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shows us conclusively that the column of Goll contains fibres
arising in the posterior roots; and, if we do not admit that the
lesions of the posterior column in pellagra are due to alterations
of the posterior roots, how does it ha(rpen that the region occu-
pied by the column of Goll is sclerosed? I believe that this appa-
rent contradiction can be satisfactorily. explained by assuming
that all the fibres passing through the area of the so-called co-
lumn of Goll have not the same origin,—and this has been found
to be true in regard to other regions.of the posterior column
(middle root-zone of Flechs%). According to my-view of the
matter, a certain number of fibres in this area are the direct con-
tinuation of the posterior roots, while another series of fibres are
connected with the cells of the grey matter of the spinal cord.
[n all probability the course of the latter, like those derived from
the posterior roots, is ascending, for in transverse lesions: of
the spinal cord they do not degenerate in a descending direc-
tion. It is, moreover, likely that they establish a system of
ommunication between the different levels of the grey matter of
g’da spinal cord, though probably shorter than the fibres of radi-
tular origin. -
“'A direct proof of the existence of such fibres, [ admit, is not
tainable in the present state of our knowledge of this sub-
Jjéct.  Nevertheless, we are in possession of a certain number of
facts which point in this direction. .
_-.n',ln the first place I wish to call your attention to the circuin-
Stance that, in our sections of pellagra (Fig. 4), the area of the
<olumn of Goll is far from being altered to the same extent
roughout the whole length of the spinal cord. In the lumbar
gion it is not changed at all, and but very slightly in the infe-
r dorsal region ; but, beginning at this point, the sclerosis
¥bdes on increasing, until it reaches 'its maximum in the cervical
gion. It is thus evident that the alteration of the tract of Goll
creases rapidly in ascending, which is exactly the contrary of
t takes place in a case of degeneration of the column of Goll
iProperly so called, consequent upon a lesion of' the posterior
ts. ‘It is well known that, in such cases, the sclerosed area
ows narrower and narrower, at the same time becoming
feduced, as to its antero-posterior diameter, to such an extent
at, in the cervical region, the sclerosis is often found to be
onfined to the posterior half of the column of Goll. These dif-
rences between the sclerosis of the tract of Goll in pellagra, and
in ascending secondaiy degenerations of radicular origin,
ém to me highly significant, being sufficient, in my opinion, to
emonstrate that they are due to an entirely different process.
fact that, in pellagra, the extent of this sclerosis varies con-
[derably in changing from one'level to another is a strong argii-
pent in” favour of the opinion that it originates, at least partly,’in
e very segment of the spinal cord, where it is found to exist.
his view will certainly appear to you still more likely to be
grrect, when you compare the various areas of Goll represented
I our sections (Fig. 4, Cerv. Il and 1) for [ do not believe that,
vith no greater difference of level than that separating two
seontiguous cervical roots, it would be possible, in a case of
: ':’ ondary degeneration, to find such variation in the configura-
itjon "of the sclerosed area. ] : '
i Ihere is yet another :u;gument, this time of an anatonjical na-
ire, which speaks in favour of the endogenous ‘origin of the
terations of the tract of Gollin pellagra,
&%]f you examine the sections of the spinal cord of a feetus de-
gned by Flechsig (Fig. 8), you will find, in the arfea of the
umn of Goll, a tract marked with stippling, in order to indicate
t its fibres are not as yet developed (the feetus being 35 centi-
etres in Iength{’. Seeing that the other portions of the posterior
ggolumn formed by the fibres originating in the posterior roots
With the single exception of the internal posterior zone to which
shave referred above), are already provided with sheath3 of
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elin, it follows that the tract in question must a priori'be
ts1fd<:reddasbnot com t;)sed %f rfqﬂc;t-ﬂbr?s‘ h{:ﬁdtir this gtlfﬂtﬁ,?e

orme: root-fibres, the fibres of which it is madeup in
probabilitnycome from cells of ‘tagb‘grey matter. of the spigal

cord, and very likely from those which we know by the name: of
““ cells of the posterior column.” You will notice, hesides, that,.
as [have already indicated to you, the pellagrous lesions of the
internal posterior zone and of the tract of Goll may be placed so
as to almost exactly cover Flechsig’s illustrations of their feetal
development (Fig. F). If we then admit the endogenous origin
of the lesions of the internal posterior zone, we must for the
s?lgelll'easons admit a similar origin for the lesions of the tract
of Goll. : : R

But the objection will probably be made that it is impossible
to deny—given the results of the study of secondary degenera-
tion—that the column of Goll receives a large number of posteriar
root-fibres. This is indisputably true; but, as [ have already
stated, it is my opinion that these fibres of exogenous origin
are intermingled with the endogenous fibres in question, and it
is even possible that they mutually exchange collaterals (which,
however, must be left to be determined by future anatomical
researches). i 5 i

In short, according to my view, there are: two kinds of, fibres
to be found in the tract of Goll: some, of exogenous origip, coming
from the posterior root-fibres; others, of emiogeyrous origin, com-
ing from the “cells of the posterior column” situated in-the
ﬁrey matter of the spinal cord, This opinion, besides, is in entire

armony with the phenomena of development .observed by
Flechsig, seeing that this author explicitly. declares that he has
found, in the tract of Goll, fibres presenting two very different
degrees of development: one series already providéd with a
sheath of myelin (my exogenous fibres), and another series as yet
consisting only of am axis-cylinder (my endogenous fibres).

If then we sum up what | have endeavoured, and [ hope suc-
cessfully, to prove to You in the course of this lecture, it is this:
(1) that all lesions of the posterior column noticed in certain affec-
tions of the spinal cord must not be considered as invariably due
to tabes; (2) that there is a certain number of lesions of the pos-
terior column caused by an alteration of the grey matter,ofp,the
spinal cord.'* In conclu ingm?( lecture, Idesire toemphasize once
more that hypothesis obviously plays a considerable part in all
what [ have said on this subject, and [ must confess that the un-
certainty surrounding this little space in the cephalo-spinal axis,
which we call the posterior column, is well calculated to make
us realise how little we know about it, afterall. ;
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 COCCYDYNIA ; DIFFERENTIATION OF CASES AND OF .
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TREATMENT. ‘
By Riciaro BARWELL, F.R.C.S. (Eng.)

I‘Just: fifty years ago Dr.]. C. Nott of New York, and about
fifteen years afterwards Sir J. Simpson, described a paihful
condition of the lower end of the spine under the ‘name:of
coccygodynia, which has' since been shortened into’ cocoyiyiria.
Both theése writers give a general picture, or rather sketch, of the
condition, and both proposed and practised one of the operations
to be hereafter described,' sometimes with, sometimes’ without,
success. They did not, nor as far as I can find have any subse-
quent writers distinguished between different classes of cases, to
which circumstance failure in a certain percentage of operations
m:al be justly ascribed. ) E Al
occydynia is much more frequent in women than in men.
Some small Kart of this preponderance is caused by greater néry-
ous susceptibility and by certain uterine conditions; but’ by far
the greater part is due to"the wider interval between'the tibera
ischii, exposing more readilly the end of the, spine to injury by
blows, falls, or pressure. It affects all ages, t ough it is some-
what rare in chinren and young women, and is, accordifig’to
the statistics which | have collected, quite as frequent after’the
menopause as during the continuance of menstruation” ' " *"
[n the following table* 1 havé noted the ages at {yhich ‘e
disease began: . . T A T BT
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The causes of the condition are various; occasionally there is
no traceable historﬁ of injury, but for some' time previously con-
siderable loss of health, fréquently induced by anxiety, disap-
pointment, residence in_unsuitable relaxing air, or by continual
ovet-fatigue, specially if accompanied by prolonged sitting on a
hard- seat. "In most cases there is some histor{, generally
volunteered' by the patient, of some injury, as a fall on the but-
tocks, 2 blow, sitting for a long time, even after the position had
become itksome, on a hard or badly stuffed seat. Any one of
these causes may giverise to inflammation of the coccygeal joint,
and, though | consider this very-rare, I am bound to say that in
“one of my operations | found it falsely ankylosed. Two of my
patients, ‘one in the 3rd, and one in the s5th, category, attributed
the condition to difficult and painful passing, with much strain-
ing, of a hard, large motion. In some cases the origin liesin a
painful fissure of the anus or in a blind internal fistula, either
overlooked or imperfectly cured. ) )

If, from shyness and dislike of mentioning such a thing, the

atient have allowed either of these troubles to go on for some
titie, curing the original condition does not always effect a cure
of the coccydynia, which maygersnst almost as bad though the
fectumn and anus be sound: ~ Only one patient gave as a cause
the birth of ‘a large infant.- [ had doubts of the" correctness of
this view, because the pain had not commenced: until seventeen
months after the event. » :

" As the name-indicates, the disease is essertially characterised
Dby:pain, which in some cases is constant, the patients asserting
that it keeps them awake at night, and that even while asleep
they never entirely lose the consciousness of it. This persistent

ain is varied by sudden paroxysmal exacerbations, even though
he patient may be lying perfectly still; they are often- so severe
as to cause a start, Dbut, as this brings on another manifestation
of pain; immobility under the infliction is soon acquired. Other
patients experience, while at rest, or even with moderately slow
movements, rather a ‘sense of uneasiness than of .actual” pain:
they may ‘even bear the sitting posture with - tolerable ease, if
actlal pressure on the affected part be avoided, and walk short
distances with little or ‘no’ discomfort; but all actions having to
do-with'the outlet of the pelvis—defacation, the passage of flatus,
somiEtimés, though more rarely, even micturition—cause great
suffering. In three of my cases the patient was, on rising, fairly
comfortable till obliged to visit the closet; this brought on severe
pain, which continued all day to be again calmed by a night’s
repose. In another classiofcases] ithejabov€iactions cause no,
or very slight, discomfort, but the patient sits uneasily, even if

rovided with an annular air-cushion; lying on the baclk is dis-
iked, one side or the other.is chosen.. To turn on the couch or
to rise from the chair, especially the latter, is very painful;
walking very soon becomies so, as does also standing quite erect,
so that not unfrequently a stoop from both hips and loins is

acquired, In some such cases the pain will extend after a time

p.the Sacrum to the loins, but in neither place does it'become
J¢r€i"a<.:\'1.te.; ) oo AR i e
ALis partly on the. history of origin, partly on a study of the
fgep@;t:ﬁﬂs producing %am, that. the first sketch-map of “a differ-
ential diagnosis must be founhded. It is believed'tgat‘ the apove
‘djeations sufficiently clearly’ indicate .that, putting aside mere
heuealgia, we haye, to, do. with fmﬁa(%)ia and spasm, which may
affect”the muscles running from the bone either forward or'up-
watd, the one’ set engaged with visceral, the other with lo¢o-
motoi furictions. ' The surgeon must not, however, rest content
here, but must make a careful examination, firstly exteriial by
placing his hand on the back 'of the sacrum, finger-tips pointing
Adgw;}wz{';ds'. ' On exerting some pressure, he may elicit an'ex-
{,;;f@xpd,df, ain; but whethet or' ndt this be the case, he lets the
D, :génde‘ lown and the last joint of the middle finger pas§-into
the'upper énd of .the rima natiuin. Probably he feels'the tip of
tl;e,ls:aq;;‘x}p‘; rather, perhaps ‘very strongly, marked; passing the
ﬁp%\gg,stll}:,dqwqwa;ds,.be niotes the position of the coccyx. - If
he have to dd with a case of the first class, which'l am now con-
sidering, he, will find this directed very much forward, préssure
catising pain’ He must thereupon’ examine pet réctum; in these
cases, the sphincter is nearly always found very tight; and its
slight dilatation; even by a small finger, ‘is ‘very painful.+ Just
within this, the tip of the coccyX may often:be felt, projectin
straight forward and bulﬁi-ng the posterior wall of the bowel. - E
little further- twe rope-like Elrojections aié felt on the side-wall
which cenverge towards the.back and:ieven, in .severe cases,
appear to encroach a ‘little on -the..lumen' 6f the cavity, remind-
ing o_ne‘bﬁ their shape of the olae,ni{ng of the larynx between the
vocalicords, though infinitely larger; of course. "These projec-
tionssgonstituted: by. the edges.of the contracted. Teyatqr ani; jare
3.0n#. 0f; the, childish cases was the result of .a fal, in 2 sitting pésture,
%:rﬁ%ﬁ?% 5%;:;?;&\(1- bf a tres that she Wi el 1-,’}?1;'. @gﬁﬁi‘fé&?ﬁe‘ﬁs}g eﬁ&?l;
YB3 TR i 2 ety 1 sunteilatin il
tion, in or:;er to make aitf ‘éfévl%‘:'e gg&'?&émﬁﬁdhhgg‘ “a) res}qrt lO_':anﬁ U,Ie‘tisa-

tender on pressure, which not unfrequently causes a- spasm,
Pressing backwards the protruding tip of the prostate also causes
considerable pain and spasm. ;

The above is the symptomatology of a form of this affection that|
should like to call perineal coccydynia, in distinction to the cases
which affect the parts posterior to the bone, and in which, when
pure, rione of the conditions mentioned can be made out b
rectal examination, but in which movements of the lower limbs;
rising from a seat, stooping, and standing erect again are pro-
ductive of the prominent symptoms. It must, however, be noted
that when the disease, though it begin pure, has lasted for some
time, symptoms of the-other class generally get mixed in, yet the
initial frouble can, as a rule, be verified.

Trealment.—Experience has confirmed the views cx{;ressed by
Sir J. Simpson and Dr. Nott, that, in the majority of these cases,
medicinal treatment by tonics or analgesics fails to procure more
than temporarg relief, and that operation IS our only resource.
The account above given of different sorts of cases shows, how-
ever, that some discrimination as to the choice of method is
necessary. Sir&. Simpson passed a tenotomy knife between the
bone and the skin, and divided most of the structures attached
to the former. This method, for many reasons, I consider faulty;
at least in the greater number of cases. )
The following is my method in the cases to which [ have gived
the name ‘‘perineal.” The patient, anwsthised, is placed in the
lithotomy position ; the surgeon, seated, passes the left index
into the rectum, having the thumb_available for placing on the
back of the bone, thus grasping it and having it quite in his
ower. He then passes a sufficiently strong, but not too large,
tenotome through the skin behind the anus and a little anterior
to the tip of the coccyx. His left index feels the instrument ass
between the mucous lining of the bowel and the frontof the
bone; turning the edge backward, he divides, first from one
and tfwn from the other, edge of the coccyx, the levator ani an
the coccygeus muscles. Then, drawing’ the blade somewhat
back, and turning the handle towards the left tuber ischii, the
sphincter is separated from the tip of the bone; after this it is
well to ascertain if the coccyx is quite free, to press it back, and
to feel if, while doing so,” any bands become tightened. This
suffices, if the case be recent and purely perineal. i
In the other class of cases, our aftention must be directed
chiefly to the glutei, and also to the lowest fibres of the lumbar
fascia, which are, if not always, certainly in the great majority of
subjects, prolonged downward and attiched to the coccyx.” li
such cases, when pure, the tenotome need not skirt so closc‘lx
the mucous membrane of the bowel, but should pass along bot
edges of the coccyx and, with the edge turned back guided by
the left thumb, the glutei very thoroughly divided. The instru-
ment being then withdrawn "and introduced horizontally a little
above the tIE of the sacrum, all the soft parts are divided transver-
sely from the deep surface of the skin down to the bone, the
subcutaneous wound being 2'/s to 3 inches long. . "
In mixed cases—and those that have been allowed to go on for
some time generally are mixed—both these operations are to li¢
performed. | attribute failure in many reported cases to neglect
of that last described cross incision—a point which .1 have not
seen mentioned by any writer—and to operating upon cases th4
are purely neuralgic, that is to say, that haye not the character-
istic tension of_perineal muscles, nor the clear evidence -of ‘pain
bemrg lp‘roduced y certain definite acts, as above described.
Of the 23 cases in my- table, 2 were purely neuralgic, 3 declined
operation. and withdrew from treatment. [ operated on 17; of
these one—the disease originated in an ulcer of the rectum—Is
perfect%y well everywhere but in her home, which is not 2 hapﬂ‘y
one. The other 16 quite recovered of the coccydynia; but as the
record extends over many years, some have since succumbed to
age and some to various diseases. 3
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[Tréphining in Gunshot Fraotures of the Cranium. ..

D, Berger.—In the present discussion on the treatment of rforating
gunshot wounds of the cranium (7he Medical Week, 1804, pp?el% '."ﬁg-
140) there seems to me to be some misunderstanding between the pat
sans of immediate interference, as applicable to all cases, and thosg who
.o .not. recogrise the invariable necessity of operatin at/onct. The
various opitiions ‘éXpressed are, indeed, to be .considere iohly “ag AHee-
retical doctrines}! wheress, when it cotties to their practical applicatien:
surgeons all ovel' the world-act pretty much in the same wajy.: His




