.15 G%. v..B.C.
13,7CO/ou.mu. E.S.R. 4iaii./hr.

Biochemistry. 5.2.59 Blood urea 56 mgm./«

Na 141 mhq/L. K 7.4- mEq/L (haemolysed).
Chi or. 93 mbq/L. CO^ combining power 22.8 vola, •
7.2.59 Blood urea 85 ngm.% Na 139 nEq/L.
K 4.3 saEq/L. Chi or. 95 mEq/I,. CO^ combin¬
ing power 27.9 vols?».

Progress Paroxysmal tachycardia (supraventricular in type)
was associated with right bundle branch block
with an apical rate 17C/min. After treatment
with quinidine sulphate for two days she rever¬

ted to sinus rhythm with loft bundle branch
block. However, on 7th February she reverted
to paroxysmal tachycardia and the right bundle
branch block returned.

7.2.59 Patient died.

SuEaaary of Necropsy Mucus in trachea and bronchi

Nephrosclerosis
Thrombosis of veins of right leg

Microscopic emboli in lung
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Cardiac Summary Mitral and aortic stenosis

LV and M hypertrophy
RV myocardial fibrosis - moderate
Focal nyocytolysis and acute hypoxic

myocardial degeneration RV
Left auricular dilatation.

Summary This patient had established aortic
and mitral valvular stenosis with

very considerable hypertrophy of the
left heart. The terminal event was

an inanition accumulation of mucus in

the main air passages. The cause of
her paroxysmal tachycardia is not evi¬
dent, but sections of myocardium have
been taken to see if there is active

disease present. The abnormality of
the right leg is due to venous throm¬
bosis rather than arterial embolism.

li.G.M.



Vt'ard 8 Professor Iiill S TM

Peter Gorrie aged 68 Retired engineer

Admitted 2.2.59 Died 10.2.59

History This man developed a chest ehill 3 Months

ago, since when he has had a productive

cough. He has become increasingly breathless
during the past week, and developed slight
retrosternal discomfort last night. This has

persisted.

Examination Dyspnoeic and cyanosod old man.

C. V.S. Pulse 150/min., irregular in time and

force. B.P. 130/80 mm.Hg. Right ventricular
thrill was palpable in the epigastrium. Apex
beat impalpable. J.V.C. raised, but no oedema.
Liver palpable 2 finger-breadths below the
costal margin. Heart sounds elosed. No mur¬

murs.

R.S. Coarse rales at right and left bases.
Soattered expiratory rhonchi in both lung fields.

Diagnosis Chronic bronchitis, pneumonia and right heart
failure.

Treatment Penicillin and digitalis.

X-Ray Emphysema; cardioaegaly; left basal pneumon¬

itis.

Haematology lib. 11.29 G/100 ral. W.B.C, 7,4.00/cu.naa.
E.S.R. 26 mm/hr.

Biochemistry Blood urea 30 ragm./lOO ml.
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1C.2.59 Clinical improvement in chest signs
occurred this week, but the patient died
with unexpected suddenness.

Summary of Necropsy Influenzal broncho-pneumonia

Cardiac Summary 11V hypertrophy

Healing RV infarction - one week

Coronary atheroma - moderate
Aeute hypoxic degeneration RV

Suiauary This patient suffered from an influenzal

broncho-pneumonia secondarily infected by
a pyogen. It is difficult to incriminate
the hypoxic change in the right ventricle
as the cause of sudden death, but it is an

absolute indication of the hypoxia under
which the heart was labouring. The result¬
ant sudden tricuspid incompetence (the
papillary musculature being infarcted) and
elevation of venous pressure may well have

precipitated the terminal phase.
The factors involved in this cardiac hypoxia
were coronary atheroma (moderate), hypo¬
tension (induced by haemorrhage into the

lungs), toxaemia and hypertrophic myocardium.

G.P.T.B.



V>ard 8 Professor Hill

Frank Leitoh aged 52 Labourer

Admitted 9.2.59 Died 10.2.59

History This man had ft cold all last week. He be¬

came fevered on 6.2.59 and beoame delirious

that evening. Delirium has continued. Two
days ago he produced blood-stained sputum
and has become extremely short of breath* and
has complained of severe retrosternal pain.

Previous history Pneumonia in December 1958. Osteo¬

arthritis since the war.

Examination Confused, dusky cyanosis and breathless.

Temperature 104°F.
C. V.S. Pulse 150/iain., regular. Apex beat
impalpable. Heart sounds olosed. No oedema.
B.P. 110/80 mrn.Hg., 120/80 nim.Hg., 138/80
tau.Hg.
R.S. Dull over left base. Bronchial breath¬

ing anteriorly. Coarse moist rales left base;

inspiratory rhonchi right lung field.
C.N.S. n.a.d.

Treatment Penicillin, streptomycin, oxygen, paraldehyde.

10.2.59 Died.

Summary of Necropsy Extensive bronchiolitis and broncho¬

pneumonia
Cardiac Summary LV and RV hypertrophy

Summary This man died as a result of a severe and ex¬

tensive bronchiolitis and haemorrhagio broncho¬

pneumonia. H.D.A.



Yvard 8 Profosrior Hill N 3392

Robert Scrimtreour aged 39 Machinetaan

Admitted 9.2.59 Died 11.2.59

history Three days ago this patient became nauseated

and voiaited. Since then he has repeatedly been
sick and has felt off colour, eating very little
and sleeping poorly. Today he has ooughed up

blood in his sputum - the cough he has had for
some time.

This man becomes breathless on exertion and

gets palpitations. He is on digoxin 0.25 mgm.

b.d. and di&mox tablets.

Examination Very pale, ill-looking man. He produced blood¬
stained sputum during examination.
C.V.S. Pulse 120/min., irregular in time and

force. B.P. 100/70 um.Hg. Apex beat on an¬

terior axillary line in 6th left intercostal
space. Mitral systolic and diastolic murmurs

present. J.V.C. raised. No sacral or ankle
oedema.

R.8. Fine crepitations at right base is only

abnormality noted.
A.S. Liver margin 2 finger-breadths below costal

margin.
O.N.8. n.a.d.

Haematology. Hb. 14 G/&. W.B.C. 12,550/c.mm.
E.S.R. 3 mm/hr.

Biochemistry. 10.2.59 Blood urea 78 mgm./lOO ml.
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Plasma bilirubin 3.8 mgia./lGG ml.

11.2.59 Plasma Na 129.5 loKq/L.
K 7.2 "

Chior. 96 "

C02 combining power 10.8 vols.$
Treatment Started at 2.0 p.m. on 10.2.59

1. I. V. 4 pints % dex./l!20 each containing:
a. Hydrocortisone 100 ingm.

b. Erythromycin 100 mgia.

c. K CI 1 G.

+ d. Noradrenaline 2-4 co. depending on B.P.
Each pint to take six hours.

2. I.M. ACTH gel: 40 units Tuesday

30 units Wednesday
20 units Thursday
20 units Friday
10 units Saturday
5 units Sunday

3. I.M. Cortisone acetate tds. 100 ragm.

Wednesday
50 mgm. Thursday

bd 50 ingrn. Friday
bd 25 mgifl. Saturday

4. Crystamyoin 1 phial bd.

5. Digoxin i mgm. bd. orally.
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6. /f.-hourly TPI1 and f-hourly BFs.

7. Oral erythromycin 250 mgm. 6-hourly
from 6.0 p.m. Wednesday.

8. Dally electrolytes.

11.2.59 Patient died.

Summary of Necropsy Extensive haemorrhagic pneumonia

Pulmonary hacmosiderosis

Cardiac Summary Mitral and aortic stenosis

Vegetations on mitral and tri¬

cuspid valves
LV and RV hypertrophy and dilat¬
ation

LV myocardial fibrosis - moderate

Hypoxic degeneration LV myocardium

Coronary atheroma - minimal
Acute focal myocytolysis gy

Suiaaar.v This 39-year old man died from an extensive

haemorrhagic broncho-pneumonia and a severely
dilated heart associated with a mitral and

aortic stenosis. The tricuspid and aortic

vegetations were presumably secondary to
the pneumonia.

H.D.A.
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Jessie Williamson aged 75

Admitted 5.2.59 Died 12.2.59

History This elderly woman was admitted incontin¬
ent and very confused. She had been well
until 5 days previously when she fell
outside her house and was carried into

bed. The following day it was noticed
she could not use the left arm and leg.
She was nursed at home for five days but
became more confused.

Previous history Shingles 1957. Scarlet fever and
left otitis media 1889.

Examination Slow slurred speech is intelligible and
there is loss of the left nasolabial fold.

C./.S. Pulse 92/rain., regular.
B.P. 186/96 mm.IIg.
G.U.S. n.a.d.

R.S. n.a.d.

C.N.S. Facial nerve; upper motor neurone;
loss of nasolabial fold. Tongue deviates
to the left. Slight dysarthria.
Left arm: flaccid paralysis. Left leg:

laterally rotated, no movement.
A.S. n.a.d.

Dioohomlstrv 6.2.59 Blood urea 42 lagra./lCO ml.

Haematology 6.2.59 Kb. 10.5 G/1GG ml. E.S.R. 28 rain./
hr. W.B.C. 14,GGG/cu.mm.

K.C.G. Hypertrophy with relative isohaemio pattern.
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Progress 7.2.59 Unable to speak
12.2.59 biod.

Summary of Necropsy Sevore cerebral atheroma with

chronic isohaemio changes
Recent thrombo-atheroiaatous occ¬

lusion of right anterior oerebral

artery
Cerebral softening
Haeuorrhagic broncho-pneumonia.

Cardiac Summary Acute hypoxic myocardial degener¬
ation RV

Focal myocardial infarction RV
?Viral myocarditis.

Summary A haemorrhagio broncho-pneumonia was the
cause of death in this woman in whom a

right anterior cerebral thrombosis had
been present some 12 days.

R.J.L.D.
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George Wilkie aged 73 Retired traveller

Admitted and died 12.2.59

History This man has been recovering from pneumonia
treated at home, and collapsed in his kitchen
today.

Examination Very shocked and oyanosed. Cheyn® Stokes

respiration.
C. V.S. Pulse impalpable. B.P. not re¬

cordable. Heart barely audible.

R.S. Numerous coarse rales in both lung
fields.

Died 10 minutes after admission.

Summary of Necropsy Massive pulmonary embolism
Unresolved pneumonia
Fibrotic angioma liver
Prostatic hypertrophy

Cardiac Pm-aaary LV hypertrophy
RV hypertrophy
Acute hypoxic myocardial degener¬
ation RV.

Summary This 73-year old man died from a massive

pulmonary thrombo-eiabolism whilst conval¬
escing from a pneumonia. At necropsy faulty
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resolution is evident in the pneumonie
areas. Incidental findings were a

fibrotic cavernous liaemangioina of the
liver and a calcified cerebral nodule.

H.D.A.
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Mrs Davina Pagan aged 61

Admitted 12.2.59 Died 14.2.59

History For twenty years, every winter has re¬

sulted in bronchitis and a productive

cough. On admission she is cyanosed
in face and hands but does not know how

long she has been blue. At home she

sleeps on three pillows. She feels
she would not manage to climb a flight
of stairs. On the flat she cannot

walk 1GO yards without becoming breath¬
less. She gets angina of effort (takes
TNT tablets) and her ankles swell.

Previous history

Pneumonia 1956.

Examination Dull, dyspnoeic and cyanosed.
C.V.S. Pulse 112/min., regular. B.P.

ICC/65 mm.Hg. Apex beat not displaced.
Heart sounds closed and J.V.C. not raised.

No oedema.

U.S. Expansion poor; P.N. dull at right
base; bronchial breathing right base,
vesicular elsewhere; coarse rales at
both bases - maximal at right base.

A.S. Liver palpated 3 finger-breadths be¬
low costal margin; tender on palpation.
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C.N.S. n.a.d.

Haematology E.S.R. 32 ram./hr. Hb. 15.1 6/100 ml.

W.B.C. 5»100/ou,mm.

Biochemistry (13.2.59) Blood urea 150 mgiu./lOO ml.

14.2.59 Died.

Summary of Necropsy Bilateral pneumonia
Cor pulmonale.

Cardiac Summary RV hypertrophy.

Summary An extensive broncho-pneumonia was the
cause of death in this chronic bronohitic.

W.G.
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John Jialay aged 80 Retired carter

Admitted 9.2.59 Died 14-.2.59

History This man complains of epigastric pain which
caiuo on at five this morning. It is now

severe and unremitting. Yesterday he voiar

ited and today passed a dark motion. He
lias had a productive cough for years and has
had shortness of breath but denies ever hav¬

ing coughed up blood. lie occasionally gets
a retrosternal nagging pain.

Previous history "Ulcer" in V>ard 8, 1958.

Pneumonia, France 1918.

Kxaaination Slightly cyanosed, breathless, very obese
old man.

C. V. S, Pulse 100/uin., irregular in time and

force. R.P. 14-6/100 mm.Hg. Apex beat im¬

palpable. Heart sounds faint. No raised
J.Y.C. Slight sacral and bilateral ankle

oedema, left greater than the right. E.C.G.
normal.

R,S. Dull at right base. Expiratory rhonehi
in both lung fields.
A.S. Umbilical protrusion. Liver just pal¬

pable below costal margin.
C.V. S. n.a.d.

ilaematoloE-V lib. 10.5 G/1GC ml. W.B.G. 10,500/cu.iuia.
E.3.R. 65 mm/hr.
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Biochemistry Blood urea 35 cigia./lGC ml.

Treatment Gastric diet

Largaotil

Digitalis
Penicillin.

The patient failed to rally* and
died on 14-.2.59

Summary of Nocrousy Chronic bronchitis

Emphysema

Broncho-pneumonia
Old plastic peritonitis tuber¬

culous.

Cardiac Summary LV and 11/ hypertrophy.

Summary Death was due to confluent broncho¬

pneumonia superimposed on a chronic
bronchitis. No gastric or duodenal
ulceration was noted and it is possible
that this patient's symptoms were due
to multiple peritoneal adhesions probably
tuberculous in origin.

J. At K.
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Joseph Prnith aged 63 Retired

Admitted 10.2.59 Died 15.2.59

History This man has been coughing blood-stained

sputum for two days and has complained of
low retro-sternal tightness. Four days

ago he began to feel generally unwell,

shivering, with general aches and pains, but

particularly in his chest. These chest
pains worsened two days later; he developed
a cough, and yesterday produced blood¬
stained sputum. lie collapsed last evening,
unable to move because of tightness in his
chost which radiated down his left arm.

Previous history

"Coronary thrombosis" 6-7 years ago and 2

years ago. Angina of effort almost every

day since the last attack. Takes brown tablets.

Examination This man is obese, with slight eyanosis; py-

rexial. There is no oedema, and no clubbing.
U.S. Expansion equal and poor. Diminished
breath sounds accompanied by fine crepitations.
C.V.S. No J.V.C. Pulse 108/min., regular.
B.P. 112/84 mm.Hg. Apex beat jmlpable in mid¬
clavicular line in 5th left interspace. Heart
sounds audible; apical systolic murmur. Liver

enlarged 2 finger-breadths below oostal margin.

C.N.S. n.a.d.
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Biochemistry Brine reaction acid. Albumen negative.

Sugar negative. Ketones negative.

ti.C.G. Hypertrophy of LV with acute ischaemio

changes. There are signs of an old pos¬

terior myocardial infarction.

Progress 11.2.59 Pyrexia continues. Left base
consolidated. On penicillin and sulpha-
mesathine.

15.2.59 Became very breathless ut 1 a.m.

No pain, but shocked. Respiratory rate

4.8/iaiu. Not cyanosed.

C.V.S, Pulse fibrillating. B.P. unre-

cordable. Heart sounds not heard.

R.S. Coarse crepitations in chest.
A. 8, Liver enlarged and tender.

5.4-5 a.m. Died.

Summary of Necropsy

Cardiao Summary

Cystic softenings of right
caudate nucleus

Influenzal pneumonia

LV and RV hypertrophy
Old LV myocardial infarotion
LV glycogenic degeneration
Aoute LV and RV myocardial in¬
farction and degeneration
Severe coronary atheroma
Aortic valve stenosis
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smanary This 63-year old map. died from a recent

myocardial infarction brought on by the
stress of on influenzal pneumonia in an

already damaged heurt with an impoverished
circulation.

The staphylococcus isolated from the
bronchial swab was of the "hospital type"
and no doubt a secondary, but important,
invader.

H.I).A.



Ward 6 Mr Sturroolc

Jamos IlcLwan aged 74 Retired

Admitted 27.11.58 Died 14.2.59

History This man fell 18 days ago and strained his

right leg. Following this he could barely
move the leg, the lower part being extremely

painful, discoloured, reddish and shiny. No

impairment of sensation was noted. Two
weeks ago abdominal distension was noted by
his own doctor. Ten days ago he vomited
clear watery fluid once. He has been anor-

exio since his accident and has had loose

bowel motions for past week, two to three
times daily.

Previous history

Left mid-thigh amputation for gangrene of

foot, December 1956. Prostatectomy 10 years

ago.

Examination Tongue brownish colour, some dehydration.
No cyanosis or icterus.
C.V.S. Pulse regular. No J. V.C. or oedema.

Apex beat in mid-clavicular line. Heart
sounds closed.

R.S. n.a.d.

Right leg. Blue, cold and pulseless.
C.N.S. n.a.d.

A.S. Abdomen distended; tympanitic.
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liaeraatology lib. 11Q?6 (Sahli)

X-Ray Large bowel: adult Hirschprung's disease

Biochemistry 31.12.58 Blood urea 30 mgm./lGO ml.
21. 1.59 Blood urea 27 rags./ICC ml.

PI. Na 143 niEq.A.
K 4.5 "

Chior. 103 "

C0o combining power 22.3 vols.%
27. 1.59 Blood urea 33 nigra./ICO ml.

PI. Na. 143.5 raEq./I.
K 3.45

Chior. 105 "

C0? combining power 22.3 vols./o

Bacteriology 31.12.59 Pus cells and B.Coli in urine

21. 1.59 Pus cells end B.Coli in urine.

Progress The leg became progressively raumraified and
the patient eventually consented to amputat¬

ion, carried out 18.12*58

23.12.58 Urinary fistula from prostatectomy
wound. Bougies passed but despite this he
was unable to pass urine normally. Eventually
a suprapubic tube was inserted.

20.1.59 Bed sore noted. Steady deterioration
is occurring
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14.2.59 Died

Summary of Necropsy Bilateral mid-thigh amputation
of lower limbs

Bed sore overlying sacrum

Broncho-pneumonia

Cardiac Summary Hypokalaemic myocarditis

Summary This patient died as a result of toxaemia
from a large infected bed sore overlying
tho sacrum, and a broncho-pneumonia. The
extent to which the myocarditis played a

part in the terminal illness is open to

question.

G.P. i'.B.



Ward 4 Dr. J.G.Clark 0222

William livaimer aged 52

Admitted and died 17.2.59

History The patient was admitted in a moribund con¬

dition, having been eyanosed, dyspnoeic and
©edematous for 2 days. There is a long

history of chronic bronchitis and breath-
lessness and for the past eighteen months he
has been ill. He has been in hospital 3-4
times with his "heart". For 3 days he has
not passed urine.

Examination There is marked cyanosis, and rapid shallow

respiration. Neck veins are engorged and
there is oedema of the legs.
C.V.S. Pulse 99/min., slightly irregular.
Volume poor. Apex beat in 5th left inter¬

space. Heart sounds faint; no murmurs.

H.S. Numerous high and low-pitchod rhonchi
and scattered coarse crepitations.

Patient died one hour ufter admission.

Summary of Necropsy Influenzal broncho-pneumonia
Cor pulmonale

Bronchiectasis, chronic bronchitis
and emphysema.

Cardiac Summary RV hypertrophy
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Acute infarction RV - 24 hours

Acute hypoxic degeneration RV and Lvr
Glycogenic degeneration RV
Coronary atheroma - minimal

Summary Influenzal broncho-pneumonia resulted in
the death of this chronic bronchitie in

whom there was marked right ventrioular

hypertrophy. Recent (24 hours old) ex¬

tensive right ventricular infarction was

found histologically.

R.J.L.1).



Ward 9 Professor Hill N 34^P

Mrs Betsy Grimmond aged 65

Admitted 16.2.59 Died 17.2.59

History This woman has been a known diabetic for 2

years (4 units Z.P.J, per day for 6 months,
then stopped). She has been breathless on

exertion since onset of diabetes and is now

unable to do housework or even walk without

assistance. Her sight has deteriorated.
She has suffered no angina nor oedema. 5

days ago she developed pain in her "back and

stomach", since when she has eaten little.
Her bowels last moved four days ago and she
has not vomited. She lias been anuric for

3 days now, and complains of drowsiness.

Examination Dyspnoeic woman with sighing respirations,

sitting up in bed. Breathing acetone.
C.V.S. Pulse 64/min., regular. B.P. 13C/75
ma.Hg. J.V.G. one inch above sternal angle.
Ankle and sacral oedema. Apex beat impal¬

pable. Hepato-jugular reflex positive.
P..S. Bilateral rhonohi and basal crepitations
iaorc marked on the left than the right ohost.
C.N.S. n.a.d.

A.S. Tender subeostally but liver impalpable.

Biochemistry Sugar 197 mgm./lOO ml.
Na 140 mEq/L.
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K 6.7 mEq/L.
CI 11G »

CO^ oombining power less than 4 vols.%
Blood urea 268 ragm./lOO ml.
Urine: pH alkaline, trace of acetone:

ir/a reducing substances
Albumen 10C0 mgm./lOO ml. Pus colls

only, no organisms.
It 2 L M/6 Nalactate )

1 r em ) over 24 hours.1 1J J/o \

Catheterisation: 40 ounces urine taken off.

Ilaematology Mb. 9.6 G/1GG ml.

Plasiaa ketones present to a dilution of 1:4

Diagnosis Uraemic coma; ketones due to low food in¬
take rather than diabetes. Low lib. suggests
chronic uraemia.

17.2.39 Patient died.

Summary of Necropsy Diabetes Mellitus (clinical)
Severe Kimmelstiol Wilson Nephropathy
Uraemia.

Cardiac Summary
LV and RV ventricular hypertrophy
Healed myocardial LV infarction
Acute myocardial LV infarction (30 hrs.)
Myooytolysis and glycogenic degeneration

LV.
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Aoute right and left ventrioular

hypoxic change
Fibrinous pericarditis

Coronary atheroma - mild

Summary This 65-year old woman, a diabetic, died
in coma with a high blood urea and show¬
ed at necropsy a very severe nephropathy
of Kimmelstiel Wilson type, a recent myo¬

cardial infarction superimposed upon a

myocardial scar, and a broncho-pneumonia.

H.D.A.



hard 9 Professor iiill K 34U2

Isabella Anderson aged 76

Admitted and died 22.2.59

History This elderly woman died immediately on arr¬

ival in the ward, before examination. The

doctor's letter states she had been breath¬

less on exertion, with a cough, and recently
had passed dark coloured urine. On examin¬
ation the doctor noted widespread basal

crepitations.

Summary of Necropsy Bilateral pneumonia

Cardiac Summary RV hypertrophy
Moderate RV and LV fibrosis

Acute RV myocardial infarction
(24 hours)

Acute RV myocardial hypoxie

degeneration
RV fatty infiltration
Moderate coronary atheroma.

Summary This old woman died of bilateral pneumonia.

Only a small part of each lung, anteriorly,
shows freedom from consolidation. The lesions

are not quite lobar in distribution. Acute

myocardial infarction of the right ventricular

myocardium was found histologically.
W.G.



Sard 15 Professor Douglas N 34-03

Agnes Goutts aged 73

Admitted 20.2.59 Died 21.2.59

History This patient was admitted at 1.30 a.m.

having been awakened from a deep sleep at
about 11.4-5 p.m. with severe abdominal pain.
This was continuous and agonising. She was

sweating, weak and faint. No thoracic,
neck or shoulder pain was adiaitted.
She has had vague abdominal pains for about
5 years and in the past lias suffered much
"heart-burn". This has not been noted for

soiae 2 years but she has been taking alkalis.
She vomited (once) brownish fluid at the on¬

set of the pain but is not nauseated now.

No constipation or dysuria noted.
Breathlessnoss on exertion has been present
for years. Climbing hills or stairs pro¬

duces some chest pain which stops on resting.
She has never had this pain at rest. Swell¬

ing of the ankles is occasionally noted in
the evenings, but no episode of night breath-
lessness has occurred. She has had a cough
for years.

Examination Slightly cyanosed old woman. No finger

clubbing.
C.V.S. Pulse regular (occasional oxtrasystoles).
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B.P. 180/KX) mm.Hg. Apex beat in 5th
intercostal space on mid-clavicular line.
Heart sounds I and II closed. Apical

systolic murmur. Liver edge 2 finger-
breadths below oostal margin. No J.V.C.
or ankle or sacral oedema.

U.S. Fine crepitations at both bases
Varicose veins both legs.

G. V.S. n.a.d.

G.U.S. n.a.d.

A.S. Abdomen moves little on respiration;

epigastric tenderness extreme. Guarding
and slight rigidity. Bowel sounds present.

lib. 97^. E.8.R. 4 ram/hr. W.B.C. 21,900/

cu.imu.

Special Investigations

20.2.59 X-Iiay. Chest: heart slightly en¬

larged in transverse diameter. Abdomen:
no free gas under diaphragm.

E.C.G. Rather unusual pattern suggestive
of posterior myocardial infarction.

20.2.59 Biochemistry: P.C.V. 55/>.
Blood urea 55 mgm./lOO ml. Serum amylase

114- units/100 co. Na 144.5 mEq/L.
K 3.55 mEq/L. CI 104 mEq/L. CO,, comr
bining power 20.6 vols.j£
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21.2.59 P.C.V. 60.6%
Blood urea 116 iapi./lOO ml.
Na 148 laEq/L. K 4.5 mEq/ti.
Chi or. Ill laliq/L.

Progress 4.0 a.m. B.P. 200/100 um.Hg.

2C.2.59 10.0 a.m. Generalised abdominal pain.
Bowel sounds absent.

5.0 p.m. J."/, fluid: 1 pint saline - 2

pints dextrose saline. B.P. 170/110
oa.ISg. Gastric suction started.

21.2.59 9.15 a.m. Peripheral cyanosis more

marked; obvious "collapse". B.P.
120/80 nan.Hg. Very oonfusod; pulled
out needle and Kyle's tube.

12.0 noon. Breathing shallow, extreme

cyanosis. B.P. unrecordable. 2 cc.

coramine given.

12.30 p.la. Intracardiac fluids given;
no recovory.

12.35 p.m. Thorax opened; cardiac
massage revealed heart empty.

Summary of Necropsy Perforated chronic duodenal

ulcer

Peritonitis

Dry muscles - high haeuatocrit
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Cardiac Summary LV and HV hypertrophy
Granulomatous myocarditis
Healed LV infarction

Acute infarction of LV papillary
musculature

Acute hypoxic LV degeneration
Severe coronary atheroma

Summary This 73-year old woman died from per¬

foration of a chronic duodenal ulcer.

The clinical history, the presence of
fat necrosis in the pancreas and the
well-formed inflammatory exudate on the
surface all suggest that leakage from
the ulcer precipitated the initial ab¬
dominal pain although frank perforat¬
ion did not occur until later. The

increasing haematoerit and the dark dry
museles at necropsy are in keeping with
a state of considerable fluid loss.

ii.D,A.



iiard 9 Professor Hill N 54-Q/l

Lizzie Dunlop aged 58

Admitted 22.2.59 Died 25.2.59

History This woman first contracted bronchitis

at 7 years of age. However she has been

very fit, leading an activo life since
then until li years ago when she had a

severe attack of bronchitis. On this

occasion she was off work for 2 months

with breathlessness and a purulent pro¬
ductive cough. Following this until 10

days ago she felt quite well and had

only slight disability from tightness in
the chest. Her dyspnoea varied with
the weather. She finds saost difficulty

getting breath out. Last Saturday

night (8 days ago) she had to go out
late and next day she noticed tightness
in the chest. Since then she has been

bringing up a lot of white (not frothy)
sputum. She has not had nocturnal
dyspnoea or pains in the chest or legs
on walking.

Exaiaination Orthopnoeie, wheezing, middle-aged woman,

with difficulty getting breath out. No
oedema. No clubbing but slight cyanosis
C. V.S. Pulse regular. B.P. 138/80 ran.
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Apex beat not felt. Heart sounds I and
TI heard; no murmurs.

R.S. Poor but equal expansion. Breath
sounds vesicular, but sibilant expiratory
rhonohi over whole chest. Coarse expir¬
atory crepitations at both bases.
A.S. n.a.d.

C.N.S. n.a.d.

Haeinatology E.S.R. 6 rarn/hr. W.B.C. 11,800/ou.isaa.
lib. 14.8 G/1C0 ml.

Progress 23.2.59 2.0 a.m. Byspnoeio; crepit¬
ations at both bases; sibilant rhonchi;
cold sweat; very distressed; B.P.
150/80 mrn.Hg.

Aminophyline 250 mgm. IV. Oxygen 3
litres/nin.

2.20 a.m. gr. morphine

10.o a.m. Very dyspnoeio

1.0 p.m. Died

Sm-mflpv of Necropsy Mucopurulent tracheo-bronchitis
and probably nasal sinusitis

(11. influenzae)
Emphysema
Partial collapse of right lower
lobe and all left lung
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Multiple pulmonary infarctions
Multiple gallstones

Cardiae Summary RV hypertrophy

Summary Acute respiratory tract infeotion
(H. influenzae).

H.G.M.



Ward 10 Mr J.Gibson N 34.05

John Clark aged % Blind Institution

Admitted 12.2.59 Died 24.2.59

History and Progress

12.2.59 Transferred to the E.N.T. unit

for emergency tracheostomy following polio.
Bad diaphragmatic breathing when he came

in, but no intercostal breathing. Endo¬
tracheal tube find cuff inserted into

tracheostome. Dextrose saline I.V.

erythromycin, 50 mgm. hydrocortisone, and

crystomycin.

13.2.59 Endotracheal tube changed. Has

diaphragmatic respiration; conscious.
B.P. stabilising at 105/70 mm.Iig. Corti¬
sone 50 mga. I.M. Crystomycin and phener¬

gon. Drinking unassisted.

14.2.59 fiestless. I.M. cortisone 50 mga.

and phenergaa, crystaiayoin and erythromycin.

I.V. dextrose.

15.2.59 Phenergaa, erythromycin, crysta-

mycin and cortisone acetate I.M. Normal
saline T. V.

16.2.59 Patient still incontinent of urine.

Blood transfusion. B.P. down to 75/50
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ram.Iig. 2 oo. noradrenaline into half

pint 5% dextrose. Methedrine 30 ragm. I. V.

18.2.59 B.P. 115/85 mra.Hg. Stop ery¬

thromycin. Tail off cortisone.

22.2.59 Potassium chloride 1 6.

24.2.59 Patient died. Pulse varied

during the 12 days between 100 and

130/min. Respiration 44/rain.

16.2.59 Arterial blood gas studies:
1. breathing room air (unassisted)

0^ saturation - 57%
pGog - 49- raa.lig. (normal 40)

2. on respiration with added Og after 8 rains.
Og saturation - 89%
pCo2 - 36 ram.llg.

20.2.59 Arterial blood gas on respiration:

02 73%
pCo2 70 ram.Hg.
lib. 12.5 G.

Biochemistry 19.2.59 Plasma Na 150 mEq/L.
K 3.45 "

CI. ICC "

Co2 combining power 36.4 mOq/L.
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20.2.99 Plasma K 3.55 mlqA.

21.2.59 Plasma K 5.6 " (haeiaatolysod)

24.2.59 Died.

. ■'xauary of Ncoropsy

Extensive necrotising and organised

pneumonia (all lobes, both lungs)
Old poliomyelitis

Necrotising phlebitis long saphenous

vein.

Cardiac Summary Bacterial endocarditis

Acute micro-infarction LV

Acute hypoxic degeneration LV and RV
myocardium

Coronary embolism
Focal myocytolysis and glycogenic de¬

generation LV and RV myocardium.

Summary This 36-year old man already crippled by

previous poliomyelitis, died from very ex¬

tensive pneumonic changes with a terminal
verrucous endocarditis of the mitral and

aortic valves and micro-infarcts of the

heart. It is remarkable that a person,

whose respiratory reserve must have been

gravely reduced by muscle atrophy, should
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have been kept alive so long to produce such
extensive and varied pneuiaonio changes.
The nocrotising phlebitis was presumably due
to the nor-adrenaline infusion.

H.D.A.



tVard 13 Orthopaedic Department N 34.06

Jessie Ramsay aged 64

Admitted 2.2.59 bied 24.2.59

History This patient was adiaitted from East
House. She is thought to have
fallen on her knee about 9 months

ago. An effusion was aspirated a

month later and blood-stained fluid

and clots removed. Ehen seen 3

months ago was thought to have a

fracture of the lateral tibial con¬

dyle - P of P applied. She now

complains of knee pain under the

plaster.

Examination C.V.S. Pulse 132/min., regular in
time and force. B.P. 134/84 mm.Hg.
E.S.ii, 140 ram/hr.

Progress 5.2.59 Pus aspirated from knee

joint (10 ml.) 1,COO,000 units

penicillin injected. Padded P of P

applied.

6.2.55 W.B.C. 6,900/cu.naa. lib.44^0.

12.2.59 Pus aspirated from knee.
Penicillin injected, lib. 3.84
No organisms wero grown or G.P. s
infected.
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16.2.59 Alb. 3.4 and Glob. 4.2 G/100 ml.

IS.2.59 Transfused 2 pints packed cells.
19.2.59 Transfused 1 pint packed cells.
20.2.59 Knee extended under anaesthetic.

24.2.59 Died. Last recorded temperature
102°F.

Summary of Necropsy Aleukaemic leukaemia

Septic arthritis

Suppurative otitis media

Hypostatic pneumonia

Cardiac Fuimary Acute micro- infarct ion of LV

myocardium
Acute hypoxic myocardial degener¬
ation LV

Glycogenic degeneration LV

Summary Gross anaemia. Septic arthritis and

suppurative otitis media resulted from
an aloukaetuio leukaemia.

W.G



Ward 9 Professor Hill N 34.06

Mrs Agnes Jackson aged 58

Admitted 12.2.59 Died 25.2.59

History This patient has had hypertension for

many years, and in 1952 was in hard 5
D.Ii.J. Since then she has taken

sodium amytal twice daily. She has
been breathless, having to rest when

climbing small hills or under other
exertion. She feels retrosternal

pain after becoming breathless, but
the pain goes with rest. No ankle
swelling. About 2 weeks ago she de¬

veloped u severe cough which she has
still. Two days ago she collapsed
and has since been in bed. It was no¬

ticed that her speech was slurred,
she would not respond to questions and
showed no response when the bedside

lamp was shone in her face. Her eye¬

lids at that time were almost closed.

Five minutes or so after collapsing
she spoke again and although the qual¬

ity of her speech was still very poor

it improved. Tho loft eye did not
remain open as did the right and only

by conscious effort could she keep the
left eye open. Her face was suffused
but she had recently been running a
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temperature. The left side of the face
was slightly swollen and subsequently
her power to grasp objects was much im¬
paired on the left side. She had, two
weeks previously, noticed a clumsiness in

reaching for objects and dropped most
things she picked up. She scalded her
chest with tea on one occasion. Her

legs had also been affected and she walked
with difficulty. The strength of the

right leg was greater than that of the
left.

No urinary symptoms were noted but con¬

stipation was said to be due to the

codeine given by her doctor. Since this
cerebral episode she has had some diffi¬

culty swallowing such foods as bread.

Examination This patient has a suffused face, with
drooping left side of the mouth. Jugular
venous pressure is slightly raised but the

patient is not cyanosod.
C.V.S. Pulse, regular in time and force.
B.P. 225/120 mm.Hg. Apex beat in 7th
interspace outside the left mid-clavicu¬
lar lino. Heart sounds: triple rhythm
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at apex, the first sound being split.
The first and second sounds are heard at

the pulmonary area with a high-pitched

systolic murmur. First and second sounds
heard in other areas. Jugular venous

pressure is raised half and inch and the

hepato-jugular reflex is positive.
U.S. No abnormality apart from some

rhonehi hoard in both bases.

A.S. Liver can be percussed one finger
below the costal margin.

C.N.S. The eyes react to light and acc¬

ommodation. Lye movements and fields are

intact. The facial norve is paretic and
the tongue deviates to the left. The 12th
nerve is similarly weak. Heflexos arc

equal and present on both sides but there
is an equivocal plantar response on the

right. Power is greater in the right than
the loft and co-ordination is similarly
better in right than left leg. On the right
side there is slight sensation impairment
to touch, vibration suicl pain. The power is
better in the right am than the left, as

is co-ordination.

Dr. Harnett's Report: For two weeks or so she had been

aware of a certain loss of control of
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the left ana when handling anything at all

heavy but has had no trouble with the leg.

5 days ago when making tea she noticed an

increased clumsiness of left am and sud¬

denly became weak down the left side, and
fell. Thereafter had an obvious hemipar-
esis of upper motor neurone type, with

spactieity only at left olbow and left

leg. The left hand find forearm were more

flaccid. Voluntary movement is still pos¬

sible in left ana and leg and no sensory

loss is detectable. Impression: probably

right cerebral thrombosis or small

haemorrhage into the region of right in¬
ternal capsule. Will make fair recovery

with therapy. (13.2.59)

Progress 19.2.59 The movements generally are im¬

proved. Plantar reflex on left side is
extensor.

21.2.59 Feeling well. Good use of left
hand. Able to oppose thumb and all fingers

slowly and put hand to mouth.

22.2.59 5 p.m. appeared pale and tired but

pulse is normal. She oannot use left hand
nor oppose thumb and finger. Is unable to
lift the arm and speech is as previously
noted.

23.2.59 Left leg, am and hand immobile.
Tone increased, brisk reflexes. Drowsy.
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24.2.59 No function has returned to arm or

log on loft side. Not so drowsy although no

papilloedema is seen, and she has vomited
once.

25.2.59 Died at 5.35 a.m. after what app¬

eared to be a choking fit. Aspiration was

attempted.

Biochemistry Blood urea 44 ngm./lGO ml.

Summary of Necropsy Bight cerebral thrombosis

Emphysema
Generalised severe atheroma.

Cardiac Summary Healed LV myocardial infarction

Myocytolysis and glycogenic degener¬
ation of LV myocardium

Acute hypoxic degeneration of LV

myocardium

Coronary atheroma - severe

LV hypertrophy.

Summary A elear-eut case of extensive atheroma

with mural thrombosis in many sites and

thrombotic occlusion of the right middle
cerebral artery leading to massive cerebral
infarction.

E. W. W.



^ard 6 Mr. Sturrook N 34W

Thomas Troup aged 84

Admitted 22.2.59 Died 24.2.59

History This patient was admitted in a serai-comatose
state with a history of sudden pain in the

epigastrium and bilious vomiting which lasted
about three hours.

Examination This comatose patient is dyspnoeio and
shocked. Temperature 100°F.
C.V.3. Pulse IGC/iuin., regular. B.P.

68/46 ram.Kg. Heart sounds closed.

U.S. Right lower lobe broncho-pneumonia.
C.N.S. No abnormality was detected on exam¬

ination of the central nervous system of
this patient in toxic coma.

A.S. n.a.d.

Progress 24.2.59 This man's comatose state deepened
and his condition deteriorated rapidly. He
died this morning.

Summary of Necropsy Acute suppurative cholangio-

hepatitis
Cholelithiasis with calculus impact¬
ed in dilated oornmon bile duct

Basal broncho-pneumonia

Cardiac Summary LY and RV hypertrophy
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Aoute LV myocardial infarction
Acute hypoxic degeneration of

LV myooardium

Right auricular appendage
thrombosis

Focal myooytolysis LV

Summary This 84-year old man died from a

suppurative basal broncho-pneumonia
and an ascending oholangio-hepatitis
with abscess formation secondary to
cholelithiasis.

H.D.A.



Ward 9 Professor Hill N 34.11

Miss Mary McRae aged 62 Retired draper

Admitted 26.2.59 Died 27.2.59

History This patient retired to bed ten days ago

because of 'flu. 2 days later a cough
started and went on for about a week un¬

til 2 days ago when she noted marked
shortness of breath.

Previous history In 1955 she was in bed for 5 weeks

with a "tired heart" - subsequently she
has had monthly injections.

Examination Orthopnoeio woman with cyanosed lips, in
moribund condition. Right ankle oedema.
C.V.S. Pulse rapid and regular.

Jugular venous pressure not raised.
B.P. 130/90 lom.Hg.

R.S. Coarse rales over anterior chest wall

on both sides.

A.S. n.a.d.

C.N.S. n.a.d.

27.2.59 Died. This woman collapsed 8 hours
before death (2 hours before admission).

Summary of Necropsy Influenzal pneumonitis.
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Cardiac Summary Acute hypoxic degeneration of UV
myocardium
Viral myocarditis and endocarditis

Summary This patient died from a widespread
influenzal pneumonitis. Focal right
ventricular hypoxic change was present
in the mildly thickened right ventricu¬
lar wall but in addition there was an

infiltration of the myocardium and en-

dooardium with chronic inflammatory
cells.

G.P.T.B.



hard 4 Dr. J.G.Clark N 341.2

Bernard Keogh aged 46 Jute twister

Adiaitted 2C.1.59 Died 27.2.59

history Three weeks ago this man slipped and fell
on his left side. A dull pain in his side

persisted and he consul tod his doctor two
weeks ago. The ribs were strapped and the

pain has now settled. About 10 days ago

he developed a dull ache in the small of
his back. This has continued and been

troublesome since. About 10 days ago he
became constipated and his "stomach" has
become swollen and tense. Since then gen¬

eralised abdominal discomfort with dull

pains in the epigastrium have been present.
His appetite has remained good and he has
not vomited. His urine has been dark in

colour for the past 10 days and his stools

pale. He has been taking medicine for con¬

stipation and says this lias made stools

pale in the past. Tho darkness of urine
was first noted 4 months ago and persisted
for a few days. He had jaundice in 1934 and
thinks he has jaundice again. He has not
noticed any discolouration of the skin
however.

Previous history Measles and mumps as a child. Oper¬
ation for peptic ulcer in 194S. In Ashludie
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with T.B. in 1951, '52 and *53.
Jaundice in 1934.

Examination Pale, anaemic-looking man with puffy eyes.

Shallow respiration is present. Abdomen

distended, there being a well-marked
ascites giving a fluid thrill. No cyanosis
or finger clubbing and there is no jugular
venous congestion. There is, however,
marked sacral and ankle oedema.

C. y.S. Pulse 72/min., regular and of good
volume and force. Apex boat palpable in
5th left intercostal space in the mid¬
clavicular line. Heart sounds heard

clearly in all areas. No murmurs. B.P.

11^78 mia.Hg.
U.S. Poor but equal expansion. No ab¬

normality apart from some dullness over

the apices where there are diminished
vesicular breath sounds.

a.S. Abdomen tense and distended. Tender¬

ness present over the spleen and liver.
No masses can be felt because of the pre¬

sence of fluid.

C.N.S. n.a.d.

Urine. Urine has a specific gravity of

1C8C, is alkaline and contains bile.

Progress 21.1.59 Chest tap performed. 2 ounces of

deeply blood-stained fluid withdrawn from
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left pleural cavity. 5 pints of blood¬
stained fluid withdrawn from right

pleural cavity.

22.1.59 Chest tap performed. ? ounce

deeply blood-stained fluid withdrawn
from left pleural cavity. 3 pints of
blood-stained fluid from the right

pleural cavity.

24-. 1.59 Pericardial friction rub for

the past 2 days has been noted. Blood
urea 20 mgia./10C ml.

4.2.59 Abdominal paracentesis of 4 pints
straw-coloured fluid.

5.2.59 Chest tap. 3s pints straw-coloured
fluid obtained from right chest. Patient

becoming dyspnoeic and aspiration was dis¬
continued.

11.2.59 Abdominal paracentesis of %
pints of straw-coloured fluid.

17.2.59 Abdominal tap - 16 pints aspir¬
ated.

22.2.59 Abdominal tap - 14 pints aspir¬
ated.

26.2.59 Very confused and drowsy.

27.2.59 Died.

Summary of Bacterial Reports Pleural fluid was
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aspirated on many occasions and on no

occasion was a growth obtained bucter-

iologically. An egg slope was seeded
but it similarly revealed no growth.
The sputum contained no tubercle bacilli.

Summary of Radiological Reports Chest. Tuberculous

scarring both apices, right side pleural

effusion, probably associated with some

underlying collapse. There is still
some fluid at the left base.

Note In the doctor's letter it is mentioned that

although the diagnosis of cirrhosis of
the liver was in doubt for some tirae he

in fact became slightly jaundiced after

admission. This is the only note of the

patient's jaundice. It would appear that
no bilirubin estimation was performed, the

only chemical estimation being that for
blood urea which fluctuated between 20 and

30 Eigm./10() ml.

Summary of Necropsy Multilobular cirrhosis of liver

Ascites - bilateral pleural
effusions

Splenomegaly

Right femoral vein thrombosis
Old apical pulmonary tuberculosis.
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Cardiac SOfficiary n.a.d.

fimnriiAPv This 46-year old man died in coma

associated with an advanced

cirrhosis of the liver. There

was histological evidence of por¬
tal hypertension in the spleen,
but no evidence of oesophageal
varices or of a recent gastro¬
intestinal haemorrhage. The

irregular size of the nodules in
the liver is in keeping with a

post-necrotic or post-hepatitic
cirrhosis.

H.D.A.
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James Middleton aged 36 Post Office engineer

Admitted 27.2.59 &ied 28.2.59

history For the past month this patient has
had severe and persistent diarrhoea
with blood and mucus in his stools.

Poor appetite and colicky abdominal

pain have also been present. During
the past day this pain has been more

severe and continuous, with vomit¬

ing, extreme abdominal tiredness and

lassitude. He has been losing

weight for the last month.

Examination Young, tired, pale, apathetic man,

moderately dehydrated.
A.S. Tongue dry, abdomen moves little
on aspiration and is slightly dis¬
tended. No masses. Generalised

tiredness.

C.V.S. Pulse regular. Apex beat im¬

palpable. Heart sounds closed.
K.S. n.a.d.

Operation Laparotomy. No perforation found.
Ulcerative colitis. Terminal colos¬

tomy. During operation the patient's
condition caused alarm.

Post-operative death - ?electrolyte im¬
balance.
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Summary of Necropsy Post-operative death
Active ulcerative colitis

Ileostomy

Patchy pulmonary oedema

Cardiac Summary Hypokalaemic myocarditis

Summary This 36-year old man died in shock
with an aotive non-specific ulcerative

colitis. The exact cause of death is

not clear but was probably of toxaemio
or metabolic nature.

H.D.A.



Ward 7

Mrs Mary Attwood

Admitted 1C.2.59

Mr Sturrook

aged 51

Died 26.2.59

N W?

liiatory Following the diagnosis of a minimal
right apical lung lesion at M.M.R.
during the Dundee campaign, this woman

was started on anti-tuberculous drugs
on 23rd December. Approximately a

fortnight later, diarrhoea started.

Frequent fluid stools with mucus but
no blood were passed and therapy was

stopped. The diarrhoea went on how¬

ever. She was admitted to King's
Cross Hospital on 28.1.59 in a grossly

dehydrated, wasted condition, with no

abnormality to be detected in chest or

abdomen. She was started on chloram¬

phenicol empirically, and the rectal
swab taken the following day was neg¬

ative for intestinal pathogens. De¬

hydration worsened, with drowsiness
and weakness and on 31.1.59 she was

started on an intravenous drip, by
which she was given replacement fluids
at the rate of 6 pints a day till

5.2.59, by which time she had had 25

pints intestinal replacement fluid, 5

pints of 5% dextrose, and 1 pint of
full blood, plus a liberal intake of
oral fluids. A ttidal test on 1.2.59
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was negative and on 2.2.59 she was star¬
ted on prednisolone 15 mg. q.i.d.
Seruia electrolytes were as follows:

2.2.59 Sodium 138 raEq/L.
Potassium 2.4 iaI£q/L.
Chloride 94 mLq/L.

3.2.59 Sodium 147
Potassium 3.3 "

Chloride 98 "

4.2.59 Sodium 150 "

Potassium 4.3 "

Chloride 168 "

5.2.59 Sodium 139 "

Potassium 4.8 "

Chloride 109 "

Since the discontinuation of the intra¬

venous drip, dehydration has worsened.

Chloramphenicol was discontinued on

8.2.59» and rectal swabs were taken on

9.2.59 and 10.2.59. She was seen by
Mr Soutar on 10.2.59 and he suggested
transfer to D.Fi. I. for further intra¬

venous effusion, barium enema, sigmoid¬

oscopy and treatment for ulcerative
colitis. She is still on prednisolone
15 rng. 6 hourly orally. Mist., pot. cit.

gr. 3 4 hourly. Tt is noted she has had
a bed sore since 1.2.59 which has been

responding satisfactorily to treatment.
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Examination Very thin, dehydrated woman of sallow com¬

plexion. No cyanosis or finger dubbing.
No jugular venous congestion or ankle or

sacral oedema and she is not jaundiced.
C. V.S. Pulse 120/iain., rapid and regular.

Apex beat is palpable in 5th interspace on

mid-clavicular line. Heart sounds normal

in all areas. D.P. 125/80 cua.Hg.

R.S. Expansion poor but equal. Bases
are clear and no adventitia.

A.S. Mouth, tongue and fauces are very

dirty and dry.
Abdomen. Soft - no rigidity, no guarding.

Slight generalised tenderness but no en¬

largement of spleen, liver or kidneys.
The hernial orifices are intact.

G.N.S. n.a.d.

Haeraatology Hb. 59% (Sahli). 5V.B.C. 16,600/cu.mta.

Progress 12.2.59 Hb. T2% (Sahli) after blood

transfusion.

17.2.59 Hb. 72?° (Sahli) after blood
transfusion.

19.2.59 E.C.G. shows typical changes of
low serum potassium.
22.2.59 F.C.G. almost back to normal,

yesterday, "v.B.C. 23,200/ou.ebii.
23.2.59 Transfused with 3 pints of whole
blood.' Hb. before transfusion



N 34-15 coat.

G5%, after 96^ (Sahli)

Operation 13.2.59 Total colectomy: terminal ileos¬

tomy. During this procedure the bowel

perforated on at least seven occasions.

Bacteriology 23.2.59 A blood culture revealed no

bacteria.

Therapy and progress This woman continued on prednis¬

olone, sulphasuxidine, cortisone, potassium
chloride and largactil, while in D.tt. I.
She continued to swing a temperature bet¬
ween 98° and 1C2°F for her entire period
in Ward 8. At operation the whole colon
was found to be in a semi-gangrenous and

extremely friable state. Following oper¬

ation she was critically ill. Sho showod
some improvement however, but collapsed on

the 15th post-operative day and died.

Biochemistry

Date Plasma Plasma Plasma Co„ C.F, Blood urea

sodium potassium chloride
m.it, £ i.« m

Feb. iahq/Lt mEo/B. aEa/L. fols.% mem./100ml.

10th 123 4.95 92 17.2 20

11th 124.5 4.0 98 16.6 -

12th 131.0 3.35 95 17.2 21

13th 130 2.55 95 18.9 18

14th 144 3.6 102 19.3 -

15 th - - - - 28

16th 135 2.6 98 16.8 20

17th 134.5 3.1 105 17.6 23
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Pat 9 Plasma
sodium

Plasma
potassium

Plasma CG„
chloride

c.p. Blood urea

Feb. jaEa/L. mEq/L. Vols .% num./100ml.

18th 139.0 2.5 104 20.2 21

19th 139.0 2.2 98 24 -

2Cth 141.5 2.75 98 24.5 -

21 Bt 139.0 4.4 104 - -

23rd 139.0 5.15 102 - mm

25th 135.5 4.55 105 - 18

26th 136.0 3.85 1G2 18 -

Plasma Amylase P.G.V. Haemoglobin

16.2.59 88.8 10.2.59 26% 10.2.59 59%

17.2.59 89.C 20.2.59 31>» (8.8 G/lCOral.)
18.2.59 80.0 units 21.2.59 31%

Serina BiiArubin

11.2.59

1.1 mgm./lOO ml.

Summary of Necropsy Colectomy and ileostomy for ulcer¬
ative colitis (27.1.59)
Left subphrenic abscess with des¬
truction of left adrenal gland

Electrolyte imbalance
Terminal bilateral broncho-pneumonia.

Cardiac Suiraaary Hypokalemic myocarditis.
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Summary No histological proof of the tuber¬
culous nature of the right apical
lesion of the lung was found. The

patient's death is attributed to two
main factors:

1. Electrolyte imbalance following
total colectomy contributed to by
the destruction of the left adrenal

gland.
2. Post-operative intra-abdominal
suppuration and a terminal chest in¬
fection.

R. J. L. D.
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Mrs hlizabeth iiuntor aged 63

Admitted 26.2.59 Died 28.2.59

History This woman who has been deaf for many

years had a stroke five months ago, and

has since been unable to speak. She
had previously had a stroke 2 years

earlier, after which she made a good

recovery and was able to speak and walk

although she dragged her right leg.
This morning at about eleven she began
to complain of pain in the region of
the umbilicus. The pain eased after
the doctor's visit but returned after

half an hour. It jassed off and ret¬
urned later. She had a similar pain 6
months ago which was relieved after an

enema. She did, however, have a bowel
movement this morning. She has boon

constipated and recently has had a

movement on alternate days. She has
had no diarrhoea. She has not vomited

recently. She has been eating well
until today when she refused lunch. As

far as can be determined the pain has
not radiated. For the last 10 days she
has had some dysuria. She passes urine

only 3 times daily and each time she
makes sounds as if it is painful. There
is usually a large quantity of urine
which is dark brown and offensive.
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She has always been a little unstoady on

her feet even before her strokes and dis¬

liked walking in the dark. Her balance
has always been poor. No breathlessness
is noted but she had occasional retroster¬

nal pain at rest in the year preceding her
first stroke. She usually has a slight

cough. Her ankles used to swell but she
was fit enough to go out. She sleeps on

two pillows and is not breathless at night.

Previous history Rheumatism 20 - 30 years ago.

Examination A deaf and dumb woman, anxious to be co¬

operative, with a droop of the right side
of her mouth. No cyanosis but there is

finger clubbing. Rheumatoid ulnar devi¬
ation of the fingers is present and there
is paralysis of the right arm.

C.V.3. Pulse regular in time and force.
The vessel wall is impalpable. There is a

systolie murmur at the apex and at the left

parasternal border. Apex beat in the 6th
left intercostal space outside the mid¬
clavicular line and the liver is enlarged
to 2 finger-breadths below the loft costal

margin. B.P. 135/80 mm.Hg.
R.S. Expansion poor. Kyphoscoliosis con¬

vex to the right. Trachea is central.
Fine crepitations are more marked on the
left than the right side.
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A.S. There is no guarding but tenderness
in both right and left renal angles.
C.N.S. Right pupil reacts to light and
the left reacts little. There is right
facial nerve paresis. Reflexes equal and
present on both sides.

Progress 27.2.59 Crepitations in both axillae
and respiratory rate is now 36/inin.
Temperature 100.6°F., but no ankle oedema.
Started on penicillin.
28.2.59 Patient died at 8 p.m. after a

sudden breathless attack.

Therapy Sulphadiiaadine and digitalis wore pres¬

cribed. "Catheter specimen of urine shows
a scanty number of pus cells and occasional
red cells". On culture B.Coli was isol¬

ated. It was resistant to aureomycin,

terranycin and sensitive to chloramphenicol
and streptomycin.

Biochemistry Blood urea 9C mgm./lOO ml.

Suijmary of Necropsy Left internal carotid artory
thrombosis

Massive left cerebral softening

Broncho-pneumonia

Pulmonary embolus

Pyelitis and cystitis.
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Cardiac Summary Aoute pericarditis
Uraemic ayooarditis

8uanary Death was due to broncho-pneuaonia
preeipltated by a massive left cerebral
softening following left internal
carotid throabosis.

J.A.K
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George Potter aged 88 Retired soldier

Admitted 26.2.59 Hied 2.5.59

History An old raan who lives in a caravan alone

burned himself 4 days ago. No proper

history obtained.

Eaamination Gross oedema of ankles. Black discolour¬

ation of toes, and the distal halves of
both feet ore discoloured blue. Feet and

lower legs are very cold. Remainder of

body feels very cold. Rectal temperature
91°F. Purpuric patches on both forearms.
Nose very blue.

G.V.S, Pulse 64/min., regular in time and
force. 13.P. 110/70 ian.llg. No oedema or

J.V.C. Both femoral pulses present.

Right popliteal present. Posterior tibial
and dorsal is pedis on both sides impaljjable.
R.S. Areas of coarse rales at right base.
A.S. Marked weight loss.
G.U.S. Reducable right inguinal hernia.

Very oedematous burned scrotum and penis.

Biochemistry Blood urea 160 cign/100 ml.
Total prot. 4.6 G/100 ml.
Albumen 2.1 G/100 ml.

Globulin 2.5 G/100 ml.

PI. ascorbic acid 1.92 mgm./lOQ ml.

lib. 11.2 G/10C ml.
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E.C.G. Low voltage record with changes suggestive
of anterior septal Intramural infarct.

Progress Gradual deterioration with rise in temper¬
ature. Died 2.3.59

Summary of Necropsy Hypothermia

Peripheral gangrene

Pulmonary oedema
Terminal pancreatitis

Purpura

Cardiac Summary Pericardial fibrosis and adhesion

formation

LV and RV hypertrophy

Light fibrosis and LV focal

myoeytolysis
Acute hypoxic degeneration of RV
and to lesser extent LV myocardium

Right auricular endocardial throm¬

bosis.

Summary This old man died in hypothermia with pur¬

pura, peripheral gangrene and a terminal
panoreatltis. The gangrene was of the low

output failure type. The purpura and the
evidence of intra-pelvio renal haemorrhage

may well be in keeping with a deficiency of
vitamin C.

H.D,A,
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Thomas Gorrie aged 53 Window oloanor

Admitted 2b.2.59 Died 3.3.59

History Partial gastrectomy in 1954 for duodenal
ulcer. Since then he has been relatively
free from symptoms, with only occasional
abdominal pain. During the last two weeks
he has noted epigastrio pain before meals,

usually towards evening, and severe noc¬

turnal pain relieved by food and alkalis.
This evening a severe peri-umbilical pain
was not relieved by usual remedies.

Examination Middle-aged man in obvious pain.
C. V.S. n.a.d.

U.S. n.a.d.

A.8. Tenderness most marked just up from
and to the loft of umbilicus. Generalised

tenderness and rigidity. Abdomen not

moving with respiration.

Operation Jejunal (efferent loop) perforation with
repair.

Progress 21.2.59 Fairly good post-operative recov¬

ery but dull pain in left chest.

24.2.59 Left basal pneumonia.
2.3.59 Pain in abdomen, slight discharge.

3.3.59 Sudden collapse at 2.3D a.m.
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Pulse 160/min. B.P. not recordable.

Comatose and dyspnoeic. Temperature 105°F.

Nor-adrenaline, terrarayoin, saline dextrose.

4-3.59 Died

Summary of Neeropsy Jejunal ulcers at site of gastro¬

enterostomy
Recent repair of anterior perforation
Loculated left subphrenic abscess
Fibrinous pleurisy.

Cardiac Summary LV and RV hypertrophy
LV myocardial fibrosis - moderate.

Summary This 53-year old man died on the 11th day

following the surgical repair of a perfor¬
ation of an anterior jejunal stomal ulcor.
At necropsy there was no evidence of a

recent leak but a loculated subphrenic
abscess was present as well as evidonce of
reeont bleeding from one of the two stomal
ulcers actually present. Many factors seen

to havo contributed to this death.

1. Persisting intra-abdominal infection with
inflammation of the left subdiaphragmatic

region and the production of a left fibrinous

pleurisy. 2. The paucity of red cells in
the post-mortem clots suggest a degree of
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anaemia and the heavy oedematoue brain is perhaps
in keeping with over vigorous intravenous therapy.

H.D.A.
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Walter Ross aged 83 Retired carter

Admitted 2.3.59 Died 5.3.59

History This confused old man became delirious to¬

night. He has had bronchitis for very

raany years, with cough and shortness of

breath. He brought up some blood-stained
fluid this evening.

Examination Very confused and difficult to handle;

dyspnoeic and oyanosed.
C.V.S. Pulse irregular in time and force.
B.P. 130/9C tom.Hg. No raised J.V.P. and

no oedema.

R.S. Dull on percussion at left base. Ex¬

piratory rhonchi widespread.
Blood urea 37 mgm./lGO ml. E.S.ll. I6caa/hr.
lib. 14- G/1G0 ml.

Progress 3.3.59 Cyanosed, confused, bubbly chest.
Left hemiplegia.
E.G.G. Rapid atrial fibrillation - ischaeiaic
due to rate.

4.3.59 Very difficult to rouse; very cyan¬

osed; coarse rales at left base.

5.3.59 Died.

Summary of Necropsy Acute bronchiolitis and broncho¬

pneumonia
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"Chronic bronchitis"

Multilobular hepatic cirrhosis

Benign prostatic hypertrophy

Cardiac Summary Non-speoific myocarditis

Summary This 83-year old iaan died from an acute
bronchiolitis and broncho-pneumonia from

which a staphylococcus* resistant to

penicillin* was isolated. The changes
in the bronchial epithelium and the thick¬
ened basement membrane are in keoping with
a clinical history of true chronic bron¬
chitis. Incidental findings were a

multilobular cirrhosis with severe fatty

change and Paget's disease of bone.

II. D. A.
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Elizabeth Hutobison aged 75

Admitted 5.3.59 Died 6.3.59

History This patient has been having headaches for
5 years. "These are precipitated by anxiety
or excitement and are relieved by rest."
Last week on a number of occasions she fell,
but never lost consciousness.

Previous history Enteric fever in India 4.C-50 years ago.

Examination Conscious and rational old woman.

C.f.S. Pulse regular in time and force, of

good volume. B.P. 224/124 mm.Hg. Apex

beat 5th left intercostal space in anterior

axillary line. Heart sounds - gallop rhythm
but no murmurs. No oedema.

U.S. A few bilateral expiratory rhonchi.
C.N.S. Paresis of 7th L.C.N. Tongue dev¬
iates to left. Dysarthria is present.
Reflexes: left greater than right.
Power: right greater than left. Joint
sense: defective on left side.

Diagnosis Left hemiplegia.

6.3.59 Patient died after 3 minutes of

clenching teeth and stertorous breathing.
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Summary of Necropsy Carotid and cerebral atheroma

(severe)
Chronic nephrosclerosis
Essential hypertension

(clinical)

Broncho-pneumonia.

Cardiac Summary LV hypertrophy

Coronary atheroma (moderate)
LV myocardial fibrosis

(moderate)
Acute hypoxic myocardial

degeneration LV.

Sutaaary Cerebral and oarotid atheroma with

narrowing must be assumed to have
caused this woman's phasic olinical
cerebral hypoxia. A terminal

hypostatic pneumonia was found.

G.P.T.B.



Ward 8

Alexander Kdwards

Professor Hill N 3421

aged 57 Fitter's mate

Admitted 1.2.59 Died 6.3.59

History In August 1956 this man had an operation
for bronchial carcinoma, followed by 5
weeks of radiotherapy. 18 months post¬
operatively he had severe pain in his

right chest, especially over the oper¬

ation sear. Pain worsened on moving
or coughing. This pain has decreased
and now he only has a dull pain in his
back and right axilla and it bears no

relation to coughing and moving.
Since the operation he lias boon breath¬
less on exertion, and this has become
much worse during the last week. No
nocturnal dyspnoea is noted but he

sleeps propped up. For the last 2§
years he has had a constant cough and

brings up large amounts of purulent
thick sputum. A year ago he coughed

up blood on several occasions and since
then the sputum has occasionally been
streaked with blood. Appetite absent
for past week, previously poor. Weight
loss 2 stone in 2| years. Ho has severe

frontal headaches but no fits, dizzy
turns or black-outs.
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Examination An elderly man sitting up breathless in bed.
No cyanosis, jaundice or pallor. Scar on

chest, soundly healed.
C.V.S. Pulse IGG/iain., regular in time and
force and moderate in volume. Apex beat
thru3tful in 5th left interspace outside
mid-clavicular line. Heart sounds closed.

No J.V.C. or oedema.

R.S. Trachea deviated to the left. Dull¬

ness over left heni-thorax posteriorly but
breath sounds are vesicular on right side
and there are scattered expiratory rhonchi.
Medium rales at right base.

C.N.S. Right pupil is larger than left, and
there is sluggish reaction of right pupil
to light. Jn the fundi patchy grey exudate
is visible. Reflexes present and equal.
A.S. n.a.d.

Progress 5.3.59 Has an undoubted right lower lobe

pneumonia with crepitations and pleuritic
pain.

4.3.59 Haematology. lib. 9.8 G/1GO ml.
W.B.C. 6,60C/eu.mn. E.S.R. 44 miu/hr.
5.3.59 Not responding to therapy and is
now very ill.
6.3.59 Died.

Summary of Necropsy Keratinising epidermoid bronchial
carcinoma



N 34-21 oont.

Intrathoracic metastasis

Bronchiectasis and ohronio pulmonary
fibrosis

Terminal broncho-pneumonia with abscess
formation.

Cardiac Summary

Acute hypoxio myocardial degeneration RV

Hypertrophy RV

Summary This man died from pulmonary infeotion
three years after pneumonectomy for
carcinoma of a bronchus.

R. J.L.I).
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Peter Alexander aged 81

Admitted 22.2.59 Hied 7.3.59

History This old man says he has not passed urine
for 2 days, lie feels no disoomfort or
desire to pass urine. Normally he has
some difficulty in starting micturition
arid has had nocturia for 4 years. 2
weeks ago he had influenza which was

treated with penicillin. He feels n

little short of breath, has a slight

cough but no spit. He sometimes feels

tightness in the lower chest on both
sides. No paroxysmal nocturnal dysp¬

noea, no ankle swelling, but dyspnoea
is noted on exertion.

Examination A very pale, slightly dyspnoeic old man,

slightly dehydrated.
C.V.8. Pulse 88/iain., totally irregular
in time and force. B.P. 12E/70 mm.Fig.

Apex beat not located. Heart sounds
closed. No J.V.C. or ankle or sacral

oedema.

R.S. Trachea central, expansion is
small and percussion note is impaired at

right base. Extensive areas of coarse

rales at right base.
A.S. Tongue slightly dry and coated.
The abdomen is soft but the liver edge
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is palpable 1 finger-breadth below the
oostal margin. The bladder is not disten¬
ded.

C.N.S. n.a.d.

Diagnosis Right basal pneumonia

X-Bay Right upper lobe pneumonic consolidation;

presence or absence of adenopathy in right
mediastinum not possible to assess on an A.P.

iiaetaatology Hb. 4-1% (6.08 G/100 ml.) V,.B.C. 2,700/
eu.mm. P.C.V. 24% M.C.H.C. 25."$'»
Film: gross erythroanisocytosis and normo¬

blasts are seen with "burr" cells. The

mieroeytes are mostly polyehromatophilie.

Apart from a very marked reduction in lympho¬

cytes and a low leucocyte count, no abnormal¬

ity is noted. Maeronormoblasts are seen in
the huffy coat and some plasma cells present,
but no megaloblasts seen.

Biochemistry Plasma acid phosphatase - 2 K.A. units
Blood urea - 77 mgm./lOO ml.

Treatment 27.2.59 Blood transfusion - 2 pints.

Ferrosulphate started and Iraferon given

daily frora 3.3.59

Progress 6.3.59 For the last 2 days a diffuse
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purpuric eruption on the trunk and thighs
has been presont. Appearance suggests a

drug eruption, ?delayed reaotion to peni¬
cillin. I suggest Rx Benedryl 50 mgm.

t.i.d. (ogd. O.A.Flynn).

7.3.59 Died.

Summary of Necropsy Benign prostatic hypertrophy
T.obar pneumonia - organising

Broncho-pneuiuon ia
Renal infarct.

Cardiac Summary Bacterial endocarditis

Acute myocardial infarction LV
Acute hypoxic degeneration LV and RV

Glycogenic vacuolation and focal

myocytolysis LV and RV
LV hypertrophy.

Summary Death was due to broncho-pneumonia and
abscess formation in an organising lobar

pneumonia. A terminal feature was an endo¬
carditis with emboli in kidneys and probab¬

ly lungs.

J.A.k.
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Uiss Agnes Lawrence aged 65 Shopkeeper

Admitted 5.3.59 tied 8.3.59

history For the past week this woman has had
intermittent colicky pain under the

right hypoehondrima. The pain has been
very severe and caused her to double up

in agony. She lias not noticed any

change in the colour of her urine. She
has been becoming increasingly drowsy

during the last week and is most un¬

willing to do anything for herself. The

pain has become more frequent and more

severe. She is confused and it is im¬

possible to obtain a lucid story from
this woman.

Previous history Partial cholecystectomy in 1956.
She has suffered from severe muscular

pain since March 1956 and was in hospit¬
al in September 1956. She began to be¬
come jaundiced about 6 weeks previously
but did not think that this progressed
and it was an intermittent type of

jaundice. She complained of a fullness
of the abdomen but hud no abdominal pain.
She had been vomiting frequently. At
that time it was thought that her illness
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might have been due to gallstones or a cur-

cinoiaa of the head of the pancreas and

through a right sub-costal incision a ehole-

doehotomy and partial cholecystectomy was

undertaken. The gall-bladder wa3 reported
as an acute-on-chronic cholecystitis. She
was discharged on 17.10.56

Examination Very confused, drowsy, obese, jaundiced and

elderly woman lying flat in bed. Lips

slightly cyanosed. Sclerae are markedly
icteric.

C.V.S. Pulse regular in rate, rhythm and

force. Apex beat impalpable. Heart sounds
closed. No murmurs. No J.V.C. No ankle

or sacral oedeiaa. Liver edge can be pal¬

pated 2 finger-breadths below the costal

margin.

R.S. n.a.d,

C.N.S. An equivocal plantar response was

noted on the right side, but otherwise no

abnormality was noted.
G.U.S. n.a.d.

Urine: Bile ++ Albumen +

A.S. Tongue dry with brown fur. Breath

slightly foedid. Transverse right upper ab¬
dominal sear with drainage scar beneath.
Abdomen: obese, moving with respiration;

very tender in the right hypochondriuia with
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rebound tenderness; guarding, but no

rigidity; no palpable Glasses.

Biochemistry F.C.V. 39?« Plasma bilirubin 3.9 mgm/lCOml.
Protein total 6.3 G/lOO ml.

Albumen 3.6 G/10G ml. Globulin 2.7G/lGOml.
Alkaline phosphatase 25 K.a. units. Thymol
turbidity 7 units. Ceph. floce. ++

Treatment Streptomycin 1 g. b.d.

Progress 7.3.59 Condition rapidly deteriorating,
suffering no pain. Jaundice appears to be

fluctuating. Intravenous infusion started,
5% dextrose saline.

8.3.59 1C a.m. Tongue very dry and furred.
Jaundice much deeper. Extremities very cold
and very marked cyanosis of hands. Breath¬

ing rapid and almost gasping in type.
Pulse 68/min., regular with occasional

dropped beats.
10.15 a.si. Lapsed into unconsciousness.

11.10 a.m. Breathing very shallow. Pulse

imperceptible. Heart sounds scarcely
audible.

11.15 a.m. Died.

Summary of Necropsy Coma with uraemia (blood urea

106 ragm./lOG ml.)
Biliary calculi obstructing common

bile duct
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Dilated biliary tree with chronic

cholangitis.

Cardiac Summary Fatty infiltration RV
Uraemie myocarditis.

Summary This 65-year old woman died in coma with
a high blood urea. At necropsy there was

a dilated biliary tree with caloulous
obstruction of the common bile duct. There

is histological evidence of a chronic

cholangitis, but no histological justifi¬
cation for a hepato-ronal failure. The
exact cause of this woman* s death is not

clear. The high blood urea may well have
been extra-renal and a study of electro¬

lyte changes might have been helpful.

II.D. A
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Arthur Poly aged 60 Civil servant

Admitted 3.3.59 Died 7.3.59

History This patient suddenly developed central
abdominal pain at about 2.0 p.m. It
came in severe spasms and was accompanied

by vomiting which started about 3.0 p.m.

The voiuit was bilious at first and latter¬

ly white. Bowels moved at 2.30 p.m.,

the motion being rather loose. He had a

normal motion this morning, and he is

usually regular. No blood or mucus was

present in the motion. He had a bout of
diarrhoea one week ago. No abdominal
distension or loss of weight.

Examination Feels well apart from persisting spasms

of abdominal pain. Middle-aged man lying

flat. Complexion a little blotchy, but
not dehydrated.
C. V.S. Pulse regular; vessel wall thick¬
ened. Apex beat impalpable. Heart sounds:
first sound split at apex.

R.S. n.a.d.

C.N.S. n.a.d.

C.U.S. n.a.d.

A.S. No operation scars. Hernial orifices
intact. Slight tenderness present in um¬

bilical region; no rigidity; no visible
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peristalsis; no distension. Liver en¬

larged 2 finger—breadths - hard, irregular.
P.N. tympanitic. P. K. Siaall amount of
fiieces in rectum. No masses, no blood on

fingor.

3.3.59 Plain film abdomen: distension of

small gut present.

4.3.59 Plain film abdomen: distension of

small gut present.

Operation Small calcified lymph nodes in the mesen¬

tery found with adhesions of ileum causing

kinking and small bowel distension. The
distended small gut was traced to the ob¬
struction site; the adhesions between cal¬
cified nodes and mesentery and ileum were

divided and haeiaostasis was achieved. The

appendix was removed.

Progress 5.3.59 Good post-operative recovery.

Intra-venous fluids continued. Still con¬

siderable aspiration from Kyle's tube.

7.3.59 Slight vomiting during the day but
condition fair when seen at 6 p.m. Enema

given at 7.50 p.m. but was not retained.
He vomited copious brown fluid, collapsed
and died at 8.0 p.m.
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Summary of Necropsy

Cardiac Summary

Summary

Operation for small intestinal
obstruction (bands and adhesions

cut, and appendieectoiay)
Hypostatic pneumonia.

n . a. d.

This operation was unsuccessful in

removing all the bands and adhes¬
ions causing this small intestinal
obstruction. Evidence of persist¬
ent obstruction was seen at autopsy
and there was a terminal hypostatic

pneumonia.

b.G.
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Mrs Margaret Maloney aged 69

Admitted 15.9.56 Discharged 5.10.58
Re-admitted 6.3.59 Died 9.3.59

History Since July 1958 this woman has not been feel¬

ing well. She noted her abdomen swelling and
a heavy feeling ims noted in the epigastrium.
This swelling was associated with breathless-

ness, especially when walking. Also since

July she lias been passing slime and dark col¬
oured stools. The slime has been passed

mainly in the morning. She has not noticed

any frank blood in her stool. For 2-3 years

she has complained of urgency of micturition
but she has not had any pain passing water.
She has no chest pain on exertion and no pal¬

pitations end no ankle swelling, and, until

July, was not unduly breathless.

Examination Pale old woman with much abdominal swelling.

C.V.S. Pulse 112/min., bounding, regular in
time and force. B.P. 210/110 mm.lig. J. V.C.
about 2" above sternal angle. Apex beat in

5th loft intercostal space on niid-elavicular
line. Heart sounds heard in all areas but a

systolic murmur is hoard all over the prae-

cordium. Oedema of abdominal wall, sacral

region, feet, ankles and legs up to the knees.
R.S. n.a. d.

A.S. Tongue moist and red; no soreness.
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Abdomen is symmetrically swollen,but veins
are showing through the skin. It moves

with respiration. The umbilicus is everted.
The swelling transmits fluid thrill and is
dull to percussion.

C.N.S, n.a.d.

13.9.58 Paracentesis abdominis: 7 litres

of blood-stained fluid removed. Livor

edge now palpable 2 finger-breadths below
costal margin.

19.9.58 2? pints "packed cells" given.

Haematology 21.9.58 Hb. 69% (9.92 g.) P.O.'/. 24%.
M.C.H.C. 29%. W.B.C. 5,300/cu.ium.
Film. There is a marked erythroasaisocy-

tosis, with slight increase in polychroni-

atophil colls but no abnormality is noted
on this film. There is no evidence of a

megaloblastic process in the buffy coat.

Biochemistry 24.9.58 Liver function tests.

Plasma bilirubin 0.4 mgm/100 ml.
Protein total 6.13 G./100 ml.

Albumin 2.6 G./100 ml.

Globulin 3.55 G./100 ml.

Alk. phosphatase 14 K.A. units

Thymol turbidity 2 units

Cephalin flocc. negative.

29.9.58 Paracentesis abdominis: fairly
blood-stained.
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4-. 10.58 Paracentesis abdominis

3.10.58 Discharged.

Readiaission 6.3.59 She has had no pain in the abdomen
and only a soreness at the sites of the

puncture. She has had increasing diffi¬

culty over the past 2 months in swallowing
and feels an obstruction high up in the
throat. During the past 2 weeks she has
vomited after almost every meal and only

porridge seems to stay down. She has

stopped eating bread, potatoes, mince
etc. and now drinks much lemonade and

milk (2 pints daily). She has never no¬

ticed blood or coffee-coloured vomitus.

For 2 weeks now she has not been able to

stand by herself. She has had breath-
lessness on exertion for 8 months but no

angina. lier ankles have been swelling
for 3 weeks. Her right leg has been

running with water since then from an

anterior blister.

Examination An emaciated old woman with large protru-
borant abdomen and swollen legs. Nodes
in front of the tracheu on the right side
behind manubrium. Hard nodes in the

medial wall of the right axilla.

C.V.S, Pulse regular in time and force.

Apex beat in 5th left intercostal space in
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anterior axillary line. Heart sounds I
and IT heard in all aroas; systolic
murmur at apex. J.V.P. not raised. No

hopato-jugular reflex. Oedema of ankles
and ascites.

E.S. Trachea is pushed over to right.

Expansion poor but equal. A few crepit¬
ations heard in left axilla.

A.S. Tongue dry. Mass felt in epigastrium
2" in diameter. Liver felt below cos¬

tal margin - hard. Spleen felt 3" below
costal margin. Pitting oedema of abdom¬
inal skin. Tender in right and left

hypochondrium.
C.N.S. n.a.d.

Gross oedema of the thighs and legs noted,
the right being worse than the left.

Biochemistry 7.3.59 Blood urea 51 mgru./lOO ml.

9.3.59 Died.

Summary of Necropsy Peritoneal carcinomatosis

Prepyloric ?uloer cancer of stomach
Multilobular hepatie cirrhosis,

with splenomegaly.

Cardiae Summary n.a.d.

S uKaaary This 69-year old woman died from diffuse
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peritoneal carcinomatosis with ascites* oedema
and pleural effusion. The primary site of this
tumour was not identified with oertainty.
The prepyloric gastric ulcer is essentially

benign in the sections examined, but the histo¬

logical type of the neoplasm, the thick serosal

plaque subjacent to the ulcer and the peritoneal
spread only, all make it likely that the pre¬

pyloric ulcer was in fact an ulcer cancer.

H.D.A.
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Miss Isabella Batcholor agod 85

Admitted 5.3.59 Died 10.3.59

History This old woman lias boon observed to under¬

go degeneration of her mental faculties
over the past 2 years. Previously she had
been an active, co-operative person. She
became increasingly forgetful. During the
last 6 months her character has changed,

making her less co-operative and more

difficult to manage. Her manners have de¬
teriorated and she has become inconsider¬

ate. Till 6 months ago she went for walks
and occasionally complained of tightness
in the chest and, on extreme exertion, a

substernal pain. During the past 6 months
her activities have been more restricted

and she has had no breathlessnoss or ehest

pain. For the past 3 weeks she has been
unable to walk by herself. There has buen

gradual loss of motor function and at no

time was evidence of a cerebral accident

observed. During the last 3 weeks she has
been unable to carry on a conversation and
seems mildly confused. She has, however,
been able to feed herself and hits been

continent till 2 days ago. Once she was

observed to look at herself in a mirror,
unaware that it was her own reflection.
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Two days ago she fell whilst getting out
of bed. She became incontinent and very

confused. The following day she was ad¬
mitted to Ward 9*

Examination A difficult, confused patient. Slight

cyanosis bat no dyspnoea.
C.V.S. Pulse regular in time and foroe.

Apex beat in 5th left interspace in the
mid-clavicular line, heart sounds in all

areas and there was a soft systolic mur¬

mur at the apex. Jugular venous pressure

is not raised but there is a half cm. rise

on compression of the liver. Slight pitting
oedema over sacrum and ankles; varicosity of
veins noted in the right log greater than

the left. B.P. 160/86 iaia.Hg.
R.S. Expansion poor. Soiae advent itia are

heard at the bases.

A.S. n.a.d.

C.N.S. The pupils arc equal, round and cen¬

tral and react to light. The cranial nerves
are intact as far as oan be assessed. Slight

ptosis. The jerks on the right side are di¬
minished by comparison to those on the left.
Co-ordination appears to be intact.

Diagnosis 9.3.59 Cerebral arteriosclerosis. Put on

waiting list for Geriatric Ward.
Haematology Hb. 10*5 S/10C ml. VY.B.C. 4,20C/cu.ra!.

E.S.R. 18 Eim/hr.
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10.3.59 Patient died at 10.30 a.m.

Summary of Necropsy Haemorrhage into left temporal
lobe glioma

Multilocular pseudomucinous

oystadenoma of left ovary

Cholelithiasis.

Cardiac Summary Fatty infiltration of KV myo¬

cardium

Interstitial fibrosis and focal

myoeytolysis of LV
Minimal coronary atheroma.

Summary This 80-year old woman died froia a

haemorrhage into a left temporal lobe

glioma. In this particular case the

progressive "senile dementia" must have
been due to the neoplasia as there was

little evidence of vascular diseas.

H.D.A.
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Joseph King aged 58

Admitted and died 12.3.59

History This man was dragged into a machine at a

foundry this morning.

Examination Pupils dilated and fixed; breathing ster¬
torous and intermittent. B.P. unrecordable.

There is a bruise with superficial laeer-
ation behind the left mastoid process and a

wound half an inch long transversely bolow
the left ear. There is bruising at the

pinna of the left ear. Subcutaneous em¬

physema is present below the right clavicle.
The lower ribs are fractured on the right
side and there is a large triangular wound
of the right elbow opening into the joint.
The right hip is dislocated. There are

superficial abrasions of the right sido of
the thigh and knee. On the back, in addit¬
ion to superficial abrasion there is sub¬
cutaneous emphysema of the left side ovor-

lying the lower half of the thoracic cage.

2 pints of plasma were pumped intravenously
into this patient but he died at 9.20 a.m.

Summary of Nooronsy Multiple injuries:
Laceration and pulping of liver
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Massive intraperitoneal haemorrhage
Fracture of ribs (R 2-7» L 3-7)
Fraeture of right humerus and (com¬
pound) ulna
Laceration of right lung by fraotured
ribs

Surgical emphysema over anterior
thoracic wall.

Cardiac Summary ? Viral myocarditis

Summary Death from multiple injuries includ¬
ing massive intraperitoneal haemorr¬

hage.

w. iv. p.
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John Lambeth aged 59 Clerk

Admitted 26.2.59 Died 11.3.59

History This man has had rheumatoid arthritis

since 1945. He has been treated with

gold and cortisone compounds. 5-7 days
ago he began to feel sick and squeamish
but did not vomit. He passed a very

dark, charcoal-coloured stool and exper¬

ienced low epigastric discomfort. Last

night this epigastric discomfort recur¬
red in a straight line down to the

umbilicus. This discomfort is definit¬

ely worse before meals and food eases

it. Today he has passed a loose stool
which is more normal in colour. Since

194" he has taken 9-12 aspirin daily.
This is the first episode of discomfort
since that time. His doctor took him

off aspirin 2 days ago and gave him a

stomach powder. He lost his appetite
about a week ago. He becomes dizzy
when walking.

Previous history Rheumatoid arthritis sinoe 1945.

T.B. 1950, treated at home and reviewed

every 6 months.
In India 1921-51, and Turkey 1918-20,
had dysentery, Sandfly Fever and Dengue.
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Exaaination Yell-nourished pale man with obvious

joint changes in his hands.
C.V.S. Pulse 96/iain., regular in time
and foreef but of small volume. P.P.

12C/80 Eau.Ilg. Apex beat impalpable.
Heart sounds: apical systolic murmur.

No J.V.C. or sacral oedema. Marked

ankle oedeioa.

11.S. No abnormality noted apart from a

few fine crepitations at the right base.
A.S. n.a.d.

C.N.S. n.a.d.

G.U.S. Frequency. Nocturia x 2 x 3.

Progress 1.3.59 Weight 145 lbs. Given trans¬
fusion of paoked cells (1 pint).

10.3.59 Slightly oyanosed about the

lips. Bilateral posterior crepitations.
B. P. 139/90 m.Hg.

Biochemistry Blood urea 21 ragia./K;0 ml.

Haeaatology H.S.R. 112 nia/hr. lib. 8.4 G/100 ml.

W.B.C. 8(4GO/cu.mm. L.K. cells not found.

X-Rajr The heart is not enlarged. There is some

unfolding of the aorta. Tuberculous
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scarring at both bases. The appearanoes

on the right side are unchanged but on

the left there has been an increase in the

tuberculous lesions, suggesting activity.

11.3.59 Started on orystaiaycin and ison-
iazid. Very ill today. Collapsed at
1.50 a.m. Very dyspnoeic. 2.0 p.m.

Died.

Summary of Necropsy Necrotising fibrinous broncho¬

pneumonia
Rheumatoid arthritis.

Cardiac Summary Fibrosis and lymphocytic infil¬
tration of pericardium
LV hypertrophy
Interstitial fibrosis moderate in

amount in RV and loss so in LV

myocardium
Focal myooytolysis and glycogenic

degeneration in RV and LV myocardium
Acute and healing myocardial infarc¬
tion LV and RV (up to 7 days) with
acute hypoxic degeneration
LV endocardial thrombosis

Mitral veruccous endocarditis

Coronary atheroma - severe

Coronary thrombosis - old and recent.
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CuEaaary This 59-year old man died froia a

neerotising broncho-pneumonia and
terminal focal infarction of antero-

septal region of the left ventricle.
There was no histological evidence

of activity in the rheumatoid nodules
or in the apical tuberculosis.

H.D.A.
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Samuel Ross aged 68

Admitted 8.3.59 Died 12.3.59

History This man has boon in bed for nearly 4- years

and suffers attacks of pain in the left arm

but seldom in tho chest. This is relieved

by brown tablets. Pain in right ana came on

last night, radiating from his right chest.
It lasted a few hours and no respite oould
be obtained by the tablets. Breathlessness
was severe when the pain was on. No ankle
oedema. Alternating diarrhoea and constip¬
ation have been present for some weeks.

Frequency of micturition has been noted
for 2-3 months.

examination A thin, pale, slightly cyanotic old man.

C. V.S. Pulse 84/min., regular in time and
force. B.P. 88/55 mm.Hg. Apex beat impal¬
pable. Heart sounds audible but faint.
R. S. Gross mediuia-pitched crepitations
heard over both bases.

A.S. Slight tenderness in R.I.F.
C.N.S. n.a.d.

Biochemistry Albuminuria but no Benoo Jones protein.

X-Ray Considerable enlargement of the heart with
dense mottled opaoity in lower zones of both
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lungs due to pneumonia. On left side
there is a staall effusion.

Haematology Hb. 42% (6.2 G/lOOml.) Vv.B.G. 1650/ou.tro.

P.C.V. 17% M.C.H.C. 36.7%

E.C.G. Left bundle branch bloek.

12.3.59 Died.

Summary of Neeronsy Megaloblastic anaemia
Glossitis and atrophic gastritis

Pulmonary oedema
Melanosis soli.

Cardiao Summary Left bundle branch block

Focal LV fibrosis (?healed

cytolytic lesion)
Focal myocytolysis LV
Acute myocardial infarction (30 hrs)

LV

Acute hypoxic degeneration LV and
RV myocardium

Gross coronary atheroma

Summary This 69-year old man died in pulmonary

oedema. The megaloblastic blood picture, the

glossitis and the atrophic gastritis are all
in keeping with true Addisonian pernicious
anaemia. No explanation for diarrhoea and con¬

stipation although melanosis coli is said to
occur in those given to anthracene purgatives.

H.D.A.
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Elizabeth Forbes aged 69

admitted and died 12.3.59

History This elderly woman was working in the

garden this afternoon ivhen she felt a

sudden headache across the forehead and

pains across the chest. Mainly she con-

plained of the severe headache. She
walked into the house and managed to
attract her neighbour's attention. She
told her story to the neighbour but very
soon it was ieipossible to make her un¬

derstand questions. She had become a

yellowish colour and seemed aa if she
was biting her tongue. Her head app¬

eared a little retracted.

Examination Stertorous breathing out of the right
side of hor mouth.

C.V.S. Pulse 52/min., regular and slow.
B.P. 180/80 rnrn.Hg. Apex beat in 5th
left interspace outside the mid¬
clavicular line. Heart sounds normal.

C.N.S. Uight pupil dilated, fixed and
central. Left pupil normal size and

fixed; no reaction to light. There is
no pupilloedema or neck rigidity.
There is an upgoing toe on the right
side. Flaccid paralysis of the limbs
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and loss of corneal reflex.

Ii.S. n.a.d.

A.S. No masses palpated but the liver
can be felt 3" below the costal margin.

7.0 p.m. Patient's breathing very feeble.
Lumbar puncture: C.S.F. Frank blood.

7.15 p.m. Patient died.

Summary of Necropsy Cerebral haemorrhage with rupture
into subarachnoid space

Cardiac Summary Fatty infiltration of right
ventricle.

Summary The patient died from a cerebral haemorr¬

hage which had ruptured into the sub¬
arachnoid space.

E.W.W.
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Colin Bennett aged 72 Retired

Adiaitted 12.3.59 Died 13.3.59

History This old laan went for a walk yesterday and
when out became very breathless. Ho arr¬

ived home light-headed, breathless and
faint. He also developed a tightness
across the front of the oliest when he was

out walking; this has persisted. At the
same time he developed an epigastric pain
which has similarly persisted and which

along with the breathlessness kept him a-

wake most of the night. Last night he

developed a frontal headache, still present.

Previous history Duodenal ulcer - long history; oper¬

ation 194-5. Appendiceotoay 1944-.

Long history of breathlessness, oough and

spit.

Examination Pale, thin, tired, dyspnoeic man. Cyan¬
osis of lips, ears and fingers. Audible

expiratory "wheeze".
C. V.S. Pulse 80/iain., irregular in time
and force. D.P. 14J0/9C mm.llg. Apex
beat not located. Palpable right ven¬

tricular heave in the epigastrium. Heart
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sounds closed. Presence of respiratory
rhonohi tend to mask heart sounds.

J.V.C. 2" above sternal angle. Trace of
sacral oedeisia but no ankle oedema.

R.S. Trachea central; expansion poor.

B.&. vesicular. Widespread respiratory
rhonehi in both lung fields.
A.S. Abdomen: right upper paramedian

scar; tenderness in epigastrium, with
some guarding; liver 2 finger-breadths
below the costal margin. Tongue dry;

slight brown fur.
C.N.S. n.a.d.

Diagnosis Cor pulmonale. Bronchitis.

Progress 11.3.59 Very dyspnoeic and cyanosed.
C.V.S. Very marked right ventricular

pulsation in epigastrium. B.P. 14-0/90
msn.lig. Heart sounds regular rhythm.

Apical systolic murmur.

Opinion: I am not convinced that this
man has congestive cardiac failure. I
think he probably has fluid at the right
base and in view of the pain at the epi¬

gastrium I think an X-ray is indicated

tonight.

X-ray shows collapse of half of right lung
due to pneumothorax. 100 ccs. of air was
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removed from the thorax with consider¬

able improvement in colour.

13.3.59 Called to see patient (5.30
a.m.) but he had become very dyspnoeic
and was dead.

Summary of Necropsy Right pneumothorax
Mediastinum displaced to the left

Ruptured emphysematous bulla

Cardiac Sutroary RV hypertrophy

Coronary atheroma - moderate

Suiaaary This 72-year old man died from rupture of
an emphysematous bulla producing a pneumo¬

thorax. The displacement of the media¬
stinum at necropsy suggests tiiat this

pneumothorax must have been of the tension
type.

H.D.A.
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V> ill jam Buick aged 59 Chauffeur

Admitted 26.1.59 Discharged 11.2.59
Re-admitted 16.3.59 Died 16.3.59

History Three weeks ago this man wont to his
doctor complaining of a productive

cough. The sputum was thick and white
and he was bringing up about a small

cupful per day. Since early November

breathlessness, most marked on hills,

had also troubled him. lie woke up on one

occasion two weeks ago in th8 middle of
the night breathless, lie found that by

taking long deep breaths he got his breath
back while sitting up. He lias had a cough

periodically during tho past 2C years.

During his visit to the doctor 3 weeks

ago it lvas noted that there was marked

puffiness round his eyes. He was re¬

ferred to M.O.P.D. He uses 2 pillows at

night, and occasionally his ankles swell.

Exaiaination A heavily-built man lying comfortably in

bed. Slow reaction when spoken to and

speaks in a hoarse voice. Skin dry and

scaly. No sacral oedema, pallor, jaun¬
dice or cyanosis. No finger clubbing or



N 3436 cont.

kollonyohia. Marked oedema around eyes.

?Minimal thyroid enlargement.
C.V.S. Pulse 6G/min., of good volume and

regular rhythm. Vessel wall impalpable.
B.P. 180/100 mm.Hg. No J.V.P. Heart
sounds I and IT heard faintly in all areas;
no muraurs. Ape; beat not localised.
A.S. Tongue coated. Fauces otherwise
clean. Abdomen distended evenly and
moves freely. P.N. resonant; normal
bowel sounds.

R.S. Trachea central; chest expansion

poor.

C.N.S. n.a.d.

Diagnosis This patient was considered to have myxoedema
and was treated with thyroid.

Progress 2.3.59 Weight 13 stones fib. The thyroid
was reduced in dose from 3 to 2 gr. daily.
12.3.59 13 stones. Complains of dyspnoea
on exortion. I note from the doctor's letter

written on 16th February "radio-iodine uptake
was at the lower limit of normal and forty-
eight hour percentage of dose in plasma was

within normal limits."

16.3.59 Re-admitted with breath!essaeas
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and retrosternal discomfort of one year's
duration. This morning he suddenly be¬
came breathless and this continued all

day. About 11.30 a.ia. be developed a

sensation of pressure retrosternally.
This discomfort has not moved.

Examination Very distressed, dyspnoeic and cyanosed.

C. V.S. Pulse 130/inin., of small volume.

B.P. 98/70 um.Hg. Apex beat not located.
Heart sounds faint.

R.S. Numerous expiratory and inspirat¬

ory rhonchi in both lung fields. Liver

3 finger-breadths below the costal

margin. Cheyne Stokes respiration.

Cyanosed.

10.50 p.m. Died.

Cardiac Summary Acute fibrinous pericarditis
L and It auricular endocardial

thrombosis

LV endocardial thrombosis

LV and RV hypertrophy
Left coronary atherothroiabosis
Left ventricular fibrosis (moderate)
Left ventricular focal myocytolyisis
L and R ventricular glycogenic

degeneration
Acute hypoxic degeneration of LV myo¬

cardium and to lesser extent RV.
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Summary This man died following thrombosis of
a grossly atheromatous left coronary

artery. Evidence of chronic relative

hypoxia is the extensive hydropic and

myocytolytic change soon in the left
ventricular muscle generally. Acute

hypoxic change is seen in routine stain¬

ing as blotchy eosinophilia which re¬

solve to areas of abnormal banding and

granulation in sections stained to show

myofibrillar detail. Endocardial
thrombosis and fin acute pericarditis
were also noted. An incidental finding
was a chronic thyroiditis.

G.P.T.B.



<ard 14 Nr. Smillie !L242Z

Hugh Russell aged 73

Admitted 2G.1.59 Died 16.3.59

History This old man fell today outsido his house

and has not been able to walk on the left

leg since.

Examination He is emaciated, confused, dyspnoeic, and
in some pain. No cyanosis or clubbing.
C. \T.S. Pulse regular. D.P. 140/80 mia.Hg.

Apex beat in the 6tli left interspace out¬
side the mid-clavicular line. Heart sounds

closed.

U.S. Trachea is deviated to the right and
there are rhonchi in both bases.

C.N.S. n.a.d.

There is shortening and latex^al rotation
of the left leg with pain on movement of
the left hip. A por-tronchanteric fracture
of the left femur is seen on X-ray. Nail
and plate were inserted. Post-operativoly

fairly comfortable.

Progress 4.2.59 Crepitations right base. Peni¬
cillin.

6.2.59 Physician's opinion: When I saw

him as an out-patient ho had pleuro-peri-
cardial friot ion at the apex not present

today. He refused to be admitted. The
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findings today are trachea deviated to the

right, dull P.N. at the right apex, find at
left base there may be collapse of loft
lower lobe. There are coarse crepitations
in both lower axillae, especially left.
He is coughing blood-stained purulent

sputum, and I suggest X-ray chest, sputum
culture for ordinary pathogens and sputum
culture for Koch bacilli. Change therapy
to erystamycin. I think he may have a

bronchial neoplasm.

15.2.59 Very dyspnooio. J.V.C. up to
his earo. Tender right hypochondriio.

16.2.59 Erythromycin started.
23.2.59 Stopped all drugs because cf diarr¬
hoea.

27.2.59 Sputum report states no tubercle
bacilli present. Patient still very weak
and listless. Has productive cough.
Hhonehi and crepitations mainly at right
base. Pulse 128/min., regular and of fair
volume. Temperature 100.5°F.
4.3.59 Physician's opinion. I doubt if

any form of salvage therapy will be of avail
to this old man who is extremely emaciated.
He has no active T.B. - merely some old

apical scarring. Ho has a pneumonia of

inspiration type mainly affecting the lower
lobe (loft). To give any further injections
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to this emaciated man would be unkind. I do

not think he has an underlying carcinoma but
it is only of academic interest if ho has. I

suggest giving oral tetracycline 500 mgm.

Even so I think he will soon fade away.

4.3.59 Terramycin started.
10.3.59 Bowels very loose. Terramyein

stopped.

16.3.59 Died.
Bacteriology The sputum reports showed that the prominent

organism was a ooagulaso positive staphylococcus.
On microscopy a number of momilial forms were

noted.

Summary of Necropsy Cylindrical bronchiectasis and
abscess formation

Suppurative and unresolved pneumonia
Old calcified tuberculosis of hilar

nodes

Old miliary tuberculosis of liver and

spleen.

Cariliac Summary n.a.d.

Sumaary This 75-year old man died 2 months after frac¬

turing his left femur. At necropsy there was

marked non-specific inflammatory changes through¬
out his lungs including bronchiectasis and ab¬
scess formation. There was evidence of pre¬

vious tuberoulous infection of the hilar nodes
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with miliary haematogeneous spread to
liver and spleen, but this played no

part in his death.

H.D.A.



Ward 9 Professor Hill n

Mrs Alice Brown aged 65

Admitted 19.2.59 Died 10.3.59

History On 9th February this woman was found comatose
on the sofa in her house. She was put to bed.
Next day her power of speech returned. She
then became able to use both arms normally and

help herself on to a bedpan and move about the
bed. She continued to improve until 2 days

ago when it was aoen that hor loft hand was

paralysed and her left leg which seemed move¬

able 2 days ago was now immobile. She did
not recognise the hand as belonging to ber.
The left side of hor face has been twitching
all the time irrespective of whether she was

trying to speak or not. She has had a head¬
ache for the last 10 days whioh seems to have
been very painful. Annuls tablets seea to
have benefitted hor. She has always boon sub¬

ject to headaches. Last week it was noticed
that while her speech was quite intelligible,
she would drop off to sloop or lose tho sense

of what she was saying. Tonight on occasions
she has had lucid moments in which hor speech
was not slurred. She has not been allowed

to walk during the last 10 days.

Examination Elderly woman looming to the right with right

ptosis and loss of soma of tho left naso¬

labial fold.
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C. V.S. n.a.d,

R.S. n.a.d.

A.S. Liver percussed 2 finger-breadths
below costal margin.
C.N.B. Dr. Clark's impression of this

patient was that there was a right cere¬

bral lesion, probably haemorrhage. "J
note that she has telangiectasis of lips
and hands and she gives a history of

right-sided migraine. There is therefore
a possibility that she has a vascular
tumour which has now ruptured. I also
note a red smooth sore tongue, but no con¬

vincing evidence of subacute combined de¬

generation is present. I should suggest
that her blood bo examined for a macro¬

cytic anaemia. This might explain the

pyramidal signs on the right which are

otherwise difficult to explain in a right
lesion which must be above the thalamus. "

Haematology 20.2.59 Hb.ll.54- G/1G0 ml. W.B.C. 6,4-00
P.C. V. M.C.H.C. 51%.
Film. There is no evidence of a megal¬
oblastic anaemia.

Progress 25.2.59 Right sided 5i*d nerve involvement;

pupil dilated and externally rotated; com¬

plete closure of right eyelid.

8.5.59 Transferred to Sidlaw.
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12.3.59 Found unoon3cious at Sidlaw this

morning. Re-admitted to Ward S.

Examination Comatose; she responds to painful
stimuli. All limbs are flaeoid. She is

hyper-pyrexial. Bilateral extensor plan¬
tar response and now appears to have a

left as well as a right 3rd cranial nerve

palsy. In coma till death.

17.3.59 Died.

Summary of Necropsy Ruptured aneurysm of the intra¬
cerebral part of the right internal
carotid artery
Terminal broncho-pneumonia.

Cardiac Summary n.a.d.

Smamary The aneurysm is morphologically similar to
those arising on the Circle of Vvillis.
Two episodes are clear, first a leak, then
frank rupture. Terminally, broncho¬

pneumonia supervened.

B.W. V.



The original ease notes were not available and the follow¬

ing elinioal notes were copied from the autopsy protocol.

Hard 9 Professor Hill LM

Susan MacGregor aged 69

Admitted 15.3.59 Died 18.3.59

History This patient had a stroke in church. She
did not lose consciousness but after admis¬

sion became eemi-stupose and reacted only
to painful stimuli.

Lnomination C. /.£>. B.P, 190/90 mm.Hg. Apex beat

impalpable. Heart sounds normal.
C.N.S. Dilated right pupil, eyes and head
deviated to right. Left flaccid hemiplegia.
E.C.G. Normal.

Progress Comatose from 17.5.59 till death on 18.3.59

Summary of Necropsy Extensive right cerebral softening
Internal carotid artery atheroma and
thrombosis

Cholelithiasis.

Cardiac Summary n.a.d.

Summary This 69-year old woman died from an exten-



N 34-4-0 coat.

sive ischaemio cerebral softening due to a

thrombotic occlusion of a calcified

atheromatous internal carotid artery. The
suddenness of her collapse would suggest
an embolic occlusion but no definite source

of emboli was found at necropsy.

H.D.A.
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Mrs Annie Lord aged 71

Admitted 12.3.59 Mod 19.3.59

History This elderly woman has become les3 steady on

her feet over the past year. She has con¬

tinued to do her own housework and shopping
but lately has been tripping over carpets,

etc., and lias been walking awkwardly on a

flat, broader gait. She fell heavily 5 weeks

ago and was put to bed. The following day
she was able to get up again.

Tonight she had been visiting her son in
his house - she lives in the apartment down¬

stairs. Sho returned to her own home, and
half an hour later at 9.0 p.m. the son

heard her calling. He went downstairs to
find his mother clutching the bannister and
unable to move the right arm and log. Her

speech was slurred, rambling and almost in¬
coherent. She seemed to understand quest¬
ions however. She became less and less con¬

scious of her surroundings and 15 minutos

ago became quite unconscious. She has had
no previous similar attacks but recently felt

diszy on a few occasions.

Examination The woman is unconscious but responding to

painful stimuli. No clubbing, cyanosis or

cervical lyiaphadenopathy.
C.V.S. Pulse regular in time and force and
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there is a bi-udy cardia of 58/inin. Apex

beat is impalpable. B.P. 125/65 mm.lig.
Heart sounds heard in all areas; no mur¬

murs. Jugular venous pressure is not
raised and there is no sacral or ankle

oedema. Liver is palpable 3 finger-breadths
down.

C.N.S. Pupils, grossly unequal, the left

being larger than the right; the right re¬

acts to light but the left lias no reaction.

Right knee jerk is greater than the left.
The plantar responses are both extensor.
There is a flaccid paraplegia. The patient
is comatose.

Diagnosis Right hemiplegia. Cerebral haemorrhage
left side.

Progress 13.3.59 Lumbar puncture: C.S.F. pressure

160 mm.; on compression of jugular veins

230 rara. Xanthochromia on standing.

18.3.59 General condition poor. Conscious
but unresponsive. Flaccid right hemiplegia,
basal broncho-pneumonia which almost certain¬

ly will prove terminal. lib. 9.8 G/100 ml.
19.3.59 Died.

Summary of Necropsy Right cerebral haemorrhage with

rupture into lateral ventricle
Terminal bronoho-pneumonia.
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Cardiac Summary Fatty infiltration of ItV

Summary Cerebral haemorrhage with patchy
cerebral atheroma and terminal

broncho-pneumonia.

G.P.T.B



Ward 16 Professor Douglas N 5445.

Alexander Robertson aged 76

Admitted 13.3.59 Died 23.3.59

History This patient was transferred from King's
Cross Hospital, where he had been admitted
following the M.M.R, oompaign. A lesion
was shown in the right upper zone. This

proved to be tuberculous in aetiology and
he is at present on treatment, llis prin¬

cipal complaint now, however, is of drib¬

bling micturition, a poor stream and noc¬

turnal frequency. He also has a left

inguinal hernia which he first noted a

week before admission to King's Cross.

Examination No abnormality apart from left indirect

inguinal hernia.
C.V.S, Pulse 56/rain. Numerous extra-

systoles. B.P. 150/85 mm.Hg. Heart sounds
closed. Faint systolic murmur at apex.

R.S. n.a.d.

C.N.S. n.a.d.

On rectal examination the prostate is found
to be firm and bulging greatly into the
rectum.

Progress 16.3.59 A prostatectomy was carried out for
carcinoma of prostate.

23.3.59 Only semi-conscious. Chest exceed¬

ingly moist. 3.30 p.m. The patient was

bronchosooped and muoopus sucked from his
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lungs. B.P. 50/30 mtu.IIg. 8.50 p.a.

Respiration becoming increasingly inter¬
mittent. Died.

Summary of Necropsy Carcinoma prostate: prostatectomy
Inhalation pneumonia with abscess

formation

Pelvic haematoaa

Cerebral softenings
Fibrocaseous tuberculosis.

Cardiac Summary LV hypertrophy.

Summary Death is attributable to pneumonia and

lung abscess (staph, aureus, penicillin
resistant) following prostatectomy for
?carcinoma of prostate. While there is
evidence cf long-standing pulmonary disease
(chronic fibrocasoous tuberculosis and

cystic bronchiectasis) with some degree of

right ventricular hypertrophy, the terminal
episode appears to have been related to
inhalation of secretions and gastric con¬

tent in part post-operative but possibly
unavoidable in tho presenoo of the pontine
cerebral softening.

W.G.
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James Turnbull aged 57

Admitted 20.3.59 Diod 24..3.59

History This man has had chest trouble for many

years, with a severe cough and winter bron¬
chitis. Breathlessness on exertion has

been a prominent feature. Four or five
months ago he had a severe'haemoptysis
which lasted 10 days. Since then he has
had occasional streaking of his sputum
with blood. However this has not occurred

for 2 weeks. His breathlossnoss has not

been accompanied by chest pain. During the
past 10 days breathlessnoss has become more

severo and is now noted at rest. His ankles

do not swell.

hxeiaination A grossly obose, slightly eyanosed man with
slight sacral and ankle oedema.
C. V.S. No nook vein distension. Pulse 88/

min., regular. Vessel wall palpable.
D.P, I3G/90 jaa.Hg. Apox beat impalpable.
No evidence of gross cardiac enlargement.
Heart sounds audible but faint. No murmurs.

R.S. Inspiratory and expiratory rhonchi
with numerous ©oaree crepitations at both
bases.

A.S. n.u.d.

C.N.8. n.a.d.
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24- 3.59 Patient died

nummary of Necropsy Pneumonia

Pulmonary fibrosis and cysts

Emphysema

Pulmonary oedema and tracheo¬
bronchitis

Gross obesity

Cardiac Summary RV hypertrophy
RV myocardial fibrosis - slight
Acute hypoxic degeneration RV

Non-specific myocarditis
Fibrosis and lymphocytic in¬
filtration of the pericardium.

Summary The cause of death is pneumonia and,

latterly, pulmonary oedema and tracheo¬
bronchitis in a grossly obese man whose

lungs were the seat of previous fibrosis
and emphysema. There is no tubercul¬
osis.

H.G.M.
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Peter Graham aged 80

Admitted 23.3.59 Died 24.3.59

History For the last 30 years this man has had

dyspepsia related to meals. Sinoe this

morning he has been troubled by a retro¬
sternal pain, dull in nature, which does
not radiate. He often gets chest pains with
his flatulent dyspepsia and this is relieved

by hot water and the passage of wind. He
has a previous history of coronary throm¬
bosis, 8 years and 4 years ago (Maryfield
Hospital). He also gives a history of in¬
termittent claudication. 3 weeks ago he
fell off a chair, twisted his back and was

admitted to Ward 14, D.H.J, for 2 weeks.
He complains of breathlessnoss on slight
exortion but no ankle oedema.

Examination A pale, tired-looking man with cyanosis
of the lips, but no finger clubbing.
G.f.S. Pulse 104/min., irregular in time
and force, and of small volume. B.P.

90 mm.Hg. Apex beat not located. Heart
sounds closed in all areas; gallop rhythm.
J.V.C. 2" above the sternal angle. No
sacral oedema; slight trace ankle oedema.
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MtGj

R.S. No abnormality apart from some ralos

at both bases.

A.S, n.a.d.

C.N.S, n.a.d.

23.3.59 Evidence of posterior infarotion
with lengthened P.R. interval, 0.16 seconds.
He has signs of mild cardiac decompensation.

24.3.59 Patient died.

Summary of Necropsy Old obliterated empyema (operation
scar)

Horseshoe kidney.

Cardiac Summary

Summary

Coronary atheroma - severe

Old occlusion of right coronary

artery
Anterior descending coronary

thrombosis

Healed myocardial infarotion LV
Focal myooytolysis LV
Acute hypoxic degeneration of LV

and F.V myocardium
Cardiac amyloidosis.
LV endocardial thrombosis.

Amyloidosis of the myocardium was found in
the absonce of evidence of amyloid disease
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elsewhere, although it must be noted
that neither the gum nor tongtie, maero-

scopioally normal, were examined histo¬

logically. Healed infarction, severe

coronary atheroma, an obliterated right

coronary and a recently thrombosed
anterior descending bronchi were found,
with which was associated acute hypoxic
degenerative change in the left and

right ventricular myocardium.

H.B.G.



bard 9 Professor Hill
N 3446

Mrs Annie Dakers aged 75

Admitted 5.3.59 Sied 25.3.59

History This woman has suffered pain in th© epi¬

gastrium and chest for very many years.

This pain never comes on at rest but does
sometimes when she is walking. The pain

occasionally lasts all day and nothing gets
rid of it. It starts in the middle of the

back and coiaes through to the front just
below the xiphisternum, and she is able to
locate the spot quite accurately with the

finger. These last few months pain, half
to one hour after eating, occurs regularly.
She notices that food sometimes sends the

pain away. It sometimes goes away for a

few days, then returns. It has not gone

away for longer for a long time now. Cn

Monday she vomited 3-4 mouthfuls of brown-
stained material which resembled coffee.

Today she passed a very black stool. She
is rather constipated now. She lias re¬

cently had one or two dizzy attacks and fell
because of one a month ago. She has been

very short of breath for many years and
for the past 7 years has not been able to



N 3AA6 cont.

get out of the house. She finds it impos¬
sible to walk up and down stairs because
of shortness of breath. She is not now

able to do her housevfork for breathless-

ness and has palpitations on extreme exer¬

tion. She sleeps on 3 pillows.

Lxaiaination This obese woman has a waxy pale face,

slightly dyspnoeie and has a moist tongue.
The conjunctivae are injected. She lias

pale hands.
C.V.S. Pulse regular in time and force,
and of good volume. C.P. 165/95 mm.Iig.

Apex beat impalpable. No murmurs.

R.S. n.a.d.

A.S. Tender epigastrium; slight guarding;
liver palpable below the costal margin.
C.N.S. a.a.d.

Diagnosis Peptic ulceration. Anaemia. Arterio¬
sclerosis.

Progress 6.3.59 Opinion of Dr Raffles. Obesity,

especially abdominal, and anaemia assoc¬

iated with breathlessness. The angina
is due to a mixture of anaemia, obesity
and arteriosclerotic heart disease. I

think the anaemia is associated with blood

loss via bowel.

18.3.59 2 pints packed cells given.
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23.3.59 Semi-conscious. Pulse 130/min.

Respirations 4.0/min. Temperature 100.8°F
On examination very loud orepitations
heard throughout the chest.

liaeiaatoloey Hb. 8.96 G/100 ail. P.C.V. 3**'.
W.B.C. 1,700/ou.mm. This specimen is

grossly lysed. If a further haematolog-
ieal investigation is required please
let us know.

8.0 p.m. Died-.

Summary of Necropsy Hiatus hernia. Terminal pulmon¬

ary embolism, the source of the
embolus being thrombosed femoral

veins.

Cardiac Summary Fatty infiltration RV.

Biiumary The main symptomatology can be related to
the hiatus hernia. Death resulted from

right-sided heart failure secondary to

pulmonary infarction, the source of the
embolus being the usual one in the femoral
veins.

L.w.li,



The original ease notes were not available and the

following clinical notes were copied from the autopsy

protocol.

ward 6 Mr Sturrock N 3447

William Brown aged 61

Admitted 24.2.59 Died 24.3.59

History This patient was admitted with a history
of 5 years' epigastric pain and flatul¬
ence.

Examination A well-nourished, elderly man. There is

epigastric tenderness and an epigastric
mass is vaguely palpable.

Progress Deep venous thrombosis of the left leg
settled a little after admission but sub¬

sequently thrombosis occurred in the

right leg. Till his death he continued
to suffer leg pain. There was no abnorm¬
ality of the chest and E.8.R. was normal.
Liver function tests showed gradual de¬
crease in function, the bilirubin rising

eventually to 1.0 mgia./lCG ml.

24.3.59 He collapsed suddenly and died
within a few seconds.

Summary of Necropsy Carcinoma of pancreas (body)
Multiple metastases
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Massive pulmonary infarction
Femoral vein thrombosis, bilateral

Gangrene of the feet.

Cardiac Sumraary n.a.d.

Summary Death from, ultimately, massive right

pulmonary infarction complicating bi¬
lateral femoral vein thrombosis in a

patient with pancreatic carcinoma.

W.R.P.



Ward 9 Professor Hill N 3^8

Mrs Janet Mann aged 83

Admitted and died 26.3.59

History Although this woman states that she has had

pain across the upper abdomen, low back pain
and breathlessness on exertion for the last

3 weeks, her daughter says the pain has been

present for only 2 days. The pain is inter¬
mittent and very sharp. It bears no relat¬
ion to meals but is worse when lying down or

bending. She has been breathless on exer¬

tion for many years but this has been more

severe in the last 2 weeks. She has not

been out of the house since Christmas and the

slightest exertion makes her breathless. She
has been wakened by aeute breathlessness
these last few nights. Her ankles are noted
to have been swollen for some months.

Previous history Slight left hemiplegia 9 years ago.

Examination Slightly cyanosed old woman who is obese,

very dyspnoeie, breathless; no finger

clubbing or koilonychia.
C. V.S. Pulse 120/ptin., irregular but good
volume. D.P. 230/130 sau.Hg. Apex beat
is in the 6th interspace outside the mid¬
clavicular line. Heart sounds closed in
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all areas, no murmurs being heard.

J.V.C. is 2" raised. Liver large and

tender, and palpable 3 finger-breadths
below the oostal margin. Positive hepato-

jugular reflex and oodoma of the ankles.
Minimal sacral oedema is noted. Crepitat¬
ions at lung base.

A.S. n.a.d.

C.N.S. n.a.d.

Very rapid atrial fibrillation, simulat¬

ing supraventricular tachycardia showing
a earotid sinus pressure.

Bigoxin £ mgra. I. V.

Digoxin £- cigm. I.V. 1 hour later

Eigoxin | mgiu. I.V. 1 hour later.

6.30 p.m. Patient died, 8 hours after
admission.

Summary of Necropsy Cholelithiasis

Papilloma of the duodenum

Cardiac Sitmary Left coronary atherothroiabosis

Coronary atheroma - severe

Healed I.V myocardial infarotion
Acute LV myocardial infarction
Acute hypoxic degeneration LV and
RV myocardium
LV hypertrophy

K.C.G.

Treatment
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Summary This 8>-year old woman died in

congestive failure with an arry-

thmia superimposed upon isehaemic
heart disease. The precipitating
factor may well have been an

attack of biliary colic brought
on by the oalculi in the gall
bladder and cystic duct. An un¬

usual finding was a papilloma of
the duodenum.

. . .



Vt'ard 10 Mr Mowat N 34-55

Mrs liolon V>easenhgm aged 75

Admitted 28.2.59 Died G.4-.59

History This woman has had difficulty with swallow¬

ing and soreness of throat since Christmas
1958. This has worsened in the last 3

weeks. She also complains of a swelling
at tho angle of the left mandible. This
has also been present since Christmas 1958.
Recently a swelling behind the left ear

was noted to be tender and a large abscess

was lound, incised and drained of about 3D

ml. of pus.

Examination There is a large ulcerated area between
the two left faucial pillars. This ulcer¬
ation does not involve the base of the

tongue or soft palate. It is hard. In
the neck a fairly firm, fixed, non-

fluctuating mass over the angle of the
mandible on the left side is noted. No

J
other glands are noted on palpation of
neek. The only other abnormality noted
is that the spleen can be palpated 3

finger-breadths below the left costal

margin. It is mobile, firm and not tender.
C.V.S. Heart sounds closed. B.P.

135/65 mm.Hg,
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Progross 1.3.59 Incision of swelling over the
left side of neck; pus was obtained and
the wound drained.

16.3.59 A few shotty inguinal nodes are

noted and one was taken as a biopsy

specimen. This was reported as a highly
cellular neoplasm in which the tumour
cells are large, vesicular, round and

polyhedral. Mitotic figures are quite
numerous - "reticulum eell sarcoma".

21.3.59 A punch biopsy of the fauees
revealed similar tissue to that noted in

the previous biopsy - reticulum cell sar¬

coma.

llaeiaatology 30.3.59 Hb. 9.6 G/100 ml. ff.B.C.

4,75G/cu.uim. Platelets 168,480/cu.iam.
Film. Slight general leukopenia affect¬
ing mainly lymphocytes.
Platelets: there is a moderate reduction

but not to a purpuric level.

Biochemistry 31.3.59 Blood urea 30 mgm./lG© ml.

28.3.59 Deep X-ray of mediastinum and
neck.

30.3.59 Deep X-ray of mediastinum and
neck.

2.4.59 Feels very weak. X-ray postponed.
6.4.59 Died.
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Blood transfusions given, one pint, on

17.3.59 and 26.3.59

Letter to Dr. Johnston (patient* a 0.1'.) from Mr Mowat

"I saw this patient first last spring when
she was admitted with an acute mastoiditis

and a subperiosteal abscess. I did a

cortical mastoidectomy and she made a very

good recovery. There were 2 unusual

features. Firstly it is uncommon to get
an acute mastoiditis at this age and sec¬

ondly there was very little in the way of

inflaudatory reaction. After the oper¬

ation we discovered she had an enlarged

spleen and a leueopenia. A marrow punc¬

ture showed a generalised Bupression of
all the blood forming elements but there
was no indication of any specific disease.
The physicians regarded her hypersplenism
as being associated with an old standing
rheumatoid arthritis and she remained

reasonably well till February.

During the 'flu epidemic she developed a

sore throat on the left side and was admit¬

ted on 28th February with a cervical
absoess and hypertrophy of her right
tonsil. I opened the abscess and from the

pus grew tubercle bacilli. In the mean¬

time, however, a biopsy from the tonsil
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showed a reticulum cell sarcoma and she

was given a palative course of deep
X-ray therapy.
Within the next few weeks however lymph
nodes developed in her neck, axilla and

groin and she died on 6th April."

Summary of Necromsy Widespread 1ymphosarcoma

Broncho-pneumonia

Cardiac Summary Coronary atheroma - severe

Right coronary atherothrombosis

Lyiuphosarcomatous infiltration
of the heart

Focal myooytolysis and acute

hypoxic degeneration LV and RV.

Summary Death was due to a widespread lympho¬
sarcoma and terminal broncho-pneumonia.

J.A.K.



'.'■ard 8 Professor Hill W 34.56

Jaaes Dundas aged 64

Admitted and died 6.4.59

History This man developed a sudden and very severe

retrosternal chest pain, tight and cons¬

tricting in nature, while at work this mor¬

ning. This is the first time he has had a

pain like this. He also developed a oramp-

like pain in the right calf and foot after
the chest pain. This pain is still present
and the foot is tingling. He gives a his¬

tory of intermittent claudication of 400-
500 yards in right calf. This history of
calf pain is 3 weeks old.

The patient is very shocked, extremely cy¬

anotic and with cold extremities.

C.V.S. Pulse is very weak and of small
volume. B.P. unrecordable. Heart sounds

faint. J.V.C. raised. Cheyne Stokes

respiration. Pulmonary oederau. Morphine,
dindevan and oxygen given.

The patient failed to rally and died 45
minutes after admission.

kxaiainat ion

Progress

Summary of Necropsy Left coronary artery atkerothrom-

bosis.
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Cerebral softenings
Atheroma (coronary and cerebral severe)

Cardiac Summary Left coronary atherothrorabosis

Coronary atheroma (severe)
Moderate LV fibrosis and focal

myocytolysis
Acute hypoxic degeneration in LV

(particularly papillary musculature)
LV hypertrophy.

Suraaary Left coronary thrombosis in a grossly
atheromatous vessel has been followed

by death occurring before morphological
evidence of infarction could take place.
There is, however, evidence of a chronic

hypoxic myocardial state which preceded
this thrombotic catastrophe.

G.P.T.B.



Ward 9

Annie Anderson

Admitted 5.4-.59

Professor Hill

aged 75

Died 6.4.59

N 3457

This woman was seized with severe retro¬

sternal pain at 10.0 a.ia. She has had

nothing like this before and has been in

good health.

Cold, clammy, with eyanosed extremities.
C.V.S. Pulse 40/rain., regular but weak.

Apex beat impalpable. Heart sounds soft
in all areas. B.P. 50/? inm.Hg.
A.S. n.a.d. apart from the liver margin

palpable 2 fingei'-breadths below costal

margin.
H.6. n.a.d.

E.C.G. Complete heart block and posterior
infarct.

6.4.59 Died.

flardiao Summary Healed focal LV myocardial infarctions
Acute LV myocardial infarotion
Extensive RV and LV acute hypoxic

degeneration

Coronary atheroma - moderate to severe -

with haemorrhage into an atheromatous

plaque causing occlusion of right
coronary artery

History

Examination
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Pericardial fibrosis with lympho¬

cytic infiltration.

Summary The right coronary artery was a

large vessel rather less affectod by
atheroma than the left. To some ex¬

tent the right had taken over some

of the supply area of the grossly
atheromatous left coronary with the
result that when haemorrhage into an

atheromatous plaque occurred in the

right coronary, the result was cata¬
strophic and extensive. The

appearances suggested that a dissec¬

ting aneurysm-like process had
occurred to produce occlusion of the

right coronary artery.

G.P.T.B.



:..ard 7 Mr Sturrock N 34.58

Isabella Pert aged 72

Admitted 24.3.59 Died 7.4.59

History This woman has been losing weight, vomiting
after meals and suffering from chronic con¬

stipation for the last 6 months.

Examination This old woman who has lost weight is de¬

hydrated and slightly confused.

C.V.S.)
R.S. ) n.a.d. apart from a few rhonohi and
A.S, ) crepitations at both lung bases.
C.N.S.)

Progress 1.4.59 Plasma Na 141 mEqA.
K 5.7 "

CI 102 "

00^ combining power 10.8
vols.%

Blood urea 102 agm./lGO ml.

Intravenous therapy started.

7.4.59 Died in com.

Summary of Necros^sv Adenocarcinoma of pyloric antrum

Hypostatic broncho-pneumonia
Broad ligament "fibroid".
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Cardiac Summary Right coronary artery thrombosis

(old)
Coronary atheroma (severe)
Healed posterior myocardial infarc¬
tion

LV hypertrophy

Smaaary This woman died with a hypostatic

type of broncho-pneumonia in associ¬
ation with prolonged vomiting due to
a pyloric adenocarcinoma which had
not spread beyond the stomach.

H.D.A.



Ward 16 Professor Douglas N 54-59

John Benvic aged 53 Engineer

Admitted 1.4.59 Died 6.4.59

History About 6 months ago this man lost his appetite.

Following this he began to have epigastric

pain, for whioh he tried pills and tablets
with some relief. This pain is now passing

through to the buck. For 6 weeks he has been

vomiting after meais. The vomiting relieves

the epigastric discomfort and he is now only
able to take liquids by mouth. He has lost
about 2 stone in v.eignt and his bowels have
not moved for the last fortnight.

Examination The tongue is yellow and furred. A tender
firm mass is palpable in the upper abdomen,
and a few shotty nodules are noted in both

groins.
C.V.S. Pulse 80/min., regular. B.P. 115/85
nua.Hg. Heart sounds closed. Gross finger

clubbing noted.

Biochemistry 2.4.59 Plasma sodium 143 raEq/L.
Potassium 5.4 "

Chloride 101 w

Co,, combining power 16.5 vols.%
Total plasma protein 6.5 G/1G0 ml.
Albumin 3.9 "

Globulin 2.6 "
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Operation 4.4..59 A leather bottle stomach was

found and a small portion of tumour was

removed for biopsy.

6.4.59 Died.

Summary of Necropsy Laparotomy and biopsy of stomach
Carcinoma of stomach

broncho-pneumonia.

Cardiac Summary Brown ati'ophy of heart.

Summary This patient was found to have a carcinoma
of the stomach of the diffuse infiltrating
type, causing gross pyloric obstruction.
He died 2 days after a laparotomy and

biopsy of stomach, from a broncho-pneumonia.

G.P.T.B.
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Mrs Euphomia Robertson aged 67

Admitted 1.4.59 bied 6.4.59

History Four yours ago this vfoman first had trouble
with micturition. She was passing bright
red blood and had a thick whitish vaginal

discharge. This cleared up after her doc¬
tor gave her tablets and she had no further
trouble until November 1958 when she devel¬

oped frequency of micturition. She found
she had to pass urine almost every half
hour. The urine was hot, burning and red¬
dish-cloudy in colour. This was treated

by her doctor and in February the urine
became dark in colour again, more cloudy
and still more painful. In January 1959
she developed in the small of her back an

ache which persisted about 3 weeks. Her

appetite has been poor since and she has
lost weight. She has been drinking plenty
of fluids.

Examination A co-operative elderly woman in no discom¬
fort, sitting up in bed.
C.V.S. Pulse regular in rhyihra and force.
Heart sounds closed. No oedema and no

hepatomegal y.
A.S. n.a.d.
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C.N.S. n.a.d.

Progress 4.4.59 Cystoscopy. Bladder filled with
blood-stained fluid. Impossible to got a

good view of the bladder.

5.4.59 She is very tired but otherwise has

no complaint. Has not passed urine since

cystoscopy.
6.4.59 Abdomen tender in bladder area.

Urine contains bright red blood.

7.4.59 11 a.m. Rather shocked, collapsed,

suffering acute lower abdominal pain.
B.P. 17Q/100 mm.Hg, Exquisite tenderness
in right iliac fossa. Marked rebound
tenderness - ?ruptured bladder.
4.0 p.m. Condition rapidly deteriorating.
Comatose.

8.4.59 Died.

Summary of Necropsy Carcinoma of bladder with extra¬

peritoneal rupture.

Cardiac Summary Coronary atheroma - moderate.

Summary It is unfortunate that the gross autolysis

occurring as a result of the tiiae lapse be¬
tween death and the autopsy should have taken

place in this subject. The bladder, grossly
infiltrated by carcinoma and inflammatory
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change litorally "fell to bits" when
disseotion was carried out. However

it was established that rupture had
occurred extra-peritoneally in life.

G.P.T.B.



Ward 9 Professor Hill N 3461

Kate Forsyth agod 81

Admitted 6.4.59 Died 10.4.59

History This old woman had been fit all her life

until this winter when she went down with a

heavy cold and chesty oough. The cold sub¬

sided, but the cough remained. The sputum
was scanty, of a greyish, thick nature. She
has never before had bronchitis and has had

no trouble in the cold damp weather of pre¬
vious winters. At the beginning of last
week she began to get very breathless walk¬

ing up her two small flights of stairs. The

cough became worse and she noticed an

increase in breathlessness.

Examination An alert old woman not distressed but breath¬

ing rapidly; has a non-productive cough.
There is a slight droop at the right side of
the mouth.

C. V.S. Pulse IGO/min., regular but many

extrasystoles. Apex beat in 5th left inter¬
space outside the mid-clavioular line; sys¬

tolic murmur at the apex. Jugular venous

pressure not raised. B.P. 146/65 uti.Ilg.
R.S. Traohea deviated to the right.

Breath sounds are vesieular but coarse

crepitations are present throughout the
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right lung. There are a Sen fine crepit¬
ations at the left base. Vocal resonance

is greater on the right than the left.
Respiratory rate 32/rain.
A. ■ « n. a. d.

C.N.S, Loss of naso-labial fold on right

side. Tongue deviates to the right

slightly. Reflexes are present and equal
but there is an upgoing toe on the left
side. There is an intention tremor more

marked on the loft than the right side
and there is past-pointing notod more mar¬

kedly on the right than the left side.
The vibration sense is lost in both the

anas and legs.

Progress 6.4-59 This woman is running a fever due
no doubt to the right-sided pneumonia.
She has a deformed chest due to a senile

osteoporotic kyphosis of the spine.
7.4-59 Blood urea 120 mgm./lOO ml.
Hb. 9.8 G/1G0 ml.

9.4-59 Chest aspiration of 150 ocs. of
blood-stained fluid.

10.4-59 Died.

Summary of Necropsy Right empyema

Right bronchi-bronohioloetasis

Right pneumonitis
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Cardiac Summary n.a.d.

Summary The striking feature in this woman's
ohest was that the pulmonary disease
was unilateral. No anatomical de¬

fect was found to account for this,
and it must be presumed that a right
lobar pneumonia initiated the pro¬

cess, causing an empyema in a

chronic pneumonitis, broncho-
bronehioleotasis and a slowly pro¬

gressive caraification of lung.

G.P.T.B.



Vtard 8 Professor Hill N ?46?

Robert Stewart aged 78 Retired joiner

Admitted 26.3.59 Died 10.4-.59

History For the past 2 days this man has been un¬

able to pass urine. For 2 weeks he has
had pain on passing urine, the stream of
which has been no more than a dribble,

lie has been getting up hourly through the

nights to pass urine a little at a time
with considerable discomfort. About 3

weeks ago while carrying a coal bucket he
became slightly breathless. Kis dyspnoea
has persisted and is worsened by the

slightest exertion. Ho has noticed some

swelling of the hands and the left one lias
lost some of its power.

Previous history A long uloer history was terminated

by a gastro-entorostomy in 194-8.

Examination Marked pallor and gross peripheral oedema.
C.V.S. Pulse 68/min., extrasystoles.

B.P. 120/70 nun.Hg. Apex beat in 5th left
interoostal space outside mid-elavicular

line; widespread precordial systolic
murmur. Gross peripheral oedeiaa.

R.S, Percussion note dull at both bases

and breath sounds diminished at both

bases.

A.S. Right paramedian scar. Liver enlarged
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to 2 finger—breadths below costal margin.

C.N.S. n.a.d.

Progress 26.3.59 Foley catheter. 18 ounces urine
drained off. P.R. No evidence of prostat¬
ic enlargement. Started on digoxin,

chlorothiazide, ferrous sulphate, folic
acid and Imferon.

Biochemistry Blood urea 76 mgm./lGO ml.

iiaematology Hb. 29£> (4.3 G/100 nl.) P.C.V. 195'b
h.B.C. 6,150/cu.mm. M.C.B.C, 2%.
Film. Severe microcytic hypochromic
anaemia.

1.4.59 No improvement.

10.4.59 Died.

Summary of Necropsy Acute cystitis and lithiasis

Gastroenterostomy and iron

deficiency anaemia.

Cardiac Summary Left ventricular hypertrophy
Healed focal LV myocardial infarc¬

tion.

Focal myocytolysis LV and RV

Glycogenic degeneration LV and RV
Acute hypoxic degeneration LV and

RV.
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Summary I can offer no explanation for the

presence of calculi (of mixed type)
within the bladder. The acute cyst¬
itis and ureteritis is surprisingly
accompanied by no more than a mild

hydronephrosis.
Of considerable interest are the car¬

diac changes. The hypertrophic myo-

oardium is generally fairly fibrotic
but in addition there are, scattered
about the right and to a lesser extent
the left ventricular muscle, foci of

early hypoxic change. V/ithin the

papillary musculature, ayooytolytie
and extensive glycogen-loaded, vacuo¬

lated areas are indicative of chronic

oxygen lack, secondary to the gross

anaemia associated with malabsorption
from the short-circuited bowel.

G.P.T.B.



The original ease notes were not available and the follow¬

ing clinical notes were copied from the autopsy protocol.

Yi'ard 16 Professor Douglas N 5465.

Henry Ramsay aged 61

Admitted 23.3.59 Med 11.4.59

History The patient'3 complaints were inability to

pass urine, pain in tho tip of the penis,
and dribbling micturition for 2 years.

Previous History Chronic bronchitis for many years.

Perforated peptic ulcer repaired one month
before admission. Appendiceetomy 1943.

Biochemistry Blood urea 23 mgm./lOG ml. Alk. phos¬

phatase 3.7 K.A. units.

Progress Bladder drained for 5 days.
28.3.59 Transvesical prostatectomy - carcin¬
oma of prostate with infiltration of bladder
wall. For first post-operative week the

patient did well. Thereafter, in spite of
penicillin, aminophylline, digoxin and

oxygon, became increasingly dyspnoeic.

11.4.59 Died.
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Str,miary of Necropsy Carcinoma of pancreas

Secondary cure in 012a of liver,

gallbladder, adrenals, spleen and

lymph nodes
Common bile duct obstruction

Cardiac Summary Secondary myocardial carcinoma.

Summary On review of the prostate and bladder biop¬
sies there is some morphological similarity
between the tuiaour reported as "anaplastic
caroinoma prostate" and that seen in the

pancreas. Whether the prostate or pancreas

is the primary site may have been revealed

by biochemical assay of the tumour content
of acid phosphatase. This was zero. An
elevation of the amount of phosphatase
would have been strongly suggestive of the
prostate as tho primary site, but a negat¬
ive answer means either that this tumour is

of pancreatic origin or that it was so ana¬

plastic that no aoid phosphatase was being
formed (a likely possibility in view of the
normal phosphatase level in life).

G.P.T.B.



y.ard 8

James Chalniers

Professor Hill N' 3468

aged 46 Barman

Admitted 9.3.59 Discharged 11.3.59
Re-adiaitted 10.4.59 Died 14.4.59

History This patient collapsed suddenly in the
street this morning (9.3.59) vvhile

carrying a crate of bottles.

Examination Very deeply unconscious, frothing from
the left side of the iaouth. Stertorous

breathing and groaning.
C. V.S. Pulse 64/min., regular in time
and force, but of small volume. B.P.

90/? wia.Ilg. Apex beat impalpable. Heart
sounds faint and obscured by stertorous

breathing. No evidence of congestive
failure.

R.S. n.a.d.

A.S. Upper right paramedian sear. Abdo¬
men otherwise normal.

C.N.S. Pupils dilated. Eyes moving slow¬

ly from side to side. There is no light
reaction and no corneal reflex. The fundi

are not well seen but the lirabs are

flaccid. There is no nock stiffness nor

rigidity. The patient is deeply uncon¬

scious, not reacting to any stimuli what¬
soever. Both plantar responses are up-

going.
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Progress 9.3.59 He presents a picture of cerebral
irritation - restless, unconscious, but

responds to painful stimuli. Diagnosis
was cerebral thrombosis but perhaps sub¬
arachnoid haemorrhage. 7.0 p.ia. B.P.

140/110 mm.Hg. L.P. performed and the

diagnosis of subarachnoid haemorrhage was

arrived at.

10.3.59 It was arranged with Mr Nicols
that patient should be transferred to
Aberdeen Royal Infirmary.

6.4.59 Re-admitted from Aberdeen. lie

has made a very good recovery. He tires

easily and has frequent frontal headaches.
An aneurysm of the left middle cerebral

artery was discovered but no surgery

undertaken because of E.C.G. changes. Mr
Nicols would like Professor Hill's

cardiac assessment of the patient before
any surgery is contemplated.

C.V.S. Pulse 68/12in., regular. B.P.
130/90 mm.Ilg. Apex boat is within normal
limits. No abnormality of the alimentary

system is noted and the respiratory system
is normal.

C.N.S. n.a.d. He feels the power to his
limbs is gradually recovering. There is
some weakness of the flexors.

6.4.59 Although there is some disuse
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wasting of the calves and thighs, power is

surprisingly good and equal on both sides.
There appears to bo slight slurring of
speech at times but this is minimal.
I4.4..59 Sudden collapse; died from sub¬
arachnoid haemorrhage.

Professor Hill's letter to Mr Nicols. dated 24.4-.59

"The E.C.G.s are admittedly abnormal in

many respects. The standard lead complexes
are of rather low voltage and there is T
inversion in lead one. At the same time

the unipolar limb lead complexes are off
similar low voltage, the T waves are re¬

versed in A. V.R, and shallow inverted in

A.V.I,. Further there is a late, sharp,
shallow inversion of T in chest leads V5

and V6. All these point to some degree of

myocardial damage, possibly ischacmic. On
the other hand, I should have thought the
lack of progressive change when compared
with the regular state on 26th March and
1st April was against recent myocardial

damage. It is easy to be wise in retro¬

spect of course, but I do foel that the

major threat to this man's life was his

berry aneurysm and in the absence of a

clear-cut history of infarotion, and parti¬

cularly in the absence of progressive
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change in the E.C.G., I think operation
would have been justified."

Summary of Necropsy Rupture of middle cerebral aneur¬

ysm (left) with subarachnoid

haemorrhage.

Cardiac Summary LV hypertrophy.

Summary Subarachnoid haemorrhage has occurred in
this patient (almost certainly hyperten¬

sive) as a result of rupture of an

aneurysm on the left middle cerebral artery.

G.P.T.B.



Ward 9 Professor Hill N ,547v

Joan HelvAn aged 75

Admitted 6.4.59 Died 15.4.59

History This elderly woman is rather confused and
only able to give a history after many

leading questions. It appears she lias been
short of breath for the past few years and

during the past three weeks this has become
severe. Difficulty was first noted when

going up hill3, but it lias progressed and
now she must root several times when climb¬

ing one stair. She sleeps on two pillows
and has noticed no paroxysmal attacks of
dyspnoea. In the last year she has noticed
occasional swelling of ankles and also oc¬

casional pains in muscles of legs, but this
does not come on after a constant amount of

activity. She has been in bed for the last
10 days and during this time has folt very
little discomfort. She has had some diarr¬

hoea during the last fortnight.

Examination A rather confused woman not able to give an

adequate history. Cataract in right eye.

No clubbing of the fingers.
C.V.S. Pulse 86/min., regular in time and

force. Apex beat in 6th space, outside
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mid-clavicular line. Heart sounds: soft

systolic murmur at the apex. Jugular venous

pressure raised l£"; there is bilateral
ankle oedema.

R.S. Fine crepitations throughout lower
lobes.

A.S. Liver is 3 finger-breadths down but

indistinctly palpable.
C.N.8. Left iridectomy has been carried
out. Cataract right eye. The left reacts
to light.
Locomotor system. Her feet are warm, the
dorsalis pedis pulse is felt at both feet,
but posterior tibials not felt. There is
bluish discolouration of all toes on left

foot} the third toe on right foot is blue
and feet are tender to the touch.

Progress 6.4.59 A confused old lady in congestive
heart failure. Both feet gangrenous and she
has a swollen tympanitic abdomen. Also

signs of right lower lobar pneumonia. She
has an aortic systolic murmur and prognosis
is obviously very poor.

Treatment Digitalis and general nursing.

15.4.59 Died.

Summary of Necropsy Generalised atheroma.
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LV hypertrophy
(Glycogenic degeneration
(Focal myooytolysis
(Healed and healing myocardial
infarction

(Acuto myocardial infarction
(Aoute hypoxic degeneration
Aortic valve stenosis

Gross coronary atheroma
LV endocardial thrombosis.

Summary This woman died in myocardial failure, foll¬

owing at least two infarctions. An old pos¬

terior myocardial infarotion is accompanied

by an extensive fairly recent anterior in¬
farotion whioh must be some four weeks old.

Coronary and cerebral atheroma is severe and

although in both brain and heart, hypoxic
lesions were seen, no site of complete vas¬

cular occlusion was demonstrable. The cere¬

bral lesions could well be mioroembolic (as
could the lesions of the feet) but in consid¬

eration of the myocardial changes it must be
recalled that this patient also had a severe

aortic stenosis, so that the degree of myo¬

cardial hypoxia would be greater than that
ascribed to ooronary vascular disease. His¬

tology suggests no cause for the aortio
valvular disease other than atheroma.

G.P.T.D.

Cardiac Summary

LV

and

RV
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Thomasina Mg'py aged 57

Admitted 5.4.59 Died 16.4.59

History This woman was admitted in January 1958
to Ward 7 with a rectosigmoid polyp. 4
months later she was due to report back to
the ward but folt so well she did not do

so. In August 1958 she developed pain on

defecation and began passing traces of
blood and ouch slime in her stools. This

has since been a recurrent problem. About
10 days ago she had diarrhoea and severe

rectal pain which has continued off and on.

She has lost approximately half a stone in
in weight in the last 7 months and has a

poor appetite. She now complains of con¬

stant lower abdominal pain.

Examination Under-nourished, dehydrated woman.

C./.S. Pulse 80/iain., regular. Apex beat
not palpable but heart sounds are clearly
heard and there are no murmurs.

U.S. n.a.d.

Left breast enlarged and a discrete mass

is palpable in the outer quadrant.
A.S. Abdomen tight and slightly distended.
It is tympanitic and tender to palpation
in lower abdomen, especially on left side.
Liver is palpable 2 finger-breadths below
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the right costal margin and is tender.

Progress 6.4.59 Sigmoidoscopy carried out; biopsy

report provided evidence of malignancy.
7.4.59 Urine contains bilirubin and uro-

bilinogen.
16./.59 Became steadily jaundiced, went
into a coma and died today.

Summary of Necropsy Carcinoma of pelvic colon

Secondary carcinoma of liver,

lymph nodes and left ovary.

Cardiac Summary Gross post-mortem baoterial over¬

growth.

Summary Primary carcinoma of pelvic colon has

spread to involve the left ovary directly,
the lymph nodes of the abdomen generally

(including those surrounding the common

bile duct) and the liver. The remarkable

degree of post-mortem proliferation of
bacteria noted particularly within the
heart was very striking and almost certain¬

ly indicative of gross terminal bacter-
iaeiaia.

G.P.T.B.



Viard 9 Professor Hill N 34-73

Frances Ford aged 72

Admitted 13.4.59 Died 20.4.59

History This woman lived in Hong Kong from 1917 to

1942. V.hile out Ea3t she on two occasions

suffored from acute dysentery. She has
been healthy and fit until a year ago when
she found she was becoming more breathless
and noted increasing difficulty with her

houcewox'k. She now has great difficulty
in climbing stairs and has to take them very

slowly. Her ankles have never swollen and
she has had no attacks of suffocation at

night. She sleeps on 3-4 pillows and
without them she finds she gets a feeling of
suffocation. She has had a tight gripping
chest pain on occasions during the past

year and particularly she notes this when
she is breathless. One evening in liecember

1958 she collapsed when going upstairs but

experienced no pain in the chest. She has
what she calls "attacks of breathlessnoss"

and occasionally these are accompanied by
severe bouts of sweating. For the past 3-4
weeks she has been very anorexic, eating

only fruit and drinking only fruit juice.
She has never vomited and on only one

occasion xibout a year ago has she coughed
up a trace of blood.
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Examination A little dyspnoeie after talking for
some time; she is a waxy pale eoloar.

Conjunctivae and hands are very pule.
There is minimal clubbing, but no cy-

anosis.

C. V.S. 108/min., regular in time and
force. Apex beat in 5th left interspace
in raid-clavicular line, heart sounds

hoard in all areas but there is a soft

indistinct mitral systolic murmur.

Jugular venous pressure is raised one

inch. P.P. 105/70 wm.Hg.

R.S. Bilateral crepitations at both

bases, otherwise normal.

A.fi. n.a.d.

C.N.S. n.a.d.

Biochemistry Rerun transaminase 29 units of activity,
at 25°C. Blood urea 58 nigra./1GG ml.

Haematology lib. 73/» (12.5 G/100 ml.) P.O. V. J8%
M.C.H.C. 32f* Vi.B.C. 5.9/cu.ram.
Comment: Hypochromic microcytic anaemia.

Progress 15.4.59 1.30 a.m. Complains of tight

feeling in chest, and is distressed.

Rapid respirations. Pale but not sweat¬

ing. B.P. 150/75 ram.Hg. Pulse 120/min.
Apex beat: 6th interspace outside mid¬
clavicular line. Heart sounds: mitral
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systolic murmur. Jugular venous pressure

not raised but venous pulsation seen in
neck. B.8. vesicular; bilateral axil¬

lary crepitations.

B.C.G. A.V.R, raised ST segment. Raised VI, 2

and 3. Bundle block; coronary occlusion.

Haematolony Hb. 10 0/1C0 ml. (Sahli)

Treatment Anticoagulants and omnipon; for serum

transaminase.

Opinion 16.4.59 She has deteriorated since admis¬

sion. I feel that the anaemia is assoc¬

iated with carcinoma of bronchus. Angina
results from anaemia on top of arterio¬
sclerotic heart disease, her skin condit¬

ion is probably a mild icthiosis. Although
anaemia is microcytic I doubt if much im¬

provement is to be expected from iron

therapy. I do not feel thut any therapy
will be of much value. She is very poor¬

ly. 3 note the blood urea is raised also.

20.4.59 Very poor condition, bilateral
coarse crepitations. Died at 9.45 p.m.

Summary of Necropsy Ureteritis cystica
Chronic nephrosclerosis

Cardiac Summary Acute pericarditis



W VJ3 cont.

Coronary atheroma - severe - thrombosis
LV hypertrophy
Acute hypoxic degeneration LV and RV
Acute infarction LV and RV

Healed LV infarction

Glycogenic degeneration LV and RV
Focal iayocytolysis LV and RV
Acute pericarditis.

Summary Left ventricular failure was associated

with extensive healed myocardial infarc¬

tions, in one of which recent extension

has occurred.

Atheromatous narrowing of the left
renal artery was associated with a

scarred kidney and a severe chronic
ureteritis cystica on that side. The
ureteral abnormality was slight on the

right side.

G.P. T.B.



The original case notes were not available and the follow¬
ing clinical notes were copied from the autopsy protocol.

Ward 5 Dr. J.G.Clark N T474

Janet Hay aged 61

Admitted 14.4.59 Diod 21.4.59

History The patient complains of right chest pain
of one year's duration. For 2 weeks she
has been vomiting. Her weight loss has
been considerable.

Previous history Sub-total hysterectomy 1942; a fur¬
ther gynaecological operation was per¬

formed in that year but there is no

evidence of malignancy.

Examination There is a hard swelling in the left neck.
Ascites is present.

Died 21.4.59

Summary of Necropsy Intraduct and scirrhous carcin¬

oma right breast
Carcinoma left breast

Diffuse peritoneal and pleural
and vertebral metastases

Broncho-pneumonia

Cardiac Summary Secondary myocardial carcinoma
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Summary This 61-year old woman died from wide¬
spread peritoneal metastases from a

primary carcinoma of the right breast.
The involvement of the serosa and the

musole ooats of the pyloric antrum of
the stomach is unusual but the micro¬

scopic appearances are more in keeping
with secondary involvement rather than
of another primary in the stomaoh.

U.D.A.



The original case notes were not available and the follow¬

ing clinical notes were oopied from the autopsy protocol.

Ward 8 Professor Hill N 3475

George Aberdeen aged 63

Admitted 16.4.59 Died 22.4.59

History This man complains of loss of appetite for
5 months, loss of weight (2s stone in 5

months), shortness of breath for 4 months,

dysphagia for 3 months, and hoarseness for
3 weeks.

Examination He is dyspnoeio and emaciated. The trachea
is deviated to the right and he is in auri¬
cular fibrillation. There are bilateral

pleural effusions. Aspiration of right
chest produced 2 L. of straw-ooloured fluid.

Progress Continued downward course and died 22.4.59

Summary of Neoropsy Carcinoma of pancreas

Seoondary carcinoma of liver, adre¬

nals, lung, heart and lymph nodes.

Cardiac Summary Secondary myocardial carcinoma.

Summary The remarkable degree of differentiation is

striking in this tumour and yet it has met-
astasised widely.

G.P.T.B.



Ward 8 Professor Hill « >476

Charles Harris aiod 90

Admitted 26.3.59 Biod 22.4-.59

History This man has recently been taking dizzy turns.
His legs have been weak, causing him to fall

frequently. Hast week he pulled a kettle of

boiling water over himself and burned his leg
and hands. For many years he has had bilat¬
eral inguinal herniae and occasionally ex¬

periences pain in them. He complains of a

productive cough. He has no history of

angina but his ankles have recently started
to swell.

Examination Cyanosis of the lips and face. He looks a

good 90, is cheerful and rational.
C.V.S. Pulse 72/iain., with frequent extra-

systoles. B.P. 174/1CO mm.Hg. Apex beat

impalpable. Heart sounds: there is a sys¬

tolic murmur at the apex. Jugular venous

. pressure is raised 2" above the sternal

angle. Marked sacral and ankle oedeiaa.

U.S. Bilateral inspiratory and expiratory
rhonohi.

A.S. Liver 3 finger—breadths enlarged be¬
low costal margin. Bilateral inguinal her¬
niae (large) extending to scrotum. Burns of
both inguinal regions.
C.N.S. n.a.d.
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Opinion 26.3.59 A grand old man for his years and
whose main reason for admission for admis¬

sion appears to bo senility and inability
to oope on his own at home. Fairly gross

oedema of the legs and signs of hypertensive
heart failure. Apical systolic murmur is

probably due to mitral regurgitation. Im¬
proved on digitalis and was able to sit
about the ward. E.C.G. showed evidence

of a marked degree of myocardial isehaemia
and the chest X-ray showed considerable
cardiac enlargement with vascular engorge¬

ment of both lungs.

Biochemistry Blood urea 42 mgm./lGG ml.

22.4.59 Bied.

Summary of Necropsy Arteriosclerosis

Bilateral pleural effusion
Pulmonary embolus

Bronchiectasis, pneumonia

Jejunal diverticulae.

Cardiac Summary Light coronary atherothrombosis
Left coronary atheroma - moderate
Acute pericarditis
LV and RV hypertrophy
Healed LV infarction (posterior)
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Acute and healing myocardial infarc¬
tions LV and RV

Acute hypoxic degeneration LV and RV

Glycogenic degeneration and focal

myoeytolysis LV, RV,

Suiamary Death is due to congestive cardiae
failure following right coronary ar¬

tery thrombosis - unusually widespread
affection of right heart. The throm¬
botic lesion in the right coronary

artery, lower division, adherent and

occluding the lumen has probably been

present for a week or two, as would
the tawny lesion in the posterior
left vontricular wall. The rest of

the organs appeared to be in remark¬

ably good state for a man of this age.

IV.G.



Ward 5 Dr. Clark N 34-7£

Mrs Jane Dalgoty aged 75

Admitted 14.4.59 Died 22.4.59

History This old woman was well until 4 weeks ago

when she noted that nothing would stay in
her stomach. Not even cups of water have

stayed down. Since the onset of this

vomiting she has had no pain. Her vomit
is nearly always dark brown in colour and
she has not noticed any bright red blood.
She is not nausoated by food and her
bowels move normally. No respiratory or

urinary symptoms are noted. She has lost
about half a stone in weight this year.

Exaiaination She is a healthy-looking woman, co-operat¬
ive and in no pain or distress. Her lips
are slightly cyanosed, but there is no ie-
terus.

A.S. No guarding but there is tenderness
in the epigastrium. No palpable masses

are felt although the livor dullness ex¬

tends 2 finger-breadths below the eostal

margin.
C. y.S. Pulse 92/min., regular. B.P. 126/
78 mra.Hg. Apex beat in 5th interspace
within the mid-clavicular line. Heart

sounds closed in all areas. There is no

J. /.C. or oedema.
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K.S. n.a.d.

G.N.S. n.a.d.

Progress 16.4.59 She has not vomited today.

Haematology Hb. 83% (12.32 G/lOO ml.) P.O.V. 43%
M.C.H.C, 28% W.B.C. 6,400/cu.Eim.

Biochemistry Blood urea 53 mgra./lOO ml.

17.4.59 Vomited a cupful of brown fluid
this morning. Stools contained occult

blood. This woman's condition deterior¬

ated steadily.

22.4.59 Died, with a pre-pyloric
annular carcinoma with secondary involve¬
ment of the liver.

Summary of Necropsy Carcinoma of stomach

Secondaries in lymph nodes and
liver.

Cardiac Summary n.a.d.

Summary Death was due to a carcinoma of stomach

find carcinomatosis.

J. A.K.

/



Ward 9 Professor Hill N 3480

Annie Chalmers aged 80

Admitted 23.4-.59 Died 24-4.59

History At 1.30 a.m. today this woman felt a pain
in the left side of her ehest. The pain was

dull and steady in character and radiated
down the left am to all her fingers. It

spread round the ohest to her back. Pain
was constant and remained until 4.50 a.m.

when it wore off. She come out in a cold

sweat during this attack and was short of
breath. She has had indigestion pains Ior

uany years. These pains usually come on

about half an hour after meals and are re¬

lieved by taking powders. She has been
troubled with arthritis in both knees for

the past five years. The pains are inter¬
mittent and partially relieved by rest. On

systematic enquiry this woman admits to
breathlessnoss on hills and on exertion for

the past 3 years. SM has had no attacks
of nocturnal dyspnoea.

Examination A pale woman with elevated jugular venous

pressure, but no cyanosis.
C. V.8. Pulse regular in time and force.

B.P. 105/75 mm.Hg. Apex boat impalpable.
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Systolic murmur is heard at the base but
no other abnormality is noted. There is
positive hepato-jugular reflex.
U.S. Apart from a few fino crepitations
(bilateral) no evidence of abnormality
is noted.

A.S. n.a.d. apart from slight tenderness
and enlargement of liver.
C.N.S. n.a.d.

Progress 23.4.59 E.C.G. shows intramural posterior
infarct. No signs of congestive failure.

3.0 p.ra. Sweating, dy3pnoeic. B.P, 100/
70 mrn.lig. 6.0 p.m. Vomited a few

ouuees, 10.0 p.m. D.P. 115/75 mm.IIg.
Pericardial friction rub heard over the

pre-cordiujtt.

24.4.59 B.P. 80/55 mm.Hg. Pulse feeble.
No friction rub. 11.0 a.m. B.P. unrooord-

able. Nor adrenaline drip. 2 nigm. in one

pint saline started. 6.0 p.m. Died.

Biochemistry 23.4.59 Blood urea 27 agm./lOO ml. Plasma

cholesterol 265 mgm./lGO ml.

Summary of Necropsy Gastric erosion

Aspiration of blood.
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Cardiac Summary Coronary atheroma - severe

Left coronary atherothrombosis
Healed and acute myocardial infarction

LV

Extensive LIT myocardial hypoxic degen¬
eration

Focal myoeytolysis LV

Summary Death from acute myocardial infarction

supervening in a heart already suffer¬

ing from chronic ischaemia due to

coronary atheroma.

to.W.P.



Ward 8 Professor llill N 3482

Robert MoDiarmid aged 88 Retired policeman

Admitted 13.4.59 Died 28.4.59

History After being perfectly well last night, this

morning the patient was found curled up in
bed with weakness of the right arm and leg.
He had lost the power of speech.

Previous history He has been having radiotherapy for
the past 3 years with treatment for carcin¬
oma of tongue. He also had treatment of

an ear. He has had shingles.

Examination A heavily-built man with right-sided facial
weakness. The right ear has a circular
tissue defect, the lower lid of the right

eye has no lashes and has been irradiated.
There is slight cyanosis.
0. V.S. Pulse 68/min., regular in time and

force. B.P. 162/9C miu.Hg. The heart is
not clinically enlarged and there are no

murmurs. The jugular venous pressure is
raised i" above the sternal angle but
there is no oedema.

A.S. n.a.d.

R.S. n.a.d.

C.N.S. The right pupil is slightly larger
than the left. There is sluggish reaction
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of the right pupil to light. Right-sided
facial weakness. Tongue deviates to the

left. Motor tone increased in the right

leg, also slight increase in the right am.
Marked loss of power in the right am and
log. The reflexes are present and equal

except in the knee where on the right side
it is brisker than the left. The plantar

response is extonsor on the right side,
but flexor on the loft.

Biochemistry 13.4.59 Blood urea 51 mgm./lOO ml.

Haematology 13.4.59 Kb. level 12.6 G/1CG ml.

28.4.59 Patient died.

Summary of Necropsy Left internal carotid artery throm¬
bosis

Left cerebral softening

Broncho-pneumonia.

Cardiac Summary n.a.d.

Summary Generalised atheromatosis is gross.

Thrombosis of the left internal oarotid ar¬

tery hfts resulted in a left cerebral soft¬

ening which in turn was followed by a

hypostatic broncho-pneumonia.

G.P.T.B.



Ward 6 Mr Sturrook N X8?

David Grant aged 42

Admitted 18.3.59 Died 27.4.59

History This patient has complained of pain in the

right hypochondrium on and off for 2 years.

This pain comes on every 2-3 months and
lasts 8-9 hours. His last attaok was in

January. Since then he has had tenderness
of the right hypochondrium, whereas pre¬

viously he has felt quite well between
attacks. Heartburn was a foature before

the onset of the pain in the right hypo-
ohondriuiii. No vomiting, nausea nor jaun¬
dice has been noted and he lias been avoid¬

ing fatty foods. He has a good appetite
but he has lost 14 lbs. over the last 6
months. He never passes pale stools.
Bowels are regular but loose during the
attacks. He is usually in a cold sweat

during the acute pain. He feels fit at
present but still notes the slight ten¬
derness in the right hypoohondriuia.

Examination A middle-aged man, obese, but not cyanosed
or dyspnoeic.
A.S. Tenderness in right hypoohondrium is
noted but no masses felt.

C.f.S. Pulses regular and of good volume.
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Apex beat is not palpable and the heart
sounds are closed.

R.S. n.a.d.

Progress 21.3.59 Operation: cholecystectomy.
22,3.59 Moderate recovery from anaesthetic;
pale and grey, pulse rapid.
23.3.59 Considerable amount of bile-stained

fluid being drained from wound.

24-.3.59 Ryle's tube passed due to vomiting
of bile.

26.3.59 Slightly more comfortable, still
considerable aspiration from Ryle's tube.

3.4.59 Continuous discharge from wound via

drain.

7.4.59 Still draining from tube.

15.4.59 Continues to drain from tube and

wound.

21.4.59 Operation for post-operative biliary
fistula. A choledochoduodenostomy performed.

22.4.59 Fairly good post-operative recovery.

25.4.59 Intravenous drip therapy continued.
27.4.59 Collapsed this morning. B.P. unre-

cordable. Noradrenaline drip started and

terramycin intravenously. Patient's
condition deteriorated rapidly. Died.
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Summary of Neoronsy

Cardiac Summary

Summary

Cholecystectomy, eholedocho-

duodenostomy
Internal haemorrhage
Severed common bile duet

Ilaemorrhagio pneumonia

Emphysema
Old sub-pleural fibrosis -

?Ghon lesion.

n.a.d.

Terminally a resistant-

staphylococoal septicaemia is

probable. There is infeetion
of the abdominal wound to account

for non-healing. The source of
internal haemorrhage is not known
but there was not a generalised

bleeding tendency.

H.G.M.



hard 19 Professor 'walker HUM1

Mrs Georgina Oibb aged 49

Admitted 30.4.59 Bied 3.5.59

History This woman has complained of monorrhagia
for a year, and a discharge between periods.
She has been in bed for a fortnight, her

doctor having diagnosed a urinary infection.

However, no treatment lias been given. Her

appetite is very poor and she has lost much

weight. This woman has beon constipated for
5 days and has had indigestion and flatu¬
lence.

Examination A thin anaemic woman.

C.V.S. Pulse regular in time and force.
B.P. 140/10C mm.Hg. Heart sounds: no ab¬

normality.
U.S. n.a.d.

A.S. n.a.d.

Haematology Hb. 40>« (Sahli). Before being taken to
theatre she was transfused with 4 pints of

packed colls.

Progress 1.5.59 Theatre report: vault of vagina is
fixed and a finger 0:01 bo inserted into
what appears to be the uterine cavity. There
is infiltration posteriorly and fixation to
the sacrum and the pelvic wall and
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there is a large fistula in the bladder.
First radium inserted. 3.0 p.ia. Pulled

paek out. Paok replaced and patient
sedated.

3.5.59 2.0 a.la. Patient reported by-
nurse as being unconscious. Respirat¬
ions 4-0/min., deep and sonorous. Res¬

ponded to deep pain and answered questions.

Oxygen given by face mask. 3.0 a.m.

Breathing still rapid and noisy.
8.15 a.m. Died.

Summary of Necropsy Carcinoma cervix uteri

?Uraemia - clinical

Pyelonephritis - acute

Broncho-pneumonia

Cardiac Summary n.a.d.

Summary This patient died in uraemia resulting
from the renal obstruction caused by in¬
volvement of the bladder and ureters by
carcinoma of the corvix uteri.

G.P.T.B.



Ward 15 Professor Douglas

Eliza Ross aged 50

Admitted 1.4.59 Died 3.5.59

History Just over a year ago this woman consultod
her doctor because of frequency and pain on

micturition. She also had loft loin pain.
The loin pain has persisted and recently
has become worse. She passes urine every

3-4- hours daily and twice during the night.
5 months ago she had a bout of frank

haematuria which cleared after about a

woek. She gets easily tired and is breath¬
less on exertion.

Bather lemon-coloured pallid woman in no

distress, able to give a rational account
of her troubles.

A.S. n.a.d.

C.V.S. n.a.d.

R.S. n.a.d.

C.N,S. n.a.d.

G.U.S. Left kidney is palpable and tender
over the lower pole.
Urine. Purulent, containing bacteria.

(B.Coli isolated. Bacteriology Report
X 48870).

6.4.59 Hb. 41/2 (6.08 G/100 ml.)
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W.B.C. 12,250/cu.esh.
Biochemistry 6.4..59 Blood urea 51 nigra./100 ml.

24.4-.59 Nephrostomy and nephrolithotomy.
25.4.59 Patient very weak, with severe pain

in left loin. B.P. 65/50 mm.IIg.

2-7.4.59 Much improved. B.P, 110/70 mm.Hg.
Little drainage has occurred from the neph¬

rostomy tube.

30.4.59 Looks 111, B.P. 115/65 iaia.lig.
No temperature elevation but pulse is in¬

creasing in rate and of full volume.
2.5.59 Twitching of left leg started this

morning, and quite inesplieable.

3.5.59 Sever© spasm of twitching. Patient

very drowsy but able to be roused. Died

suddenly, having eaten some lunch and chat¬
ted with the nursing staff 15 minutes
before.

Summary of Neororsy Uraemia following left nephrostomy
and nephrolithotomy (P.M. blood urea

316 mgm./lOO ml.)
Left pyonephrosis

Right kidney hypoplastic.

Cardiac Suranary n.a.d.

Summary Uraemia followed left nephrostomy and neph¬

rolithotomy and was due to a pyonephrosis,
the right kidney being hypoplastic.

E.W.W.



Ward 4 Dr. Clark

James Thomson aged 42

Admitted 24.2.59 Died 4.5.59

History Three weeks ago this man caught 'flu.
This cleared after 2 days and he returned to

work. 2 day3 later the 'flu recurred and he
has since been in bed. This was settling

gradually, though he had a cough which pro¬

duced white sputum, when about a week ago he

developed a pain across the upper abdomen.
This earn© on quite suddenly and was fairly
severe. lie felt as though he had struined
himself. It has now abated almost entirely
however. He vomited twice over a period of

2-3 days.

Previous history Appendiooctomy 194&.

Hxamination Rather a pale man, not dyspnoeie and not cy-

anosed. Slight puffiness of eyes and face,
marked oedema of legs and sacrum, and an ic¬
teric tinge in the conjunctiva.
C.V.S. No neck vein distension but the pulse

90/min., is regular. B.P. 150/94 mm.Kg.

Apex beat visible and palpable in 5th left

interspace.
R.S. Trachea central, and apart from a few

medium-pitched expiratory rhonchi no other

abnormality is noted.



N ?4S7 cont.

A.S. Abdomen is tense and tender in the

epigastrium; liver is enlarged 4 finger-
breadths below the eostal margin and palpable
in epigastrium.
C.N.S. n.a.d.

Progress 26.2.59 Oedema persists and liver still en¬

larged. B.P. 120/75 nan.Hg. Red cells
and oasts present in urine.
6.5.59 Responded to mersalyl.
7.3.59 Improved, urine output good, and
oedema less.

8.3.59 barge number of easts and a few
scattered red eelIs and pus in urine.
16.3.59 Southey's tubes inserted in both

logs. 8^ pints clear fluid removed.
17.3.59 Slightly improved but oedema is

gross.

22.3.59 Oedema now much less and general
condition considerably improved.
30.3.59 Southey's tubes inserted in both

legs because of recurrence of oedema.

20.4.59 On penicillin. Urinary output im¬

proved, with lessening oedema.

27.4.59 Oedema persists.

Biochemistry Blood urea levels: 5.3.59 49 mgm./lOO ml.

17.3.59 59

27.4.59 88
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This Eian developed a fibrinous peri¬
carditis before death on 4.5.59

Summary of Necropsy Subacute nephritis
llaoraorrhagie pancreatitis
Pulmonary emboli

Cardiac Summary Acute fibrinous pericarditis
LV and 11V hypertrophy and myo¬

fibrosis (moderate)
Focal myocytolysis and acute

hypoxic degeneration LV and RV
Right atrial thrombosis.

Summary This man died in the nephrotic state, i.e.
with albuminuria, oedema and low plasma

albumin. The histological changes in the

kidney are not striking but are in keeping
Tdth a subacute or Ellis Type 2 nephritis.
The right atrial thrombus, the right ven¬

tricular hypertrophy and the pulmonary
micro-eiafcoli suggest that some degree of

right heart strain must have boon present
in life. The pancreatitis was a terminal
lesion resulting from a failing circulation
in an oedematons gland.

h.D.A.



Ward 6 Mr Starrock LM

Alexander Coutts aged 78

Admitted 2.5.'59 Died 9.5.59

History This patient had a perforated duodenal
ulcer sutured in Ward 6 in 1950, since

when he has been fairly well. During the
last year, however, he has been out of
sorts and in December 1958 began to vomit
brown coffee-coloured material. His

appetite has been poor for 4. months and
his diet has consisted of milk and fish.

He has also complained of a feeling of
fullness in the epigastrium since Decem¬

ber, but this is less troublesome at

present. He has probably lost weight.

Previous history This man had a ooronary thrombosis
7-8 years ago.

Examination A fit-looking elderly man who has probably
lost weight.
C. V.S. Pulse regular. Apex beat not

palpable. Heart sounds closed.
U.S. n.a.d.

A.S. Bight paramedian operation scar in
the epigastrium but no other ahnonaality.

Splashing is noted in the epigastrium.

Progress 6.5.59 Stomach washed out.
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8.5.59 Posterior gastro-enterostoiay per¬

formed for pyloric stenosis.

9.5.59 About mid-day ho became distressed,

oold, oyanosed, and his pulse weakened.
B.P. 90/60 mm.Kg. He passed into coma and
died at 9.40 p.m.

Summary of Neoronay Gastro-enterostomy for duodenal
uloer

Relative myocardial ischaemia.

Cardiac Summary Severe coronary atheroma
LV hypertrophy
Healed myocardial infaretion LV

Summary A major operation and its resultant lower¬
ing of blood pressure, some degree of
uraemia and finally hypoventilation and

hypoxia have combined to produce a relative

myocardial ischaemia in this already

severely fibrosed heart, in which the cor¬

onary vasculature is grossly atheromatous.

G.P.T.B.



Viard 8 Professor Hill N ?49?

Bernard Bums aged 72

Admitted 4.5.59 Died 9.5.59

History This old man has been getting steadily more

tired and breathless over the past few
weeks and has found increasing difficulty
in walking up even the slightest hill. He
lives up 4 stairs and has to rest many

times in olimbing them. During the past
few weeks he has noted swelling of the ank¬

les. He sleeps on 3 pillows and during the

past few months has had infrequent episodes
of breathlessness at night. For the past 6
months he has had difficulty passing urine.
He has had scalding pain on passing urine
and has difficulty in maintaining a good
stream. He has recently been partially in¬
continent.

Previous history He had rheumatic fever at 15 years.

Has been in hospital many times but does
not know with what diagnosis.

Examination An elderly man of plethoric appearance.

Rodent ulcer on left cheek.

C. y.S. Pulse 78/min., regular in time and

force. B.P. 135/85 mm.Hg. Apex boat in
6th left interspace outside the mid-olavie-
ular line. Heart sounds: gallop rhythm at
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apex; no murmurs. Jugular venous pressure

is not raised but there is slight ankle
oedema and saoral oedema. Bilateral femoral

pulses ore present.
R.S. Bilateral coarse rhonchi are the only
abnormalities of note.

A.S. Bilateral inguinal herniaej bladder

peroussed I3-" above the symphisis of the

pubis.

Biochemistry 5.5.59 Blood urea 68 mgm./lGO ml.

8.5.59 Blood urea 235 mga./lGO ml.
Blood urea rose steadily until his death.

Haematolosy Hfo. 12.3 0/100 ml.

9.5.59 Died.

Summary of Necropsy Sub-acute pyelonephritis with
peri-nephrie abscesses
Severe cystitis
Confluent broncho-pneumonia.

Cardiac Summary n.a.d.

Summary Death was due to a severe pyelonephritis and
confluent broncho-pneumonia.

J.A.K.



Ward 8 Professor Hill N 34.95

James Findlay aged 57 Electrical engineer

Admitted 15.5.59 Died 16.5.59

History This man was admitted complaining of sev¬

ere retrosternal pain which came on at
10 p.m. yesterday. He remained in bed
this morning but has had pain on and off

during the day. At 10 o'clock tonight
the pain, tight and cramping, recurred
and radiated down the left arm and fin¬

gers. The pain has been severe and not
relieved by morphine. It has been pre¬

sent now for 3 hours. For the past 5

years he has had angina of effort which
occurs when walking uphill or carrying
out any exertion. The jain has always
been relieved by rest or T.N.T. tablets.
In December 1958 he had an attack of

ehest pain one morning getting out of
bed. This radiated down the left arm

and persisted for some 2 hours. He was

admitted to Ward 4 for 5 weeks. He has

had slight bouts of pain in his chest
which have been increasing these last 4

days. The amount of exertion required
to produce chest pain has been getting
less and less, and in the last 4 days
this has been particularly striking.

Previous history Syphilis in wartime.
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Examination Grey, with a tinge of cyanosis. In pain
and very distressed. Jugular venous

pressure not raised and there is no club¬

bing of the fingers. Conjunctivae are

pale.
C.V.S. Pulse regular in time and force.
B.P. 110/80 inra.Hg. Apox beat impalpable.
Heart sounds heard in all areas. Soft

systolic murmur. No ankle oedema.

R.S. A few axillary rhonehi are noted
on left side, but otherwise no abnormal¬

ity.
A.S. n.a.d.

E.C.G. Extensive posterior and anterior
infarction.

15.5.59 12.0 a.m. Noradrenaline infus¬

ion started. Pressure maintained at 100

mm.Hg. systolic.
5.0 p.m. Died.

Cardiac Summary Healed myocardial infarction LV and,
to limited extent, RV
Acute myocardial infarction LV and RV
Acute hypoxic degeneration LV and RV
Acute pericarditis and endocarditis
Focal myocytolysis LV
LV hypertrophy
Left and right coronary atherothrombosis.
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Summary Thrombosis within the grossly atherom¬
atous anterior descending branch of the
left coronary (or the right ooronary)
has occurred, following which the second
vessel has thrombosed. The loss of

these two main vessels has produced an

extensive infarction in this already

markedly fibrotio heart.

G.P.T.b.



Vi'ard 8

George Ingles

Admitted 3C.3.59

Professor Hill

aged 82 Greenkoeper

Died 19.5.59

N 3A96

History This man was admitted to hospital on

31.3.59 v.ith acute myocardial infarction.

E.C.G. showed that this was anterior and

treatment with coagulants was begun.
Febrile on admission, he had a patchy

pneumonia at the right base. Ho was

given penicillin. Satisfactory progress

for 2 weeks was followed by a flare up

of his chest condition with inflamiaatory
signs again in the right lower lobe.
He was given yet another course of peni¬
cillin orally. He settled down satis¬

factorily and after 5 weeks in bed was

allowed up and about. A few days later
his temperature shot up and he felt very

unwell. He shov/ed further signs in his

chest, and E.C.G. at this tine showed

marked S.T. shift. Tetracycline was

started but within 4.8 hours patient de¬

veloped a sensitivity rash on trunk and
limbs with a hyperpyrexia. This drag
was discontinued. At this time staphy¬
lococci were grown from his sputum. In

spite of careful nursing his condition
deteriorated during the next week and on

Chloromycetin (on this therapy his
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temperature settled) he developed severe

diarrhoea which persisted until he died
on 19.5.59 No intestinal pathogens
were grown from the stools.

Examination On admission a rather pale, thin man.

C.V.S. Pulse lG€/min., with occasional

extrasystoles. B.P. 140/9G nim.IIg. Apex

beat not displaced. iieart sounds closed.
No murmurs. No raised jugular venous

pressure and no sacral oedema.

U.S. Right basal medium rales.

No abnormality on abdominal examination.
C.N.8. n.a.d.

Biochemistry 31.5.59 Blood urea 35 mgm./lOO ml.

8.5.59 Blood urea 23 mgm./lOO ml.

Haematolotzy 8.5.59 Hb. 14 G/10C ml.

Summary of Necropsy Acute ulcerative colitis

Cardiac Summary Coronary atheroma - moderate
LV hypertrophy
Healed recent myocardial infarc¬

tion LV and RV

Focal myocytolysis and glyco¬

genic degeneration in LV
Acute hypoxic degeneration LV
Fibrotie obliteration of peri¬

cardial cavity
LV endocardial thrombosis.
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Summary Tho bttcteriologioal report on the
swabs taken of the colon and lung
denied tho presence of staphylococci.

Histologically the acute ulcerative
colitis was unlike part of a gener¬

alised sensitivity,reaction to an

antibiotic and 1 fear no definite

aetiological agent can be incrimin¬
ated. The possibility of it being
an embolic phenomenon (froia the de¬
tached endocardial thrombus) is very

unlikely as the appearances are those
of en infective process rather than
an infarction.

Death has resulted from a combination

of acute ulcerative colitis and a

6-weok old extensive anterior myo¬

cardial infarction.

G.P.T.B.



Ward 6 Mr Sturrock N 3/L9S

Roger I.. Walls aged 66

Admitted arid died 20.5.59

History fjast night when he \?ent to bed he was in

good health. lie woke this morning about
1 o'clock to pass urine. On his way

back to bed he oollapsed with exorutiating
abdominal pain. He was found by his wife

lying on the floor writhing in sever©

generalised abdominal pain which passed
round each side to the back. He felt

very weak and cold. lie was pale and per¬

spiring but did not voiait.

Examination This rather obese man appeared shocked,
with cyanosed fingers find lips. He was

in a cold sweat but there was neither

jugular venous congestion nor ankle or

sacral oedema.

G. V.S. Pulse 44/iain., regular and of good
volume and force. Heart sounds hoard

poorly; no murmurs. B.P. 80/50 mm.Hg.
R.S. n.a.d.

C.N.S. Apart from unequal pupils the
left being dilated, no abnormality noted.
A.S. There is moderate generalised tender¬
ness but no other abnormality noted.

20.5.59 Collapsed and rapidly deteriorated



N 34-98 oont.

this morning. He was given one pint of
saline and one pint of intradex. Cora-
mine given intravenously.

Died 12.4-5 p.m.

Summary of Necropsy Retroperitoneal haemorrhage from
rupture of an atheromatous

aneurysm of abdominal aorta.

Cardiac Summary Mild coronary atheroma.

Summary Death resulted from retroperitoneal

haemorrhage from an atheromatous aneurysm

of the abdominal aorta.

G.P.T.B.



Ward 15 Professor Douglas

Sheila Gallon aged JO

Admitted 15.4.59 Med 22.5.59

History This girl had jaundice at the age of 9. She
was not very ill at that time and was off
school for 2 woeks. In 1951 she married and

a year later had her first child, the preg¬

nancy and delivery being uneventful. In
1955 she had her second child and following
this delivery she became unwell. Post¬

partum haemorrhage was followed by swelling
of the ankles and abdomen. At this time

she had a laparotomy and liver biopsy car¬

ried out in Stracathro Hospital and it was

shown she had a hob-nailed liver. Bince

this time she has been repeatedly admitted
to hospital because of her ascites which ne¬

cessitated numerous paracenteses. After
each paracenteses she felt reasonably well

again but as soon as the swelling returned
she tired easily.

Examination A sallow, thin, pale-looking woman with dis¬
tended abdomen.

C. V.S. Pulse regular. B.P. 105/50 nm.Hg.

Apex beat within normal limits. No murmurs.

No jugular venous congestion or ankle oedema

though there is a trace of sacral oedema.

R.S. n.a.d.
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Skin ia dry and slightly jaundiced.
C.N.S. n.a.d.

A.S. Abdomen is distended and tense. There

is a fluid thrill and shifting dullness. A

small umbilical hernia is noted.

Progress 16.4.59 Paracentesis abdominis. 3.50 p.ia.

splenogram.

18.4.59 Stool faecal occult blood positive.
28.4.59 Operation: portooaval anastomosis
for portal hypertension.
6.5.59 Prothrombin time 18 sees.; control
13 socs. (4Q?»). Petechial haemorrhages are

noted on the ana below blood pressure cuffs.
7.5.59 Rather drowsy and completely unco¬

operative. No urine passed. 50/2 glucose

given intravenously. Paraldehyde 8 oc.

given.
8.5.59 Comatose and screaming intermittently.
20.5.59 Going rapidly downhill vdth deepen¬

ing jaundice. Prothrombin time 27 sees.

Biochemistry 15.4.59 Plasma bilirubin 11.4 mgm./10C ml.

6.5.59 Plasma bilirubin 11.6 "

Protein total 5.3 G/1C0 ml. (albumin 1.8,

globulin 3.5). Alk. phosphatase 29 K.A.

units; thymol turb. 4 units. Ceph. flocc.
+++.
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11.5.59 Serum transaminase ^6 units of

activity at 25°C.

22.5.59 Patient died.

Summary of Neoronsy Porto-oaval anastomosis 28.4.59

Pyaemia (abscesses of kidney and
myocardium)

Cirrhosis of the liver.

Cardiac Summary Acute myocarditis and pyaenio ab¬
scesses of the myocardium

Summary This woman died 3 weeks after a porto-
eaval anastomosis had been performed for
cirrhosis of the liver. She died clinio-

ally in liver failure but this autopsy has
• also revealed evidenoe of a pyaemia with

abscesses of the kidney and myocardium.

G.P.T.B.



Ward 9 ProfeBsor Hill N 3502

Isabella Mann aged 75

Admitted 27.4.59 Died 23.5.59

History This woman has been confined to bed for the

past year beoause of pain and weakness in
right leg. She has had varioose veins for

many years. A cough has been present for 3
weeks and she has been becoming breathless
on exercise for about 3 months. She has been

breathless in bed at nights and noeds 4

pillows to ensure a reasonable night's sleep.
She experiences occasional sharp stabbing

pains in the chest behind the sternum. This
lasts for quarter to half an hour at a time
and bears no relation to meals.

Previous history Pleurisy and pneumonia 6 years ago.

Examination Pulse 106/inin., regular. B.P. 110/65
um.Hg. Apex beat 6th left intercostal space

in mid-clavicular line, faint. Heart
sounds: soft systolic murmur at apex,

liepa to-jugular reflex positive. Sacral
oedema moderate; no ankle oedema.
R.S. Trachea deviated to right. Palpable

lymph nodes in right supraclavicular fossa.
Percussion note dull at left base and vocal

fremitus decreased at left base. Breath



N 3502 cont.

sounds bronchial in relation to the ab¬

normalities already noted at the left
base.

A.S. Liver palpable 2 finger-breadths be¬
low costal margin. No other abnormality.

C.N.S. n.a.d.

Opinion of Registrar The only signs of note are pal¬

pable supraclavicular nodes, deviation of
the trachea to the right and dullness at
the right base. Why she has been in bed
for a year T don't know unless on account
of general senility. She has some disuse

wasting of the legs.

Progress 1.5.59 Left-sided pleural effusion tapped.
23.5.59 While getting back to bed after

sitting in a ohair, this woman collapsed
and died.

Summary of Necropsy Hodgkin's disease
Pneumonia (right) with apical
tuberculosis

Pleural effusion with collapse of

lung (left)
Paget's disease of skull

Impetigo
Cardiac Suiamary Coronary atheroma - moderate

Healed myocardial infarction LV
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Fooal myooytolysis IIY and LV
Aoute myocardial infarction LV
Acute hypoxio degeneration LV

Summary Death is attributable to Hodgkin's
disease, widely disseminated with pleural
and pulmonary involvement causing massive
effusion, lung collapse and pneumonia.
Other complicating toxic factors included

apical tuberculosis, sinusitis, impetigo
and bed sores. There was a small healed

infarct of heart but no recent lesion nor

any pulmonary embolus.

W.G.



The original ease notes were not available and the follow¬

ing clinical notes were copied from the autopsy protocol.

Ward L Dr J.G.Clark N 3503

Ernest Cook aged 67

Admitted 19.5.59 Died 25.5.59

History This iaaa has been a serai-invalid for 3

years due to alleged hypertension. For
the last 8 weeks he has had jaundice.
For the last 6 months he has been losing

weight. He has noted traces of blood in

clay-coloured stools and his urine has
been'like black coffee".

Examination A listless, anorexic man.

Urine: bile +++

Died 25.5.59

Summary of Neoropsy Carcinoma head of pancreas

Stenosis of common bile duct

Biliary cirrhosis of liver

Cardiac Summary LV hypertrophy

Summary A slowly growing carcinoma of the head of
the pancreas has caused common bile duct
obstruction and biliary oirrhosis. A ter¬
minal haemorrhagic tendency has caused
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intestinal mucosal and skin haemorrhages.

G.P.T.B.



The original ease notes wore not available and the follow¬

ing clinical notes were copied from the autopsy protocol.

Viard 8 Professor Hill N 5505.

James Sutherland aged 49

Admitted 25.5.59 Died 26.5.59

History This man had suffered from indigestion for

15 years before having a partial gastrect-
•omy in 1952. For 6 years he was free of

pain but in November last he developed dys¬

peptic pain again. He has had rheumatoid
arthritis of the hands, elbows, shoulders
and ankles for more than 20 years. He was

treated with myocrisin in the early 1940s
and with Butaaolidine in 1954. From June

onwards he has been treated with prednis¬
one. He went into Bridge of Larn Hospital
some time ago with vomiting, pyrexia and

weight loss. There he was troated with

A.C.T.H. and his condition improved. Mar¬
row puncture revealed myeloid aleukaeiaic
leukaemia with W.B.C. of 5,400/cu.mm.
Since early this morning he has been hav¬

ing epigastric diffuse pain.

Examination Diffuse tenderness over right side of ab¬

domen. Bowel sounds are absent. On X-ray
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no gas was seen in abdomen or gut and per¬

foration was considered unlikely.

Progress 25.5.59 10.30 p.m. Fairly comfortable.

26.5.59 1.0 a.Ei. Collapsed and almost

pulseless. He died before a transfusion
could be started.

Summary of Necropsy Aleukaemie leukaemia

Cardiac Summary Leukaemic infiltration of the

myocardium

Summary A case of aleukaemic leukaemia in which

an unusual form of terminal ileitis and a

gross pneumatosis cystica is associated
with secondary infarction of the gut.
This condition probably arose as a result
of leukaeiaic infiltrates in the bowel

wall breaking down to allow the ingress
of gas-forming organisms from the bowel.
An organised pneumonia with leukaemic
infiltration of the lung as well as the

spleen, liver* kidney and brain were also
found.

G.P.T.B.



Ward 16 Professor Douglas U5£Z

John Grant aged 82

Admitted 21.5.59 Med 27.5.59

History This old man had been constipated for about
6 months until some weeks ago his bowel
habit changed to one of diarrhoea. For the
last week he has had faecal incontinence.

About a month ago his abdomen was noted to
be getting larger.

Examination A.S. Abdomen distended and tympanitic.
C.V.S. Pulse 92/min.f regular. Apex beat
in 6th left intercostal space in mid-clavic¬
ular line. Heart sounds closed in all areas.

Blood pressure 165/90 mia.Hg.
R.S. Hyper-rosonant chest; nil else noted.
C.N.S. n.a.d.

Progress 25.5.59 Laparotomy: intestinal obstruction
found due to impacted faeees. Also a small

plaque of ?carcinomatous tissue was found on

the pelvic colon.

27.5.59 Suddenly collapsed and died.

Summary of Necropsy Post-operative dilatation of stomach
and jejunum

Membranous enteritis of jejunum
Masses of hard faeces in colon



N #07 cent,

Haemorrhagio bilateral pulmonary
oedema

Tumour of right ©ye - irradiated

Atrophy of thyroid
Bilateral medullary nephrocalcia-

osis

Possible parathyroid tumour
Colloid oyst of choroid plexus.

Cardiac Summary Coronary atheroma - gross

Summary This patient died following a laparotomy
for intestinal obstruction due to faecal

irapaotion in the colon. Dilatation of the
stomach and jejunum were gross and inhal¬
ation of gastric contents is the likeliest
explanation for the haeiaorrhagic type of
reaction noted in the lungs which were

acutely oedematous.

li.G.M.



Ward 8 Professor Hill N 5312

David Beoah aged 57 Jute worker

Admitted and died 1.6.59

History This raan has had intermittent claudication

in the left leg for over a year and during
the past 3 months has had increasing dif¬
ficulty in walking more than 10 yards with¬
out a rest. Rest relieves pain. He has
had angina of effort for 3 months. During
the past 2 weeks he has complained of
severe gripping pain in the chest retro-

sternally on exertion. This was not re¬

lieved by rest. On Friday evening he com¬

plained again of severe retrosternal pain
which did not radiate. This persisted for
about an hour. On Saturday he went to work
as usual but on Sunday at 2.0 a.m. he sat

up in bed complaining of sever© breathless-
ness. This passed off in about 20 minutes
and yesterday evening he was out at a whist
drive but had to leave because of gripping

pain which persisted one hour after reaching
home. This morning he felt very unwell
but went to work at 6.30 a.m. as usual, in

spite of a feeling of tightness in the chest.
Before going to work he again complained of

pain in the feet. This afternoon he was

feeding jute on to a spreader and was
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straightening out the fibres when he
was seen to straighten up suddenly,
clutch his chest and fall backwards.

In falling he was thought to have struck
his head. When assistance was given he
was seen to be deeply eyanosod and un¬

conscious, and remained so until after
admission to the ward where ho breathed

for a minute and had a feeble pulse
which ceased almost Immediately. During
the past 3 months he has brought up

copious amounts of glut which may have
been vomited or coughed Srorn the back
of his throat.

Cardiac Summary Aoute and healed myocardial infarc¬
tion LV

Focal rayocytolysis and glycogenic

degeneration of myocardium LV, and
to lesser extent RV

Acute hypoxic degeneration of myo¬

cardium LV and RV

LV hypertrophy

Coronary atheroma, moderate to se¬

vere, with recent thrombosis of
circumflex coronary artery.

Summary The final thrombosis of an already athero¬
matous main branch of the left coronary
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artery has led to the extensive infarction
of this already severely searred myocard¬
ium.

G.P.T.B.



Ward 9 Professor Hill N 3513

Helen Thomson aged 67

Admitted 21.5.59 Died 2.6.59

History Five days ago this woman developed urgen¬

cy of micturition. She also had frequen¬

cy, nocturia. This morning she awoke at

five, shivering and gasping for breath.
She lay still and the breathlessness
wore off. This is her first attack of

the type, although she had palpitations
for which her doctor gave her phenobar-
bitono. She got up to make breakfast and
wa3 exhausted doing so. She returned to
bed. For the past 2 days she has had

pain in the back and loin. She was ad¬
mitted to King's Cross in March with in¬
fluenza and has noticed restriction of

her activities since then due to breath¬

lessness.

Examination A highly nervous, obese woman complaining
of back pain. She is dyspnoeic but not

eyanosed and has no lymphadenopathy.
C. V.S. Pulse 100/min., regular in time
and force. B.P. 14.C/7G lam.Iig. Heart
sounds closed and the heart is not enlar¬

ged.
R. S. No abnormality other than a fevf
fine crepitations at both bases.
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Abdomen. An upper midline scar is noted
and the liver is one finger-breadth enlar¬

ged below the costal margin. There is

right renal angle tenderness and right
loin tenderness.

C.N.S. n.a.d.

Progress During her stay in hospital she had one or

two minor attacks of nocturnal dyspnoea
and was given morphia and aminophylline at

night time.

Bacteriology From the urine was grown B.Proteus

Biochemistry Blood urea 23 iagm./lOG ml.

Haematology. Ward Hb. 11.9 G/100 ml. Ward blood

pressures: 17Q/1GC mm.Hg. and 120/70 mia.Iig,

2.6.59 Died suddenly.

Summary of Necropsy Pulmonary embolism

Cardiac Summary Coronary atheroma - minimal
Acute myocardial infarction RV
Acute hypoxic degeneration RV

Fatty infiltration RV

Summary This patient died following pulmonary embol¬
ism which occurred in the course of bed rest

for a urinary infection.

G.P.T.C.



Ward 5 Dr. Clark N 3515

Margaret Frasor aged 62

Admitted 2.6.59 Died 4.6.59

History This woman is a knoroi diabetio (4 years)
and was in hospital in January having
8wallowed a clinitest tablet. She was

discharged taking 14 units of insulin at
that time. The day after returning from

holiday, five days ago, she noticed that
her legs which tend to swell during the

day were a good deal more swollen than
usual. She notiood that her hands and

arras were markedly puffy. The swelling
of the right leg gradually subsided in the
next day or two, as did the puffiness of
her hands. The left leg remained swollen
and tender and this change has persisted.
2-5 days ago purplish blotches appeared on

her right leg and thigh, and these have

persisted. She has not noticed similar

blotching elsewhere. Breathlessness on

exertion has been severe but there have

boon no leg or chest pains. She has been
told of the black-outs sho has had frequently
but does not seeia to know about them herself.

Previous history Hepatitis in 1957 and puerperal fever
in 1937.
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Examination A very obese woman. Tense swelling of the
left leg which is tender on palpation.

Eochymcsis of the thigh and calf noted and
there is hand and toe oedema; minimal
sacral oedema.

C.V.S. No jugular venous congestion.
Pulse 88/min., regular. B.P. 115/76 sun.

lig. Apex beat impalpable but heart
sounds audible and closed.

R.S. n.a.d.

A.S, ' n.a.d.

C.N.S. n.a.d.

Progress 4.6.59 This woman deteriorated rapidly
24 hours after admission, lapsed into coma

and died this morning.

Summary of Neero»sy Diabetes mellitus (clinical)

Secondary carcinoma of cerebrum

(?primary)
Splenic artery embolism
Splenic infarction
Left common iliac venous throm¬

bosis.

Cardiac Summary Healed LV infarction

Glycogenic degeneration LV

Coronary atheroma (severe) and
old thrombosis.
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Summary I have missed the primary tumour in
this autopsy. I cannot conceive of
this being other than a secondary
tumour of the cerebrum and it must be

that a small primary growth perhaps
in the lung (or nasopharynx or nose -

sites which are not scrutinised in

the routine autopsy) has been over¬

looked. Of interest is the remarkable

thrombotic tendency, a not unoommon

feature accompanying the presence of
carcinoma (of pancreas in particular).

G.F.T.B.



Ward 13 Orthopaedic Department N 3516

Ann Pali aged 58 Teacher

Admitted 31.3.59 Died 4.6.59

History This woman was admitted having fallen 9

days previously. Since then she has been
unable to bear weight on the left leg be¬
cause of pain, and has been confined to bed.

X-ray revealed a transcervical fracture of
the left femur.

Examination She was found to be in good health apart
from the fracture.

C. \T.S. PulBe regular. B.P. 120/70 mm.Hg.

Apex beat in 5th interspace within the mid¬
clavicular line. No evidenoe of failure;

U.S. n.a.d.

1.4.59 Insertion of HcLauchlin nail.

18.4.59 Temperature of 103.6°F. has been

running for the past week. Bed sores on

the left and right buttocks.

Septicaemia from bed sore. Penicillin
started.

20.4.59 Aureomycin started

25.4.59 Good response to antibiotics.
Temperature settled.

26.5.59 Urinary incontinence is first noted.

28.5.59 Br. K.G.Lowe's opinion: "Spas-
tie paraplegia of middle life. Dissemin-

Progress

Diagnosis
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nted sclerosis is a possibility but in diff¬
erential diagnosis cervical spondylosis is

very important. Exclude urinary tract in-
feotion. She may well have a spastic
bladder with a central nervous system
lesion. She should have X-rays of the cer¬

vical spine and a lumbar puncture."
1.6.59 C.S.tJ. sterile. Chloromycetin
started for bed sores.

5.6.59 fongue dry but not furred. Feels
well and looks forward to transfer to Ger¬

iatric Unit.

4.6.59 Suddenly felt queer when on bed pan

at about 4.56 p.m. 5.0 p.m. Pulse over

100, respiratory rate 30/iain. Looks cyan-

osed, feels cold. B.P. unrecordable.
After morphine and oxygen the bed was elev¬
ated and at 5.20 p.m. the patient died.
Just before thi3 at 5.15 p.m. it was noted
that she was cyanosed, had an elevated
venous pressure in her jugular veins and
oedema of the legs.

Summary of Necropsy Fracture of neck of left femur

Pulmonary embolism

(Femoral venous thrombosis)

Cardiac Summary n.a.d
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Summary Routinely stained sections have revealed
no abnormality of the spinal cord in this

patient in whom femoral venous thrombosis
was followed by pulmonary embolism.

G.P.T.B.



Ward 6 Professor Douglas N ?51?

Robert Kennedy aged 67

Adiaittad 29.5.59 Died 7.6.59

History This nan was well until February when he

experienced a severe pain low down in the
middle of his back. This pain is "tear¬

ing" in character and is worse on move¬

ment. It has not confined him to bed and

he has been under out-patient treatment
for it. About 6 weeks ago constipation
became troublesome. He has been having

difficulty starting micturition recently,
but once started experiences no dysuria.
About 2 weeks ago he noticed that his
ankles were swollen. This has persisted.

Previous history Pulmonary tuberculosis 1952-3.

Examination Sallow oomplexioned, thin man sitting up

comfortably in bed.
C. \T.S. Pulse regular in rate, rhythm and
force. Apex boat palpable in 6th left
intercostal space within the mid-clavicular
line. There is marked ankle oedema and a

trace of sacral oedema. The liver edge is

palpable 4 finger-breadths below costal

margin.
U.S. n.a.d.

C.N.S. n.a.d.
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G.U.S. n.a.d.

A.S. Lower abdomen slightly distended,

tympanitic to percussion most marked on

the right side. Tenderness and guarding
in the right hypoehondrium.

Progress 3C.5.59 Complains bitterly of low back
pain.
4-6.59 Liver biopsy: anaplastic carcin¬
oma (Histology Report 1088/59)
5.6.59 Condition rapidly deteriorating.
7.6.59 Died.

Summary of Necropsy Adrenal carcinoma

Secondary carcinoma in lymph
nodes and liver

Broncho-pneumonia

Pulmonary abscesses.

Cardiac Summary n.a.d.

Summary Broncho-pneumonia and pulmonary abscess
formation were the final causes of death

in this man in whom adrenal carcinoma had

metastasised to lymph nodes and liver.

G.P.T.B.



Ward 16 Professor Douglas

Robert Ross aged 66

Admitted 14.5.59 Died 7.6.59

History Admitted to Ward 16 complaining of having
had rigors and a "black-out", he was dis¬

charged on 29.4.59 Now he has had a re¬

currence of these attacks. He shivers,

sweats and about half an hour later he vo¬

mits and all is well again until the next
attack. He has had no more "black-outs".

His appetite is poor, he is constipated,
and he passes "pink jelly-like" material
per rectum. Last night he had a severe

attack followed by severe vomiting.

Examination A.S. Slight tenderness of left iliac
fossa. Nothing else of note.

P.R. Hard nodule palpated on the posterior
rectal wall.

C.V.S. Pulse 88/min., irregular. B.P.

155/75 ima.Hg. Heart sounds, soft aortic

systolic.
R.S. n.a.d.

C.N.S. n.a.d.

1.6.59 Laparotomy and exteriorisation of
a loop of descending colon* A pelvi¬
rectal mass is invading bladder wall.
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6.6.59 Exteriorised loop opened.
7.6.59 Died.

Summary of Necropsy Pelvi-rectal carcinoma (lapar¬
otomy and exteriorisation of

loop of descending colon)
Pulmonary embolism
Femoral venous thrombosis

Cardiac Summary Coronary atheroma - moderate

Summary Femoral venous thrombosis (followed by

pulmonary embolism) has occurred in
this patient who perforated his bowel

proximal to the exteriorised segment of
a colostomy. The lesion at the pelvi¬
rectal junction was a carcinoma.

G.P.T.B.



The original ease notes were not available and the

following clinical notes were copied from the autopsy

protocol.

><ard 9 Professor hill N 3521

Miss Matilda Watson aged 57

Admitted and died 9.6.59

Diabetic.

In ooaa. Marked oedema of the lower

limbs is present, but there is no evid¬
ence of jaundice. An old, left para¬

median scar is well healed.

Intravenous therapy and insulin started.
The patient died shortly after the start
of the intravenous therapy.

Summary of Necropsy Cerebral haemorrhage

Broncho-pneumonia

Cardiac Summary n.a.d.

Summary Cerebral haemorrhage has occurred in the

patient and histologically, no confirm¬
ation of her diabetic state can be

found. The rupture of the haemorrhage
into the lateral ventricle and blood

spreading through the ventricular cavity

History

Lxamination

Treatment
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may have had some effect in raising
the level of blood sugar.

G.P.T.B.



The original case notes were not available and the follow¬

ing elinical notes wore copied from the autopsy protocol.

Ward 6 Mr Sturrock N 352?

Stewart Scott aged 77

Admitted 13.6.59 Died 14-6.59

History This man suffered epigastric pain for two

years, and 3 weeks ago was admitted to Ward
6 and investigated for duodenal ulcer. No
ulcer was demonstrated and he was dischar¬

ged with instructions to return as an out¬

patient for oholeoystogram. Ho was unable
to re-attend because of severe epigastric

pain. X-ray showed no evidence of per¬

foration or obstruction. On 12.6.59 his

severe abdominal pain recurred and has
continued till today.

Examination A recent upper paramedian incisional wound
is healing satisfactorily. No peripheral

oedema, jaundice or clubbing noted.

Operation 13.6.59 Laparotomy. Extensive periton¬
itis with free fluid in peritoneal cavity.

Died 14-6.59

Summary of Necropsy Acute peritonitis

Empyema of gallbladder with
Liver abscess.
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Cardiao Summary n.a.d.

Sonaaary Aoute infection of the gall-bladder
associated with stones in Hartman's
Pouch have resulted in an empyema of

gall-bladder, necrosis of the wall,
liver absoess formation, and periton¬

itis.

G.P.'f.B.



'ward 15 Professor Douglas * ?5?0

Jane lie id aged 69

Admitted 14.5.59 Died 21.6.59

History This old woman has been constipated for
the last month. Yesterday impacted faeces
were reniovod by her own doctor after which
she passed a stool involuntarily. She has
had intermittent abdominal pain for two
weeks and today is very much worse. About
a month ago she had a severe bout of vom¬

iting and it was about this time she noted

passing slime in her bowel motions.

Previous history A "heart attack" 2 years ago which
confined her to bed for one year.

Exaiaination A.S. Tongue is dry and abdomen grossly

distended, and tympanitic to percussion.
C.V.S. n.a.d. B.P. 120/72 mm.Hg.
U.S. n.a.d.

C.N.S. n.a.d.

G.U.S. n.a.d.

Progress 15.5.59 Paul Mikulicz colostomy for car¬

cinoma of colon (Histology Report 981/59)
21.5.59 2nd stage Paul Mikulicz carried
out.

18.6.59 Bilateral sacral and ankle oedema.

21.6.59 She gave a sudden gasp and died.
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Summary of Necropsy Resection of caroinoma of

pelvic colon and Paul Mikulicz
colostomy
Femoral venous thrombosis

Pulmonary emboli

Cardiac Summary Coronary atheroma (gross)
Right coronary atherothrombosis
Healed LV infarction

Acute hypoxic degeneration of
LV myocardium.

Summary This patient had a caroinoma of colon
resected a week before death. Femoral

venous thrombosis has complicated this

patient's period of bed rest and has

given rise to pulmonary emboli which have

proved fatal to this woman in whom dis¬
ease of the coronary vasculature and

damage to the myocardium are gross.

G.P.T.B.



hard 19 Department of Gynaecology N 3535

Isabella Lyon aged 47

Admitted 8.1.59 Died 25.6.59

History This noma was admitted for pelvic exenter¬
ation for carcinoma of the cervix uteri.

Lxamination An anaemic, ill-looking woman sitting com¬

fortably in bed.
C.V.S, Pulse 8C/min., regular in time and
force. B.P. 150/90 mm.Ilg. Heart sounds
closed.

R.S. n.a.d.

A.R, A hard liver is palpable 2 finger-
breadths below costal margin.

Progress 13.1.59 Pelvic exenteration

16.1.59 Colostomy opened

25.1.59 hound has broken down

10.2.59 hound resutured in its length
6.5.59 Discharged to convalescent home

1.4.59 Re-admitted with discharging

perianal wound and incontinence.

7.4.59 Examination under anaesthesia -

bladder fistula.

19.6.59 Transplantation of ureters.
20.6.59 Very shocked post-operative state.

Following hydro-cortisone, plasma, blood
and potassium chloride, hor condition

improved.
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23.6.59 Very ill; semi-conscious.
Urine from colostomy but draining from
wound.

25.6.59 Died.

Summary of Necropsy Pelvic exenteration for carcin¬

oma of cervix

Bladder fistula

Transplantation of ureters into
colon

Broncho-pneumonia and pulmonary
abscess formation

Lymph node metastases
Uretcropye1 onephritis

Cardiac Summary Secondary myocardial carcinoma
RV

Focal myocytolysis and acute

myocardial degeneration RV.

Summary In this woman in whom an exenteration had

been performed for carcinoma of cervix death
resulted froia a combination of factors.

Broncho-pneumonia, secondary involvement of
the heart by secondary tumour and a chronic

peritonitis secondary to the mass of nerotic
debris found in the pelvis, have combined
with a bilateral urinary infection to produce
the final fatal syndrome.

6.P.T.B.



Viard 5 Dr. Clark N 2534

Diaily Robertson aged 60

Admitted 16.1.59 Died 28.6.59

History This woman complains of tiredness for a

month. She has noted in this time that

she bruises easily, and developed a swell¬

ing and inflammation in her right eye.

Hater, a swelling appeared in and around
the left eye. Not long after this she
noted a swelling of her lip. Little red

spots and bruising appeared on her chest
and arias. Her appetite has been poor for
some time and she has noted that she is

passing urine which is dark in colour and
rather red. This urinary upset is of
recent - about a week - origin. Nose

bleeding has been bothersome for the last
2 days.

Examination A very pale, heavily-built woman, with
numerous pateohial haemorrhages and bruises
scattered over her body.

C. V.S. Pulse 92/nain., regular. B.P, 230/
105 mm.Hg. The apex beat is palpable in
5th interspace, half an inch outside the
mid-clavicular line. Heart sounds audible

and there is a blowing murmur at the apex.

R.S. n.a.d.

A.S. n.a.d.
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C.N.S. n.a.d.

Urinary examination. Specific gravity

1C24» and albumin positive. On microscopy
numerous red cells and a few pus cells
noted.

Haematology Mb. 32?i (4.8 G/1GG ml.) P.C.y. 12%

M.C.H.C. 40?« ('.B.C. 6,6CO/cu.mia.

Biochemistry 17.6.59 Blood urea 312 mgm./lGO ml.

Progress 20.6.59 Transfusion with 2 pints packed
eells.

21.6.59 She has improved and the spots
seem to be disappearing. Heavy pyuria

persists and granular casts are numerous.

No further progress notes have been enter¬
ed and the patient died on 28.6.59

Summary of Nocropsy Uraemia

Progressive azotaeiaio-gloaierulo-

nephriti3.

Cardiac Summary n.a.d.

Summary This progressive azotaemic glomeruloneph¬
ritis has been present for about a month.
There is sufficient vascular change in the

kidney to suggest this woman was hypertensive
before the onset of this final renal disease.

Anaemia was related to the nephritis and the
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uraemia with whieh a haemorrhagio tenden¬
cy was associated.

O.P.T.B.



gaga is Professor Douglas N 2236

Frederick Pitkethiy aged 63

Admitted 22.6.59 Died 27.6.59

History This man has a history of episodes of ab¬
dominal pain and haeiaateiaesis with malacaa.
Admitted to Ward 4., D.R.I, with generalised

abdominal pain and haematemesis, he was

transferred to West theatre for immediate

operation.

Examination A.S. Abdomen rigid and not moving with

respiration; marked tenderness and rigid¬
ity throughout; bowel sounds absent.
C.V.S. Pulse 102/min., poor volume.
B.P. 120/80 mm.Iig. Apex beat in 5th left
intercostal space on mid-clavieular line.
Heart sounds closed.

R.S. Fine crepitations at both bases.
C.N.S. n.a.d.

6.U.S. n.a.d.

Progress 22.6.59 Operation: repair of perforated
duodenal ulcer and gastroenterostomy.

23.6.59 Condition satisfactory.

24-.6.59 Bowel sounds returned; passing
flatus.

26.6.59 Urine output very much reduced.
B.P. 95/60 mm.Hg. Uraeiaic (blood urea
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472 mgia./lOO ml.) Intravenous fluid

therapy continued.
27.6.59 Died.

Summary of Necropsy Inhalation haeiaorrhagio pneumonia
Local peritonitis
Portal venous thrombosis with

early liver infarction
Chronic duodenal ulcer and py¬

loric stenosis

Reoent closure of perforation and

gastroenterostomy

Cardiac Summary n.a.d.

Summary The patient's death was due to inhalation
of bile containing gastrio contents and a

subsequent haemorrhagic basal pneumonia.

R. J. L.D.



Ward 8 Professor Hill U22Z

Lincoln Calderhead aged 53 Hotel proprietor

Admitted 25.6.59 Died 28.6.59

History

Examination

Three days ago this man began to vomit
black material and experience intense

nausea, abdominal pain and weakness. The

pain was to some extent relieved by

vomiting. He has noticed since yester¬

day he ha3 been passing very black stoolq
and for 3 days ha3 thought he was jaun¬
diced. He has been becoming breathless
on exertion "for some time" but suffers

no chest pains.

C.V.S. Pulse 95/min. B.P. 75/4-0 mm.Hg.
R.S. n.a.d.

A.S. Liver 2 finger-breadths enlarged
but nothing else of note.

Diagnosis Haemorrhage from oesophageal varices and

hopatio cirrhosis.

Progress 26.6.59 In a more apathetic confused
state of hepatic failure. Transfused 4-

pints of blood in 24- hours; now on 5%
dextrose in distilled water.

27.6.59 Lapsed into a semi-comatose
state. B.P. fell to 65/35 mrn.Hg.
29.6.59 Died.
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Summary of Necropsy Haetuoc liroiaato s i s

Cirrhosis of liver

Bleeding oesophageal varices
Acute duodenal ulcers.

Cardiac Summary Coronary atheroma - moderate
Haemoohromatosis of myocar¬

dium

Healed and acute myocardial

infarotion LV and RV

Acute hypoxic degeneration and
focal myocytolysis of LV and
RV myocardium.

Smaaary Haeaoehromatosis and cirrhosis of the

liver and haemorrhage from oesophageal
varices (and possibly duodenal ulcers).
There are old and recent myocardial in¬

farcts, the latter lesions no doubt re¬

lated to the terminal episodes of
haeraatemesis, melasma and shock.

W.G.



Ward 16 Professor Douglas U258

ill jam Young aged 65

Admitted 2.6.59 Died 28.6.59

History About the end of November 1958 this man first

noted a gnawing pain in the epigastrium. The
pain eame on about 2 hours after meals and
was relieved by food or alkalis. The abdom¬
inal pain became gradually more severe and he
started to have bouts of vomiting, which at
first relieved his pain, but more recently
has not alleviated the discomfort, lie now

vomits after almost every meal but has never

brought up blood. lie has lost much weight.
He has for some time now noted that his an¬

kles are swollen by evening.

Examination Pale, thin, ill-looking man who looks older
than his years.

A.8. No abnormality other than hepatomegaly

(2 finger-breadths below right costal margin)
C.V.S. Pulse regular. B.P. 158/7C mm.lig.

Apex beat in 6th intercostal space on mid¬
clavicular line. Slight J.V.C. and liver

palpable 2 finger-breadths below costal mar¬

gin.

C.N.S. n.a.d.

G.tJ.S. n.a.d.

«

Progress 16.6.59 Transfused with 3 pints packed
cells.
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17.6.59 Hb. 52^ (Sahli). Transfused
with 3 pints packed cells.

18.6.59 Sub-total gastrectomy, %>lenec-
toray and pyloroplasty for carcinoma of
cardia (Histology Report 1187/59).
Immediate post-operative condition sat¬

isfactory.
22.6.59 Had a bout of severe coughing
during the night and this morning had
severe surgical emphysema extending over

whole chest, down the arras, shoulders and

up into the neck. The right lower eye¬

lid is also swollen with crepitus.
Pleural drain was functionless - removed.

24-6.59 Supraclavicular incisions made
to allow escape of air.
25.6.59 Much improved

28.6.59 B.P. dropped to 12C/70 ram.Ilg.
Died.

Summary of Necropsy Gastrectomy for carcinoma

Extensive surgical emphysema

Pulmonary embolism
Femoral venous thrombosis

Cardiac Summary Auricular dilatation

LV and RV hypertrophy and moder¬
ate fibrosis.
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Summary Pulmonary embolism has occurred

following femoral vein thrombosis
in this man in whom a splenectomy
and gastrectomy had been carried
out for carcinoma. Emboli were

also present in the radicles of
the portal venous system and pre¬

sumably arose from the splenic
vein. The remarkable surgical em¬

physema is discussed.

G.P.t.B.



Viard 1? Orthopaedic Department w YA*

Henrietta Robertson aged 59

Admitted 26.6.59 Died 1.7.59

History This woman slipped in the street and fell
on her right buttock tonight.

Examination This obese woman is not shocked and is

fully conscious.

C.V.S. Pulse 70/rain.

Right thigh very tender above knee. Defor¬
mity and unstable supracondylar fracture,

right femur. (No further details of exam¬

ination in this ease note.)

Progress 26.6.59 Manipulation under anaesthetio
and 10 lbs. traction applied to a pin through
the femur; splinting applied.
27.6.59 Vomited over 32 ounces bile-

stained fluid.

28.6.59 Hourly aspiration from Ryle's tube.
1.7.59 Very dehydrated and died.

Summary of Necropsy Acute gastric dilatation causing
functional high intestinal obstruc¬
tion

Supracondylar fracture of right

feraur.

Cardiac Summary Fatty infiltration of RV
Left auricular dilatation.
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Smmaary This patient died on the 5th day

following fracture of her feiaur.

Vomiting startod within 12 hours of
admission and was said to resemble

that of high intestinal obstruction.
No organic obstructive lesion has been
demonstrated in this patient's ali¬

mentary tract. On the other hand
a grossly dilated stomach was found
and must in itself be ascribed as the

cause of this patient's syndrome.

Primary acute gastric paralysis lias
been described after chloroform

anaesthesia, from direct mechanical
trauma (especially after intra¬
abdominal operations) and in eases of
shook (for reference see Kaufman's

"Pathology"). One must presume that
this was such a case - following the
fractured femur or the event respon¬

sible for the fracture.

G.P.T.B.



Ward 6 Mr Starrock n m

Andrew Tally aged 67

Admitted 3.7.59 Died 4-7.59

History For the past 3 weeks this man has had pains
aeross the lor/or abdomen. He has boon off

his food and constipated. He vomited 2

days ago. During the past week he has been

dyspnoeic and very tired.

Previous history Appendix removod 3 years ago. A tumour
was removed from the right thigh as a young

man.

Examination He is obese, cyanosed and has cold extrem¬
ities.

C.y.S. Pulse 82/min., regular and good vol¬
ume. Heart sounds closed. B.P. 142/74

mrn.Hg.
R.S. n.a.d.

A.r1. n.a.d.

Abdomen, n.a.d.

Ward Hb. 95% (Sahli)

4.7.59 Dyspnoea and marked cyanosis persis¬
ted in spite of oxygon.

Died.

Summary of Necropsy Acute ?virus pneumonia
Aneurysm of aorta
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Cardiac Summary LV and RV hypertrophy
Acute myocardial degeneration RV

Summary Appearances in lungs are not specific but
of the possibilities suggested the likel¬
iest is considered to be a fulminant virus

pneumonia type of disease causing intense

congestion and both interstitial and
alveolar oedema, without eliciting other
than a macrophage cellular response. The
abdominal aortic aneurysm had not leaked.
That this ease was an example of a pul¬

monary renal syndrome was considered but
I doubt if the degree of abnormality of
the renal histology is sufficient to pur¬

sue this possibility.

G.P.T.B,



Vard 13 Orthopaedic Department N 3561

Elizabeth Davie aged 79

Admitted 23.7.59 Died 24.7.59

History This woman tripped this afternoon and land¬
ed heavily on her right hip. She is now

unable to walk. She has had "bronchitis"

for years and takes "little brown pills"
for her heart. (Thyroid t.d.s. & gr.)

Examination C.V.S. Pulse 74Aiin., regular. B.P. 200/
110 caa.Hg. Bilateral ankle oedema.

Apex beat 6th interspace outside the mid¬
clavicular lino. Heart sounds closed.

R.S. Trachea central. Breath sounds

vesicular but crepitations heard at both
bases.

A.S. Right paramedian scar on abdomen -
she doesn't remember the reason for oper¬

ation.

C.N.S. n.a.d.

Right hip corominuted pertrochanteric
fracture right femur.

Progress 24.7.59 5" nail and plate inserted in

right femur; towards end of operation
the anaesthetist noted a change in the

patient's condition and on return to the
ward she was cyanosed and in deepening
coma. It was thought that she had a
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cerebral thrombosis.

12.4-0 p.ii« Physician* s opinion: extremely

hypertensive patient - in fibrillation. She
shows signs of C.C.F. and is very cyanosed
in spite of oxygon administration. She may

well have a cerebral thrombosis or haemorr¬

hage, or even a oardiac infarct.

1.10 p.m. Patient died.

Summary of Necropsy Generalised atheroma

Old (haemorrhagie) eortical cere¬

bral softenings (left frontal and
left temporal regions)
barly cardiac cirrhosis of liver

Operation - pinning of right
femoral neck.

Cardiac Summary Healed myocardial infarction LV

Organised left auricular throm¬
bosis

Acute hypoxic degeneration LV and
RV

Coronary atheroma - severe.

Sui.unary Death has been due to acute oardiao failure

of an ischaemic heart in which there has

previously been a posterior infarction.

II.B.G.



Ward 16 Professor Douglas n_3265

James Gibson aged 74

Admitted 21.5.59 Died 29.7.59

History This man has suffered from flatulence for

years. Before the wind "breaks" he has a

gripping pain in the middle of the abdo¬

men, the pain and flatulence being noted
about half an hour after meals. On Sun¬

day last (17.5.59) he again noted a cen¬

tral abdominal pain just below the um¬

bilicus. On this occasion, however, it
continued and could be relieved by

nothing. He has noticed that his abdomen
has become larger recently. His bowels
have been moving regularly but sluggishly
and he has lost a little weight recently.

Examination 0.V.S. B.P. 135/75 mm.Hg. Pulse regu¬

lar. Apex beat impalpable. Heart sounds
closed in all areas. No oedema, no mur¬

murs and slight J.V.C.
R.S. n.a.d.

A.S. Abdomen distended with fullness in

right flank and R.I.F.; held tense and
not moving with respiration; marked ten¬
derness in the R.T.F. with rebound tender¬

ness; dullness to percussion in both
flanks is accompanied by a tympanitic
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percussion note in both hypochondria.
C.N.S. a.a.d.

Progress 21.5.59 Operation. Appendicectomy and

drainage for perforated gangrenous appendi¬
citis with abscess formation.

26.6.59 Rigor, dyspnoea, crepitations right
base.

18.7.59 Neck vein congestion, ankles
swollen and patient dyspnoeie.
19.7.59 Perspiring freely and dyspnoeie.
Physician's opinion: Pale, cold, clammy,

perspiring and taehypnoeie. Peripheral
oedema and J.7.C. Tachycardia. B.P. 180/
100 ram.Iig.
Effusion at right base; numerous crepit¬
ations throughout both lung fields.
E.C.G. not diagnostic of recent infarct.

29.7.59 Episode of acute breathlessness
and neck veins congested. Digoxin given

1.7.
Died soon after (within 2 hours).

Summary of Necropsy Appendicectomy and drainage for

gangrenous appendicitis (21.5.59)
Broncho-pneumonia.

Cardiac Summary LV and RV hypertrophy
Healed LV myocardial infarction
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Fooal myocytolysis and glycogenic
degeneration of LV and RV myooardium
Acute hypoxic degeneration of RV

myocardium

Coronary atheroma - moderate to severe

Anterior descending coronary thrombosis.

Suiamary The small focus of residual inflammation

in the abdomen had almost certainly no

important part in the patient's death
which was due to thrombotic occlusion

of an atheromatous coronary artery.

H.B.G.



The original case notes were not available and the foilow¬

ing clinical notes were copied from the autopsy protocol.

Ward 4 Dr. J.G.Clark N 3576.

John Kelly aged 45

Admitted 23.6.59 Died 10.8.59

History The patient was admitted with a history of

4 weeks dyspnoea on exertion. He has noted
ankle oedema for one year and has had re¬

current sores of the skin,

Examination Evidence of both right and left heart

failure, with enlarged liver, ascites rind

gross sacral and ankle oedema. He had a

raised blood urea level and his urine con¬

tained albumin, granular oasts and II.B. C. s

Progress During his stay in hospital he had several

episodes of acute left ventricular failure.
His oedema increased and there was gradual

deterioration until he died on 10.8.59

Summary of Necropsy Aleukaeraic myeloid leukaemia

Cryoglobulinaeaia
Renal proteinosis

Bronoho-pneumonia
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Cardiac Summary Auricular myocardial proteinosis.

Summary The refractory anaemia in this patient
is considered to have been due to an

aleukaemie myeloid leukaemia. His oedema
was renal in origin, abnormal protein
masses being present in the vessels of the

kidneys. His skin vessels also contained
this abnormal protein which was no doubt
the cause of the recurrent necrotic papules
which occurred on exposure of the skin to
cold.

In the ronal vasculature organisation of
the abnormal proteinosis masses had resul¬
ted in marked arteriolar thickening.
This protein substance was present in most
of the organs including the heart where the
auricular myocardial fibres were separated

by this substance which was only faintly
metachromatic and did net have the tinct¬

orial properties of amyloid.
The patient died of a terminal broncho¬

pneumonia.

R.J.L.D.



Ward 9 Professor Hill N 3581

Barbara Bradford aged 58

Admitted 13.8.59 Died 14.8.59

History This woman complained last night of a

severe radiating pain in her right leg.
To ease the pain during the night she
took twelve 50 tag. tablets of pethidine.
This morning she felt a little better
and was left in bed about 7.15 a.m. by
her husband and daughter. Her neigh¬
bour found her 3 hours later, uncon¬

scious and unrouseable.

Examination This middle-aged woman is semi-conscious.

She can be roused but is unable to speak
or carry out simple commands. She has a

well-marked malar flush. There is cyan¬

osis of the lips and mucous membranes.
C. V.S. Pulse 84/iain., totally irregular
in time and force. B.P. 120/80 nu.Hg.

Jugular venous congestion 1"; no ankle
oedema; liver enlarged to 3 finger-
breadths below the costal margin. Apex
beat is palpable in the 6th left inter¬

space in the mid-clavicular line. Heart
sounds heard in all aroas, the second

mitral sound being split; there is a

low early diastolic apical muraur.
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Peripheral pulses: both inguinal pulses
felt. The skin of both feet is warm

and dry.
R.S. A few crepitations are heard at
both bases.

A.S. The liver enlarged as noted above
and an ill-defined mass in the left

hypochondrium.
C.N.B. Pupils are central, circular and

equal; react to light but the right is
smaller than the left; flaccid paralysis
is noted in the right limbs and the re¬

flexes are present on both sides but
more marked on the left side; the

plantar response on the right side is

upgoing.

Progress 13.8.59 Opinion: semi-conseious with a

flaocid hemiplegia; she has a rapid
atrial fibrillation associated with mit¬

ral stenosis and incompetence, fcmbolism
is suggested as the cause. Anti-coagul¬
ants started.

7.0 p.m. Has vomited some three or four

times since admission. The lungs are

now moist. There are loud crepitations
all over. Both plantar responses are

now extensor.
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14-.8.59 Died.

Summary of Necropsy Chronic rheumatic endocarditis

Multiple emboli
Infarction of kidney (old left,

recent right)
Cerebral haemorrhage left hemi¬

sphere

Pulmonary oedema.

Cardiac Summary Healed pericarditis
Mitral stenosis

Left auricular dilatation.

Summary Death has been due to massive cerebral

haemorrhage. The absence of morpholog¬
ical features of systemic hypertension

may well indicate that there was some

clotting defect. The haemorrhagic
nature of the recent infarct may possibly

point to the same state as even recent
infarcts of the kidney are usually of

pale type.

H.B.G



Ward 9 Professor Hill N 36CO

Mrs Margaret Burrie aged 76

Admitted 7.9.59 »iod 12.9.59

History This woman is disorientated and is

neither sure of where she is or when it

is. She consulted her doctor some

weeks ago and complained that her ankles
were beginning to swell and she felt

very tired. No glossitis was noted but
her tongue felt very dry and she noted

slight breathlessness on exertion. Her
hands and feet wore usually cold. She
has been losing weight over the past 3

months.

Examination Pale, slightly jaundiced woman. Bruises
on both shins. Very deaf but inability
to comprehend commands and questions
seems unrelated to this. No finger

clubbing or koilonychia. No superficial
1 yiaphadenopathy.
C.V.S. Pulse 120/min., regular and good
volume. B.P, 160/60 rnm.Hg. Extremit¬
ies fairly warm. Sacral oedema but
minimal ankle oedema. J.V.C. i cm.

Liver not enlarged. Apex beat palpable
in 6th interspace on mid-clavicular line.
No murmurs heard.
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R.S. Slightly dull posteriorly at right.
Vocal resonance is greater on right than

left. Occasional basal crepitations and

high-pitched respiratory rhonchi heard
throughout the chest.

A.S. n.a.d.

C.N.S. a.a.d.

Haematology 7.9•59 Hb. 28% (4.16 G/1CO ml.)
P.C.V. 12% M.C.H.C. 34.6%

W.B.C. 2,2CO/cu.um. Reticulocytes less
than 1%.

Film. Gross erythroaniso-poikilocytosis
with general noraochromia and macrocytosis.
Platelets appear reduced. Occasional mye¬

locytes and iaa»roeytes.

Buffy coat. Numerous megaloblasts present.
Comment. Megaloblastic anaemia with

leucopenia and possibly thrombocytopenia.

Progress 7.9.59 Blood urea 39 mgm./lOO nil.

9.9.59 Augmented histamine test meal

(1.2 mgrn. of histamine, subcutaneous!y
after 75 mgm. of phenergan). No free
acid demonstrated in the fasting juice.
Vitamin 100 micrograms intramuscularly

given.

11.9.59 One pint packed red cells and one
t

pint blood transfused very slowly.

12.9.59 Died very suddenly.
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Summary of Necropsy Pernicious anaemia

Loft cerebral softening
Cerebral atheroma - moderate

Cardiao Summary Focal myoeytolysis and glycogenic

degeneration LV
Moderate myocardial fibrosis LV

Summary This woman suffered from pernicious
anaemia and was in congestive failure. Her
sudden death occurred on the day following
transfusion of packed cells and whole blood.
The appearances in the left ventricular myo¬

cardium were those of chronic hypoxia and it
would seem likely that the haemodynamic

changes resulting from the transfusion were

too much for the already labouring myocardium.

G.P.T.B.



Ward 15 Professor Douglas N 3602

Christina Hunter aged 66

Admitted 20.5.59 Died 15.9.59

History 'fen weeks ago this patient started exper¬

iencing pain in her left calf after walk¬

ing about 1GO yards. The pain, which
forced her to stop walking, passed off at
rest. She then noted that the sole of

her foot became painful on walking. This
was followed by the big toe becoming

painful and swollen. It was especially
troublesome at night and her foot always
felt cold. This woman is a diabetio and

is on diet. She does not take insulin.

Previous history 1953. Hepair of umbilical hernia.

Following this operation she had an attack
of precordial pain which lasted 1 day.

1957. Broncho-pneumonia. During her stay
in hospital she was told she was diabetio.

Examination An obese woman with varicose eczema on

both legs.
C.V.S. Pulse 84/min., regular. B.P.

190/90 ima.Hg. Heart sounds closed.

U.S. Normal apart from some inspiratory

crepitations at both bases.
A.S. No abnormality apart from transverse
abdominal scar.
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C.N.S. n.a.d.

Urine, n.a.d.

Peripheral pulses. The femoral pulse is

palpable on both sides, the popliteal on

neither side, the posterior tibial on

the right only and the dorsalis pedis on

the right only. There is an area of

gangrene at tip of left great toe with

surrounding inflamination. The left foot
is colder than the right.

Progress 21.5.59 Lumbar sympathectomy

22.5.59 Left foot remains cold

27.5.59 Complains of severe pain in
left great toe

29.6.59 Excision of left great toe

15.6.59 Mid thigh amputation

15.8.59 Amputated stump resutured and a

sloughing bed sore on the right heel was

excised

13.9.59 8.0 a.m. Had a "vasovagal" syncopal
attack. B.P. 90/50 mrn.IIg. Pulse 76/min.
9.30 p.m. Lost consciousness. I.V, dextrose
2 pints given. 10.0 p.m. Died.

Paiisaary of Necropsy Diabetes mollitus (clinical)
Amputation of left leg for gangrene

Generalised atheroma and arterio¬

sclerosis
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Cerebellar softenings

Cardiac guonaary Single coronary artery (L) with
three branches

Coronary atheroma - moderate
Acute left auricular infarction

and endocardial thrombosis

Acute and healing left ventricular
myocardial infarction and acute

degeneration
Pericardial fibrosis and lympho¬
cytic infiltration.

Summary This elderly diabetic died of myocardial
infarction probably related to the pre¬

sence of a single coronary artery.

W.G.



V-ard 9 Professor Hill N %ll

Marion Boyd aged 60

Admitted 31»8«59 Died 16.9.59

History This woman was discharged 4 weeks ago froia
hard 5 where she had been treated for a

myocardial infarction. Since discharge
she has had attacks of acute breathless-

ness. 4. hours ago she suddenly became

very dyspnoeic and sat up in bed gasping
for breath. She is still coughing up

large quantities of thin frothy sputum.
Since her discharge she has not had
chest pain or tightness. Her ankles uave

not been swelling but she has not slept
well at nights and is very tired.

Previous history Myocardial infarction 2 months ago.

Hysterectomy 14 years ago.

Examination A distressed orthopnoeie woman, slightly

eyanosed. Ho jaundice.
C.V.S. Pulse 120/rain., regular in time

and force. B.P. 160/100 mia.Iig, J.V.C.
No ankle or sacral oedema. Apex beat is
in 6th left interspace in mid-clavicular

line. Heart sounds obscured by very

noisy breath sounds.

R.S. Trachea is eentral. Orthopnoea is



N 5607 cont.

marked. She is coughing up large quan¬

tities of watery sputum. Medium coarse

orepitations heard throughout the lung
fields.

A.S. n.a.d.

C.N.S. n.a.d.

Haematology Hb. 11.2% (Sahli)

Progress 6.9.59 Digitalised and no remaining

signs of cardiac failure. Eating and

sleeping well. Phenobarbitone reduced
to i gr. twiee daily.
12.9.59 Remains free of failure.

E.C.G. Right bundle branch block.

16.9.59 She had a "funny turn", went

pale and sweating. Semi-conscious mo¬

mentarily. When seen, she was flushed
and apparently quite well. 8.30 p.m.

Paroxysmal ventricular fibrillation.
Quinidine 5 gr. intravenously given

slowly. Kept on having bursts of ventri¬
cular fibrillation and died at 10.C p.ia.

Summary of Necropsy Obesity

Cardiac Summary LV and RV hypertrophy
Healed and healing myocardial

infarction LV
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Right and left anterior descending

coronary atherothrombosis
Acute hypoxic degeneration of LV

myocardium
Fooal myocytolysis LV and RV
Fatty infiltration RV

Summary This 60-year old woman died in
Ventricular fibrillation due to a

markedly reduoed ooronary circul¬
ation and old and recent myocard¬
ial infarctions.

H.D.a



The original case notes were not available and the follow¬

ing clinical notes were copied from the autopsy protocol.

Ward 9 Professor Hill N 3609

Catherine McKay aged 29

Admitted 17.9.59 Died 18.9.59

History The patient, who was pregnant, was admitted

deeply unconscious.

Summary of Necropsy Pregnancy

Salicylate intoxication
Coma

Pulmonary oedema
Pneumonia

Cardiac Summary n.a.d.

Summary The histological findings confirm pneumonia
as the cause of death; the intensity of
the reaction is in favour of there having
boon some aspiration of irritant fluid

(gastric contents) as well as organisiaal
infection. The pregnancy uterus was out¬

wardly normal. Chemical screening tests
on intestinal contents for barbiturate

gave negative result.

VS'.G.



Ward 9 Professor Hill N 3610

Mrs Jessie Campbell aged 79

Admitted 17.9.59 Died 18.9.59

History For the past 18 months this patient has com¬

plained of left infraiaamaary pain. The
region is tender to touoh. It is much
worse when she moves but not any worse

when she breathes. It has prevented her

sleeping on her left side. During the past
few months she has become extremely breath¬
less on exertion and has noticed her ankles

swelling at night. She lias had no attacks
of paroxysmal nocturnal dyspnoea but has
beon using several pillows. She has no

angina. For the last 2 days she has been
unable to pass urine although she wants to.
Her bowels have not moved during this time.

Exaiaination An obese old woman, quite rational but
rather unco-operative. Slight cyanosis of
the lips and mucosae but no jaundice.
C.V.S. Pulse 98/min., irregular in time
and force. B.P, 16G/10C lum.Hg. No ankle
or sacral oedema. Neck veins are 2" up.

Hepatomegaly is marked. Apex beat is pal¬

pable in the 6th left interspace. Heart
sounds faint.

U.S. Coarse basal crepitations.
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A.S. n.a.d.

C.N.S, n.a.d.

Progress 17.9.59 Cardiac failure of both right
and left sides of the heart is advanced.

18.9.59 Collapsed this morning, breath¬
less and almost pulseless.
B.P. unreoordable.

E.C.G, shows massive posteroseptal in¬
farct.

12.3C p.iu. Died.

Summary of Necropsy Thyroid adenoma
Bilateral pleural effusion
Pulmonary oedeiaa.

Cardiac Summary Aeute pericarditis
LV hypertrophy
Endocardial thrombosis LV and BAA.

Glycogenic degeneration LV and RV
Acute infarction LV and RV

Acute hypoxic degeneration of LV
and RV myocardium

Giant cell arteritis of myocardium

Coronary atheroma - moderate to
severe.

Sutimary An acute infarction involving the myocard¬
ium of both left and right ventricles has
resulted from a combination of hypoxia-
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producing factors of which the most import¬
ant were coronary atheroma and a giant cell
arteritis of intracardial coronary vascula¬
ture. No evidence of giant cell arteritis
was noted in any of the other sections
taken at autopsy but no dissection of the

temporal vasculature was carried out.

G.P.T.B.



Ward 6 Mr Starrock N 3614

Feter Boyle aged 63 Cook

Admitted 15.9.59 Died 24.9.59

History This patient was admitted to hard 8 on 5th
Septeraber and complained of difficulty in

swallowing of insiduous onset. He can now

swallow only fluids and solids stick half

way down. He has pain in the middle of
his back and has lost 3 stone in 3 months.

He has had pain and flatulence in the epi¬

gastric region for 5 years.

Examination C.V.S. Pulso 70/iain., regular. B.P. 125/
75 mm.Hg. No other abnormalities.
A.S. n.a.d.

X-ray: in view of the narrowing at the
lower end of the oesophagus the appearanoes

suggest malignant infiltration. This diag¬
nosis was confirmed by oesophagoscopy.

Progress 21.9.59 Operation. Although there was

fairly extensive involvement of the lymph
nodes it was possible to resect the tumour
and restore the continuity of the alimentary
tract by anastomosing the upper end of the

oesophagus to the stomach.
Post-operatively all was well for 48 hours
but on the morning of 23.9.59 he was dysp-

noeic, and his right base was found to be
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dull. X-ray showed the presence of a

large effusion. This was tapped and
he seemed to improve but after this he

collapsed and died suddenly on the

morning of 24.9.59

Suiaaary of Necropsy Pulmonary embolism and broncho¬

pneumonia
Pneumothorax and pulmonary coll¬

apse after ©esophagectomy for
carcinoma.

Cardiac Summary n.a.d.

Summary The acute perforating ulcer in this case

may well have been of "stress" origin.
No residual neoplastic tissue was found.
The pneumonia and embolism might well
have been fatal even if the perforation
had not occurred.

E. W. VV



Ward 8 Professor Hill N 3656

James Vaughan aged 38 Registrar

Admitted 13.8.59 Died 7.10.59

History This patient was admitted to Ward 8
on 25.5.59 with a coronary thrombosis,
in a shocked condition and had evi¬

dence of a posterolateral infarct. He
was treated with coagulants, bed rest
and sedation and improved slowly. His
wife died of aeute leukaemia while he

was in hospital and his 3low conval¬
escence was attributed partly to this

tragedy. Since he is a relatively

young man it was thought that pre¬

cautions against further trouble
should be taken and Alfonal was in¬

troduced into his diet. Alfonal

margarine and oooking fat are pre¬

pared from vegetable oils. (It has
been shown recently that introduct¬
ion of a portion of vegetable fat in¬
to the diet results in lowering of

the blood cholesterol and it was felt

that since he will be moving around
within the next few months prolonged

anticoagulant therapy would not be
practicable).. He was discharged on

30th June. He was re-admitted in
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August. He had been feeling well sinee

discharge but 2 weeks ago he developed a

tickle in his throat. Soon after this

he noted severe pain starting in the
lower left chest. It was a sharp pain
whieh worsened on deep inspiration and

ooughing. He called his doctor and was

started on penicillin but after 4. days
he felt sick and the penicillin was

blamed. He was then treated with tetra¬

cycline and the pain gradually disappear¬
ed. Until yesterday he had not been

dyspnoeic but then he became acutoly
breathless and has remained so until ad¬

mission.

Examination A healthy looking man.

U.S. Expansion is poor on the left side;
the vocal fremitus is reduced on that

side and percussion is dull over the left
lower lobe. Vocal resonance is reduced

over the left lower lobe.

C. V.S. Pul se 12G/min., regular in volume.

Apex beat is in the 5th space in the mid¬
clavicular line. Heart sounds closed. No

signs of congestive failure. B.P. 110/85
mm.Hg.
A.S. n.a.d.

C.N.8. n.a.d.
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Diagnosis Left lower lobe pneumonia xvith pleural
effusion.

Progress 13.8.59 Cheerful nan, with sallow

appearance. Skin cold and sweaty.

Chest sounds restricted to lower lobe.

Signs suggest there is collapse con¬

solidation of the left lower lobe or

consolidation with effusion.

E.C.G. Sinus tachycardia only. In
view of multiple antibiotic treatment
causing him sickness in the last few

days antibiotics stopped meanwhile.

15.8.59 Anticoagulants started.
Hb. 83% (12.32 G/lOG ml.)
V».B.C. 10,150/cu.mm. P.C. V. 41%
M.C.H.C. 30%
17.8.59 Chest tap - § pint straw-
coloured fluid.

18.8.59 Hepatomegaly and peripheral
oedema now present suggest that this

patient has had a pulmonary infarct
and effusion rather than an inflammation.

30.8.59 Bilateral pleural effusion

present.

7.10.59 Died.

Summary of Necropsy Multiple pulmonary emboli.
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Cardiao Summary Healed myocardial infarction LV
Endocardial thrombosis in right

auricle

Coronary atheroraa (moderate to
severe)

Right coronary thrombosis (recent)
Chronic pericarditis with adhes¬

ions

Auricular dilatation and RV and

LV hypertrophy
Focal myoeytolysis and glycogenic

degeneration LV and RV myocardium.

Summary From the degree of small vessel
sclerosis in the myocardium and absence
of other causes one assumes that the

cardiomegaly was in fact at least part¬
ly due to essential hypertension.
Multiple pulmonary emboli no doubt had

origin from the right side of the heart,
the myocardium of which was extensively

infaroted. The right coronary throm¬
bosis was probably terminal.

G.P.T.B.



tVard 7 Mr Ptarrock U62Z

Euuhemia Edward aged 75

Admitted 29.9.59 Died 7.10.59

History This woman's doctor noticed abdominal dis¬

tension about 4. weeks ago and from about
that time she has had diarrhoea. She has

vomited many times in the last 5 weeks but

complains of no pain.

Examination This woman looks reasonably fit but rambles,
and contradicts herself when giving a

history.
A.S. Abdomen is tense, dull sind distended.

C. V.S. Pulse 110/min., regular.
S.S. n.a.d.

Progress 6.10.59 Laparotomy. Ascites; generalised
carcinomatosis.

7.10.59 Died.

Summary of Necropsy Peritonitis (?perforated pelvic
diverticulitis)

Multiple peritoneal metastases
Adenocarcinoma of uterus

Multiple pulmonary infarcts.

Cardiac Summary n.a.d.

tummary Death was due to peritonitis, probably res¬

ulting from a perforated pelvic diverticulum
and multiple pulmonary infarcts. Primary souro®

of carcinoma was the body of the uterus.
J. A. K.



V»ard 9 Professor Hill N ?6?1

Mrs Annareta Simpson aged 65

Admitted 6.7.59 Discharged 27.7.59
Re-adiaitted August and 29.9.59 Died 20.10.59

History About May this woman started feeling
easily tired. Her doctor gave her iron.
She went to London and for the past few

days she has felt well. When the wea¬

ther became warm she felt very tired all
the time and could never get enough

sleep. She had occasional attacks of
dizziness but has never actually
fainted. She has a cold feeling in her

fingers and toes. She came home 12 days

ago and called in her doctor who gave

her pills and for the last 12 days she
has felt washed out.

examination An extremely pale, obese woman.

C.V.S. Pulse 68/min., many extrasystoles.
D.P. 14.C/90 mm.Hg. Apex beat impalpable.
There is a widespread systolic murmur over

the precordium. Jugular venous pressure

is in line with the sternal angle and
there is no oedema.

U.S. Apart from a few fine rales at both

bases, no abnormality is noted.
A.S. n.a.d.

C.N.S. n.a.d.
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Opinion Her symptoms appear to be referable to a

severe degree of anaemia. She has no

purpura although she says she has had some

bruising. She is extremely obese and pale
and has a yellow tinge. No splenomegaly
but this would be diffioult to be sure of

in view of her obesity. I suspect P.A.
but await blood film report.

Haematology 6.7.59 Hb. 35%. W.B. C. 5»OGG/ou.aia.
Blood film and buffy coat show myelocytes,

promyelocytes, myeloblasts and a few

atypical monocytes.- No nucleated red
oells and no lack of platelets.

Progress Sternal puncture. Hardly any erythro¬
blastic tissue is present and there is a

great increase of all myeloid elements.
Predominant cell is the neutrophil. This
is a chronic sub-leukaeraio myeloid
leukaemia.

11.7.59 Blood transfusion raised Hb. to

7.7 0%. Weight 13 stone 9 lb.
8.7.59 Hb. 64/% (9.44- G/100 ml.)
IV.B.C. 12,300/eu.mia. Platelets 1,151,000/
eu.um.

18.10.59 Hb. 26% (3.84 G/10G ml.)
P.C.V. 9%. M.C.H.C, 42.6%. W.B.C, 7.5/ou.iam.
After admission for transfusion on 28.9.59

rigors were noted after the second pint.
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20.10.59 Died.

Summary o? Necropsy Myeloid leukaemia
Leukaemio infiltration of spleen,

lyinph nodes, kidney and liver.

Cardiao Summary RV fatty infiltration
Aeute microinfarction LV

Focal myocytolysis of LV myocardium

Myeloid infiltration of myocardium

Summary Myeloid leukaemia, with infiltration of

many organs with leukaemic tissue was pre¬

sent. The infiltrate consists of cells of

varying morphology and of considerable
mitotic aotivity, giant cell forms, and a

fair proportion of eosinophils. The super¬

ficial similarity to a Hodgkin's sarcomat¬
ous pattern is striking. However, the

giant cells are not those of the Reed-
Steraberg type but probably represent
forms of megakaryocytes in a truly leuk-
aeraic infiltrate.

G.P.T.B.



Ward 6 Mr Sturrock N 3680

John Anton aged 61

Admitted 4.8.59 Discharged 11.8.59

Ee-admitted 23.9.59 Died 23.12.59

History This patient was suddenly seized with pain
in the right hip. It is worsened by put¬
ting weight on the right log and it radi¬
ates down the inside of the leg to the knee
and then down the back of the calf to the

foot. The pain is constantly present and
the patient is unable to lie on his back
because of the discomfort. Mild epigast¬
ric pain has been present for about 2

months, and constipation for about 3 mon¬

ths. He has lost a little weight recent¬

ly.

Examination Malar flesh, slight cyanosis; oedema of

right leg.
C.V.S. Pulse 85/riin. Apex beat in 5th
left interspace within mid-clavicular line.
Heart sounds closed. B.P. 150/110 mra.Hg.
U.S. n.a.d.

C.N.S. n.a.d.

G.U.S. Swelling in right side of scrotum

(transilluminates).
A.S. Paramedian scar is the only abnorm¬

ality noted.
P. 11. n.a.d.
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Previous admission 6.8.59 Sigmoidoscopy: n.a.d.
18.8.59 Swelling and pain in right

calf; anticoagulants started.

Progress 4.10.59 Intravenous pyelogram: hydrone¬

phrosis.
12.10.59 Cystoscopy? normal.
18.10.59 Venous thrombosis of right leg.

31.10.59 Epididymo - orchitis right side.
13.12.59 Laparotomy to be carried out if
fit enough.

23.12.59 No operation was carried out
and he gradually deteriorated to die to¬

day.

Summary of Neoror?sy Seminoma right testis

Widespread metastasis
Confluent broncho-pneumonia

Cardiac Summary n.a.d.

Summary Death was due to broncho-pneumonia asso¬

ciated with a widespread seminoma of the

right testis.

J.A.K.



The original case notes wore not available and the foll¬

owing elinioal notes were copied from the autopsy proto¬
col .

Ward 9 Professor Hill N 3684

Mrs Mabel Marshall aged 49

Admitted 28.12.59 Died 29.12.59

History The patient was found in bed today, semi¬
conscious and confused. She had vomited.

Lxaiaination Irritated, confused, slightly dehydrated
and photophobia. Slight neck stiffness.
Temperature 101°F.
B.P. 100/60 mra.Iig.

She gradually beoame deeply unconscious
and died.

Summary of Necronsy Acute encephalitis

Cardiac Summary n.a.d.

Summary This patient died following an acute en¬

cephalitis.

J. A. K,



Ward 9 ProfessorJiili N 3689

Margaret hovr aged 74

Admitted 25.12.59 Died 50.12.59

History This woman has had bouts of precordial pain
brought on by effort or excitement since

1955. For the past 5 days she has been in
constant pain and was admitted to the Cott¬
age Hospital, St.Andrews on 22.12.59 This

pain did not radiate nor did it pass off.
Since 1957 she has been a semi-invalid.

Previous history Coronary thrombosis February 1957 and
July 1958.

examination Pale old woman lying flat in bed in no

apparent distress. No oedema..
C. V.S. Pulse 120/min., irregular in tiiae
and force. B.P. 110/65 mm.Hg. Apex beat

impalpable in 5th left intercostal spaoe

in mid-clavioular line. Heart sounds:

systolic murmur heard in all areas but
maximum in aortic; this murmur is con¬

ducted towards the neck.

A.S. n.a.d.

R.S. n.a.d.

C.N.S. n.a.d.

Haematology 26.12.59 Hb. 5% (8.16 G/100 ml.)
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P.C.V. 25.5% M.C.II.C. 51%
W.B.C. 13»700/cu.ima.
Reticulocytes 11%

Progress 26.12.59 An attempt to find the cause of
this anaemia was unsuccessful.

30.12.59 Patient's condition deteriorated

steadily. She died at 3.4-5 p.m.

Nummary of Necropsy Anaemia (clinical)

Cardiac Summary Coronary atheroma - slight
Healed myocardial infarction
Acute and healing myocardial infarc¬
tion (24- hours - 6 days)
Acute hypoxic degeneration LV and
RV myocardium
Aortic stenosis and aortic atheroma

involving coronary ostia
LV hypertrophy

Summary Extensive myocardial infarction has resulted
from a combination of factors. Aortic ather¬

oma causing a diminution of the ostial diam¬
eter of the right coronary artery has combined
with the poorer coronary filling which results
frosa a stenosed aortic valve to produce a re¬

lative myocardial hypoxia. This, of oourse,

was contributed to by the marked anaemia
which was noted clinically. No cause for this
anaemia was demonstrated at post-mortem.

G.P.T.B.



Ward 6 I,lr Bturrock N 3690

David Urguhart aged 72 Clerk

Admitted 25.12.59 Died 30.12.59

History This patient has had epigastric discomfort
for the past week and has had mild diarrhoea.
The pain occurred about an hour after meals
and was relieved by food. This evening he
was seized with a sudden, severe abdominal

pain, mainly epigastric but radiating to the
chest. Following the onset of the pain, he
vomited coffee ground mterial on several
occasions.

Previous history Admitted to D.R.I, with "coronary
thrombosis" 2 years ago.

Examination An old,sweating, cold and pallid man.

C. V.S. Pulse faint and fast, irregularly

regular ( extrasystoles). B.P. 70/60 raia.Hg.
R.S. "Bronchitis" rales especially at left
side. Crepitations at both bases.
A.S. Marked guarding generally and tender¬
ness in epigastrium.

Progress 26.12.59 Operation for perforated duodenal
ulcer.

27.12.59 Post-operative exacerbation of
chronic bronchitis.

30.12.59 Died.
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Summary of Necropsy Chronic duodenal ulcer

Perforation (operative closure

26.12.59)
Chronic emphysema
Confluent purulent broncho¬

pneumonia

Cardiac Summary n.a.d.

■ - - heath was due to post-operative

broncho-pneumonia in a person with
considerable emphysema.

.... .



Ward 7 Mr Bturrook N 571C

Mary Mai one agod 70

Admitted 12.1.60 Died 17.1.60

History About a month ago this patient began to
have colicky pain in the epigastrium,
and for tho last week she has had diarr¬

hoea with blood and mucus. Today she
vomited. She has had asthma for 4.0 years.

Examination A thin old woman who is breathless at

rest, and is pale.
A.S. Abdomen moves with respiration and
is distended. Tympanitic on percussion.
C.f.S. Pulee 96/rain. B.P. 180/100 mm.

Hg. An apical systolic murmur is the

only abnormality on ausculation.
R.S. An emphysematous chest in which a

few basal crepitations are heard.
Progress 12.1.60 Operation: intussuscepted car¬

cinoma pelvic colon.
15.1.60 Bronoho-pneuiaonic signs. Trans¬
verse oolostomy performed.
17.1.60 Died.

Summary of Necropsy Carcinoma of pelvic colon - intus¬

susception

Operation: reduction and transverse

colostomy
Volvulus of ileum
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Pneumonia (bilateral)
Chronic bronohitis and emphysema

Cardiac Summary Coronary atheroma - moderate to
severe

Summary This old "chesty" woman died of pneumonia
and peritonitis following a volvulus of
ileum after operative reduction of an

intussusception of colon due to a papill¬
ary carcinoma. The latter had penetrated
the wall but no distant metastases were

found.

lv. G.



V/ard 8 ProfessorJill n mi

David Cathro aged 70 Retired mechanio

Admitted 8.2.60 Died 9.2.60

History Two weeks ago thi3 man beeamo feverish and
developed a oough and breathlessness. Hie
doctor treated him for pneusaonia which set¬
tled in a week. For a week he has felt

that his convalescence was progressing

satisfactorily until today when he experi¬
enced a severe retrosternal pain when sit¬

ting in a chair. This pain has not left
him.

Examination Old man in severe discomfort from retro¬

sternal psin. He is mildly shockod and

dyspnoeic.
C.V.S. Pulse 110/nsih., regular. B.P. 90/
60 mm.Hg. J.V,C. and peripheral oedema.

R.8. Rhonchi heard in all areas and

coarse crepitations at both bases.
A.S. Liver palpable 2 finger-breadths
below costal margin.

9.2.60 Died at 7.30 a.m.

Smamary of Necropsy Failure of resolution of lobar

pneumonia



N 5737 eont.

Cardiac Sossuary Coronary atheroma - severe

Acute myocardial infarction LV
Healed myocardial infarct¬

ion LV

RV and LV hypertrophy
Acute hypoxic degeneration of

LV myocardium
Acute pericarditis and acute
endocarditis (in R.A.A.) with
endocardial thrombosis.

Summary Myocardial infarction has occurred

following the failure of resolution
of an acute lobar pneumonia. Coron¬
ary atheroma was gross but it is in¬

teresting to note that it was not
until failure of resolution occurred

that a severe enough degree of
relative myocardial ischuemia was

attained to produoe massive and wide¬

spread infarotion.

G.P.T.B.



The original ease notoa were not available and the follow¬

ing clinical notes were copied from the autopsy protocol.

Ward 15 Professor Douglas N ?749.

Mrs Lily Stewart aged 59

Admitted 23.2.60 Died 29.2.60

History The patient complains of intermittent and
transient attacks of lower abdominal pain
increasing in frequency and severity over

last month. She was constipated and on

22.2.60 took a laxative which precipitated

prolonged attack of severe abdominal pain
and vomiting. This colicky pain occurred

every 15-20 minutes. Bowels had been
regular until one month ago.

Examination Marked general abdominal tenderness, most
marked in R.I.F.

Died 29.2.60

'ummary of Necropsy Carcinoma (hepatic flexure) colon
Secondary carcinoma peritoneum and
liver

Terminal inhalation broncho-pneumonia

Cardiac Summary n.a.d.

Summary Terminal broncho-pneumonia has resulted in
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obstruction by the string structure
type of adenocarcinoma of the oolon.

O.P.T.B.



Ward 8 Professor Hill «?7?g

Isaac Hovel 1 aged 76

Admitted 4.2.60 Died 27.2.60

History This man, for years, has been unable to
walk up hills on account of his shortness
of breath. Over the last 3-4 days he has
had two severe attacks of pain in the
lower chest. These pains last 10-15 min¬
utes and do not radiate. He frequently
has swollen ankles.

Previous history "Ulcer operation" 8-9 years ago.

Hxaiaination An old, moderately eyanosed man who is not
anaemic nor jaundiced. Dyspnoe is severe.

C.V.S. fulse 120/iain., regular and of good
volume. B.P. 150/95 mm.Kg. J.V.C. is
raised 2". Apex beat in 6th interspace
to the left of the mid-clavicular line.

Systolic thrill at the apex where a rough
murmur is heard to have a blowing character.

R. S. Kyphosis present; fixed chest in
which adventitiae are heard throughout.
A.S. Distended abdomen in which a fluid

thrill is present.
C.N.S. n.a.d.

27.2.60 Patient died.
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Summary of Necropsy Broncho-pneumonia

Kyphoscoliosis

Emphysema

Lipoma right pleura

Cardiac Summary Cardiac amyloidosis
Extreme focal myocytolysis LV
and RV

Acute infarction and hypoxic de¬

generation of RV myocardium
RV hypertrophy

Coronary atheroma - moderate to
severe.

Summary A terminal broncho-pneumonia occurred in
this kyphoscoliotic who was bronchitio.
No amyloid substance was demonstrated in

any of the organs examined histologically,

except the heart.

A.S.T.



Ward 9 Professor Hill N 573?

Mrs Sarah Bownie aged 33

Admitted 24-. 12.59 Died 4-3.60

history Since early November the patient has suffer¬
ed repeated bouts of nausea and vomiting.

Early in December she felt that the right
side of her body was numb and three weeks
later she became diplopia, and started hav¬

ing difficulty in swallowing.

Progress 2.1.60 Tracheostomy for complete bulbar
palsy. Intragastric feeding; cortisone and
later prednisolone given.
She began to improve, but 2 weeks later de¬

veloped spastic and cerebellar signs in her
left limbs.

12.2.60 Intragastric tube withdrawn.
Patient improving.
14-2.60 Tracheostomy tube withdrawn. Patient
has begun walking exercises and seems to be

making a fairly good recovery.

2.3.60 Complains of headaches. Temperature
elevated to 10C°F. Irritable and lethargic.
3.3.60 Comatose, with respirations 2/min.
4.3.60 Died.

Summary of Necropsy Bulbar encephalitis.



Cardlap Summary

SMMtory
mmam miliiiVi

* ?7?? m*.

n.a.d.

Death was due to bulbar enceph¬
alitis.

A.S.T.



Ward 9 Professor Hill N 3773

Ethel Forbes aged 33

Admitted 18.3.60 Died 19.3.60

History This woman had aoarlet fever and diphtheria
as a young girl. There is no history of
rheumatic fever. At the age of 19 (while
nursing) she caught diphtheria and it was

thought at that tiiao that her heart sounds
were abnormal. After discharge six months
later she found that she was breathless on

exertion. This progressively worsened and
she soon noted that her ankles were swollen

by early evening. They are now swollen per¬

manently. In the past to ensure a decent

night's sleep she needed about 5 pillows.
However this week in spite of this propping

up she has had repeated episodes of parox¬
ysmal nocturnal dyspnoea. Over the past 3

days she has been jaundiced, her stools

remaining normal in colour but her urine

being dark. An artificial menopause was

carried out in 1958.

Examination A very ill woman, dyspnoeic, oyanosed and

jaundiced.
C.V.S. Pulse 100/min., irregular in time
and force. B.P. 220/78 sam.Hg. Apex beat
in 6th left intercostal space 1" outside
mid-clavicular line; left parasternal
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thrill. Heart sounds I and II; systolic
.and diastolic inumurs at apes, systolic in
aortic area oondueted towards the neck.

J. y.C. 3" raised. Gross sacral oedema,

minimal ankle oedema.

R.S. Dull with crepitations at both bases.
A.S. Liver 4 finger-breadths enlarged;
abdomen distended; fluid thrill present.
G.N.S. n.a.d.

Biochemistry Blood urea 84 mgm./100 ml.

19.3.60 Died.

Summary of Necropsy Pulmonary artery thrombosis
Generalised anasarca

Cardiac cirrhosis

Cardiac Summary Aortie, mitral and tricuspid
stenosis

LV and RV hypertrophy
Auricular dilatation

Perivascular fibrosis and sub¬

endocardial Aschoff Bodies

Focal myooytolysis LV

Summary The advanced degree of cirrhosis of the
liver was associated with a grossly abnor¬
mal heart in which aurioular dilatation and

ventricular hypertrophy had resulted from
rheumatic endocarditis which had been
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responsible for the stenosis of all the
valves of the heart except the pulmonary.
No demonstrable origin for an embolus in
the pulmonary vasculature was demonstrated
although the right auricle cannot be ex¬

cluded as a source of embolus.

G.F.T.B.



The original ease notes were not available and the follow¬

ing clinical notes were copied from the autopsy protocol.

Ward 6 Mr Sturrook N 3781

Charle3 Roger aged 63

Admitted 13.3.60 Died 30.3.60

History Admitted with carcinoma of the rectiua.

Treatment 21.3.60 Abdominoperineal resection of
rectum performed.

Progress Following the operation the patient devel¬

oped acute dilatation of the stomach.
Later he developed bronchopneumonia with
oirculatory collapse.

30.3.60 Died.

Summary of Necropsy Paralytic ileus following resec¬

tion of rectum and terminal colos¬

tomy for carcinoma of rectum.

Cardiac Summary n.a.d.

Summary Some inhalation of gastro-intestinal oontents
has occurred in association with a paralytic
ileus and acute dilatation of the stomach

whieh followed an abdominoperineal resection
of rectum for oanoer.

G.P.T.B.



Ward 9 Professor Hill i mo

Ann Crowe aged 74

Adiaitted 27.3.60 Died 6.A.60

History This old woman was found by her nephew ly¬
ing on the floor at 7.30 p.m. She was

quite "rigid" and "having a seizure".
Convulsions and frothing at the mouth
lasted about 10 minutes and gradually she

regained oonsciousnoss and remained oon-

soious for about 45 minutes, after which
she vomited and had another convulsion.

Today she has complained of a severe

headache.

Examination Conscious but sereaiaing constantly, un¬

cooperative, confused and disorientated.
C.V.S. Pulse 100/min., regular and of

good volume. B.P, 210/120 mn.Hg. Apex
beat in 6th left intercostal space one

inch outside mid-clavicular line, Saoral

oedema.

R.S. Rhonehi in both lung fields.
A.S, n.a.d.

C.N.S, n.a.d.

Diagnosis Cerebro vascular accident.

6.4.60 General condition deteriorated and

today she died quite suddenly.
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Acute lobar pneumonia

Coronary atheroma - mild
Focal myocytolysis LV and RV
Acute hypoxic degeneration

LV and RV

Interstitial LV fibrosis

(slight)

Summary Acute lobar pneumonia was probably the
basic cause for this woman's syndrome.
It may be that the haemorrhagic i'oci in
the brain were due to emboli from the

grossly inflamed lung or probably - more

likely - were related to trauma as a

result rather than the cause of this woman's

collapse and seizures. Of interest
were the myocardial changes associated
with chronic hypoxia followed by a brief
final acute phase.

Summary of Neoroosy

Cardiac Summary

G.P.T.B.



APPENDIX

S. 1-8, 3, 11, 3. 14.

(Frofessor A.C.Lcndrua)



s. 1.

John Puryes aged 4

Admitted 13.12.45 Died 22.12.45

This child had been immunised in 1942 when two in¬

jections were given. On admission he had been unwell
for 3 days, but his general condition appeared satis¬

factory. The fauces were congested and the tonsils en¬

larged. The membrane covering the medial halves of both
was becoming detached at the edges. There was only

slight oedema of the fauces but bilateral cervical aden¬
itis and periadenitis of a moderate degree were present.
There was also a slight watery nasal discharge.

The heart was normal in size and the soft blowing
mitral systolic muraur was not conducted. The pulse
rate was 112/min.

lie was classified as being a moderate to severe

diphtheria and 30,000 units of D.A.T. were given intra¬

venously.

The following day there was a further spread of
disease with marked oedema of the fauees obscuring the

posterior pharyngeal wall.

The child was very listless and flaccid and the

pulse rate gradually decreased until it reached 56/min.
on the 9th day of the illness when the heart sounds
were very poorly defined with occasional extrasystoles.



S.l. oont.

On the 10th day the pulse was very poor and irregular
and "cardiac vomiting" began.

On the 11th day there was a marked reduplioation
of the mitral second sound with a pulse rate of be¬
tween 48 and 60/min. Reduplioation was complete

giving a very slow gallop rhythm.

Vomiting continued from the 10th day and the

patient died on the 12th day, 22.12.4-5

A throat swab taken on admission was morphologi¬

cally positive for diphtheria but "results of fermen¬
tation tests and typing have not yet been returned."



Ronald Birrell

Admitted 19.12.45

aged 3

Diod 20.12.45

This child had had a sore throat, occipital head¬

ache, and some respiratory embarrassment for one day.

On admission this pale child had a coated tongue, a foul

breath, and there was swelling and oedema of the loft

tonsillar region with the formation of an extensive

greyish-black membrane extending on to the soft palate.

The right tonsil had a whitish membrane at the lower

pole. There was a typical bull neck appearance.

Temperature 99°F., pulse 128/min, respirations

24A»in. There was a nasal discharge.

C.V.S. Pulse good, regular; no eardiao enlarge¬

ment or abnormal heart sounds.

Throat swab taken on admission, K.L.B. positive.

A.D.S. 60,000 units given intramuscularly on admission.

Glucose - saline was given by intravenous drip, and

his condition deteriorated steadily until death at 1.45

p.m. on 20.12.45.



Noreen Kelday aged 9

Admitted 15.12.45 Died 18.12.45

This girl had a history of having had a

sore throat and vomiting for five days. On
the day before admission she had had difficulty
in speaking and swallowing.

On examination: temperature 99 °1.» pulse

108/iain., respirations 24/iain.

She was a wel1-nourished but ill-looking
child. Sordes were present on her lips." Both
tonsils were enlarged and covered with thin greyish

membrane, which extended over the anterior pillars
of the fauoes, and the soft palato. Diffuse
swelling was present on the right side of the neck.

The heart sounds wore normal and the apex beat not

displaced.

60,000 units of A.D.S. was given on admission

by intramuscular route and a further 20,000 units

along with 100,000 units of penicillin intravenously
in a lGfa saline drip were given.

By 16.12.45 the patient was unable to swallow and
the intravenous drip was continued without A.D.S. The
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pulse volume was fair but she was continually vomiting
small amounts of blood with a mucopurulent blood¬
stained discharge from her nostrils. On 17.12.45
her condition was muoh worse. The oedema of the neck

had increased. Petechial haemorrhages had appeared
over sternum, and there were bruises on the limbs.

On 18.12.45 the pulse was not perceptible at the
wrist. The heart sounds were irregular, and at

4.5C p.m. the patient died.
The organisms were biph. K.L.B. type gravis.



Allan Smith aged 5

Admitted and died 12.1.4-6

This patient had a severe fauoial diphtheria.
The tonsils, palate and pharynx were covered with
a thick membrane.

He was admitted on the third day of illness,

fairly toxic but not moribund.
The organisms were gravis virulent.
The patient had not been immunised.
It was determined to give the serum intraven¬

ously. The ophthalmic test was negative, but on

giving the serum, he beoame cyanosed, limp and died.
It was presumed that death was due to anaphylactic
shock.



s. 3. (MHA 1947)

Arthur Melville aged 3

Admitted 8.1.46 Died 8.1.46

This child was perfectly well until 3.1.46 when he
became unwell and was put to bed. Nasal discharge was

noted next day but it was only when the child complained
of a sore throat on 8.1.46 that a doctor was called in.

On examination at this point in the course of the

disease, the appearances suggested that it had been go¬

ing on for more than 3 days. There was gross enlargement
of both tonsils and oedeiaa of the fauces whioh had com¬

pletely obscured the posterior pharyngeal wall. Doth
tonsils were covered with a necrotic greenish membrane.
Cervical adenitis and periadenitis had resulted in a

bul1-neek appearamce.

D.A.T. units 200,COO were given I,V.
The child appeared to be worse after the antitoxin

and lapsed into a serai-comatose state.

Although there was no true anaphylaxis, it appear¬

ed that there was some reaction to the serum.

About 8 hours later the ehild complained of severe

precordial pain which was unrelieved by heat. The
pulses became imperceptible and the child died irery

suddenly.
The child had not been immunised.



S. 6.

Alexander MoGonnoll aged 3

Admitted 4-. 12.4-5 Died 22.1.46

This child was suffering from a moderate attack
of soarlet fever. The disease ran with the usual

course and there were no complications.
0n 6.1.46 ho was examined before discharge but

as the tonsils were congested it was deoided to keep
him in for a fow more days although ho did not have

any complaints and there was no constitutional upset.
The throat was again examined on 9.1.4-6 when there was

some follicular exudate on each tonsil and it was

thought that he was suffering from a streptococcal
tonsillitis.

On IO.I.46 the child appeared to be ill, having
a profuse nasal discharge, an exudate on the tonsils
but no spread to the anterior pharynx or pillars.
There was a moderate degree of bilateral anterior
cervical adenitis but no periadenitis.

D.A.T. 30»0CO units was given intramuscularly,
and swabs were taken which were positive for diphtheria.
This was confirmed by the bacteriology who cultured
mitis type diphtheria bacilli with a positive virulence
test.

The child appeared to make satisfactory progress

until 21.1.46, when puffincss was noted under his eyes.

The urine was loaded with albumin but no red blood cells
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were seen. There was also oedema of the hands

and feet.

On the evening of 22.1.4-6. the child died
very suddenly.

Re had not been immunised.

His death occurred on the 53i'd day of the
scarlet fever, and the 17tb day of diphtheria
Illness. A course of sulphanilimide was given
from 8.I.4Sto 13.1.46 (total dosage 21 gms.)



Alice Aitken aged 2f

Admitted 15.1.46 Died 5th week of illness.

This child \vaa admitted on the 2nd day of her
illness with a moderate amount of exudate over both

tonsils and the nasopharynx. She was moderately
toxic but not desperately ill.

With 60,000 units of serum the throat cleared

up.

The child, however, was listless from the be¬

ginning. The pulse reiaained rapid and irregular
and the temperature was sub-normal. Gradually she
became weaker and died in the 5th week of the ill¬

ness.

There were no signs of acute cardiac failure
at any time.

She had not been immunised. The organism

growth was type gravis, virulent.



s. 8.

Margaret Houston aged 6

Admitted 12.2.46 Died 20.2.46

This child was admitted on the 7th day of her
illness. She was extremely toxic, a membrane be¬

ing noted all over the tonsils and pharynx.
Her pulse was slow, soft and regular. She was

given 20,000 units a.D.S.
On 19.2.46 she suddenly collapsed and the next

day died.

The organism was type gravis, virulent.

This ohild had not been immunised.



S. 11,

Michael Osborne aged 5

Admitted 8.1.4-7 Died 16.1.4-7

This boy died from acute cardiao failure on

the 15th day of his illness.
He was aoutely ill and on admission he had an

extensive membrane involving the tonsils and soft

palate.
For the last 3 days he showed evidence of

peripheral oireulatory failure and triple cardiac
rhythm.

This boy died at 7.4-5 a.m. on 16.1.47

He had not been immunised.



V". t. Ut

llinto (nale) aged 12

This boy was moderately toxic on admission
but did fairly well for 10 days after whioh he
went into congestive failure.

The heart and pulse rate rose steadily to
over l6Q/min., during the next four days, at the
end of which he died.

The boy had not been immunised.



HISTOLOGICAL CHANGE- IN T11L HEARTS

S. 1. On microscopy although on staining with haem¬
al urn and eosin only a few rather eosinophilic seg¬

ments of the myocardial fibres are apparent, myo¬

fibrillar staining reveals extensive damage to the

myocardium. "Hyaline" and "granular" degenerative

changes are seen but in addition there is a moderate
to light stromal infiltration by lymphocytes, plasma
cells and histiocytes. There is a fine fibrosis of
the myocardium and silver staining shows a peculiar
fuzzinoss of the reticulin pattern but no segmental
retioulin lysis.

S. 2. Macroseopically the heart showed numerous

subepicardial petechial haemorrhages. On micro¬

scopy the only abnormality seen in this myocardium
is some perivascular oedema. There is no abnormal¬

ity of the fibres.

S. 3. Macroscopieally the heart was covered with
subendocardial haemorrhages some of which were seen

to have extended into the muscle. Microscopically
these features are the only abnormalities noted. In
some of the haemorrhagie areas in the myocardium

neutrophil polymorphs arc noted but no myocardial
fibre abnormality is noted.



S. No raacrosoopic abnormality other than a few

petechial haemorrhages were noted. Perivascular

oedema, in the fluid of which is a light cellular
infiltration of lymphocytes, plasma cells and a

few neutrophil polymorphs, aro the only microscopic
abnormalities of note.

S. 5. Mo macroscopic description of the heart was

given In the autopsy protocol. Microscopically
the vacuolation and hyaline degenerative changes
are moderate in degree but give the myocardium a

distinctly moth-eaten appearance. These changes
are widespread.

8. 6, No maoroseopio description was available but

microscopically fooi of subendocardial haemorrhages
are the only abnormalities noted other than the
thrombosis which has occurred on tho endocardium.

S. 7. Tho heart looked macro3Coploally normal but

microsoopically a few scattered areas of segmental

hyaline degeneration aro seen. The only addition¬
al features of note are tho presence of strangely
focal eosinophil polymorph infiltration.



S. 8. The heart was laaeroseopieally dilated.

Microscopically, extensive segmental eosino¬

philic hyaline change with areas of lysis are

present together with a mainly mononuclear in¬
filtrate. Foci of vacuolation of myocardium
are present. Focal myoeytolytie areas in
which fine fibrosis is seen, are present.
Within a papillary muscular bundle of th©

right ventricle is a frank micro-infarct with

early neutrophil infiltration of the myocardium.

S. 11. No macroscopic description was available.

Segmental eosinophilic change is moderate in
amount as are the degree of mononuclear cell

infiltration, and fine fibrosis.

S. 1£. No macroscopic description was available.
Foci of segmental hyaline degeneration, granu¬

lation and lysis are moderately frequent. In
some lytic areas, the elongated pal© cells with
granular nuclei have a morphologic resemblance
to Anisshkow myocytes. In addition there is a

well-marked primarily lymphocytic reaction acc¬

ompanying the fine fibrosis indicative of the

reparative nature of this inflammatory reaction.



APPBNpy * s*

Sr. l*r. 84/60.

(Pathologisohee Institut der

Madiainisehen Akademie,

Dftsseldorf.)



Chir. C. Station 3. Br. Rothoff S.Nr. 64/60

Long Endowart aged 14 years, 11 months.

The history was obtained from the mother.

The parents and two siblings are all in good health.

In her childhood, this girl had pertussis, scarlet

fever, mumps and measles. It tras after this last ill¬

ness that olinioal examination revealed "a heart lesion"

to be present. No further details wore given to the

mother at that time. At the age of eight years, this

child was admitted to hospital with miliary tuberculosis

which was treated successfully with streptomycin. After

this period in hospital, her mother was told once again

that the child's hoart had been affected.

A sensitivity to penicillin was noted and the mother

states that after its administration the girl suffered

"heart attacks".

Aged ton years, polyarthritis and a febrile illness

was diagnosed as rhouraafcio fever following which she had

a number of mild recurrences. A tonsillectomy was per¬

formed when the girl was twelve years old.

At school she has never been able to play games and

in the last year, breathlessness on exertion has been severe.



S.Nr. 84/60 oont.

In September, 1959* aged fourteen years and eight

months, she was admitted to the Murienkrankeahaiis in

Hamburg where on examination she w found to have a

moderate cyanosis of the lips and checks, congestion of

the neck veins and a suggestion of venous congestion

over the thorax. The heart was enlarged. In the

third left interoostal space, a short soft systolic and

a short protodiastolic murmur were heard. The second

sound wig split. Kymogram showed a broadening of the

heart shadow to the right and to the left, and the

atria wore markedly dilated. The D. O.G. showed "a dis¬

turbance of atrial function in tho P wave."

Cardiac oathotorisation was carried out by Pro¬

fessor Jacobi. No atrial defect was found but the

catheter could not be passed into tho right ventricle.

The cause for this is unknown. An elevated pressure

was found within both venae oavae and in the right atrium.

Pressures

Right atrium 38/16 jam.Kg.

Superior vena cava 28/60 "

Inferior vena cava 34/18 "

Oxygen saturation
Superior vena cava 9.9 vols. %
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Inferior vena cuva 12.1 vols. %

Right atrium 11.2 vols. %

It Avas concluded that the cyanosis was of congestive

type and not due to the mixing of venous and arterial

circulations. The diagnosis of moderate constrictive

pericarditis with a combined mitral and tricuspid lesion

(probably stenotic) was arrived at.

At the beginning of January I960, this girl was ad¬

mitted to the surgical department of Bttsseldorf Medical

Academy, where cyanosis of the lips and hands was noted.

There was no dyspnoea at rest and neither the liver nor

the spleen could be palpated. The blood pressure was

115/60 mra.Hg.

Angiograms revealed a prolonged phase of right atrial

filling and a small right ventricle shadow during systole,

suggesting inadequate atrial emptying. No stenosis could

be demonstrated in the outflow tract. The left auricle

was large and the left ventricle did not fill with the

contrast medium. The aorta was demonstrated normally. The

blood picture was: Hb. 92% (Sahli). Erythrocytes

4.7 m./ou.mm. Leucocytes 6,900/ou.ijm. E.S.R. 1-3 mm./

hr.
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At operation under hypothermia an enlarged right, and

a less markedly enlarged left, atrium were found. Both

had raised pressures and both were opened and inspected.

The diastolic pressures in the ventricles were 15-20 am. Ilg.

During the operation ventricular fibrillation occurred

but regular rhythm was re-established. The auricles

were closed and no farther surgical procedure v.ras carried

out. This girl died at 4.4.O a.m. on the day following

operation.

.?ost-?'orteB Examination (Professor J. Schoenmachers)

This 176 cm. tall girl weighed 4.5 Kg. She was of

siin build and had little subcutaneous fat. The skin was

pale and her fingers were notably thin. On the chest an

S-shaped incision and drainage tubes on both sides were

found.

TI10 lungs were somewhat collapsed and tho thorax was

almost filled by a grossly enlarged heart. The pericard¬

ium had been opened and sutured by two stitches. The

layers of the pericardium and pleura were smooth, shiny and

transparent.

The peritoneum was normal.
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The heart was grossly enlarged (590 G.). The heart

was of nomal shape, however, the right atrium, right ven¬

tricle (6-9 mm. thickness) and pulmonary artery being

hypertrophied and dilated. The valves were thin, there

being no evidence of old or recent rheumatic endocarditis.

The left ventricle was markedly hypertrophic, varying in

thickness from one to 1.3 cm. The endocardium throughout

was smooth. The left auricle was relatively dilated.

The eoronary arteries were normal. The aorta was hyper¬

trophied, but no evidence of narrowing was present.

Both lungs were heavy and firm and of a brownish

colour. The mucosa of the bronchi was reddened and the

pulmonary arteries were notably hypertrophied. Occasional

sub-intiioal yellow patches were noted in these pulmonary

arteries.

The oesophagus was slightly cyanosed. The thymus

was relatively large.

Abdomen

The liver (1480 gms.) besides being enlarged revealed

a markedly congestive pattern. This organ was firmer than

normal.

The gallbladder was nomal.
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The spleen (250 gins.) was large, fina and conges¬

ted. No renal abnormalities »<ere noted.

Dissection of the other organs was not allowed.

Histology

The blocks of myocardium show hypertrophy of the

fibres and small streaky scars. Here and there more

pronounced scarring is noted. In some places the

heart muscle fibres are grossly hypertrophied but at

other places there is muoh variation in the size of the

muscle fibres. The interstitiuia is infiltrated by

histiocytes and an increased number of young connective

tissue cells. The right ventricle is also hypertrophied

and here too the number of cells in areas of connective

tissue is increased. There is, however, less scarring

of the musculature on the right than on the left side.

The pericardium is infiltrated with leucocytes.

In sections from all the lobes of the lungs the

scarring is striking. The vessels have a rich peri¬

vascular mantle of fibrous tissue, and in places there

is atelectasis. Many alveoli contain haemosiderin-

laden cells. Notwithstanding the perivascular scarring
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the vessels are somewhat hypertrophied; The inner layer

is patchlly thickened, this being a feature of large and

small vessels. The bronohial walls are somewhat thicker

than usual and their musculature is hypertrophied.

The liver is characterised by a widening of the con¬

nective tissue sheaths iind by scars of various sizes.

These scars are in places infiltrated with mononuclear

cells. Small granulomatous foci are seen in the liver,

the central veins of which are hyperaeiaio.

Patchy hyperaoiaia of the medulla of the kidneys

with cortical liyperaeriia are the only abnormalities noted.

The muscle of the atria is very hypertrophied with

bizarre hypertrophic forms of fibres and nuclei. In

some areas there are small sears and fresh haemorrhages.

The hypertrophied vessels of the adventitia of the

aorta are the only abnormalities noted. In the pulmon¬

ary artery there is an increase of collagen fibres within

the wall and a patchy atheroma. The adventitia is rich

in vasculature.

Summary Cirrhosis of the lungs

Cardiac cirrhosis of the liver
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Right and left myocardial hypertrophy

?Myocarditis.

Cause of death

Heart insufficiency.

J.Sehoenmachers.


