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he should" go short" on meats, meat soups and meat extractives, as these 
especially stimulate the secretion of acid in the stomach; and forgo the 
doubtful satisfaction in being correct in mentioning every conceivable article 
of food or drink which might possibly have a deleterious effect on his gut. 

It is worth exaggerating, if this is possible, the evil effects of smoking, 
if thereby he can be permanently impressed with the necessity of reducing 
his smoking to the bare minimum. 

It is a probable waste of time to tell a patient "not.to worry so much," 
but at least he can be told the connexion between his worrying (conscien
tious) habits and his symptoms, and warned that periods of mental stress 
and worry should for him be regarded as the danger times when he must 
be particularly careful to carry out the scheme of treatment most 
conscientiously. 

SUMMARY. 

(1) It is suggested that the treatment of duodenal ulcer is often too 
mechanical and ritualistic, and appears often to end when the patient is 
discharged from hospital. 

(2) A plea is made for a closer personal interest in the patient, abolition 
of the printed list of forbidden foods, simple explanation to the patient 
regarding his condition, and above all ensurance of continuation of treatment 
after he has left hospital by instituting a regime sufficiently simple to be 
understandable and practical. 

I am indebted to Colonel J. T. Simson, A.D.M.8. China Command, for 
permission to forward this article for publication. 
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TWENTY YEARS AFTER. 
By H. SKIPTON STACY, M.D., Ch.M.(Syd.), F.R.A.C.S. 

Honorary Oonsultilng Surgeon at Sydney Hospital, Ryde Hospital, and Royal South 
, Sydney Hospital. 

(Oontinued from page 323.) 

CASE 43.-Laceration of Brain. 
OlinicalHistory.-Nature of wound : Gunshot wound, head. (Bullet.) 
Signs and symptoms: Brought in unconscious with a bullet wound of 

the head in the posterior portion of the parietal region to left of middle line ; 
having frequent convulsions, apparently starting with flexion of fingers 
of the right hand, followed by flexion of the elbow, gradually extending 
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to the head, and becoming general. Pulse 84. Reflexes: Knee-jerks and 
plantar absent on both sides. Next day he was even more deeply comatose. 
Pulse 57. Eyes: Right pupil very dilated and fixed,; left, contracted and 
fixed. Still having slight convulsions, most marked in the right hand and 
arm. Left side of body neither rigid nor flaccid. 

X -ray report: Antero-posterior: Nil. (Too restless, for proper length 
of exposure.) Lateral. (Patient lying on left side.) Bullet magnified: is in 
the brain just beneath the vault of the skull. 

Operation: Scalp wound excised; the punctured fracture in the skull 
was enlarged; out of this was coming lacerated brain substance. After 
enlargment the brain pulsated well. Bullet searched for along the track; 
although it could be felt it could not be grasped. Died about five hours later. 

o Survival: About thirty-six hours. 
Post-mortem Result.-Head: Subarachnoid hremorrhage over both hemi

spheres, slight in extent. Laceration of the left cerebral hemisphere in pos-' 
terior portion of parietal lobe near the mid-line; this extended downwards 
and medially through the falx cerebri into the base of the right temporo
sphenoidallobe which was much lacerated; in this the bullet lay. It missed 
the ventricles on both sides, also the corpus striatum and the optic thalamus. 
Much hremorrhage into the right middle fossa; this evidently accounted 
for the paralysis of the right pupil. How did the bullet come to be near the 
vault in the radiograph 1 Was it pushed before the examining finger 1 

Comments: Nothing could have saved him. 

CASE 44.-Laceration of Brain. 

Olinical History.-Nature of wound: Gunshot wound, head. (1 Trench-
mortar.) , 

Bigns and symptoms: Is unconscious; has incised wound of scalp on 
the left side of the head just behind and above the left ear. Pulse 40, 
temperature 97° F. Reflexes: Absent. Pupils equal and react to light. 
Blood from the nostrils; some effused blood in the left upper eyelid. 
Ears, normal. On the evening of operation pulse rose to 76, temperature 
to normal. Next day pulse 116, temperature 102° F., still deeply uncon
scious, has never had any convulsions. No paralysis apparent. Moves all his 
limbs. Next day temperature 104° F., pulse 160; breathing stertorous. 
Died. 

Operation: Depressed fracture of the left temporal bone found; decom
pression done in this region; under the dura mater could be seen dark 
blood clot; the opening in was enlarged, an amount of blood clot and 
lacerated brain tissue escaped. Other wounds on the shoulder, etc., attended 
to. 

Survival: About fifty-six hours. 
Post-mortem Result.-Head: Effused blood over the parietal region of 

scalp. (Intra-muscular and su1:>-aponeurotic.) Fracture of skull in the tem
poral region just behind and above the left ear extending forwards to the right 
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372 Twenty Years After 

frontal sinus. There was blood in both frontal sinuses and underneath the 
left orbital plate of the frontal bone. The posterior portion of the fracture 
was depressed, and had been removed at operation. The linear fracture also 
extended down to the posterior fossa just behind the petrous bone; it also 
extended across the other side just behind the right petrous bone. The 
posterior portion of the left temporo-sphenoidal lobe was much lacerated. 
A good deal of subarachnoid hremorrhage over the surfaces of both hemi
spheres, the right particularly. Other parts of the brain were apparently 
normal. 

CASE 45.-Laceration of the Brain and Wound of Splenic Flexure of Colon. 
Olinical History.-Nature of wound: Gunshot wound, head and abdo-

men. c 

Signs and symptoms: Wounded during a raid last evening; semi
conscious, shocked and pale. Abdomen rigid; liver dullness partly gone; 
Wound in the left tenth interspace in the posterior axillary line penetrating 
the abdomen, but apparently missing the pleura. 

Operation: Abdomen opened to the left of mid-line;. offensive smell 
and some free dark blood in the left loin particularly; splenic fiexure much 
contused, actual rent not seen. (Difficult to get a good view.) Tube intro
duced into peritoneal cavity through the wound, and gauze packed down 
from the incision, which was T-shaped. He also had a wound in the middle 
of the forehead from which some lacerated brain was exuding; nothing was 
done for this. 

Survival: About sixteen hours. 
Post-mortem Result.-Head: Punctured wound of the frontal bone just 

to the right of the mid-line; this was found to extend through the dura to 
enter the apex of the frontal lobe, and to make a track right through the 
brain-laterally to the right lateral ventricle-coming out an inch or so 
anterior and lateral to the occipital pole. The track was laid open; the brain 
found to be lacerated, and hremorrhagic throughout its whole length. A 
small piece of shrapnel found lying above the tentorium. Diffuse sub
arachnoid hremorrhage over the posterior half of both cerebral hemispheres. 

Abdomen: Splenic fiexure shows a through and through perforation 
and contusion of the wall of the bowel in the vicinity. 

CASE 50.-Laceration of Brain with Extensive Hremorrhage . 
. ~ Olinical History.-Nature of wound: Gunshot wound, skull. 

Signs and symptoms: Unconscious; bleeding from the mouth. No 
paralysis or rigidity. Pulse 52, temperature sub-normal. 

Survival: Six to eight hours. 
Post-mortem Result.-Head: Wound just above occipital protuberance, 

and another in the frontal region just to the right of the mid-line; punctured 
~ound of occipital bone, punctured and extensive linear fractures of the 
frontal bone extending to the right temporal and into the right frontal 
sinus. Some subdural hremorrhage, also subarachnoid. There was a track 
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· H. Skipton Stacy 373 

through the right hemisphere from the occipital to the frontal lobe, at its 
deepest one-and-a-half inches; lateral ventricle not involved. 

CASE 51.-Wound of Temporo-Sphenoidal Lobe with Septic Meningitis. 

Clinical History.-Nature of wound: Gunshot wound, head. 
Signs and symptoms: Sent in as a wound of the left ear only, but exam

ination under the anoosthetic showed more extensive injury. The day after 
operation he was slightly drowsy; temperature normal, pulse 70. During 
the next two days he was more drowsy and somewhatirritable. Temperature 
normaL The following day the head was somewhat retracted; had twitching 
of the right side of the face; temperature 100° F.; eyes, mostly turned to 
the right, pupils unequal. Next day the convulsions became general, c.om
mencing on the right side of the face. Lumbar puncture was performed; 
the fluid was clear and under no pressure. He was unconscious for the last 
few days of life. 

Operation: Examined under an anoosthetic and found to have, in addition 
to the wound of the left ear, a depressed fracture of the squamous portion of 
the left temporal bone just above the mastoid; the depressed portion was 
removed; the wound stitched up. Three days before death was operated 
on again; a limited decompression operation was done higher up in the 
temporal region; no improvement followed this. 

Survival: . Six days. 
Post-mortem Result.-Head : . The site of the original wound was at the 

junction of the Petrous and squamous temporal; here was a small opening 
corresponding to the portion of bone that was removed. (The blow appears 
to have been a glancing one, not penetrating.) At this spot the dura was 
torn in linear fashion; underneath this was a hole in the temporo-sphenoidal 
lobe, presumably caused by the trauma; no foreign body (either missile or 
bone) could be felt in this. Extending up to the surface of the brain toward 
the middle line from this (especially over the motor area) was pus, both 
external and internal, to the arachnoid. The cerebral veins were much con
gested. The base of the brain appeared normal. The pus on the outer surface 
of the arachnoid was thick; presumably there were fine adhesions between 
the temporo-sphenoidallobe and the base of the skull; whether there were 
or not, the sepsis did not appear to spread that way. The absence of pus in 
the cerebrospinal fluid on lumbar puncture was evidently accounted for by 
either the consistency of the pus and its small amount or by the adhesions. 

CASE 58.-Laceration of Brain and Septic Meningitis. 

Clinical History.-Nature of wound: Gunshot wound, head. 
Signs and symptoms: Has a through and through wound of the skull ; 

the missile entered the left side of the neck about one-and-a-half inches 
below the left ear, coming out behind the right ear. Is unconscious. During 
the eight days or so that he lived he was very irritable, keeping his head 
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374 Twenty Years After 

under the bedclothes most of ~he time and resenting being disturbed, but 
he was conscious and would speak to his friends, call for the urinal and took 
his meals. Temperature for awhile was normal, and the pulse between 60 
and 70. Then the temperature rose to 1030 F., and the pulse to 140 .. 
Developed a hernia cerebri under the wound, following which he died in 
twenty-four hours. 

Operation: Trephined over the exit wound; opening in the skull 
enlarged; some lacerated brain escaped. 

Survival: About eight days. 
Post-mortem Result.-Head: Entrance wound in the neck quite healed; 

this led to a punctured fracture in the left posterior fossa; here the missile 
passed through the left lobe of the cerebellum, then through the right lobe 
(not so deeply), then through the right cerebral hemisphere just in front of 
the occipital pole, coming out through the right temporal bone; from this 
there was a fissured fracture extending forward into the orbital plate of the 
frontal bone; the orbital plate was also fractured on the left side. (These 
fractures accounted for the hremorrhage in both upper eyelids.) The mem
branes of the brain were intensely inflamed. There was dark blood clot in the 
right middle and posterior fossre. . 

Comments: It seems remarkable that he should have lived so long. 

CASE 59.-Subdural Hremorrhage and Abscess of the Brain. 

Olinical History.-Nature of wounds: Gunshot wound, skull. 
Signs and symptoms: The wound of the skull appeared to be a glancing 

one; some lacerated brain substance protruding through the scalp wound. 
Rigidity of the right leg and arm. Knee-jerks normal and equal on both 
sides; right plantar reflex extensor. Pulse 60 on admission, but in a few 
hours rose to 140. Died several hours after operation. 

Operation: Operated on about ten hours after admission. Wound 
excised and the skull opening enlarged; a detached piece the size of half-a
crown was removed; also several smaller pieces embedded in the lacerated 
brain. The brain was palpated around inside the cranium, causing more 
brain substance to escape. The patient's respiration became more rapid 
before the conclusion of the operation and he died shortly after. 

Survival: About seventeen hours. 
Post-mortem Result.-Head: Depression over the left motor area due 

to the loss of brain substance; subdural hremorrhage over the leg area and 
over the posterior portion of the cerebral hemisphere. In the depth of the 
wound of the brain-but not communicating with the lateral ventricle
was a small cavity the size of an almond, the walls of which were distinctly 
purulent. 

Pathological report: The pus from the cavity. contained short Gram
positive bacilli. 

Comment: The rising pulse was a bad omen; he would have died if 
not operated on, owing to the cerebral abscess: this developed very rapidly. 
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H. Skipton Stacy 375 

COMMENTS MADE IN 1937 AFTER REVIEWING THE NOTES. 

In view of the great advance that localization of, and surgical attack on, 
cerebral lesions has made since 1917, it seems as if the heavy mortality of 
those days may be reduced in any future campaign. But of this we must 
not be too optimistic, since-as these notes show-death in the head eases 
was in most cases due to the inherently destructive nature of the wounds. 
As regards infection, I think the more accurate localization methods of 
to-day (which at the Front must necessarily include portable X-rays) will 
aid in the removal of a larger proportion of foreign bodies, and in that 
way reduce the incidence of infection. To what extent drugs such as Prontosil, 
etc., will help, still remains to be seen; there seems to be some hope in that 
direction. 

Shock is still the great enemy. 
Laceration of the brain is the most frequent finding. If the patient survives 

the sub-normal temperature and pulse may gradually rise, perhaps to 1030 F. 
and 160 in a few days; then death will take place. 

Through and through wounds of the skull and brain (causing extensive 
subdural and subarachnoid hremorrhage, with a track through the brain 
usually lacerated and hremorrhagic) did not live long. The pulse is not 
always fast: in Case 50 it was only 52. 

Convulsions.-Convulsive movements and paralysis of limbs may be 
due to a subdural hremorrhage, either with or without underlying laceration 
of the brain. There were many cases in which convulsions were absent; 
in these cases the motor areas were not involved. For example-

Case 58, whQ had a wound through both cerebellar lobes and of the right 
cerebral hemisphere just anterior to the occipital pole. Curiously enough he 
was conscious most of the time. 

Case 44, who had much laceration of the left temporo-sphenoidal lobe 
and extensive subarachnoid hremorrhage. 

Turning to those cases which had convulsions there is Case 41, which had 
laceration of the brain about the vertex, slightly in front of the motor 
areas on the right side. His convulsions were general but particularly 
affected the left arm. The greater involvement of the left arm was fairly 
consistent with what was fomid; perhaps the left leg would have been 
even more likely to have been most involved. 

In Case 51 there was a wound of the left temporo-sphenoidallobe ; pus 
extended up over the left motor area from this. About the fourth day he 
had twitching of the right side of the face; later convulsions became 
general and he died on the sixth day. 

The convulsions were due to the septic meningitis rather than the location 
of the wound. ~ 

In Case 20 the post-mortem notes record twitching of the side ofthe body 
unaffected by the cerebral laceration. 

On reviewing the case, it seems practically· certain that this was due to 
meningitis which had become general. 
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In Case 9 the post-mortem revealed laceration of the right temporo
sphenoidallobe, with the shrapnel lying alongside the pons. 

Convulsions were most marked in the right side of the lip and in the 
left hand. . 

In Case 43 there was laceration of the left parietal lobe in its posterior 
portion, also laceration of the right temporo-sphenoidal lobe. 

The convulsions started in the right hand and became general. Through
out the convulsions were most marked in the right hand and the right arm. 

Reflexes.-In Cases 9, 43 and 44 the corresponding reflexes were absent. 
In all three the right or left temporo-sphenoidallobe was lacerated, but I 
don't know that this had any significance. 

Cases 59, 20, and 11 showed that in a lesion of the motor area, the 
corresponding knee-jerk is usually absent or nearly so; occasionally the 
plantar reflex is extensor. The knee-jerk may become evident later. 

Rigidity and Flaccidity.-Wilfred Trotter, in Choyce's " Surgery," when 
discussing intracranial hffimorrhage, says that as hemiplegia comes on, 
rigidity passes off, and the limbs become flaccid. By the time the hemiplegia 
is established the limbs on the other side (i.e. on the side of the lesion) have 
become rigid. 

The symptoms of intracranial hremorrhage. are divisible into irritative 
and paralytic; the irritative corresponding with the presence of venous 
congestion or stasis in the affected part of the brain, and the paralytic with 
the presence of anremia. 

We see this frequently borne out in civilian head injuries, e.g. the flac
cidity we find in the paralysed limbs of a middle meningeal hremorrhage : 
due to the anremia of the cerebral cortex from the pressure of the extradural 
hffimorrhage. 

The subdural lesion is usually accompanied by rigidity due to venous 
congestion of the cerebral cortex. 

In Case 59 there was a laceration of the left motor area. The right leg 
and right arm were rigid. It was an early observation, as the patient died 
seventeen hours after admission, 

In Case 32 there was a laceration of the right. occipital lobe, also of the 
upper surface of the right lobe of the cerebellum, and a diffuse subarachnoid 
hremorrhage. The legs were spastic and the arms were flaccid. This was 
also an early observation, as the patient died seven hours after admission. 

In Case 28 there was contusion about the junction of the right temporo
sphenoidal and occipital lobe; also a laceration of the pons about the 
junction with the crura; also marked subarachnoid hffiillorrhage. Both 
legs were rigid and both arms were flaccid. Also an early observation, as he 
died ten hours after admission. 

In Case 15 there was a track leading through the right frontal lobe and 
through the left temporo-sphenoidal lobe; some blood in the left lateral 
ventricle; also diffuse subdural hffimorrhage (cortical and basal). 

All limbs were spastic, especially those of the left side; he was paralysed 
on the left side. 
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In Case 11 there was laceration of the right parietal region; hernia 
cerebri; septic meningitis and encephalitis. On admission his left arm and 
leg were paralyzed; there was no rigidity. About the fourth day there was 
some rigidity of the left arm. Though the paralysis persisted in the limbs 
the rigidity later disappeared. He died on the eighteenth day. 

In Case 9 there was laceration of the right temporo-sphenoidallobe and 
subdural hremorrhage over the middle portion of the right cerebral hemi
sphere. Hisleft arm and left leg were flaccid and paralysed. An early obser-
vation, as he died in thirty hours. . 

I made a comment in 1917 to the effect that" spastic cases" mostly 
seemed to die. It may be that, in these cases, the rigidity is an indication of 
extensive destruction of the cortical cells of the motor or cerebrospinaltracts. 

Blood in the Lateral Ventricle.-Trotter says that generalized convulsion 
may indicate very rapidly increasing pressure, such as that due to ventricular 
extension of a hromorrhage, but it was not a feature of these cases. Of 
course, the ventricular hromorrhage was usually but a small part of the lesion. 

Case 41 had frequent convulsions; he survived only a few hours. 
Cases 28, 25, and 15 had no convulsions. 
Encephalitis and Septic Meningitis.-These in some cases have a ten

dency to be shut off by fine adhesions; hence the ill-effect of lumbar puncture 
and of operative manipulation in such cases. Septic meningitis was often 
accompanied by irritability as shown in Cases 58 and 51. 

Cases 2, 58, 51 and 11 show the temperature in meningitis cases to be 
generally about 1030 F. In Case 20 the temperature, pulse and respirations 
were all elevated. 

Lumbar puncture was negative in Case 51. The head was retracted in 
this case, although at post-mortem the base of the brain appeared normal. 

Twitching or convulsions were not uncommon in cases of meningitis; 
there was generally a latent period of several days. 

Hernia Oerebri.-Case 58 showed that the patient only lived twenty-four 
hours after its development. Case 34 lived longer. Case 11 also developed 
hernia cerebri. 

It is generally a bad sign; it favours sepsis which may not have been 
pre-existent. It is possible that some cases that died with it might have 
survived if it could have been prevented. Brain cases need keeping very 
quiet on their back for some time, to keep down the intracranial tension. 
Neglect of this, because the patient was making good progress, sometimes 
causes tragedies. It seems as if, in some cases, infection of the brain (en
cephalitis) predisposes to hernia cerebri (of course other conditions assisting), 
and, when·. present, makes sepsis worse-a vicious circle. 

Abscess of the Brain.-Most of the cases in which this ended fatally died 
at the Base, but we had one which was visible in seventeen hours; however, 
he died from laceration of the brain rather than from the small abscess. 

To prevent abscess formation it seems important to remove the foreign 
body if possible. Portions of bone driven in also seem to be the cause in 
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some cases. Palpation and instrumental examination sometimes push the 
foreign body further in. In view of the likelihood of infection, it is wiser to 
allow for drainage, not suture the wound too. much. 

In Case 34 neither the foreign body nor bone fragments were removed; 
it was preceded by hernia cerebri. 

InCase 59 an electro-magnet was used, but without success. 
Eyes-State of the Pupils.-Dilatation of the pupil seemed in some cases 

to be definitely due to blood in the middle fossa, but quite frequently the 
pupillary reactions were difficult to interpret, 

Wounds of the cerebellum were very dangerous to life. 
Temperature and Pulse.-When these were both elevated the outlook was 

grave. (We have a similar experience in civilian brain injuries.) 
Impaired consciousness is not a certain diagnostic factor of a head injury 

. but it is suspicious. 
In Case 25 multiple wounds were excised without suspecting a co-existing 

brain injury; post-mortem showed an extensive laceration of the frontal 
lobe caused by an extremely minute piece of shrapnel which had entered 
through the orbit. 

Ecchymosis of the upper eyelids in gunshot wounds of skull generally 
indicated a fracture of the orbital plate of the frontal bone. 

Lumbar puncture was not done often, acting on. the assumption that 
sudden withdrawal of cerebrospinal fluid might tend to break down localizing 
adhesions in a case that was possibly infected. 

I think taking off a very small amount should not have this effect, and 
might prove of assistance to the diagnosis of meningitis. 

In Case 51 the fluid was clear; the patient had cortical but not basal 
meningitis. 

Size of the foreign body is not always commensurate with the damage it 
inflicts. Case 25 was one of extensive laceration of the frontal lobe, due to a 
very minute piece of shrapnel which had entered through the eye and then 
through the orbital plate. He was thought to have been suffering from severe 
prolonged shock, not from a cerebral lesion. 

Hyperpyrexia.-In Case 28 (which only lived ten hours after admission), 
and which had a laceration of the pons (in addition to some contusion of 
the temporo-sphenoidal and occipital lobes) the temperature was 105'8° F., 
the pulse 158. 

In Case 9 the shrapnel was found lying alongside the pons; the tempera
ture was 104° F. (but there was also laceration in several other parts of the 
brain in this case). 

Site of the Lesions.-Fronto-parietal lobe in Cases 59, 5·0, 41, 45, 43, 34, 
25, 20, 15, 11 and 9. ' 

Occipital lobe in Cases 4, 50, 45, 32, 28, 21. 
Cerebellum in Cases 58, 32, 18. 
Temporo-sphenoidallobe in Cases 51, 44, 43, 28, 21, 15 and 9. 
I have indicated the main sites of the lesions, but I do not know that \ 

any deductions can be drawn therefrom. 
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Although I have divided the brain roughly into lobes, it will be understood 
that in these cases there were generally other lesions, such as more or less 
extensive subdural and subarachnoid hffimorrhage. ' 

In most cases they were either unconscious, or so extremely ill, that 
intelligent co-operation on the part of the patient in order to heJp in the 
localization of the injury was entirely out of the question. 

Whether, in the future, the injection of thorotrast or some similar sub
stance will help to localize the lesion or lesions is an interesting point. 

It will noted that lesions of the fronto-parietal lobe easily outnumber 
the others. 

Because of the prevalent idea that a lesion of the frontal lobe necessarily 
means some mental aberration, I have thought fit to interpolate some 
extracts from a recent paper by Geoffrey Jefferson in the British Medical 
Journal of July 31, 1937: his article is on the" Removal of Right or Left 
Frontal Lobes in Man." It may not be altogether relevant, but it may help 
to throw some light on the after-prospects of some of these gunshot wounds 
of the brain, when we are able to save them. Re records eight of his own cases 
in which surgical removal of one or other lobe on account of tumour was 
followed by an improvement in the previously altered mental condition. 
In the course of his article he says ;-

" However, evidence drawn purely from traumatic material is apt to be falla
cious, as we see in Phelps' assertion (1897) that mental changes nearly always follow 
an injury of the left frontal lobe, rarely one of the right. In more recent times, 
frontal lobe functions has been studied by many writers. Grainger Stewart, 
from his clinical observations, denied the dominance of the left frontal lobe, 
and stated that mental changes were much commoner with bilateral frontal, and 
especially callosal lesions than with those of one lobe alone. The present series 
confirms that view. Animal experiments have all pointed in one direction-that 
unilateral removal of areas corresponding to those removed in my own (Jefferson's) 
cases, led to no discoverable loss, ,whilst bilateral ablations did so." 

. One case only is on record in which both right and left frontal lobes have 
been excised in man-Brickner's case (1936). Ris character was quite altered. 

Brickner, after exhaustive tests, concluded "that there was specific 
function in the frontal lobes which was not present in some degree elsewhere." 

No one will deny that the frontal lobes are deeply concerned in intellec
tual processes and in emotional control, but they are not the only parts of 
the cerebral mass. involved in these activities. 

It can be concluded that the reason why we have not known the exact 
localization of the higher cerebral functions is because they are not localized 
to anyone small area. 

With reference to the fallacy of the greater importance of the left frontal 
lobe than the right, of course it must be conceded that once a lesion on the 
left side begins to go back behind the limit of the association area on the 
left, there is a likelihood of damage to the speech centres. 

Gordon Rolmes (1931)has expressed the opinion that mental symptoms 
are often due to high intracranial pressure, irrespective of the site of the lesion. 
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380 Ourrent Literature 

Bleeding from the mouth.-In Case 50 this must have come from the 
fracture of the frontal bone extending through the frontal.sinus. 

Several cases died of asphyxia from wounds of the buccal cavity: one 
(Case 40) under operation; the other {Case 17) brought. in dead. As the 
former case. was given a generalanmsthetic, .the head should have been 
kept in a dependent position. (There were nosuokersat the C;C.8.s) 80me 
of these cases died on their way to the Clearing .Station ; others, no doubt, 
on the Field. If it is recognized, then the case in transport should be kept 
in the head-low position.· 

Fracture of Oervical Spine and Injury to Oord.~As in civiUife, if the 
lesion is· above the origin cif the phrenic nerve,it is not consistent with life 
for more than a· few days. 

(To be continued.) 

• 
(turrent 'l.iterature. 

GREENWOOD, M., HILL, A. B., TOPLEY, W. W. C. and WIj:,SON, JOYCE. 

The Effect of Withdrawing Mice from an Infected Herd at 
Varying Intervals. J. Hygiene. 1939, v.39,109-30, 1 fig. 

It was previously found [Topley, Journal of Hygiene, 1922, v. 21; 20] that 
the division of a herd of mice, in which an epidemic due to Bact. typhi-murium 
was occurring, into small isolated groups was followed by a greatly decreased 
rate of mortality, provided the dispersal was carried out at the beginning 
of the epidemic period. If dispersal was delayed for a . time [Topley and 
Wilson, Bulletin of Hygiene, 1926, v. 1, 273] the mortality in the isolated 
mice was much the same as in the mice remaining in the herd, at any rate 
for three weeks or so after isohttion. The present papflr describes a further 
experiment intended to throw light on the relation between the time of 
dispersal and the resulting mortality. An· epidemic was started by intro
ducing twenty-five mice infected with Bact.typhi·muriu~ into a cage holding 
fifty normal mice. Three mice were added dally for a fortnight, till the 
epidemic was well under way, and then. 60 mice ,,:"ere added·· at weekly 
intervals. Half the survivors of each batch of· 60 mice were removed to 
single cages after seven days in the herd. The other half were ieft until they 
had been fourteen days in the herd, when half the survivors were removed 
to single cages. The· same procedure was repeated with the remaining 
survivors after twenty-one days. Later, dispersal was not commenced till 
each batch of 60 mice had been in the cage for two, three, or four weeks, so 
as to provide mice for study with a greater cage age .. Mice in single cages 
were regarded as specifically infected if Bact. typhi-niuriumwas isolated from 
the fmces during life or· from the tissues after death, or if agglutinins were 
present in the blood at the time of death. Determination of . infection in 
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