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INTRODUCTION.

Coronary Occlusion is  s t i l l  regarded by many 

c lin ic ia n s  as an in te re s t in g  but ra re  co nd ition .

Five years study has convinced me th a t i t  is  not 

uncommon. During that period I  have seen 70 cases in  hosp i

ta l  p rac tice  where no specia l p ro v is io n  is  made fo r admission 

of such cases. I t  is  a common experience o f c l in ic ia n s  

tha t once having seen the unusual cond ition  they w i l l  f r e 

quently encounter i t  again.

The numbers in  the present series are too large 

to be explained by such coincidence and i t  is  possib le tha t 

th is  disease is  on the increase. The more probable explana

tion,however, is  tha t specia l in v e s tig a tio n  has revealed i t s  

presence where i t  would h ith e rto  have been overlooked.

A.W.harri ngton is  much impressed by i t s  frequency in  

p riva te  p ra c tice .

In  seventeen years (1911-1929) he saw th i r t y  two 

cases w h ils t during the la s t three years he has seen twenty 

th ree.

I  have had the opportunity o f consu lting  h is  

records and my conclusions are based on my personal 

experience o f 70 cases augmented by the study o f these 

a d d itio n a l 55 cases.

Much o f the present work is  corrobora tive  and i t s



value l ie s  in  i t s  scope ra ther than i t s  o r ig in a l i t y .

The study o f coronary occlusion is  comparatively young 

and the tempering o f experience is  s t i l l  necessary.

I  have endeavoured to summarize the main c l in ic a l  

features by the ty p ic a l case and to describe the unusual 

fea tures which may be encountered.

I  have c la s s if ie d  the cases in  various groups 

according to th e ir  main outstanding c l in ic a l features and 

th e ir  u ltim a te  prognosis.

I  have found that previous c la s s if ic a tio n s  do not 

s u ff ic e  and no doubt w ith  fu rth e r experience the present 

c la s s if ic a t io n  w i l l  also be incomplete.

The c l in ic a l  pa rt o f the work has been under the 

constant supervision o f A.W. H arrington. The e le c tro ca rd io 

graphic part has been e n tire ly  personal. 1 have taken the 

records and made the in te rp re ta tio n  in  every h o sp ita l case.

I  have been content to record rtiy e lectrocard iograph ic fin d in gs  

and have re fra in e d  from th eo riz ing  on these re s u lts . In 

creasing experience has made the drawing o f conclusions more 

d i f f i c u l t .  Each case has presented i t s  own pecu lia r abnor

m a lit ie s  and made me re a lis e  more and more tha t the e le c tro 

cardiogram is  but the galvanometrie record o f change in^ 

re la t iv e  e le c tr ic  p o te n tia l; tha t the a x ia l re la tio n sh ip s  are 

not always constant and tha t the instrument is  not p e rfe c t.



For these reasons I  have been h e s ita n t to assign 

a sp ec ia l value to each minute v a r ia t io n  in  conformation or 

d im inu tion  in  wave amplitude which may occur.

My re s u lts  are in  the main confirm atory but I  fe e l 

they w i l l  serve as a necessary l in k  between the apparently 

d ivergent views o f o thers.

The sequentia l a lte ra tio n s  o f the e lectrocardiogram  

in  coronary occlusions have been estab lished. D aily  e le c tro 

cardiography in  ce rta in  o f my cases has enabled me to record 

these frequent va ria tio n s  and I  have described the sequence 

usua lly  encountered.

I  have met w ith  most types o f e lec troca rd iograph ic  

abnorm ality during the course o f th is  study and 1 have attempted 

to c la s s ify  these according to th e ir  importance.

On three occasions, where s ing le  trac in gs  were 

obtained, I  found no abnormality o f the electrocardiogram .

I  place less importance on th is  than I  should have done two 

or three years ago. Changes may be slow in  one case, ra p id  

in  another and w ithout several trac ings i t  is  unwise to assume 

that they d id  not or w i l l  not occur.

F in a lly  1 have studied the question o f re la tio n s h ip  

between e lectrocard iograph ic abnormality and the s ite  o f the 

cardiac in fa rc t io n . My oppo rtun ities  fo r such a study have been



c

exceptiona l.

The post mortem les ions were inve s tig a te d  in  

seventeen cases in  which previous e le c troca rd iog raph ic  

trac ings  were obtained. This number exceeds th a t o f any

previous p u b lica tio n s . Most o f the p a th o lo g ica l les ions

secondary to coronary occlusion were encountered and the 

e lectroca rd iograph ic  changes were many and va rie d .

I  fe e l tha t 1 have s u f f ic ie n t  data to  e s ta b lisn  

tne fa c t tha t ce rta in  o f the changes o f the e le c tro ca rd io 

gram are dependent on the s ite  of the cardiac in fa rc t io n .



In farc tion  of the heart from thrombotic and much 

more ra re ly  from embolic occlusion of the coronary arteries  

has been known to a large number of pathological and c l in i

cal ooservers for many years. Hammer ( l )  as early as 1878 

described a case which had been correctly diagnosed during 

l i f e .

Lindaay Steven (2) in  1887 established the eo- 

re la tio n  of coronary disease with both acute in farc t and 

chronic cardiac fa ilu re . He,however,considered embolism and 

multiple embolism to be the causative factor in  most of the 

eases.

Notwithstanding a complete pathological survey of 

the subject by Marie (3) in  1896 the association of the c l in i 

cal syndrome with pathological findings was slow. Status 

Anginosus was considered to be a grave complication of angina 

pectoris and nothing more.

Older text books paid but scant attention to the 

subject. In  Douglas Powell’ s (4 ) a rtic le  on Diseases of the 

Myocardium, in  A llb u tt ’ s System (1909) the description of cor

onary thrombosis is  confined almost entire ly  to the rapidly  

fa ta l seizure, and he states that the symptoms require ’’but 

b rie f notice”.

I t  was not u n til the Herrick’ s (5) publication in  

1912 that medical attention was focussed on the subject: One



type o f angina was placed on a d e f in ite  p a th o lo g ica l basis 

and i t  was appreciated that the Coronary ^hrom;bosis was not 

necessarily  fa ta l .  Previous workers in  Europe had pub lished 

s im ila r conclusions but th e ir  work was unheeded. Fo llow ing  a 

second p u b lica tio n  by H errick  (6) in  1918 an extensive Ameri

can l i te ra tu re  appeared. Prominent in  th is  were a r t ic le s  

by Levine (7 & 8) Libman (9 ) , Wearn (10 ), Hamman (11 ), and 

C h ris tia n  (12).

Although C lif fo rd  A lb u tt (13) in  h is  Diseases o f 

the A rte r ie s  and Angina Pectoris  (1915) described the symp

toms and recognised th a t dyspnoea and ra p id  f a l l  in  blood 

pressure are constant, tha t restlessness is  o ften  te r r ib le ,  

that the pain may be p e rs is te n t fo r days and th a t a v is c e ra l 

p e rfo ra tio n  may be sim ulated, l i t t l e  a tte n tio n  was paid  to  the 

subject in  th is  country u n t i l  comparatively re ce n tly  when 

papers have been published by A.G. Gibson (14), McNee (15 ),

Coombs and H adfie ld  (16), Parkinson and Bedford (17 ), Cowan (18 ), 

A llan  (19), and East Baine & Cary (20 ). ’Hie c o n tr ib u tio n  o f 

Parkinson and Bedford is  an exhaustive survey o f the su b je c t.

In  sp ite  o f extensive and ever growing study th is  

important cond ition  is  s t i l l  too frequen tly  regarded as 

in te re s tin g  but unusual.

As A lla n  (21) s ta tes "Disease o f the Coronary 

A rte rie s  is  a common disease". In  h is  study o f 1000 consecu

t iv e  post mortem examinations made in  the Western In firm a ry



over 37% presented les ions o f these vessels recognisable by 

naked eye. About 10% died more or less d ire c t ly  from the 

e ffe c t o f coronary les ions.

We are in c lin e d  to  believe tha t coronary disease is  

on the increase. I t  is  true th a t when one is  keenly on the 

outlook for any cond ition  one is  more apt to  recognise i t  and 

the increase may only be apparent, but the fo llo w in g  figu res 

c a re fu lly  compiled by Dr. Steven Faulds f22) are suggestive:- 

In  1893/97 of 1158 Autopsies a t the Glasgow Royal In firm a ry  

coronary disease was noted in  19, w hile in  1923/27 o f 2008 

Autopsies i t  was noted in  86.

During the past 5 years we have been able to 

obta in records o f 125 cases. 55 o f these were seen in  p riva te  

p ractice  by A.W.H, 70 were h o sp ita l cases.

Post mortem examinations were carried  out in  21 

o f these cases and e lectrocard iograph ic examination in  66 

cases.

ETIOLOGY;- There would appear to be no s p e c ific  

cause of coronary thrombosis. Many o f the p a tie n ts  had l i t t l e  

or no h is to ry  of previous il ln e s s . Two main types were 

encountered.

1. A r te r io -s c le ro t ic ,  the f lo r id  hyperp ie tic  who 

had previously led a strenuous l i f e .

2. The prematurely grey asthenic.



SEX:- The cond ition  a ffe c ts  males more than females, j 
In  the present series 97 were males and 28 females. j

AGE:- Coronary thrombosis is  a disease o f  the la t te r  *

years of l i f e .  The youngest in  our se ries, Case 61f was 

33 years of age. Post Mortem report in  th is  case is  

in d e f in ite  but is  suggestive o f s y p h i l i t ic  a o r t i t is .

Age -  30/4© 40/50 50/60 60/70 70/80 80 and over,

P riva te  Cases -  2 26 13 8 6

H osp ita l Cases -  4 18 29 16 3

The average age o f Levine1 &{(2$) group of 

145 cases was 57.8 but the cond ition  occurred most f r e 

quently between the ages o f 60 to  69. In  the present 

series the greatest number of cases (55) i s  found in  the 

50/60 group.

FAMILY HISTCBY:- I f  Cohn’ s (24) theory tha t coronary 

thrombosis is  an accidenta l gross m anifestation  o f physio

lo g ic a l ageing o f the heart is  co rrec t, i t  would appear 

th a t th is  accident is  more apt to  occur in  ce rta in  fa m ilie s . 

Frequently we have found in  the fam ily  h is to ry  th a t near 

re la t iv e s  have died o f or been a ffec ted  by s im ila r con

d it io n s .

ANGINA PECTCEI3:- A previous h is to ry  o f  angina 

p e c to r is  was obtained in  27 a£ 93 cases.



Cases 2, 3 , 4 , 5 , 6, 10, 11, 15, 16, 18 , 20 , 22 , 28 , 30 , 37,

50, 53, 70, 71, 74, 76, 80, 86, 88, 89, 90, 91. I t  is  

probable th a t many cases of angina are due to  in te rm itte n t 

c laud ica tion  w ith  temporary ischaemia o f the muscles, and 

f in a l ly  block occurs w ith  ischaemic necrosis, (Case No.91).

The greater p roportion  of our cases, however, gave no h is to ry  

of previous angina and many were emphatic tha t they had no 

cardiac symptoms before the onset of th e ir  a ttack .

S yp h ilis  was an infrequent fa c to r. 7.4% o f 1164 

cases admitted tb the wards had a p o s itive  Wassermann Reaction. 

Of 70 h o sp ita l cases the Wassermann Beaction was p o s itiv e  in  6. 

In  these 6 cases, however, s y p h i l i t ic  involvement o f the aorta  

was a d e f in ite  factor in  the production o f coronary occlusion.

DIABETES;- Was not an important fa c to r.

Only 3 out o f 12:5 cases had a previous d ia b e tic  h is to ry ,

4, 65, 90.

PREVIOUS INFECTION;- There is  a tendency at present 

to regard a focus o f previous extra  cardiac in fe c tio n  as 

the casual fac to r in  the production o f the actua l thrombosis 

(N e ild  (25) and Peel (2 6 ).) In  case 55 suppurative nasal 

polypus may have been the cause o f embolic in fa rc t .  Preceding 

in fe c tio n  was rare and i t  has been our experience that inflamma

to ry  les ion  elsewhere, usua lly  p h le b it ic ,  has followed ra ther 

than preceded the cardiac in fa rc t io n . (Carey F. Coombs(27).



The present series of cases may be classified under 

the following five  groups:-

I .  Sudden Death. This group is  not included in  our series
of cases but we have met with several 
"brought in  dead” on receiving days vfeere 
the lesion has been found post mortem.

I I .  Sudden Onset with severe anginal pain and rapid death.
Cases 5, 19, 21, 53, 61, 71, 76 and 87. (8 ) .

I I I .  Sudden Onset with symptoms comparatively easy to recog
nise and

(a) Death w ithin days or weeks. Cases 1, 2, 3,
4, 6. 8. 9, 10, 15, 16, 18, 20, 22, 30,

35, 55, SO, 72, 73, 78 , 88, 89, 91. (24j.

(b) Progressive myocardial weakness and gradual
circulatory fa ilu re . Cases 7, 11, 12, 13,
14, 17, 33, 38, 43, 45, 63, 67, 68, 77.(14}

(c ) Recovery with persistent angina. Cases 23,
28, 35, 36, 37, 40, 41, 42, 44, 46, 48,
49| 50; 51J 54.’ (15 ).

(d) Apparent complete recovery. Cases 24, 25,
27, 29, 31, 32, 39, 40, 47, 52. 58, 59,
6E| 65, 66, 69, 74, 75, 84. (19),

IV. Sudden Onset but symptoms referred to sane other Viscus.

(a) Abdominal Type.' Cases 9, 15, 16, 18, 27,
30, 31, 40, 54, 56, 57, 61, 62, 63, 82,
84, 88.

(b) Respiratory Type. Cases 8, 17, 24, 31, 44,
48, 5 0 /  51, 58, 72, 79, 81.

V. No history of sudden catastrophe but myocardial dege&era
tion ana gradual cardiac fa ilu re .

Coronary Thrombosis, unlike Angina Pectoris, commonly 

occurs at night while the patient is at rest, in twenty one



o f our cases, however, the onset o f symptoms occurred when the 

p a tie n t was a t or re tu rn in g  from work. Cases Nos. 1, 5, 10, 21, 

23, 29, 32, 34, 35, 40, 44, 48, 49, 54, 57, 59, 67, 73, 74,

79, 85.

Pain is  a commanding feature in  most cases. I t  occurs 

suddenly and is  o ften  o f great and even agonising se ve rity . 

P a tien ts  who had p rev ious ly  anginal a ttacks stated that "This 

was something quite d if fe re n t and more severe". I t  is  usua lly 

substernal in  s itu a tio n  but may rad ia te  upwards in to  the neck, 

across the chest in to  one or both arms, and downwards in to  the 

abdomen. I t  is  g rip p in g  or vice l ik e ;  a common descrip tion  

being that "the chest seems to be crushed in  a v ice ". Rest 

does not bring r e l ie f ;  pain may p e rs is t fo r hours and even days.

Amyl N it r i te  is  in e ffe c t iv e . (One of our cases,

No.23, however, obtained r e l ie f  from pain when given Amyl 

N it r i te  by the House Physician).

The p a tie n t is  usually re s tle s s , constantly tossing 

and tu rn ing  and angor animi may be marked.

Dyspnoea is  frequent. In  some cases the a ttack  may 

be ushered in  by intense dyspnoea. Cases Nos. 4, 34, 50, 65,92.

G astric  disturbance occurred in  most o f our cases. 

Vomiting may be p e rs is ten t but g radually subsides i f  the p a tie n t 

survives. The tongue ra p id ly  becomes fu rred  and the breath 

o ffens ive .

Physical exam ination:- The fac ies is  tha t o f shock.

I t  is ashen grey and the lips  are a l i t t l e  cyanosed. Sweating



may be profuse. The pulse is  usually frequent, small and 

s o ft.

We have noted most types of i r r e g u la r i t y , auricu la r 

f ib r i l la t io n ,  Cases 12, 38, a u ricu la r f lu t t e r ,  Cases 5, 68; 

extra  sys to le , Cases 2, 57; f u l l  heart block, Cases 29, 55; 

p a r t ia l heart block, Cases 4, 81; pulsus a lte r  nans, Cases 30, 

86. This is  in  marked contrast to ord inary angina in  which 

during the a ttack  the pulse is  l i t t l e  a ffected . C lif fo rd  

A lbu tt (13) s ta tes that in  angina "Amid the a g ita tio n  o f 

p a tie n t and attendants the hea rt, assumed to be the protagon

is t  in  the c o n f l ic t ,  o ften seems to  be the one impassive actor!

Blood pressure genera lly  f a l ls  ra p id ly , the f a l l  

being more marked in  s y s to lic , and in  one o f our cases 

pressure was as low as 65/45 m.m. Hg. Case Ho. 67. This f a l l  

is  best appreciated where p a tie n t ’ s pressure has been known 

before the a ttack , Case 91. The hype rp ie tic  who previously 

had blood pressure o f over 200 m.m. Hg. may s t i l l  have an 

apparently normal s y s to lic  reading. The re la t iv e ly  small 

pulse pressure is  o f value in  such cases. Case 36. The 

blood pressure does not f a l l  immediately in  a l l  cases.

Chart taken from one of our h o sp ita l cases shows a delay in  

f a l l  for at le a s t 24 hours a fte r the a ttack . Case 27.

HEART SOUNiB;- The heart sounds are as a ru le  

p e c u lia r ly  s o ft and d is ta n t. Gallop rhythm was noted in  

several cases.



PERICARDITIS:- P e r ic a rd it is  varying from evanescent 

fin e  loca lised  f r ic t io n  to p e rs is te n t coarse generalised 

f r ic t io n  was noted in  20 o f our cases. E ffusion  was present 

in  two of A.W.H’ s p riva te  cases.

TEMPERATURE : -  S lig h t irre g u la r pyrexia is  often 

present in  the f i r s t  few days of i l ln e s s . In  a number o f 

our cases temperature has remained normal or sub-normal 

during the whole course o f i l ln e s s .  In  Case 24, a good 

recovery, pyrexia continued fo r several weeks.

Dullness to percussion and moist ra le  at the bases 

of both lungs were frequently present. The associa tion o f chest 

pain, lung dullness and fever led  to the diagnosis o f pneumonia 

in  two cases. (Cases Nos. 24, 31.) Acute oedema of the lungs 

is  not in frequen t. (Cases Nos. 1, 62, 77).

URINE:- Occasionally album inuria was present. 

Glycosuria was found in  3 o f our cases. U ro b ilin  and b ile  

were present in  2 o f the h o sp ita l cases.

Thrombosis was found in  5 cases and in  our experience 

th is  complication added to the g ra v ity  of the prognosis. The 

commonest s ite  o f thrombosis was the femoral ve in. (Cases Nos 

17,24,30,67, 83.) Jugular Vein thrombosis was present in  one 

case (Case No.17).

EMBOLISM:- In fa rc tio n  o f lung is  common. 

C ha rac te ris tic  signs and symptoms were present in  7 cases.

Cases Nos. 17, 50, 74, 77, 79, 81, 83.

In  one o f our cases No.30, the term ina l signs and



symptoms were suggestive o f cerebral embolism.

Embolism o f r ig h t  femoral a rte ry  was found post 

mortem in  Case No. 17.

S lig h t Jaundice was present in  2 cases. 

LEUCOCYTOSIS:- Leucocytosis was present in  a l l  

acute cases examined except Cases Nos. 1, 11, 38, 43.

The average leucocyte count was 12000 per camm.

The highest count recorded was 24,600 per cmm. (Case No.30).



17.

ONSET BUT SYMPTOMS REFERRED 
TO SOLE OTHER ViSOUS.

Abdominal Type I t  is frequen tly  fo rg o tte n  tha t

g a s tr ic  discom fort may be the outstanding and fo r  a time the 

only symptom o f cardiac disease# Dr. A. Bruce McLean {'28) 

states tha t about 10$C of cases sent to him fo r  ra d io lo g ic a l 

examination o f the g a s tro - in te s t in a l t ra c t have e ith e r c l in ic a l  

or X-ray evidence o f cardiac disease# Case 56, which showed 

e lectro-card iograph ic tra c in g  of the type associated w ith 

cardiac in fa rc tio n  was re ferred by A.B. McL# In  coronary 

thrombosis sickness and vom iting is  an almost constant fea ture  

and when th is  is  associated w ith  abdominal pain the p o s s ib il i ty  

o f error i n ’diagnosis can be re a d ily  understood. We have met 

with three types of abdominal complex in  our s e rie s .

1* F la tu le n t Dyspepsia In  th is  type o f which cases 

30, 31 and 57 are good examples the p a tien t had been troub led 

fo r some time w ith  f la tu le n t  dyspepsia. Although in  these 

cases there was d e f in ite  c l in ic a l  evidence o f coronary thrombosis 

the pa tien ts  pers is ted  tha t th e ir  only d iscom fort was g a s tr ic .

2* Acute Abdomen Although pain is  usua lly  sub- 

s te rna l at the onset i t  tends to  rad ia te  both upwards to the 

shoulders end arms and downwards to  the abdomen.



In  nine cases acute abdominal pain heralded the onset. 

Oases No. 21, 22, 27, 40, 45, 57, 81, 84, 87.
The p ro v is io n a l diagnosis was inco rrec t in  a l l  these 

cases. Laparotomy fo r  acute abdomen was performed in  5 o f

70 h osp ita l cases. Oases 8, 18 , 27 , 54 , 62.

3. G a ll Bladder Oolic Anderson (52) has shown th a t

the abdominal type o f cardiac in fa rc t io n  may c lose ly  simulate 

g a ll bladder c o lic .  An operation was performed on Case No. 54 

a fte r an attack o f 7/bat was thought to be ty p ic a l g a ll bladder 

c o lic .  No abnormality o f the g a jl bladder was detected.

The associa tion o f g a l l  stones w ith  cardiac disease,

Case No. 15, is w e ll recognised and th is  adds fu rth e r  to  the 

d i f f ic u l t y  o f d if fe r e n t ia l  d iagnosis. We are o f opin ion, 

however, tha t the d i f f ic u l t y  is not so great when the p o s s ib il i ty  

o f coronary thrombosis is kept in  mind.

Respiratory Type Hypostasis o f the lung bases

was present in  most cases. In  two cases, 24 and 31, the 

sudden pain in  the chest, dyspnoea, dullness and ra le  at 

the bases o f lungs le d  to the p ro v is io n a l d iagnos is o f 

pneumonia. In  cases, 48 , 50 , 53, 58, pain in  the l e f t  

side o f the chest and s lig h t fever were in co rre c tly  assumed 

to be due to p le u risy *



The development of f r ic t io n  rub fo llo w in g  in fa rc tio n  of

lung was wrongly in te rp re te d . Case No. 53.

In  cases 17 and 80 the main c l in ic a l  features were almost 

e n tire ly  re sp ira to ry  and led to a te n ta tive  diagnosis o f tumour 

o f lung.

A s im ila r m is in te rp re ta tio n  of signs was made in  one o f 

A lice J. ^ a rs h a llf s (29) cases.

|BQGN0SIS; -  There is  no disease in  which prognosis 

is  more uncerta in . Recovery is  common and may take place 

notwithstanding the occurrence o f com plications. The con

tinuance or absence o f pyrexia is  not h e lp fu l. Continued 

low blood pressure need not be o f grave im port. Pulsus 

a lte r nans was detected in  one case which made good recovery. 

P e r ic a rd itis  and even p e r ic a rd ia l e ffu s io n  were present in  

cases which recovered. Abnorm alities of card iac rhythm, 

w h ils t adding to the g ra v ity  o f prognosis d id  not prevent 

recovery. In  Case No. 38 in  which a u ricu la r f ib r i l la t io n  

persisted recovery took place. Temporary heart block was 

present in  Case No. 29 who made a good recovery. P ersistent 

f u l l  heart block was present in  Case No. 56 who died o f 

pneumonia several months a fte r coronary les ion . A uricu la r 

f lu t te r  and f u l l  heart block was present in  Case No. 68 who 
lived  fo r f u l ly  a year.



I t  has been our experience that the development of 

thrombosis elsewhere adds to the g ra v ity  of prognosis. We 

cannot express any d e f in ite  conclusion on the value o f high 

leucocytosis; in  our lim ite d  experience i t  has not been 

h e lp fu l.

Prognosis must always be guarded. i t  cannot be too 

strongly emphasised tha t death may occur suddenly at any time 

even in a pa tien t who is  apparently doing w e ll. Cases Nos.

3 and 16.





Tbe in troduc tion  in  1903 by Eintboven of the s t r i r g  

galvsnometer which consisted o f a very d e lica te  thread of 

platinum or s ilve re d  glass suspended between the poles o f a 

stationary e lec tro  magnet and deflected by the most minute 

heart curves was an epoch making event in  the study o f heart 

disease.

The e lectrocard iograph, based on the s tr in g  galvanometer 

in  the hands o f Lewis, 1/enckeback and others soon became of 

extreme value not only in  experimental research but also as 

an aid to diagnosis.

i t s  means the study o f disordered cardiac mechanism 

was placed upon a ra tio n a l basis, tbe arrhythmias were now 

c la ss ifie d  and th e ir  s ign ifican ce  gauged.

One of tbe most d i f f i c u l t  problems of medicine is  tbe 

detection of early evidence o f myocardial disease and w ith in  

recent years most e lectrocard iograph ic research has been 

directed along th is  channel.

In  1910 Eppinger and Rotbberger (30) showed tha t 

ch a ra c te ris tic  electrocardiograms were obtained in les ions 

of one or other main branch o f the bundle o f H is*

Eppinger and Stoerk (31) diagnosed during l i f e  a les ion  

o f tbe r ig h t  branch of the bundle which was subseouently 

confirmed post mortem.



Lems (32) has summarized the typ ica l fea tures of tbe 

branch bundle b lock electrocard iogrem.

1. Tbe ch ie f de flec tions are greater than normal in

amplitude.

2 . The in i t i a l  phases have an unusual du ra tion .

3. The ch ie f and f in a l  de flec tions  are opposite ly

d iv ided; tbe course is  broadly d iphasic .

Cowan and Bramwell (33) in  a study o f 24 cases o f 

bundle-brancb b lock came to the conclusion tha t i t s  presence 

indicates a d e fin ite  myocardial le s io n  but i f  unaccompanied 

by signs of cardiac in s u ffic ie n cy  is  not necessarily o f grave 

prognostic s ig n ifica n ce .

From t.he gross changes o f bundle branch le s io n  the next 

step was tbe study o f lesse r va ria tion s  in  the electrocardiogram .

Oppenheim and R othschild (34) suggested tha t les ions o f 

tbe a rborisa tion  of tbe bundle produced ty p ic a l e le c tro 

cardiographic changes. irb o r is a t io n  b lock was evidenced 

by low voltage QRS w ith broadening and notching or s p lin te r in g .

Lewis (35) d id  not accept th is  view th a t th is  type o f 

electrocardiogram need be associated w ith a p a r tic u la r  le s io n  

of tbe l e f t  Purkin je  network.

Wilson and Herdman (36) regarded a number o f these 

tracings as in d ica tive  o f incomplete heart b lock.

^11 were agreed that these changes were d e f in ite  evidence 

o f myocardial disease*



In 1919 H errick  (37) described Invers ion c f 7 -sve id 

Leads I end II in  cases of Coronary Occlusion. ‘ i - i l a r  

changes bad been found by 3n ith  (38) a fte r  experimental l ig s : io n  

of coronary a rte ry  in  dogs. Pardee (39) in  1920 was the l i r s t  

to record a change in  tbe electrocardiogram  occurring  immediately 

a fte r an occ lus ion . He s ta tes "curves o f th is  sort are ob

tained in  experimental work, also i f  tbe records are taken during 

tbe f i r s t  few hours a fte r  ty in g  o f f  a coronary branch. The 

typ ica l features of these records is  tha t tbe £3? in te rv a l does 

not s ta rt from tbe base l in e  o f the record but comes o f f  from 

the QBS group at some po in t above the base l in e " .

Weern (40) described dim inution o f anplitude o f tbe 

e lectrocardiographic waves in  two pa tien ts  su ffe rin g  from 

coronary thrombosis. Cowan (41) found d is t in c t  changes in 

tbe e lectrocardiograa o f a p a tie n t s u ffe r in g  from progressive 

myocardial degeneration examined over a period o f years. 

Describing these changes be s ta tes " In  1922 i t  was abnormal,

PR in te rva l being long and tbe QBST in te rv a l excessive.

In 1924 there was l i t t l e  change but tbe de flec tions genera lly  

were la rg e r . In  1925 tbe e lectrocard iographic complex bad 

a ltered. Tbe de fle c t ions were s t i l l  la rg e r and tbe QRST 

bad a lte red , tbe QRS in te rv a l measuring 0*18 to  0#20 seconds 

while S III wes succeeded-bj s comparatively ls rg e  d e fle c tio n  

with s thickened downstroke wbicb iterged into T".



Parkinson and Bedford (42) recorded changes in 2G cases. 

Repeated electrocardiograms were taken. The; found that 

electrocardiograms obtained w ith in  a week o f sudden occlusion 

showed RT in te rv a l e ith e r above or below the is o e le c tr ic  le v e l -  

the extent o f RT devia tion  was usually about 1-3 nuns., but 

occasionally reached 6 mms. The RT e leva tion  was frequen tly  

f la t  topped or p la teau l ik e ,  but sometimes continued to r is e  

to form a summit. These changes were best seen in  Leads I 
and I I I  end were constantly opposite in  these leads -  e leva tion  

of RT in I being accomplished by depression of RT in  I I I  and 

vice versa. RT devia tion  was occasionally present in  one 

lead only.

T waves, were frequently  absent and when they re tu rned  

they were in opposite d ire c tio n  of RT d e v ia tio n . when RT 

deviation bad disappeared the RT preceding the T wave usua lly  

exhibited a noticeable upward tendency. This la s t  phenomenon 

has been described and designated the Coronary T wave by 

Pardee (43) and Cove plane T by Oppenheim and R othschild (44 ).

Parkinson and Bedford fu rth e r demonstrated tha t trac ings 

obtained a few weeks a fte r  acute onset conformed to one of two 

types. These they termed T I type or T III type accord ing 

to the presence of T inversion in  I or III.



W illiu s  (45) in  h is  ftudy of coronary occlusion d ivided the

abnormalities in to  ten types

( i ) Inversion o f T wave*

(2) Pardee T wave.

(3) Incomplete Block.

(4) Complete Block.

(5) Bundle Branch Block.

(6) A u ricu la r p ib r i l le t  ion.

(V) Inversion of P.wave in  I I I .

(8) S p lin te rin g  in  2 leads.

(9) Prolongation of QRS*

(10) Pr olonga t  i on of QRST.

He found i t  unusual fo r  electrocardiogrsm  to  re tu rn  to 

normal lin e s  in  less than s ix  months to one year,

G ilc h r is t and R itch ie  (46) in  a C r it ic a l Survey o f 148 

cases in  which* s e r ia l electrocardiograms bad been taken, 

concluded tbat"even although co n tro l electrocardiograms and 

post mortem confirm ation of the c l in ic a l diagnosis be lack in g  

these sequential a lte ra tio n s  o f the HP segment and of T 

occurring in  the course o f a short period of time are strong 

presumptive evidence o f myocardial in fa rc tio n ” *



PRE INFARCTION ELECT RO CARDIOGRA!

In 5 cases I obtained electroeardiogrsms before the onset 

of ch a ra c te ris tic  symptoms of in fa rc tio n .

In Case No. 71 three days before term inal in fa rc t -  the 

trac ing  showed no abnorm ality.

In Case No. 39 tra c in g  one month before in fa rc t -  the 

electrocardiogram was of the l e f t  axis deviat ion type. 

There was no abnormality o f RT or T wave.

A tracing taken one month a fte r  in fa rc t was s im ila r except 

fo r  s lig h t d im inution of amplitude o f the waves.

In three of these cases there was abnormality of Lead I I I .

In Case No. 31 there was d im inution of amplitude of QRS 

with s l ig h t ly  elevated RT.

In  Gases Nos. 30 snd 53 there was s l ig h t  shouldering of RT 

with inversion o f T wave.

I have found th is  type o f abnormality in  a large series o f 

patients su ffe rin g  from ty p ic a l angina o f e f fo r t .

In  Cases Nos. 30 and 31 ty p ic a l sequential a lte ra tio n s  of 

Lead III were recorded during t h e  subsequent a ttack .

In  four of our f iv e  cases the electrocardiogram ind icated



abnormality before the onset o f symptoms.

In three o f these the abnormality was in  Lead I I I .

W hilst abnormality o f th is  Lead is  not uncommon in  many 

apparently normal in d iv id u a ls  -  the presence o f inverted 

T wave with preceding upward shouldering even i f  found in  

th is  one Lead should be regarded as possib le ind ica tion  o f 

coronary involvement.

I t  is in te re s tin g  to  note that in  Case No. 31 the 

electrocardiogram was suggestive o f cardiac in te ra c tio n  

several days before the onset o f ty p ic a l symptoms.



Oase K o . JZ l.

3 day s before te rm in a l

Apart from s l ig h t  d im in u tio n  o f am plitude 

the e lec troca rd iog ra m  i s  normal.



3( .
Case. I<o• 31#

Before Onset

25.3.30*

T uprigh t in  a l l  leads*

PR -  *16.

QRST = .36

QRS in  I I I  -  small amplitude.



31.

Case No. 31.

2 Days a fte r onset

P inverted in I I I .

T inverted in I I I  -  diphasic in I  & I I *  

QRST = *28 -  *32

14.4.30 

7 Days a fte r onset

P inverted in  III 
T inverted in H I  and I I .



32.

Case No. 31.

4 months a f t e r  onset.

Lead I I I  s t i l l  o f diminished amplitude 

otherwise no abnormality.



Case :Io. 30. 

Before Onset
33

16.3.30

After Onset 
1.5.30,

QRS s p lin te r in g .
T v/ave inversion in I I I .

Increased amplitude In v e r te d  T In  I I I
of 0 wave in I I  and I I I  ^  e leva tion  in
RT elevation in  I I  & H I*  I *  ano 1 -

3.5.30 4.5.30

'Mail

T wave no longer 
inve rted  in  I I I *



Case IIo ,53 .

5 days before T e r r in a l I n fa r c t .

34.

RT e leva tion  w ith inverted T in I I I .  

Cowan ,7ave present.



Case No. 39.
35.

One month be fo re  i n f a r c t .  «

L e f t  V e n tr ic u la r  Preponderance.

One month a f te r  in fa r c t

S lig h t d im inution in amplitude of in  

a l l  Leads. No T wave inversion.
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T ree lags were obta ined in  36.o f our cases du ring  the 

acute stage o f  i l l n e s s ,  ( Cases llo • 1, 3, 4 , 5, 6 , 6, 9,

10, 13, 14, 16, 23, 24, 25, 26, 27, 28, 29, 30, 31, 32, 33,

34, 35, 36, 37, 42, 43, 54, 55, 66, 67, 68, 92, 33.)

The changes in  the electrocardiogram varied.

(1) Axis Deviation,

(2) sequential changes of Parkinson and Bedford.

(3) Increased amplitude of Q III (Cowan).

(4) Broadening and S p lin te r in g  o f QRS*

(5) Prolongation of QRST»

(6) Inversion of P I I I .

(7) Ahno^ilsl i t .y  of Rhythm.

(8) Normal Blectrocardiogram.

AHS DEVIATION.

L e ft axis dev ia tion  was present in  almost every ease#

This was in  agreement w ith  pa tho log ica l f in d in g s . In  every 

case examined post mortem there was enlargement, in  some cases 

very marked, o f the l e f t  v e n tr ic le . in  case 24 the e le c tro 

cardiogram was o f the r ig h t axis devia tion  type u n t i l  s ix  

»ontbs a fte r  a ttack when i t  became l e f t  axis dev ia tion . X-ray 

examination o f th is  case in  the early stages showed no enlarge

ment o f the heart downwards and to the le f t .



25 s e r ia l tracings were obtained. 15 o f these were of the 

sequentia l type described by7 Parkinson and Bedford.

7 were of the TI type (Cases No. 1, 2, 3, 23, 24, 25, 34).

9 were of the T i l l  type (Cases No. 15, 16, 2.3, 27, 29, 30,

31, 32, 93).

Case No. 23 showed sequential a lte ra tio n s  character is t ie o f 

both types.

In our cases there would appear to  be a d e fin ite  order o f 

change -  we sh a ll describe those changes as seen in  TI type

(1) E levation of RT I .

(2) E levation of RT I and I I .

(3) Diphasic T I .

(4) Invers ion of T I .

(5) Diph asic T 11.

(6) Inversion of T I  and T I I

(7) Gradually increasing inversion of T I .

(3) Diminution of Inverted T II#

(9) T I I  absent, amplitude o f T I  dim inished.

(10).,. Upright T I I .

(11) T I  absent

and occasionally 

( ^ )  Return to  normal -  Upright T 1.



3 0 .

RT DEVI AT ION.

RT devia tion  was present in  22 o f our cases. ET I was 

elevated in  11 of these and ET I I I  in  11. (HP I Oases No. 1,

2, 3, 4, 5, 8, 22, 24, 26) (RT I I I  Cases No. 13, 15, 16, 27,

28, 29, 30, 31, 33, 93, 93).

Oppenbeim (47) bas described e leva tion  of RT s ix  hours a fte r 

obstruction of coronary a rte ry . In two of our cases i t  was 

present w ith in  12 hours. This e levation  varied  from a s lig h t 

upward rounding RT (or more c o rre c tly  ST) to a marked e levation  

of over 6 mm. (Case No. 29). This case made a good recovery 

and I have not found the extent o f RT dev ia tion  to  be o f any 

prognostic value (Ernstene A.C. 48). The gradual inversion of 

T wave usually commenced w ith in  2 to 13 days.

INVERSION OF T MVE.

Gradual invers ion  of T wave commences between the th ird  and

th irteen th  day. In Case No. 34 T I  and T I I  inverted 36 hours

a fte r onset. In  Case No. 6 ET remained elevated fo r  18 days

after which the ty p ic a l sequent 1 s i a lte ra tio n s  of T wave occurred.

In Oases No. 28, 33 and 38 HT was s t i l l  elevated 4 to 6 weeks

after onset, and in  Cases No. 41. to 50 f iv e  to s ix  months a fte r  
onset.



In none of our fa ta l cases did T I I  become inverted , 

in  one of these, da ily  tracings were obtained fo r  lu l l y  a month.

In 3 of these cases invers ion  o f T wave was succeeded by 

a fu rth e r e levation o f RT. I t  may be tha t inversion of TI I 

is  evidence o f attempt at recovery and that the re tu rn  of ET 

indicates fu r th e r  spread of in fa rc t io n .

RETURN TO NOEUL.

The re tu rn  to uprigh t T wave may occur w ith in  s ix  months, v 

Typical abnormality may p e rs is t, however, a fte r f u l ly  a year.

In  Case No. 23, however, T i l  became upright in 7 days and 

T i l l  in  8 days.

Case No. 24 T I, T il*were s t i l l  inverted a fte r  one month, 

but bad both bee erne uprigh t in  6 months.

C a s e  No. 25, TI and T i l l  w e r e  s t i l l  i n v e r t e d  10 w e e k s  aft e r .
Ce^e No. 27, T I I  and T i l l  were s t i l l  inverted 5 weeks a fte r^

Case No. 32, T I I  and T i l l  were s t i l l  inverted 6 weeks s fte # i

Case No. 40, T I I  a nd T U I were s t i l l  inverted 3 weeks a fte r ,

T I I  up righ t 11 weeks a fte r .

Case No. 46, T i l l  was inverted 3 weeks a fte r .

Case No. 62, T i l l  was inverted 22 days a fte r ,  uprigh t 

2 months a f te r .

Case No. 29, T i l l  was s t i l l  inverted 6 months a fte r .



Case No. 47, TI inverted 5 months a f te r .

Case No. 23, T I I  became uprigh t fo r  the second time 

8 fte r 5 months. T l was s t i l l  inverted 15 months a f te r .

I have described the ty p ic a l changes but in some of our 

cases, as already ind ica ted , sequential a lte ra tio n s  may occur 

rap id ly  from day to day (Case No. 23).

V aria tions from bundle branch block -  sharp inversion 

o f T wave -  almost normal electrocardiogram may take place 

w ith in  a period of days (Case No. 16).

To draw conclusions from a s ing le  e lectrocard iogram may 

lead to gross e rro r.

w h ils t the sequential a lte ra tio n s  are the most dramatic
a.

electrocardiographic changes met w ith  in  coronary occlusion 

they are unfortunate ly from the d iagnostic point of view, not 

always encountered and one has frequently  to depend on other 

e lectrocardiographic evidences of myocardial disease to co n fira  

the diagnosis of coronary involvement.

None of the changes which I now describe are c h a ra c te r is tic  

of sudden coronary occlusion, but ra ther of chronic m yocarditis 

secondary to progressive coronary obstruc tion . Not only do 

se ria l tracings in  these cases show no sequential a lte ra tio n s  

but the abnormality is pers istent, or gradually progressive. 

Once only have I  seen a broadened and sp lin te re d  QRS re tu rn



41.

to normal. Prom a study of over 3000 tracings in  which I 

have but ra re ly  found these e lectrocard iograph ic changes in  

other types of myocardial disease (and these I  have de ta iled  

below) I  have been convinced tha t they are p o s itive  evidence 

of in terfe rence w ith  coronary c irc u la t io n .

3. C o w a n  r e c o r d e d  gradual i n c r e a s e  in a m p l i t u d e  o f  CHI in
p r o g r e s s i v e  m y o c a r d i a l  f i b r o s i s .

This abnormality occurred in  14 of our trac ings (Qases 

Ho. 2, 13, 15, 16 , 27 , 28 , 29 , 30, 32, 33, 34 , 36 , 37 , 41) 

and was associated w ith  inversion o f P i I I  in  4 o f our cases 

(Cases No. 28, 33, 36, 37) where i t  occurred sequential 

a lte ra tio n s  were not obtained even when repeated tracings 

were taken.

I  have found th is  to be the most common change in  the 

electrocardiograms o f over 150 cases o f angina pecto ris  and 

have also noted its  presence in 5 cases of acute rheumat ism 

end 11 cases of p e r ic a rd it is .

BROADENED AKD SPLINTERED GPS.

Abnormality o f QPS was a frequent occurrence.

S p lin te ring  and broadening was the most common. In two 

cases (Cases No. 10 and 35) the change in  QRS was suggestive 

of Bight Bundle Branch Block Type. As w ith other features



o f electrocardiogram the coronary occlusion .RS v a r ia tio n  

may be tra n s ie n t. In  Case No. 15 QRS changed from day 

to day.

In  three o f my cases the main abnormality was in the 

QRS complex. QRS was broadened and sp lin te red  in  a l l  these 

cases. In  two there was broadening of the RS in te rv a l 

and s lu r r in g  of the S wave. A s im ila r  type of abnormality 

was met w ith  as a tra n s ie n t fea tu re  in  the sequential 

a lte ra tio n s  o f QRST complex in  Case No. 15. In these 

other cases, however, th is  abnormality s t i l l  persisted months 

ef t e r.

In the th ird  case of th is  group there was pro longation 

and notching of QRS complex of the type associated with 

Aborisation Block by Oppenbeim and Rothschild .

PROLONGATION Of QRST.

There is  s t i l l  much d iffe rence  o f opinion w ith regard 

to the s ign ificance  of prolongat ion o f QRST* Pardee (49) 

suggests tha t "For heart ra tes of 70 or over the maximum 

normal dura tion  of systo le  be set at *40 seconds measured 

from the beginning o f the QRS group to the end of the T wave# 

In some o f our cases QRST was at f i r s t  d e f in ite ly  prolonged 

beyond *46 (Case No. 23) and diminished w ith  improvement 

to the p a tie n t.



6. INVERSION OF P I I I .

In  f iv e  of our esses in  the present Series P I I I  has 

been inverted* In two of these the inversion was associated 

w ith p e rs is te n t e levation  of R T III. The amplitude of V I I I  

was increased in  a l l  these cases. This inversion may be 

tra n s ito ry  and I have seen P I I I  vary; u p rig h t, diphasic and 

inverted in a s ing le  record ( Qase No. 37). In  11 cases o f 

acute p e r ic a rd it is  the electrocardiogram has shows th is  

abnorm ality.

W illiu s  (50) has recorded th is  change and is  inc line d  to 

regard i t  as evidence of coronary sc le ro s is .

7* A3M0MALITY OF RHYTBK. '

I have seen most types o f abnormality o f rhythm. In  

some of the cases th is  abnormality was the s tr ik in g  feature  

o f the electrocardiogram.

Oase No. 70 in  which there was a h is to ry  o f repeated 

attacks of pe rs is ten t anginoid pain showed paroxysmal 

ve n tricu la r tachycardia.

In  Case No. 56 f u l l  heart block pers isted from the onset 
of a ttack.

The most frequent type of abnormal rhythm was that due to 

ve n tr icu la r extra systo le  and both during the acute stsge 

sod in the stage of recovery. Parkinson and Bedford (42)



were impressed by th is  frequency which appears to be 

more than acc identa l,

NORMAL ELECTROCARDIOGRAM.

In two of my cases which recovered, Ho, 54 and 66, 

and in  one which d ied , No, 71, the electrocardiogram 

showed no marked abnorm ality. S im ila r fin d in g s  have 

been recorded by Wearn (51) Anderson (52) and Campbell (53)* 

In the absence of s e r ia l tracings I cannot draw any 

d e fin ite  conclusion from these. Theo re tica lly  i t  would 

be possib le tha t a small in fa rc tio n  invo lv ing  a "q u ie t" 

area of the heart need not cause e lectrocardiographic 

a lte ra t io n , (Craib 54).

Recent work by Wolfertb and Clackwood (55) would 

suggest tha t the in tro d u c tio n  of a fou rth  lead may minimise 

the p o s s ib il i ty  o f e rro r ,

SMALL AMPLITUDE QBS.
The amplitude o f QRS varies considerably in  normal

in d iv id u a ls . The upper l im i t  o f noimal has been f  ixed 

a t 16 mms. and the lower at 7 mats. The p o s s ib il i t ie s  

of e rror in  assessing wave amplitudes are fa m ilia r  to 

anyone acquainted w ith  the technique o f electrocardiography*



During marked c irc u la to ry  fa i lu re  i t  is  common to f in d  

the amplitude much diminished end w ith  c irc u la to ry  improve

ment a gradual increase o f amplitude takes place. Wearn (40) 

has recorded diminished amplitude of QRS in  Coronary occlusion.

I have found th is  d im inu tion  of amplitude most frequen tly  

in  those trac ings where sequential a lte ra tio n s  occurred and 

dim inution was most marked in  tha t le8d which f i r s t  showed 

e leva tion  of the RT in te rv a l i .e .  in  Lead I in  the TI type 

of electrocardiogram and in  Lesd I I I  in  the T i l l  type.

In  one o f my cases two years a fte r  what appears to have 

been a coronary occlusion and a few days before sudden death 

the amplitude o f QRS was much diminished in a l l  leads -  

(maximum 3 mms.) •



4 6 .

iSLEQTBQQl.TDIOGBA?HI IN Till i.UOY BY 5TAG.3.

In  those cases "/here t ra c in g s  could on ly be ob ta ined some 

time a f te r  the onset o f  i l ln e s s  the e lec tro ca rd io g ra p h  ic changes 

resembled one o r  o th e r o f  the types encountered where s e r ia l  

tracings were recorded*

1. Le ft axis was only abnormality in Gases No. 52 and 82.

2. Gases No. 44, 45 and 47 bad inversion o f T I. Gase No.

51 showed invers ion  o f T I I  and T i l l  and in  Oases No. 46 

48 and 49 T i l l  was inverted .

BT I I I  in  Csss No. 50 was elevated 5 months a fte r  the

attack,

3. Q I I I  was increased in amplitude in  Gase No. 50.

4 . QBS was broadened and sp lin te red  in  Oase No. 85.

5* P I I I  was inverted in  Oases No. 50 and 83.

0* Auricu lar F ib r i l la t io n  was present in  Oases No. 38 and 43

In the la t te r  case f ib r i l l a t io n  was f i r s t  recorded two 

years a fte r  the onset. Recurring v e n tr ic u la r extra 

systoles were found in  Oase No.: 69 and paroxysmal ve n tr ic u la r 

tachycardia in  Oase No. 70#

..."ail



APNOBMiL 4BS IN  AQTJT3 PjRIQABDIT IS*

Por some time a fte r  Pardee1 s descrip tion  o f BT elevation 

in  coronary occlusion th is  e lectro  card iograpb ic phenomenon was 

thought to be p ecu lia r to the c o n d it io n .  Since then i t  has 

been noted during  acute rheumatism, rheumatic c a r d it is  and 

in  p e r ic a rd it is  w ith  e ffu s io n , uraemia and lobar pneumonia.

A possible explanation of tb is d is to r t io n  in these diseases 

would be (s) lo ca lise d  inflammatory m yocard itis , or (b) lo c a lis e # | 

anoxaemia of cardiac muscle.

In  eleven cases of p e r ic a rd it is  inversion o f p wave was 

present.

In three cases I have found abnorm alities of e lec troca rd io 

gram s im ila r to those encountered in coronary occlusion. In  

one case there was small amplitude QB3 and e leva tion  of BT in  I .  

Three months la te r  P wave was inverted in  I I I .  In  the second 

case BTI e leva tion  was la te r  succeeded by BTI depression and 

s t i l l  la te r  by inversion by T I I  and T i l l .  la  the th ird  case 

there was inversion o f f  wave in  a l l  leads*

Three months la te r  T was uprigh t in  a l l  leads*



SEQUENTIAL NLBOTBOCiiBDIOGPaLS.

T I  Typo.



Case No. 23.
49.

*.3.29. H? = *12 secs.

P i s  notched in  I I I  

L e ft  v e n tr ic u la r  preponderance 

High PT in te r v a l in  1 

P notched in  I I I .

10.3.29.
PP b *14 secs.

T inverted in  I I  and I I I .  

QPST ■ .36 secs.

P notched in  I I



Qase Ko. 23 5 -j .

PT elevated in  I

T inverted in  I I  and I I I

12. 3. 29. T wave absent in  I I

T wave inverted in  I I I  
but less marked than on 
11/3/29,

PT in  I  p lateau type.



Gradual d im in u tio n  

o f T wave in  I I I  

PT p la te a u in g  in  I .

E levated PT in  I  and I I  

T wave u p r ig h t in  I I I



18, 3. 29. T Wave inverted in  I

E levation o f PT in  I I .

Cowan wave in  I I I .

Inversion o f T in  I , I I  £ 
I I I  leads.

PR -  *14 secs.

QRST » »46 secs.



.

T wave absent in  I I I



30.3. 29

4.4.29.

rf>ST =

qpst -

54.

•48 - f"

•48



flaae No, ^3. 51.

9,4. <s9 •
QRST = *44



56.

13.5.29

'^EST = A O  -  .36 

B wave th ic k e n in g  in  I I  & I I I .

Case ho. ^3.
* j . ____ _____________

5.6 .^9

In ve rte d  in  1 
QBST -  .34 secs.
S p lin te r in g  o f  E wave in  I I  & I I I .
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L e ft  V e n tr ic u la r  Preponderance 
BT s l ig h t ly  e leva ted  in  1 
QBST = .40.
T nov/ u p r ig jit  in  I I  and I I I .

Case ;.o. l iL .



Case No. ^4.
58.

14.4.30

ER -  .16
E ig h t V e n tr ic u la r  
Preponderance.
ET e le v a tio n  in  I  & I I  

depression in  I I I .  
QES notched in  a l l  leads,

15.4.30.

16.4.30 18.4.30.

Note -  in v e rte d  T in  I  and I I



Oa se h o. 24.

29.4,30

T rac in gs  show l i t t l e  change.

6 months a f te r  onset.

7 .1 0 .3 014.5.30

how loft ventricular preponderance 
T wa\wave u p r ig h t in  a l l  leads.



T in v e rte d  in  I  and I I
upright in  I I I .

Gradual d im in u tio n  o f am plitude o f T in  I I I .



Case No. 25.

61.

33.5,31 6 .6 .3 1 .

15.6.31.

L e ft  v e n tr ic u la r  preponderance 
ET e le v a tio n  I

depression in  I I I

S rSr ':

Lead 1 
12.6.31,

Elevated ET
Commencing in v e rs io n  o f T

29. b H

T now in v e rte d  in  I  & I I . T more sharp ly  in v e rte d  
in  I  and I I

u p r ig h t in  I I I .



T wave s t i l l  in v e rte d  in  I .  
D iphas ic  in  I I .
Small am p litude  o f J3S.



22.2.28

Oase Mo-

S3.

L e ft  V e n tr ic u la r  Preponderance 
PB~  * 20.

ET e le v a tio n  in  I ;  depression in  I I I  
T wave u p r ig h t in  I I I .

2.3.28
10 days la te r

J

BT e le v a tio n  in  I  s t i l l  p re se n t.

i



15 .10 .2 8 , -  36 hours a fte r  onset.

PE -  -12 
«{EBT -  *46

L e f t  V e n tr ic u la r  Preponderance 

T in v e rte d  and exaggerated in  I ,  I I .



2.10.27.

L e ft  v e n tr ic u la r  preponderance, 

PE = *16.

<3ES notched in  I I  and I I I .

T i s  in v e rte d  in  I .

Three days a fte r  a tta c k .



Uase Mo. 56. 66 4

8. 5. 31.

PR = *23
B ig h t V e n tr ic u la r  Preponderance. 
UBST -  .36
P la te a u in g  o f BT in  i  
Small am p litude UBo.



SEQUENTIAL ELECTB0CARD1OGRAMS.

T I I I  Type.



24 hours a fte r  onset.

1 7 .6 .25-

Pul 1 Heart B lock.

E levated PT in  I I  and I I I  

PT depressi on in  I .



18.6.32.

GageNo^^^. 69.

L e ft  Cardiac Preponderance. 

H igh BT in  I I  and I I I  

A u r ic u la r  Bate 90 p.m. 

V e n tr ic u la r  52  p.m.



Case , o. y.9-
70.

Z2.6.ZQ

5.la.as

£R = .16 
T inve rted  in  I I I .



,^ase No. 29
71

29. 3. 29.

Small normal d e f le c t io n  in  I  and I I .

Note -  T wave u p r ig h t in  I I .

QBST absent in  I I I  (F a u lty  connection?)
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Case No. 27.

25.3 .31.24.5.31

2 days a fte r 
onset.

27.5.31. 28.5.31

Note gradual invers ion o f T Wave in  I I I .



Case No. 2 7 .-
V

73

30.5*31

5.6.31.

3.6.31.

Note. T wave in  I I  becomes g ra d u a lly  in v e r te d . 
T wave in  I I I  o f marked am p litude .

6.6.31.



Case No. #7* 74.

12. b. 31.

*5.0.31.

l5 .b .  I

30.6.3!

L i t t l e  a l te r a t io n  d u r in g  the next 
mo nth .



3 weeks a f te r  onset. 

4 .4 ,3 1 .

11 weeks a f te r  onset. 

29.5.31.

T wave in  I I  no longer in v e r te d  and 
in v e rs io n  in  I I I  is  much le s s .

L e ft  v e n tr ic u la r  preponderance.

T in v e r te d  in  I I ;  sharp ly in v e rte d  in  I I I .

Lead I I I  complex -  Q wave i s  g re a t ly  i n -
cr eased.

Qase lMo-40.



Case-ho. 3^. 76.

11 days a f te r  a t ta c k .

One month la te r .

QBST -  *40 secs.
T i s  sha rp ly  in v e r te d  in II and III. 
B is  s p lin te re d  in  I  and III.

T i s  le s s  sha rp lv  in v e r te d . 
N o te ."S h o u ld e rin g ”  o f  #T in  Lead I I I  

QRST *  .36



77.

Case No. 64.

Seven Do^s A f te r .

E le v a tio n  o f  RT in  11 and I I I  

T inverted in  I I I .



1 day a fte r  Onset.



Case No. 51.
7 9 .

S ix  weeks a f te r  onset

9 .9 .3 0 .

L e ft  v e n tr ic u la r  preponderance."

T in v e r te d  in  I I  -  sha rp ly  in v e r te d  in  I I I ,  

Note v a r ia t io n  in  am p litude o f te rm in a l wave 

in  QES complex in  I I I .



co

3 weeks a f te r  sudden 
onset o f pa in  in  l e f t  
side o f chest.

L e ft  v e n tr ic u la r  preponderance. 

T in v e rte d  in  I I I .

QEST -  *32.

\



61.
Case No. 92.

2 days a f te r  Onset.

D im inu tion  o f wave am p litude .

FT is  s t i l l  in v e r te d  in  I I  and I I I .  

T i s  becoming in v e rte d  in  I I I .

^  is  s t i l l +  in  I I I .



8 2 .

Case Wo, 93,

1 month a f te r  Onset.

T rac ing  taken 30 days a fte r  severe a tta c k  

and 12 hours a f te r  sedond a tta c k  la s t in g  

a few m inu tes.

Note. E le v a tio n  o f PT in  I I  and I I I .  
In v e rs io n  o f T in  I I  and I I I .
Q wave in  I I I  i s  o f markedly 

increased am p litude .



22 days a f te r  onset o f 
acute abdominal pa in  -  
Laparotomy.

27 .11 .29 .

dBS = *06

t^RST -  -36 -  .4 0  

T in v e rte d  in  I I I .  

S p lin te r in g  in  Lead I I I .

Case No.62.
ilm

iiii

16



Gase Ko. 6<j.
.

4.1.30.

L e f t  V e n tr ic u la r  Preponderance, 

<EST r  .36 

Note change in  £S in  I I I .

B wave now present.

T wave uprigh t.



ELKGTROCikBUI0GEMS showing -

(1) Increased amplitude o f Q I I I  w ith

inve rs io n  o f P I I I .

(2) Broadened and sp lin te re d  QES.



Case Ko. 37. e6

L e f t  Y e a tr ic u la r  preponderance.

PB a»

P in v e rte d  in  I I I  

QES in  I I  i s  abnormal.

T is  d is p la s ic  (? )  in  a l l  le ad s .

The appearance in  leads I I  & 111 i s  alm ost 

as i f  a normal LBS had been ro ta te d .

The te rm in a l wave o f Gowan in  QR 3 I I I  i s  

pr omi nen t.



13 .2 .32

Mote.

Case No. 37.

3 years la te r .

8 7 . .

T is  inve rted , in  111.

111 i s  - f

V a r ia t io n  o f P in  I I I  -  u p r ig h t -  d ip h a s ic  

in v e r te d .



Case No. 36.

12 days a f te r  a tta c k .

7 .5 .2 8 .

PE = *20 secs.
<$BS = *12 secs.

T d ip h a s ic  in  I I  and I I I

QRST = *40

e abnormal OPS in  I I I

EE ^ tt5------—
P b ifu rc a te d  in  I  

P in v e rte d  in  I I I .

25.6.28.

Not



Case No.28,

1 month a f te r  a ttac .c . 

3. 8. 28.

10.8.28.

P is  s t i l l  in v e rte d  in  I I I .
ET is  no longer depressed in  I  but 

remains e leva ted  in  I I I .

L e f t  V e n tr ic u la r  preponderance 
PE — •16 secs,  ̂ , TtT
ET is  depressed in  I  e leva ted in  i l l  
P i s  in v e rte d  in  I I I .
Q i s  f t  in  H I



Case No. 33
90

18.4.29.

7 days a fte r onset of severe praecord ial pain,

L e ft ve n tricu la r preponderance. 
Poor T wave.
PT i s  s l ig h t ly  elevated in  I I I .  

P i s  in v e rte d  in  I I I .

25.5 .29 .

There i s  l i t t l e  change in  the e le c tro ca rd io g ra m .



flase No, 67.

A rb o r is a t io n  B lock ( QRS *  *16)

QBS broadened and s p lin te re d .

FT depression in  I  and I I .

T in v e r te d  in  a l l  le a d s .

F e c u rr in g  e x tra  sys to le s  Lead I I  (1 .3 .2 8 )



uase 'No. 67.

Broadening and s p l in te r in g  o f E S
/

B xtra  sys to le s  -  Lead I I I  (5 .3 .2 8 )

Lead I  (9 .3 .2 8 )

5.3.28 9 .3 .2 8 .



Ca3e No.41.
. .

Three weeks a f te r  
a t ta c k .

2 4*9 .30 .

PR r  *20

Note -  Abnormal QBS =■ *12.

RT e le v a tio n  ? in  I I I
depress ion  in  I  and I I .

R oberts
25.4.31.

Increased am p litude  o f waves in  a l l  le a d s . 
O therw ise th e re  i s  l i t t l e  change.



Case No.42.
94-

P rog ress ive  Cardiac weakness 1 month. 
P e r ic a r d i t is  -  2  days before (1 7 3 .3 0 ).

Note abnormal QBS 

PT e le v a tio n  in  I I I

depression in  I  and I I  

T wave in v e r te d  in  I I I .

There was no change in  subsequent t ra c in g s  taken over 
a p e rio d  o f  one y e a r.



ELECTBOOaBDIOGEAMS Showing 

A b no rm a lity  o f  Fhythm.



P u ll  Heart B lock. -  D uring  Stokes Adams ■^gxlure 

Mote absence o f v e n t r ic u la r  complex - in  I .

4.10.

S p lin te r in g  and Broadening o f QES

QRST -  *50 secs.



Case lip. 70.
07
•S  i  »

Frequent a tta c k s  of p ra e c o rd ia l p a in , . dyspnoea 
and p a lp ita t io n ,  

t ra c in g s  taken d u rin g  attack.

Frequent v e n tr ic u la r  e x tra  sys to le s  
Paroxysmal v e n tr ic u la r  ta ch yca rd ia . 
Note in v e rs io n  o f PQBST in  I .



, NORMAL ELECTBOCAR 01OGRAMS.



Case Tto. 54. 9 9 .

6 days a f te r  onse t.

4 .1 0 .2 8 .

PR = *15 

(iRST -  *40 

T IS • f ' in  II ' 
No RT d e v ia t io n



Cage No. 6 6 .

PR -  18.

T wave u p r ig h t in  I  and I I .  

absent in  I I I .

No RT d e v ia t ion .



ELECTROCAfiD 1 OGBAUS AFTER RECOVERY.



Case No. 1 0 2 .

One year a f te r  f i r s t  
a t ta c k .

Three months a f te r  
second a tta c k .

L e f t  v e n tr ic u la r  preponderance 

T wave absent in  I I I .



15 months a fte r  a ttack

Small am plitude ^ES. 

L e ft  a x is  d e v ia tio n .



Z months a f te r  a tta c k

L e ft  v e n tr ic u la r  Preponderance, 

W. = -16 

T in v e rte d  in  I  

QRS notched in  a l l  le ad s .



Case Ho. 45. 105

b months a f te r  f i r s t  o f 
many a n g in a l a tta c k s .

7 days before te rm in a l 
a tta c k .

1 7 .6 .3 0 .

L e ft v e n tr ic u la r  preponderance. 

BT depression in  I I .

T in v e r te d  in  I .

Poor T am p litude  in  a l l  leads.



Case ^o. 47.
106.

F iv e  months a f te r  
severe a tta c k  o f 
S ta tu s  Anginosus.

27.6.31.

L e ft  v e n tr ic u la r  preponderance 

T in v e rte d  in  I .

mi
ni



Case Ho. 48.
107

*

ET e le v a tio n  in  I I I .

T wave in v e rte d  in  I I I .

Three months a f te r  
a t ta c k .

27 ,12 .30 .



A f te r three months.

Small am plitude i j f s  in  I I I  

ii le v a te a  RT and in v e rte d  T in  I I I .  

JSxtra Systole in  Lead I I .



Case No. 50.

109

2 .9 .3 1 .

Five months 
a fte r  a t ta c k .

RT depression in  I .

e le v a t io n  in  I I I .  

(4-f- i n  I I I

T wave in v e r te d  in  I I .



Case i.o . 8 5 ,

1 1 0 .

Tiiree mo at ha a f te r  a tta c k -

L e ft  V e n tr ic u la r Preponderance.

QES = .14. QBS s p l in te r in g  in  I I  and I I I .

EF s l ig h t ly  e leva ted in  I I I .

E ig h t Bundle Branch B lock ?



It
lH
I

Case H o• 83.

.Five months a f te r  •

In v e rs io n  o f  P in  I I I .  

In v e rs io n  o f T in  I I I .



Case Ko. 38
11

4 weeks a f te r  onset.

4 .5 .3 1 .

A u r ic u la r  f i b r i l l a t i o n .
Left V e n tr ic u la r  preponderance.

<pS -  .12
QEST » *34 secs.

RT e leva ted in  I I  and I I I .



Case No,43.
]

113.

3 months a f te r  a tta c k .

9.5.37.

BT s l ig h t ly  depressed .in  I  and I I .  
Abnormal QfiS complex _ in   ̂I I I .
Q wave am plitude v a r ia t io n .

oraalf^np 11\uS.e1 &§!$11 n I I I
Q wave is  f  in  I I I  and 
varies m  amplitude.

A. P.
Note change in  QRS 

in  I I I
I t^ is ^ n o w  o f normal

T inve rted  a l l  Leads



Vase i.o.
114

♦-jfter a t t a c k .

3.11,28.

Le ft Ventricu lar Preponderance.
’<BS is  increased.
B ecu rr in^B  Ventricu lar Extra Systoles. 

' O- # f secs<*



Case ho. 63.
115

Two years a fte r a ttack 
o f " g a l l  stones". 

Seven days before 
sudden death.

8 . 4 . 2 9 .

Small Q R S  amplitude in a l l  leads. 
T w a v e  a b s e n t .



Case No# 90.

F i v e  m o n t h s  a f t e r  a t t a c k .

S n a i l  a m p l i t u d e  g R 3 P .
No a x i s  d e v i a t i o n .
T u p r i g h t  in all l e a d s .



:i :.L x . 0 »



Taken from p a tie n t 
su ffe rin g  from 
P erica rd i t is .  

5/30.



119.
T r a c i n g  f r o m  b o y  s u f f e r i n g  f r o m  a c u t e  p e r i c a r d i t i s .G r o s s  g e n e r a l i s e d  p e r i c a r a i a l  f r i c t i o n .Cons, o l i d  at ion of b a s e  of l e f t  l u n g .

Note e l e v a t i o n  
of RT in L e a d  I

Leads 11 &  I I I  only.

5 days l a t e r .
RT in  Lead I  is  now 
depressed.
ORB in  000 has changed.

14 days l a t e r .  
P e r ic a rd ia l  E f f u s i o n  
T i n v e r t e d  in II &  III*



Taken from pa tien t s u ffe r
in g  f r  cm acute rheuma
tism  complicated by 
p e r ic a rd it is .

9.6.31.

T wave diphasic in  I 

inverted in  I I  and I I I .

Small amplitude RS in  I I I .

Three months la te r

29.9.31.

T is  now uprigh t in  a l l  Leads
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P e r i c a r d i t i s  in  May 193P,

Small d e fle c tio n  and sp lin te re d  QRS in  I 

SLight p la teauing o f RT in  I .



OOEEiSLATION OP ELECTROCARDIOGRAPHIC 

ABKQHALITIES '.71TH PATHOLOGICAL 

FIIDTH&S.

a yrui)i op 17 c/-si-;s.



Once i t  was recognised tha t c e rta in  o f the e le c tro 

cardiograms obtained in  coronary occlusion could be separated 

in to  two types designated the TI or T i l l  according to whether 

invers ion  o f T wave occurred in  Lead I  or Lead I I I  i t  was 

n a tu ra lly  asked i f  these changes were c h a ra c te r is tic  o f 

p a r t ic u la r  pa tho log ica l les ions and fu r th e r ,  provided re 

la tio n s h ip  between e lectrocard iographic abnormality and post 

mortem fin d in g s  could be established would the prognostic 

value o f the electrocardiogram be enhanced.

f i t b in  recent years sttemptshave been made to  co rre la te  

e lectrocard iograph ic abnormality w ith the s ite  of the in 

fa rc t io n . Any conclusions drawn from an in d iv id u a l study 

must be o f lim ite d  s ign ifican e e .

Typ ica l TI or T i l l  changes are not constantly present 

in  coronary occlusion and indeed, are absent in  the m a jo rity  

o f cases.

I t  csnnot be accepted tha t the e le c tr ic a l upset in  the 

fa ta l case and in  the case which recovers are a lik e . The 

e ffe c t o f sudden occlusion must be two fo ld .  There is  

f i r s t  the lo c a l e ffe c t o f production of in fa rc tio n  and the 

throwing out o f fu nc tio n  of part of the cardiac muscle and 

second the general e ffe c t o f d isorgan isa tion  o f rhythmic 

cardiac co n tra c tion . This second fa c to r or heart shock



124

w i l l  be personal and variab le  and on i t s  presence and degree 

w i l l  depend the development o f at le a s t some of tbe 

arrhythmias w h ils t i t  cannot be disregarded as a possible 

cause of d is to r t io n  o f tbe electrocardiogram .

Parkinson and Bedford (56) were o f opin ion tha t TI or 

T i l l  type o f inversion may be determined by the size and 

s ite  of the in fa rc t and i ts  re la t io n  to  the apex ra ther 

than by p a r t ic u la r  a rte ry  involved.

Barnes (£7) suggested th a t the TI type fo llo w s  in 

fa rc t io n  o f the an te rio r surface of tbe l e f t  v e n tr ic le  and 

apex and th a t T i l l  type is re la ted to in fa rc t io n  o f tbe 

pos te rio r surface w ith or w ithout apical involvement.

In  a study o f s ix  cases I  (58) found that tbe e le c tro 

cardiograms were a l l  abnonnal but tbe type of abnormality 

was not constant. I t  varied from tbe more or less  simple 

l e f t  cardiac preponderance to tbe more d e fin ite  bundle 

branch le s io n s .

B itcb ie  and G ilc h r is t (59) in  th e ir  survey of reported 

post mortem cases (44 in number) stated "th a t u n t i l  fu r th e r 

evidence has been acquired tbe form of tbe e lec troca rd io 

graphic d is to r t io n  cannot be regarded as a d e f in ite  lo c a lis in g  

sign of tbe in fa r c t •"

Oowan (60) found no ch a ra c te r is tic  e lectrocard iograph ic 

changes in  4 out o f 12 cases of gross myocardial damage



damage examined post mortem.

I have now bad the opportunity o f examining post mortem 

21 cases and in 17 o f these I bad obtained electrocardiogram s.

I  intend at a la te r  date in  conjunction with A. W. 

Harrington to  make a more complete study o f these cases.

At present I sh a ll be content to  record my conclusions w ith 

regard to c o rre la tio n  b r ie f ly  and w ith rese rva tions. The 

accumulated experiences o f many workers over a period of 

years w i l l  be necessary before the p o s s ib il i t ie s  or l im ita 

tions of attempted c o rre la tio n  can be rea lise d .

This is  intended as an a dd ition  to the previous fin d in g s  

of others and as a stim ulus fo r  fu tu re  work. To expect 

f in a l i t y  in  such a study is to seek d is illu s io n m e n t.

There is  no mathematical accuracy in  the production o f 

in fa rc t .  Anatomical and pa tho log ica l va ria tio n s  are 

frequent.

Gross (61) has shown that the anatomical d is t r ib u t io n  

o f the coronary a rte r ie s  is  va ria b le . The r ig h t coronary 

a rte ry  is  usually the sm aller o f the two and rise s  fro® 

the a n te r io r a o r t ic  s inus. I t  passes to  the r ig h t in  

the au ricu lo  v e n tr ic u la r groove and supplies blood to the 

r ig h t a u r ic le , most o f the r ig h t v e n tr ic le  and p os te rio r 

parts o f the l e f t  v e n tr ic le  and o f the in te rv e n tr ic u la r
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septum. The l e f t  coronary a rte ry  arises from the l e f t  

a o r tic  sinus and passes to the l e f t  in  the auriculo 

v e n tr ic u la r  groove. i t  d iv ides almost at once in to  two 

main branches, the la rg e r o f which descends in  the in te r 

ve n tr icu la r sulcus while the sm aller continues along the 

au ricu lo  v e n tr ic u la r  groove. These supply the a n te rio r 

two th ird s  o f the v e n tr ic u la r  septum, most o f the le f t  

v e n tr ic le  and a small p o rtio n  o f the a n te rio r surface o f the 

r ig h t v e n tr ic le . The main h o rizo n ta l branches are v e r t ic a l;  

branches o f the two a rte r ie s  anastomose w ith each other at 

th e ir  extrem ities and from these rings of vessels many 

n u tr ie n t branches which anastomose are given o f f  to  the 

muscle*

Campbell (53) has done exce llen t work on the subject 

by X -raying hearts in jected  w ith barium.

He found tha t on the an te rio r surface there is  sur

p r is in g ly  l i t t l e  v a ria tio n  in the vessels but on the p os te rio r 

surface the size and d is tr ib u t io n  o f the p os te rio r a rte ry  

vary g re a tly  and that the a r te r ia l supply to any p a rt ssv 

vary in  d if fe re n t cases.

He confirmed Grosses fin d in gs  th a t

(1) Anastomoses e x is t between the r ig h t and l e f t
coronary a rte r ie s  both in  c a p i l l ia ry  and p re c a p illia rv
d is t r ib u t io n .

(2) Anastomoses e x is t between the branches o f each 
' coronary a rte ry .

(3) Anastomotic d is tr ib u t io n  is  ir re g u la r but abundant.



He did not investiga te  Grosses fourth  statement tha t 

anastomoses e x is t between the coronary a rte rie s  and vessels 

from the adjacent and attached organs. He found that the 

neuro muscular tissue  is  sp e c ia lly  safeguarded by many 

a lte rn a tiv e  channels of supply. In two o f b is  cases 

stenosis of the sp e c ific  a rte ry  to  the node and bundle 

did not cause a lte ra t io n  o f electrocardiogram . j

He agreed w ith Gross tha t gradual o b lite ra t io n  b rings |

fu rth e r  increase in  the anastomotic supply. j

Even th is  extensive anastomoses is  usually in s u ff ic ie n t . j
i

to compensate fo r  occlusion of a la rge  vesse l.

Oowan (62) however, has seen at le a s t f iv e  cases in  

which b locking o f one o f the main a rte rie s  was w e ll com- 

pensated by enlargement of the other and only a few patches 

o f f ib ro s is  were found on microscopic examination.

The types o f le s io n  produced w i l l  vary w ith  ra te  o f 

occlusion of a rte ry . Gradual stenosis may allow o f 

anastomotic compensation but generally leads to ischaemic 

f ib ro s is .

I f  the occlusion is  sudden necrosis re su lts  -  the 

extent of in fa rc t depending on the size o f the vessel in 

volved.

The area of in fa rc t is  less than that supplied by 

the occluded a rte ry  -  th is  is  only p a r t ia l ly  explained



by surrounding anastomoses; Thebesian vessels play some 

pa rt*

M uir (63) has demonstrated that d ire c t blood supply 

from the v e n tr ic le  is  also a d e fin ite  fa c to r*

The e lectrocard iographic a lte ra tio n s  produced by 

cardiac in fa rc t io n  w i l l  vary accord mg to

(1) The a r te r ia l d is tr ib u t io n *

(2) The anastomotic compensation.

(3) The presence o r absence of previous f ib ro s is .

In  none of my cases was the in fa rc t the sole evidence

o f myocardial involvement. The l e f t  v e n tr ic le  was enlarged 

and there was varying degree o f myocardial f ib ro s is .  In 

some of these th is  f ib ro s is  was more s tr ik in g -th a n  the 

in fa rc t  i t s e l f  and w ithout records before i t s  occurrence 

one cannot assign a l l  the e lectrocard iograph ic abnorm alities 

to the development of in fa rc t .

The a rte ry  occluded was not always the same.



Of 21 Autopsies

(1) The descending branch o f the l e f t  coronary was occluded 

in  9.

(2) The o r i f ic e  o f the l e f t  coronary in  ! •

(3) The la te r a l  descending branch o f the l e f t  coronary in  1.

(4) The o r i f ic e  o f the l e f t  coronsry and the r ig h t  coronary

from its  o r i f ic e  in  1*

(5) The descending branch of the l e f t  coronary and the

transverse branch o f the r ig h t  coronary in  3.

(6) The descending branch o f the l e f t  coronary and r ig h t

coronary sc le ro s is  in 1*

(7) The r ig h t  coronary o r i f ic e  in  1*

(8) The transverse branch of the r ig h t coronary in  ! •

(9) The a rte ry  to the bundle o f His in  1 .

(10^ There was no maeroseopiG evidence of complete occlusion

in  2 .

In  39 o f Levinef s series of 46 Autopsies the vessel 

invo lved was the descending branch o f the l e f t  coronary©
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I I .

I I I .

This preponderance o f the involvement of the descending 

l e f t  coronary has been noted by various workers. Muir (63) 

attemps to expla in  th is .  He says " I t  seems possible th a t 

by the impinging o f the heart on .the chest w a ll at th is  

po in t an a rte ry  already diseased su ffe rs  what may be ca lle d  

s l ig h t  traumatism and thus the le s io n  is  increased; i t  is  

c e rta in ly  the case that disease in  th is  s itu a tio n  is  o ften  

more marked than elsewhere. n

The S ite  and Extent o f In fa rc t was not always the same 

in  O bstruction o f a P a rticu la r Vessel.

SITE EXTENT OF INFARCT•ARTERY OCCLUDED.

Descending Branch o f the L e ft 

Coronary A rte ry .

O r if ic e  l e f t  Coronary A rte ry .

L a te ra l Descend ing Branch 

of L e ft Coronary.

pex and a n te rio r well- o f 
e f t  v e n tr ic le  in  5 cases.

Apex o f both le f t  and r ig h t  
ve n tr ic le s  in  1 case.

Apex and l e f t  side o f 
septum in  3 cases.

Apex and a n te rio r w a ll o f 
the l e f t  v e n tr ic le .

Apex and an te rio r w a ll 
l e f t  v e n tr ic le .



ARTERY OCCLUDED. SITE & EXTENT OP IHFARCT.

Descending Branch o f L e ft 

Coronary Artery and 

Transverse Branch o f R ight 

Coronary.

L e ft Coronary O r if ic e  and 

R ight Coronary ^ y £ c e  4** 

from i t s  o r ig in .

Transverse Branch of 

R ight Coronary.

Sclerosis o f L a ft and 

R ight Coronaries

A rte ry o f the Bundle o f 

H is .

A n te rio r pa rt o f l e f t  v e n tr ic le  
at apex.

L e ft side o f septum and posterio. 
w a ll o f l e f t  and r ig h t  ve n tr ic le :;

Aneurysm of apex and in fa rc tio n  
o f p o s te rio r w a ll o f l e f t  
v e n tr ic le .

P osterio r w a ll o f l e f t  and 
r ig h t  ve n tr ic le s  at the base.

F ib ros is  o f apex and p o s te r io r"* : 
w a lls  o f both v e n tr ic le s .

In fa rc t in  the region o f the 
bundle.
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Notwithstanding the many possib le  fa lla c ie s , the 

m a jo rity  o f my cases have shown a d e fin ite  re la tio n sh ip  

between the type of e lectrocard iograph ic abnormality and 

the s ite  o f the le s io n .

In 6 cases (J , 2, 3, 4, 5, and 8) there was e leva tion  

of RT in  Lead I of the electrocsrdiogram s. In a l l  of 

these there was occlusion of descending branch of l e f t  

coronary a rte ry w ith  in fa rc tio n  invo lv ing  the a n te rio r 

pa rt o f the apex of the hea rt.

In  4 cases (10, 13, 15 and 16) there was e leva tion  of 

RT in  Lead I I I  o f the electrocardiogram s. In a l l  these 

cases there was occlusion of the transverse branch o f the 

r ig h t coronary a rte ry  w ith  in fa rc tio n  invo lv ing  the p o s te r io r 

part o f the base o f the hea rt.

In  one case (68) the electrocardiogram showed f u l l  

heart b lock . In  th is  case there was ocelusion of one o f 

the vessels to the bundle w ith small recent in fa rc t io n  in  

the region of the bundle. There was, in  a dd ition , much 

f ib ro s is  o f the bundle. As f u l l  heart b lock was present 

in  th is  case fo r  a year before death the recent in fa rc t 

was not the causal fa c to r . The only new ©bnoimality th a t 

developed during the p a tie n t’ s te rm ina l a tta ck  was 

e lectrocard iograph ic invers ion  o f T wave in  Lead I I I .



The 5 cases in  which no re la tio n s h ip  was established 

(6 , 7, 9, 11 and 12) were not s a tis fa c to ry .

In  case 6 Lead I ,  and in  case 9 Lead I I I  only were 

established, w h ils t the trac ings in  cases, 7, 11 and 12 

were not taken during the acute phase of i l ln e s s .  My 

experience has been tha t E leva tion  o f BT in  Lead I  w ith  

subsequent invers ion of T wave in  Lead I  has been associated 

w ith  occlusion o f the l e f t  coronary a rte ry  and in fa rc t io n  

in vo lv in g  the an te rio r pa rt o f the apex o f the hea rt.

E levation o f BT in  Lead I I I  w ith  subsequent invers ion  

o f T wave in  Lead I I I  has been associated w ith  occlusion 

o f the transverse branch o f the r ig h t  coronary a rte ry  and 

in fa rc t io n  invo lv in g  the pos te rio r and basal pa rt o f the 

heart.

In te re s tin g  c l in ic a l  pa tho log ica l joroblems a rise .

There is  a preponderating involvement o f the descending 

l e f t  coronary a rte ry  post mortem and yet the TI and T I I I  

types of e lectrocard iograph ic abnorm alities are almost equal 

in  the recovery cases.

Gan one assume that the prognosis is  better in  in fa rc t io n  

in vo lv in g  the pos te rio r and basal pa rt o f the heart and would 

care fu l pa tho log ica l in ve s tig a tio n  reveal much more frequent 

evidence o f previous in fa rc t io n  of th is  region?
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Case No. 1 .

Post Mortem Summary.

The heart was g re a tly  enlarged -  the l e f t  

v e n tr ic le  showed considerable hypertrophy.

.There was almost g lobu la r bu lg ing  o f lower two- 

th ird s  o f the v e n tr ic le . The surface showed purp lish  

s ta in in g ; there was marked so ften ing .

On opening the heart an in fa rc t io n  was found 

invo lv ing  the lower one th ird  o f the l e f t  v e n tr ic le  w a ll;  

l e f t  side of lower p a rt o f septum and r ig h t  v e n tr ic le  a t 

apex. The coronaries were atheromatous and the l e f t  

descending branch was completely blocked by thrombus o f 

about one inch from its  o r ig in .
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CASE NO. I .  

iSLECTROOARD 1QGRAPHIC RBnORir:

14.1.27

PR = *2o T inverted in  '
QRST -  -36 

Q-r in  I
P notched in I & H  
L e ft cardiac preponderance.

P notched in  X, I I ,  I I I .
PR = -16 QRST = -40 -  .36
QRS = *16 RT o f "Pardee" type in  I
RT depressed in  I I  & I I I

L e ft Cardiac Preponderance.



137.

Case No. 2 .

Post llortem Summary.

The heart was moderately enlarged weighing 16 ozs. 

There was s lig h t excess o f purulent f lu id  in  the p e ric a rd ia l 

sac and a patchy recent p e r ic a rd it is  in vo lv in g  the apex o f 

the l e f t  v e n tr ic le  and the upper part o f the r ig h t v e n tr ic le  

p o s te r io r ly  to a s lig h t exten t. The lower th ird  o f the 

l e f t  v e n tr ic le  was o f a pecu lia r salmony tin g e , s o ft in  

consistency and bulged outwards to a s lig h t  degree. On 

opening the heart an in fa rc tio n  of the lower th ird  o f the 

l e f t  v e n tr ic u la r  w a ll corresponding to th is  area described 

was found. There was thrombus adherent to i t  on i t s  inner 

aspect. The whole v e n tr ic u la r  w a ll presented a p e cu lia r 

m ottled appearance.

The coronaries were atheromatous and a la rge  

calcareous plaque w ith  thrombus was found a short distance, 

from the o r i f ic e  of the l e f t  main descending coronary branch. 

The valves were apparently hea lthy.



The l e f t  la te ra l transverse branch was s c le ro t ic . Other po in ts 

worthy o f note were the presence o f advanced chronic in te r 

s t i t i a l  n e p h r it is , and f ib ro s is  o f the pancreas. There was 

hyposta tic  congestion o f the lungs, chronic c h o le c y s tit is  and 

g a s tro - in te s tin a l ca ta rrh*



1 3 9 .



I

P. V

P.V.

I



PT in te rv a l above the base l in e  

Depression in  I I I .

PP = *20 

S p lin te r in g  o f (2?S in  I I .

Cowan Wave in  I I I

L e ft V en tricu la r Extra Systo le.

7. 8. 29.

Case Ho.

5. 8. 29. ' 6 .8 .2 9 .



Case No 3.
141.

External.

Pborax.

Andrew Me Alpine*

The body is  tha t o f a w e ll b u i l t  but poorly nourished man. 

There is  a notable p a llo r  o f the body surface.

Heart. There is  a s l ig b t  excess o f b lood-sta ined serous 

f lu id  in  the p e r ic a rd ia l sac. The heart is  arrested in  

d ias to le * There are some patches o f o ld  p e r ic a rd it is  

over both a u ricu la r and v e n tr ic u la r surfaces. A la rge

recent area o f p e r ic a rd it is  lias produced a f a i r l y  f irm  

adhesion,between v isce ra l and p a r ie ta l p e r ic a rd ia l layers ovei 

the a n te rio r aspect o f the lower th ird  o f the l e f t  v e n tr ic le .  

A l l  the valves appear normal. There is  hypertrophy o f both

ve n tr ic le s  w ith d ila ta t io n  -  the r ig h t  side being most 

notably involved. Both auric les are d ila te d  and there is  

marked subendocardial f ib ro s is  on the l e f t  s ide . The 

myocardium shows old and recent in fa rc tio n s . The l e f t

v e n tr ic le  near i ts  base shows extensive areas o f f ib ro s is  -  

the an te rio r w a ll and an te rio r h a lf o f the in te r -v e n tr ic u la r  

septum, w ith  the g reater part o f the la te ra l w a ll show a 

patchy but almost confluent f ib ro s is  invo lv in g  the inner two 

th ird s  of the musculature. Approaching the apex roughly 

in  the middle th ird  of the v e n tr ic le  -  the fib rous area 

extends p o s te r io r ly  to involve tw o -th irds  of the in te r 

v e n tr ic u la r septum, w hile  on the la te r a l  v e n tr ic u la r  w a ll 

the sca rring  is  not so obvious. The ap ica l th ird  of the



Qa^e No. 3,

Andrew HoAlpine (Contd) 142.

l e f t  v e n tr ic le  (covered w ith  adherent pericardium) shows 

c o n tin u ity  o f the o ld-stand ing f ib ro s is  w ith  a recent in 

fa rc t io n  which involves p ra c t ic a lly  the whole muscular w a ll.  

Recently organised thrombus is  adherent to the endocardium 

over the apex and ad jo in ing  area of the v e n tr ic le . There is 

a generalised sub--endocardial f ib ro s is  at the l e f t  v e n tr ic le  

most marked on the a n te rio r and septa l w a lls .

The coronary orificesappear normal although a few small 

atheromatous patches are evident in  the neighbouring a o r t ic  

w a ll.  The le f t  descending coronary a rte ry  shows a considerable 

atheromatous patch covered with recent thrombus which completely 

flo cks  the lumen about from i t s  o r ig in . Traced d is ta l ly  

the lumen o f the vessel shows an old standing complete 

about 1** below the recent obs tru c tion , beyond th is  the lumen 

o f the a rte ry  cannot be appreciated.

The r ig h t  coronary vessel is d ila te d , s c le ro t ic  and 

atheromatous. The a rte ry  b ifu rca tes  about J .”  from the 

p o s te r io r - in te r -v e n tr ic u la r  septum and the transverse branch 

shows a marked degree o f narrowing. The descending branch 

shows nothing of note.

The aorta is  notably s c le ro t ic  and s l ig h t ly  atheromatous.

Both lungs show chronic b ro n c h it is , emphysema and apica l 

sears. There is intense oedema of both upper lobes.
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Case No* 3

144.

Small amplitude QBS in  I .

7 .3.30.

T in  I  d e f in ite ly  inverted .



Case No. 3.
145

la . 3. 30 15. 3. 30.

T in  I  more de

finitely inverted.

Le ft V en tricu la r preponderance 

Small amplitude UBS in  I  

BT s lig h t e levation  in  1 & I I .  

T wave absent in  I I .



Ofise. Ko. V 146.

19. 2 2 0 .  239

" E levation o f BT in  I

T wave present in  I I .

2L. 2. 30 2.30.

Small amplitude QES in  1



Case No. 3. 147

2 7 .  2 .  30 2. 3 . 30

In ve rte d  T in  I  

F la t te n in g  on T in  II

4. 3. 30 5. 3. 30

L

T w a v e  a g a i n  p r e s e n t  i n  II



POST MORTEM SUMMARY'

Excerpt from B r it is h  Medical Journal o f 11th A p r il 1931*

A post-mortem examination was made by Er. A lice  J . 

M arshall. The heart was s o ft and there was marked d ila ta 

t io n  o f the r ig h t  a u ric le  a n d . r i^ t  v e n tr ic le . There was an 4 

in fa rc t io n  o f the muscle o f the l e f t  v e n tr ic le  invo lv ing  the 1

whole o f the ap ica l reg ion  and extending outwards fo r  a t '%

le a s t two inches on the a n te rio r wall# In  the l e f t  la te ra l 

w a ll o f the l e f t  v e n tr ic le  there was also a sm all recent in 

fa rc t io n  which la y  midway between apex and base, in  the 

l in e  o f the l e f t  la te ra l descending branch of the pos te rio r .--*J 

c o ro n a ry  a rte ry . Old thrombus was adherent to the inner 

surface o f the l e f t  v e n tr ic le  over the in fa rc ted  area. There 

were no gross changes in  the valves, but the 'ao rta  showed 

advanced s y p h lit ic  a o r t i t is .  The o r if ic e s  o f the coronary 

a rte r ie s  were o f normal c a lib re , but the vessels were 

atheromatous. The r ig h t coronary a rte ry  was patent 

throughout i t s  course, though i t s  walls were much thickened. 

There was marked narrowing of the main descending branch 

o f the l e f t  coronary a rte ry , th ree-quarters o f an inch from 

i t s  o r i f ic e ,  w hile  the la te ra l descending branch was completely 

obstructed by old thrombus about one inch from its  o r i f ic e .



Case No. 4 149.

L e ft  v e n tr ic u la r  preponderance. 

BT e le v a tio n  in  I I I  

depression in  I  

P o te n t ia l Heart B lock PR = #32

In  Lead I I  P a r t ia l  Heart B lock.

39



Case No. 4. 150

Sm all anplitude QBS.

•L e ft v e n t r ic u la r  preponderance 

BT e le v a tio n  in  I .
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Case No* 5,

Post Mortem Sugary*

The beart was enlarged* There was th inn ing  o f 

apex w ith  a patch o f recent p e r ic a rd it is  the s ize  o f a 

sixpence*

Descending branch of l e f t  coronary blocked by 

thrombus organised to w a ll o f vessel i ff from o r ig in *  

Transverse branch healthy w ith patent r ig h t  coronary 

1" beyond i t s  o r ig in ,  was narrowed and atheromatous; 

completely occluded fo r  1 "• Aorta hea lthy.

The myocardium at apex o f l e f t  v e n tr ic le  showed 

cloudy sw e llin g  and necrosis* There was generalised 

myocardial f ib ro s is ,  a ffe c tin g  c h ie fly  the l e f t  v e n tr ic le *
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P. V. I. v.c.

P .v.

*  Th r o w

i
i



Pulse Bate 116 p.m.

PR *  *24 secs.
QRS « »16 secs.

In v e rs io n  o f QBS in  I

E levated BT in te r v a l  in  1

2 /1  A u r ic u la r  F lu t te r  ?

L e f t  Bundle Branch B lock.



Post Mortem Summary

Heart was enlarged.

On a n te rio r surface o f l e f t  v e n tr ic le  is  o ld  

p e r ic a rd it is .  L e ft v e n tr ic le  is h a lf  f u l l  o f ante mortem 

c lo t .  Heart w e ll thinned and d iv ided in to  la ye rs , 

nyoeardium th in , pa le , and degenerate. io r ta  atheromatous 

There was marked atheroma o f ao rta . The p e r i

cardiac sac showed much recent p e r ic a rd it is .  There was

o ld  p e r ic a rd it is  on a n te rio r surface o f l e f t  v e n tr ic le .  

Descending branch of l e f t  coronary a rte ry  was blocked by 

thrombus about 1” from i ts  o r ig in .  The l e f t  v e n tr ic le  

was f u l l  o f ante-mortem c lo t .  There was in fa rc tio n  o f

the apex o f l e f t  v e n tr ic le , the in fa rc t io n  invo lv in g  to

a s l ig h t  degree the l e f t  side o f septum. The heart w a ll

in  th is  reg ion was thinned and divided in to  la ye rs .







Case No.6. 156

Thare was some d i f f ic u l t y  w ith  the apparatus at th is  tim e, and no 

tra c in g  was taken u n t i l  ten days a fte r the d e lir io u s  a tta ck .

Lead I  alone could be taken.

17. 7. 29.

QB5 is  s p lin te re d  and pro longed 
i l 2  secs.

T wave absent.

25. 7. 29

H? = *16 secs.

QE6 -  *12 secs.

There i s  no d e f in i te  T wave but ra th e r  
a tendency to  downward p la te a u in g .

P wave i s  notched.

Lead I

Lead I



Post Mortem Summary.

Heart g re a tly  enlarged. Hypertrophy and 

d ila ta t io n  of both ve n tr ic le s . Several patches o f 

p e r ic a rd it is .

(a ) A n te rio r w a ll of r ig h t  v e n tr ic le  at base.

(b) Apex.

(c ) P osterio r w a ll o f l e f t  v e n tr ic le  a t base. 

Myocardium so ft -  cloudy sw elling  and f ib ro s is .  

Endocardium -  thickened w hite  patches#

P a p illa ry  muscles o f le f t  v e n tr ic le  fib rosed.

E ight coronary -  almost occluded from o r if ic e  by 

calcar ecus m a te ria l, and degeneration invo lves the whole 

descending pa rt.

L e ft coronary -  Transverse Branch g re a tly  narrowed, 

descending branch 1" from o r ig in  shows extreme sc le ro s is .
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Cage No. 7.

21. 8. 28.

P notched in  I ,  I I ,  I I I  

PE -  *20 secs.

ET = *32 secs.

« *12 secs,

sp lin te red  in  I  

T inverted in  I I  and I I I .

Le ft Bundle Branch Block ?

Irre g u la r le f t  V e n tric le  Extra Systoles.



Case Bq.8 . 160.

8. VI. 29.

The body is  that of a w e ll developed man. There 

is  a 3" operation scar in  the e p ig a s tric  reg ion.

The heart is  enlarged showing considerable hyper

trophy o f the le f t  v e n tr ic le  except on i t s  an te rio r aspect 

near the apex where the w a ll seems th in  on pa lpa tion .

Over th is  area the pericardium  is  f irm ly  adherent to  the 

w a ll. A la rge  calcareous p la te  is  palpable in  the course 

o f the descending branch o f the le f t  coronary a rte ry , about 

l t ft from i t s  o r if ic e .

The aorta  appears remarkably healthy to  the 

naked eye, except for a small atheromatous patch about 

below the o r ig in  of the subclavian a rte ry ; here the

aorta is  thinned as i f  from a scar.

The lungs show oedema and some chronic b ro n ch itis . 

There is  scarring at both apices.





I nfarction



Case No. 8 162

ELECTBQCABDIOGBAPHIO BECQRIL.

7. 6 . 29.

£RS is  prolonged *20 secs.

The apparently elevated ET in  I must be taken,

because of i t s  time re la tio n s h ip , as part of nJPS.
'

The undulations in  I I  are not established in  1 or I I I  

QBS is  sp lin te red .

In  1 and occasionally in  I I  a b ifu rca ted  JP, g iv in g  

HP -  *20, can be established.
I



Case lIo V  9 T
163.

Post Mortem Summary,

S tou tly  b u ilt  e ld e rly  man.

hear t .

Several ozs. of f lu id  blood in  p e r ic a rd ia l sac.

Becent p e r ic a rd it is  -  V isce ra l and p a r ie s ta l 

adherent. Whole apex is  s ite  o f recent in fa rc t io n  and 

there is  f a i r ly  la rge  rupture  on an te rio r aspect, about 

B t" from apex. B ight v e n tr ic le  is  d ila te d . A o rt ic  shows 

patchy atheroma -  atheromatous u lce ra tio n  and a r te r io  

sc le ros is ..

Further examination showed the descending branch j  

o f the le f t  coronary completely blocked by thrombus. In -  

fa rc t io n  involved the whole of the apex of the le f t  ven

t r ic le  and l e f t  side of the septum.





Rupture

P. V
V.C

P. v.

Thrombus* •INF/Mr̂



Case No. 9.
-165 .

ELECTBQCABDI QGPAPHlC ~ BEtitFIh

24. 4. 29.

I l l  only.

S is  +t

^BST « *32 secs.

P is  notched and apparently inverted . 

PB = *12 secs.



Post Mortem Summary

Heart was much enlarged—three to  four times 

normal size. There was aneurysm o f heart w a ll at 

apex, th is  being due to  th inn ing  and f ib ro s is  o f myo

cardium in  th is  region. The l e f t  coronary o r i f ic e  

was completely o b lite ra te d . The r ig h t coronary o r if ic e  

was blocked from i t s  o r ig in . There was a small recent 

in fa rc t io n  o f the p os te rio r aspect o f l e f t  v e n tr ic le .





I nfarction

Fi&rosis &
PERICARDITIS



Case No. lu .

13. 6. 27.

Pulse Rate 92 per raiu.

PR -  ’ -26 secs.

UBS =. »16 secs.

QRST = »36 secs.

E ight Bundle Branch Block.



169.

Post Mortem Summary,

Heart was g rea tly  enlarged, 28 ozs.

Coronaries hard and nodular. Soft area from 

commencement o f descending branch o f l e f t  coronary. This 

area was thinned. Descending l e f t  coronary was completely 

blocked by th r anbus.

Further examination showed soften ing to be due 

to f ib ro s is  and th in n in g  o f the myocardium in  th is  reg ion . 

There was in  a d d itio n  widespread f ib ro s is  of l e f t  v e n tr ic le . 

At the apex o f l e f t  v e n tr ic le  and h a lf  way up l e f t  side o f  

septum was recent in fa rc t io n .





S. V. C. I

P. V. I, V.C.

P. v.J



m
Case No. 11

imsmmioGBmio bbocbd.

Pulse Bate -  109 per min. 

Le ft V en tricu la r Preponderance. 

PB *  *14 secs.

Qffi -  .10 secs.

^PST = .34 secs.

T inverted in  I .



Case No* 12.
172

Post Mortem Summary *

THORAX* Heart : The p e r ic a rd ia l sac was very la rge  and the

heart g re a tly  hypertrophied* This was p r in c ip a lly  due to 

hypertrophy o f the l e f t  v e n tr ic le  w ith  some d ila ta t io n .  The 

r ig h t  v e n tr ic le  was moderately d ila te d  w ith  some hypertrophy 

a lso. There was no va lvu la r disease s u f f ic ie n t  to cause 

deform ity but there was some th icken ing  o f the a o rt ic  cusps*

About h a lf an inch above the l e f t  p o s te rio r cusp there was an 

aneurism about the size o f a hazelnut. I t  was shallow and 

had a wide o r i f ic e  which looked as i f  i t  bad arisen as a rupture* 

I t  was an o ld  aneurism and mostly f i l l e d  w ith  thrombus*

I ts  s itu a t io n  kept i t  c lear o f any in terference w ith  the con

ducting apparatus. There was extreme atheroma w ith  

c a lc if ic a t io n  causing much narrowing o f both coronary a rte r ie s . 

There was the remains of an o ld  in fa rc t io n  s itu a te d  in  the 

ve n tr ic u la r  w a ll underneath the l e f t  p a p illa ry  muscle and 

invo lv ing  i t  to  a considerable extent. There were g lobu la r 

thrombi in  the v e n tr ic le  over th is  area. There were also

thrombi in  both a u ricu la r appendages.
Lungs: These showed considerable antbracosis and

«&pbyiema. There was a small o ld  in fa rc t io n  at the l e f t  

base and a large recent one occupying nearly the whole o f the 

middle lobe o f the r ig h t  lung . Associated w ith  th is  was 

p le u risy  w ith  a considerable amour t  of e ffu s io n .



'"~*i ■



"Pericarditis

Th KOi W S



A uricu lar F ib r i l la t io n .

BT depressed in  1 & I I .  

Ĵ?S sp lin te red  in  I I I .



Case No* 13.
175.

HEART : The organ is  considerably enlarged and very s o ft

in  consistence* There is d ila ta t io n  o f both r ig h t  v e n tr ic le  

and rig jb t a u ric le  and also o f the l e f t  v e n tr ic le . The 

myocardium is o f poor q u a lity  snd shows widespread f ib ro s is  

p a r t ic u la r ly  in  the p a p ij l ia ry  muscles and on the in te r-ve n 

t r ic u la r  w a ll o f the l e f t  v e n tr ic le *  The a o rtic  valve 

cusps are thickened* The other valves show nothing o f 

note. The coronary vessels in  th e ir  course appear f a i r l y

hea lthy, but the o r i f ic e  o f the l e f t  coronary admits a 

probe w ith  d i f f i c u l t y ,  w hile  the o r i f ic e  o f the r ig h t  coronary 

cannot be determined e ithe r from the a o rtic  aspect or by 

tra c in g  the coronary from i t s  d is ta l end. The f i r s t  pa rt

o f the aorta and the arch shows very w e ll marked s y p h lit ic  

a o r t i t is .  The descending and abdominal portions o f the 

aorta show only s lig h t  patchy atheroma*





I / 1

F l B R O S /S  of
MY OCAROIUW

fianosis o f

f̂ lYOCĤ1̂



Case Wo. 13.
1 7 7 .

PR *  .24. Depr essed ET in  1

Elevated ET in  I I I  

Cowan Yiave in  I I I

^ST = *32.

Thickening of E in  I  and S ' in  I I I .
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Case No. 14.

Post Mortem Summary.

Tbe heart was g re a tly  enlarged teeing hyper

trophied and d ila te d . The l e f t  v e n tr ic le  was p r in c ip a lly  

affected# Near tbe apex and ju s t to tbe l e f t  o f tbe septum 

there was an area which was congested, f la tte n e d  and s o f t .

On se c tion , the muscle was pa le r than tbe re s t and a large 

thrombus bad rece n tly  formed on it#

Aorta -  S y p h il i t ic  A o r t i t is  o f long  standing. Coronary 

o r if ic e s  are narrowed but admitted probe. Fibrous patch 

on septum behind the undefended space and below i t  -  not 

in  p o s itio n  to in te r fe re  w ith  Bundle o f H is .





P. V. I. v.c.
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Case No, 14*

2.12.29.

PR = .16 P poor in  a l l  leads.

T Diphasic in  I  and I I .

Pulse ra te  115. QRST » *32.

Pine somatic tremor.



Cage No* 15*
181

Post Mortem Summary,

Heart 21 ozs.

Tbe organ is enlarged, s o ft and flabby in  

consistence. There is a patch o f o ld p e r ic a rd it is  over the 

a n te rio r aspect o f the r ig h t v e n tr ic le . The p o s te rio r w a ll o f 

tbe l e f t  v e n tr ic le  towards the base fe e ls  extremely s o ft and is  

markedly congested showing evidence of a recent in fa rc t .  One j 

cut was made through the heart about an inch below the a u ricu la r 

v e n tr ic u la r groove and through tbe middle o f the in fa rc t*  The 

section showed th a t at th is  area the whole of the p o s te rio r w a ll 

o f the r ig h t v e n tr ic le  was involved in  an in fa rc t io n  o f some 

dura tion  a month ? w ith  a recent in fa rc tio n  at the periphery o f 

the o lder le s io n . The o ld in fa rc tio n  appears ye llow ish w h ite , 

w hile  the recent is  red in  co lour. I t  extended in to  tbe in te r 

v e n tr ic u la r septum fo r  about h a lf  an inch. Both v e n tr ic le s  

are hypertrophied and d ila te d . There is s l ig h t  th icken ing  o f ] 

the a o rtic  valve cusps. The aorta shows a rte r io -s c le ro s is  and 

patchy atheroma. The coronary vessels show a marked degree o f 

patchy atheroma, and the branches o f the r ig h t conorary a rte ry  

are espec ia lly  thickened*

Further examination showed tha t the p o s te r io r w a ll 

o f tbe l e f t  v e n tr ic le  at the base was also invo lved. See Diagram.





I n f a r c t i o n

iNFAKriUK''*

IflFiKCrm



L e ft V e n tricu la r preponder a nee. 

RT' elevated in  I I  8nd I I I .

depression in  I .

Note amplitude o f Q Wave.



Casd No, 15.

RT depression w ith  diphasic T in  I .

RT e leva tion  more marked in  I I  end I I I .  

S p lin te r in g  o f QRS in  I I .



Case Do. 16 

Postf Mortem Summary.
185

Heart -  ib  Oz.

The organ is  much enlarged showing consider able 

d ila ta t io n  o f the r ig h t  v e n tr ic le . There is  a patch of recent 

p e r ic a rd it is  on the an te rio r w a ll o f the le f t  v e n tr ic le  midway 

between apex and base and corresponding to  an area o f fib rosed 

myocardium. The myocardium is  o f poor q u a lity  and in  places 

the w a ll of the l e f t  v e n tr ic le  fe e ls  exceedingly th in , notably 

in  the l in e  o f the descending branch o f the le f t  coronary midway 

between apex and base; at the extreme apex o f the le f t  v e n tr ic le  

where there is  d e f in ite  bulg ing of the w a ll; and on the poste rio r 

aspect o f the le f t  v e n tr ic le  in  the l in e  o f the descending branch 

o f the r ig h t coronary. On section the myocardium in  these areas 

shows extreme f ib ro s is  and at the apex thero is  d e fin ite  recent 

in fa rc t io n  w ith  adherent thrombus. The a o r t ic  valve cusps are 

s l ig h t ly  thickened from primary sc le ros is . The other valves show 

nothing of note. The aorta shows patchy atheroma and a r te r io 

sc le ro s is . The coronary vessels show w e ll marked atheroma.

The lumen of the descending branch of the le f t  coronary a rte ry  

is  completely stenosed by recent thrombus ove rly ing  an atheroma

tous patch i n from i t s  o r if ic e .  The transverse branch o f the 

r ig h t  coronary a rte ry  is  completely blocked about 1^" fra n  i t s  

o r if ic e  by o ld-standing thrombus and atheroma.

Further examination showed recent in fa rc t io n  in 

vo lv ing  apex and l e f t  side of septum. There were two recent 

in fa rc tio n s  on pos te rio r w a ll, r ig h t v e n tr ic le  at base and le f t  

v e n tr ic le  at apex. See Diagram.





' ' • • Ik  fa r c tio n

TfnicRftomS'

I n f a r c t i o h
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Case No. 16.

1.6.31.

P u ll Heart Block

QRS broadened and notched.

L e ft Bundle Branch Block?

3.6.31

P u ll H.B.

RT e leva tion  in  I I  and H I .

T in  I I I  Sharply depressed. 
Note change o f QRS in  I I .



188.

4.6.31.

preponderance. 
RT e leva tion  in  I I I .  
Depression in  I 
Small amplitude QRS in  I I

6 .6.31. •b .3 1 .

Persistence o f RT e leva tion  in  I I I  

V e n tricu la r extra sys to le  Lead I  (8 .6 .3 1 ).



1 8 9 .

Case No. 16 .

12.6.31

L e ft v e n tr ic u la r  preponderance. 

Poor T wave in  a l l  leads.



190.

Case No. 68.

Post Mortem Examination.

There is  a s lig h t excess o f f lu id  in  the p e r i

ca rd ia l sac. The le f t  v e n tr ic le  is  g re a tly  hypertrophied, and 

the r ig h t  considerably enlarged. The a o r t ic  cusps show con

siderable primary sc le ro s is  w ith  some calcareous in f i l t r a t io n  

at th e ir  bases. The other valves appear normal. The 

myocardium is  unduly dense in  consistence, but no naked eye 

evidence o f f ib ro s is  or o ld  in fa rc t io n  can be determined.

There is  some subendocardial f ib ro s is  at the in tro v e n tr ic u la r  

septum, and muscular p a p illa r is  over the le f t  s ide. The 

coronary vessels are s c le ro t ic  and rather d ila te d  w ith  a few 

atheromatous patches. The a o r ta ,p a r t ic u la r ly  in  i t s  abdominal 

port ion,shows an advanced senile  atheroma w ith  extensive areas 

of u lce ra tio n  and c a lc if ic a t io n .

M icroscopic examination shows small recent 

in fa rc tio n  in  the region o f and in vo lv in g  the Bundle. There 

is  much f ib ro s is  o f th is  reg ion.



Auricu lar F lu tte r  
S p lin te r in g  o f QE

A uricu la r i l u t t e r ;
E ight Bundle Branch Block, 

or
Becurr ing  L e ft V en tricu la r Extra Systole.



Taken immediately a fte r  Stokes Adamsr Seizure when 
pulse ra te  at w n s t was ra p id . (Termination of 
V en tricu la r Paroxysm*?).

A u r i c u l a r  F l u t t e r .N o t e  c h a n g e  in Q R S  in H I  -  L e f t  v e n t r i c u l a r
„  , . , , , p r e p o n d e r a n c e .V e n t r i c u l a r  e x t r a  s y s t o l e s  in I a nd H i

^ 1 1  Heart Block -  A u ricu la r F lu t te r .
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15.10.29.

A u ricu la r F lu t te r .  

F u ll  Heart B lock.

28.2.31.

A u ricu la r F lu tte r#  
F u l l  Heart Block#

*



A u ticu la r F lu tte r#

F u ll Heart B lock.

Bbythm upset by reg u la rly  re cu rrin g  V e n tricu la r 

extra  sys to les .

Note T wave sharply inverted in  I I I  f

in normal QBS and in Extra Systoles."



1 9 5 .

...Case ]}o. I ? , ,

Post Mortem Summary.

The heart was enlarged. There was o ld  p e r i

ca rd ia l adhesions over the apex. A large in fa rc t  v i r 

tu a lly  an aneurysm involved almost the e n tire  w a ll o f the 

le f t  v e n tr ic le . Nearly the whole o f the ca v ity  was f i l l e d  

w ith  laminated thrombus. The lumen of the descending 

branch of the le f t  coronary a rte ry  f ,! from i t s  o r if ic e  

was completely o b lite ra te d  by a c a lc if ie d  patch. ^he 

transverse branch could be f e l t  as a hard cord running 

round the l e f t  side of the heart. The o r i f ic e  o f the 

r ig h t coronary was narrowed but the vessel otherwise 

was f a i r ly  hea lthy, and in fa rc ts  o f a l l  ages, some o f 

them gangrenous, were scattered through both lungs.

A recent embolus was present in  the r ig h t  

femoral a rte ry .

L iver nutmeg and shrunken.

Kidneys -  Acute p y e l i t is  and gravel in  calyces.



196.

Case. Ho. 18.

Post Mortem Summary.

The heart was enlarged.

Descending branch o f l e f t  coronary was v is ib le  

and palpab le.

Transverse branch of r ig h t  coronary was palpable.

Myocardium -  showed m o ttlin g  from in fa rc ts  and 

considerable f ib ro s is .  The cav ity  at tbe apex was f i l l e d  

w ith  w e ll formed thrombus adherent to the w a ll.



Post Mortem Summary.

Heart was enlarged. There was marked 

atheroma o f aorta  and coronary o r if ic e s  were stenosed 

but not occluded. E igh t a u ric le  and r ig h t  ve n tr ic le  

were d ila te d . Heart muscle was s o ft .  This softness 

was more d e fin ite  at the apex of le f t  v e n tr ic le .

There was no macroscopic evidence o f occlusion o f the 

coronaries.



Case ftp. 20.

198.

Post Mortem _Stgnmary.

S y p h lit ic  a o r t i t is .  Stenosis o f o r if ic e  

of le f t  coronary a rte ry .

Area o f recent p e r ic a rd it is  at apex. The 

myocardium under th is  was so ft and looked haemorrhagic.

Further examination showed in fa rc t io n  in vo lv in g  

the a rte rio r, part of le f t  v e n tr ic le  at the apex.



ill ■Ji ■ X iJi D a
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Case No. 1.

Admitted. 13. 1. 27.
Died 24. 1. 27. Age 56 years.

On Tuesday (11.1.27) when walking home at 

dinner time (12.30 p.m.) pa tien t began to have severe 

pain down the sternum. He walked on and the pain became 

worse.

The fo llo w in g  uay the pain moved round the sides 

and up the shoulder blades. He was unable to  sleep 

owing to the presence o f the pain and could not take food. 

He vomited ye llow ish  m a te ria l, very sour to the taste .

Patient was admitted to h osp ita l on 13.1.27.

NOTES ON ADkJlki-IuN. Patient was a w e ll nourished and 

w e ll developed man but p a llo r was marked. He had attacks 

o f breathlessness accompanied by increased severity  of the 

pa in . These were not reduced by s i t t in g  up. The mucosae 

were f a i r l y  w e ll coloured.

In s p ira tio n s  varied in  ra te , being more rap id  

when the pain was worse. Chest expansion was poor owing 

to  the pain on tak ing  a breath. There were some ra les  

at both bases.

The pulse was weak and eas ily  compressible.

Apex beat was in  the 4th Interspace 9J- cm from middle l in e .
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Case Mo, 1 (Continued)

I t  was not e a s ily  palpated. mhe cardiac sounds were 

d is ta n t. There was p e r ic a rd ia l f r ic t io n  over the prae- 

cardium, most marked at the apex and heard outside the 

area o f card iac dullness to the le f t .

Blood Pressure 100/80.

The tongue was th ic k ly  fu rred , brown in  the 

centre and white a t the sides. The abdomen was f u l l  and 

s l ig h t ly  r ig id .  There was no abdominal tenderness.

L iver and spleen were not palpable.

Cardiac sounds became progressive ly weaker and 

on 18.1.27 were almost inaud ib le . On the same day qputum 

contained fresh blood and dullness w ith  diminished breath 

sound was detected at the base o f l e f t  lung.

On 22.1.27 he developed an erysipelas of the le f t  

side of face w ith  severe pain.

He sank and died on 24. 1. 27.

Temper a tu r eft Subnormal throughout.

Blood Pressure,

13. 1. 27
15. 1. 27
16. 1. 27
17. 1. 27
18. 1. 27
19. 1. 27 
21. 1. 27

100/82
108778
82770

110/75.

W.B. Negative.



Case No* 2.

2 0 2 .

J.lcL< Aged 64.

Admitted 5. 8. 29.

7. 8. 29.

P a tien t was s to u tly  b u i l t  man. His complexion was ra th e r 

pasty. There was marked cyanosis. He wss a l i t t l e  dazed 

but answered questions sensib ly . He stated tha t on Sunday 

evening 4/8/29 he was compelled to give up work because of 

intense e p ig as tric  pain and fe e lin g  o f pressure and choking 

in  the chest. He was able to walk home w ith res ts  at 

in te rv a ls . during  the n ight he was s ic k  and vomited some 

green and yellow  m a te ria l. Pain was continuous u n t i l  h is  

admission a t 7-30 p.m. on 5 /8 /29. He was able to walk part 

of the way to the In firm a ry . At 11 p.m. he bad a severe attach 

of pa in , b reath ing was d i f f i c u l t  and he was s ick  and vomited 

a l i t t l e  (about 1 oz. greenish m a te r ia l) .

Pulse was ra p id , s o ft  and low volume. There was ir re g u la r ity  

due to occasional extra  sys to le . Csrdiac area was not g re a tly  

enlarged. Cardiac sounds were o f very poor q u a lity , the 

2nd sound being almost inaud ib le . There was no f r ic t io n ,

i There was a pu lsa tion  in the jugu la r ve ins. Tongue was fu rre d  

He was in c lin e d  to be constipated. He bad no g a s tr ic  d is -

turbances but fo r  a year previous exertion  had tended to induce 

e p ig as tric  d iscom fort. His appetite  had always been good.
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Abdomen was la x .  There was no general or lo c a l tenderness 

or r ig id i t y .  L ive r and Spleen were not palpable. Chest 

was c le a r in  f r o n t .  Back was not examined.

The fo llo w in g  n ight dyspnoea was troublesome, and pain over 

praecordium was constant.

The p a tie n t was asleep during the n ight o f 7/8/29 when i t  was

noticed th a t be was a l i t t l e  re s tle s s , and that h is breath ing

was d is turbed. His colour suddenly became very grey, and 

be expired in  about 5 minutes very q u ie tly .

Temperature was elevated to 99°F on 2nd and 3rd days.

Blood Pressure 102/44 5 /8 /29 .

90/40 6 /8 /29.

82/50 7/8/29.



Case Ho, 3.
Reoort by Dr. J .r .  Cowan. 204.

Andrew Lc&lpine, 59. V i i .  89 67. 1 8 . i i .  - 9 . iv .  30 Death p.m.

A healthy man who hud had attacks o f angina on
s*_

exertion for about a year beiore admission. mhey were 

accompanied by breathlessness, and were more frequent when 

he f e l t  cold. Decently the attacks had been induced more 

e a s ily , and they had sanetimes wakened him from sleep. 

P a lp ita tio n  occurred.at times. For the la s t s ix  months he 

had taken a bus to h is  work, though he only l iv e d  a short 

distance away from i t .

On 17. i i .  a fte r  supper, he was preparing to  go to 

bed when another a ttack , the most severe tha t he had ex

perienced, ensued. He vomited on several occasions. In 

the early a ttacks the pain rad iated to  the ulnar side o f the 

le f t  arm, but on th is  occasion a ffected  both arms.

On admission he was evidently  su ffe rin g  fran  severe 

pain which pers is ted  for more than twenty four hours a fte r  

admission, notw ithstanding the adm in is tra tion  of morphia. 

Subsequently h is  attacks were minimal and o f short duration.

But on 2 6 .i i  a severe a ttack  ensued about 9<~20 a.m.end 

continued u n t i l  the afternoon. The $ t in  was mainly epi

g a s tr ic , and rad ia ted  in to  the chest and the l e f t  arm as fa r 

down as the w r is t .  H is pulse which ha'd been running about 

80; and was qu ite  reg u la r, was now over 100 and had lo s t 

notably in  volume and strength. The cardiac sounds were 

very in d is t in c t .  Two hours la te r  the pain was lessening
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and the pulse had regained seine of i t s  former volume and 

strength. The pain passed in  the afternoon and he had a good 

n ig h t.

Another fa i r ly  severe a ttack occurred on 4 . i i i .  but 

a fte r  the middle o f the month the attacks lessened in  frwquency 

and in  severity  and he was very cheery and w e ll. He to ld  J.M .0# 

on l . i v .  that he had never been so free frcm pain since the 

onset of h is  i l ln e s s .

On 9 . i v . , a t the v is i t in g  hour h is  w ife  and a fr ie n d  

whom he had not seen for lo tg  were v is i t in g  him, and he was 

ra ther excited  a t the meeting. .another a ttack  supervened, he 

became very blue and pulseless and died almost instantaneously.

Hulse. 120 on admission s lig h t ly  f e l l  and was 

running at 80 on 25th.

25th. 84/108.

27th. 88/110.

28th. 72/96.

Since then in  v ic in i ty  o f 80.

Temperature. -  99 to  99.6. 1/9.

22nd. 100.2

26th. 98/100.

27th.

28th.

4/4. 98.8



Case. I

Blood P ressure.: -  

S y s to lic . 

27th. 92

28th. 90

1 /3 . 85

After 7/4. 95/105

D ia s to l ic .

70.

68.
60

60/80.
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Case No. 4 .

Thomas Gibson.

The c l in ic a l  h is to ry  of th is  case was described by Dr. 

J . Norman Cruickshank in  B r it is h  Medical Journa l,

A p r il 11th 1931.
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-Case ^  5.

B.C. Aged 58. aeatherworker.

Admitted 20.8.28. Died 21. 8. 28.

Eighteen months before, p a tie n t had severe a ttack  o f p raecord ia l 

pain when running fo r a car. Pain was severe for several days. 

He resumed work a fte r fourteen days. Pain, breathlessness and 

sw elling o f feet recurred in  cold weather.

On 20. 8. 28 p a tie n t collapsed on h is  way home from the 

bowling green. Pain was continuous over sternum. He was 

sick and vom iting. ^he fo llo w in g  day p a tie n t complained o f 

pain over praecordium ra d ia tin g  in to  the a x il la .  His le f t  arm 

was numb. He lifss ashen grey and orthopnoeic. Pulse was regular 

but weak. Oardiac sounds were poor. Respirations were 30 

per minute. Pain was re lie ve d  by morphine.

At 2 p.m. p a tie n t vomited and became cyanosed. Pain 

and sickness recurred an hour la te r and he became very cyanosed 

and gradually sank and died at 8.30 p.m.

Temperature was subnormal throughout.

Blood pressure -  110/80 mm. Hg.

Pulse Bate was over 100 per minute.
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J.D. Aged 64. Craneman.

Admitted 22.6.27 Died 29. 7 . 27 (1-30 a.m.)

On 11.6.27 p a tie n t had an a ttack o f pain of great 

seve rity  in  le f t  side o f chest when re tu rn in g  from work ,

By 17. 6. 27 pain had improved s u f f ic ie n t ly  to a llow  him to 

resume work. The fo llo w in g  day i t  returned but was not

constant. Vomiting gave temporary r e l ie f .

On 20.6.27 he had an a ttack of severe pain in  le f t  

hand and arm accompanied by intense dyspnoea. Two days

la te r he was admitted to h o sp ita l.

On admission expression was anxious, ^ulse was 

regu la r. Apex beat was not palpable. Oardiac sounds were 

weak but pure.

On 7. 7. 27 p a tie n t became d e lir io u s  w ith  p raecord ia l 

pain, ^a in t p raecord ia l f r ic t io n  was audib le . Urine con

tained albumin and blood.

He gradua lly  went downhill from th a t date.

On 16.7.27 both legs were oedematous.

A week la te r  there was e ffus ion  in  both sides of

the che s t •

At 12.5 a.n. on 29.7.27 he became breathless and 

cyanosed and died w ith in  an hour.



Case No. 6 (Continued).

Temperature ranged from 97° -  99.4°F.

23. 6. 27. Temp. 99.4

28. 6. 27. 99.2

29. 6. 27. 99.4

2, 3 & 4. 7. 27. 99

Pulse 124 on 2nd Ju ly . Continued between 130 -  100* 

B.P. 120/60. Ju ly 4th 140/90. 10th, 105/70.

I mBjl -  ve.

210.

I



J.B. Aged 65, Meat Van Driver#

Admitted 20. 8 # 28.

Eight months before, he had a severe a ttack o f p raecord ia l pain 

w ith  sickness and breathlessness.

He resumed work a fte r  three weeks.

Pour months la te r ,  he was compelled to  give up work because o f 

increasing breathlessness. Pain was constant in  praeeordium and 

epigastrium.

In  July fee t became swollen and o edematous.

20*8.28. Pulse ir re g u la r  -  extra systo les.

Cardiac sounds poor. D up lica tion  o f 1st sound at apex.

P. 55/120. T. 97/normal. P. 30.

£ 3 ^ 2 2 .  O.E. Fundi normal.

4.10.28. Pulse ra te  h igh, 110 per minute.

Lungs c lea r. F latulence troublesome.

11.10.28. Patient collapsed suddenly when reading and died.

Temperature -  Varied from normal to  sub-normal.

Blood pressure. 20.8.28 120/80.
25.8.28 140/110.
15.9.30 110770.
10.10.30. 110/70.

U L  -  ve.



Peport from Dr. J.M. Oowan.

P o b e r t  M cM aster -  44 -  A d m it te d  1 9 . 5 . 2 9 ,  d ied. 8.71.29.
The s to ry  i s  im p e rfe c t. He seems to  Have been 

a H ea lthy man who took i l l  suddenly on 3 1 .X II.2 8  w ith  acute 

abdominal p a in  in  the l e f t  s ide o f  the abdomen. He was 

adm itted  in to  h o s p ita l on 2 .1 .2 9  and a laparotom y was p e r

formed.

He l e f t  H o s p ita l on 1 8 .1 .2 9 , and re tu rn e d  to  

work a week la t e r .  He was,however, short o f  b rea th  upon 

e x e r t io n  and t h is  s te a d ily  increased in  s e v e r ity .  Tie 

s u ffe re d  from a tta c k s  o f p a in  in  the abdomen, and from a 

cough which was most troublesom e a t n ig h t.  H is  a p p e tite  

was im pa ired , but he had no d isco m fo rt a f te r  food or vom it

in g . In  March h is  symptoms became exaggerated and he Had 

to  cease work. The .abdominal pa in  became constan t, and 

the  dyspnoea on e x e r t io n  more severe.

On adm ission he was o rthopnoe ic , w ith  co ld  blue 

e x tre m it ie s  and m in im al oedema. ^he pu lse was fre q u e n t, 

weak and ir r e g u la r ' (E .S . ) the area of ca rd iac  du lln e ss  

increased  to  the  l e f t  s id e , and the ca rd iac  sounds were 

d is ta n t ,  s o ft  and p robab ly  im pure. There was some d u lln e s s  

a t  the  r ig h t  base w ith  d e f ic ie n t  P.M. and ra le s  were a u d ib le  

at both bases. J.M.G. thought th a t the  tro u b le  was
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p r im a rily  pulmonary. Improvement fo llowed and at the  end 

o f the month he was ly in g  low in  bed, w ith no d iscom forts, but 

he was s t i l l  b re a th le ss  on any e x e rt io n . On 5 .v i.  he had

a short a tta ck  of pain over the lower part o f the cardiac 

area accompanied by some breathlessness. On 6 .v i.  he was 

very w e ll and free  from discom fort, but he s t i l l  required 

3 p illo w s  and although h is  re sp ira tio n s  were charted 20-2A, 

he became snort o f breath when ta iK ing  or excited. ^he 

heart was sm aller, and the sounds were pure but ra ther in 

d is t in c t .  ^he second sounds had no special accentuation.

The chest was c lear.

" J . i v i . 0 .  was in c lin e d  t o  look upon the case, 

on admission, as a "pulmonary” one, but th is  opinion re 

quires re v is io n , as i t  is  quite  clear now that there was a 

consiueraule caruiac element au that time. His chest is  

WELL SHAPED. The h is to ry  is  qu ite  u n re lia b le ” .

At n ight he had an a ttack  of acute pain in  the 

epigastrium.

He became breathless, pale and cyanosed. The 

breathing was frequent and laboured and he had great d is 

comfort. He had a re s tle ss  n igh t, and in  the morning was 

worse. The pulse was im perceptib le at the w ris t and 100 at 

the heart. ( I t  f e l l  to  80 at n ig h t). The pain which was 

now experienced in  the epigastrium and lower thorax was severe.
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lie died at IQ p.m.

The temperature throughout was subnormal.

The pulse ra te  was not very frequent, running about 

100 on admission and then fa l l in g  and touching 60 on 22. V, 

r is in g  again on 22 , 23.Y. to  s im ila r le ve ls , f a l l in g  to  

normal on 24 , 25.V I, and therea fte r running about 90.

The re sp ira tio n s  were always between 20 and 

30 p.m. u n t i l  7 .V I, when they rose to  over 40 p.m.

The urine  was generally c lear, occasionally 

showir^ small trace o f albumin.
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Case. Mo. 9.

Beport from Dr J.M. Ocrwan.
Name , J ames W i  Is o n,

Address, 108 Widson Terrace 

Age, 56.

Occupation, Steelworker.

»*ard 7 Book 78 Case No. 43. 

Admitted, 24.4.29.

Died, 27,4.29.

Complaint . 1 "n ig h tfs vom iting" fo llowed by pain over the

heart fo r  two days and then 14 days less severe pain in  the 

chest and abdomen accompanied by gasping breathlessness.

6 .4 .29 . Well and at work.

7 .4 .29 . (Sunday). At 10-30 p.m. he became v io le n t ly  s ick  

w h ils t in  bed.

Vomiting consisted f i r s t  of food and la te r  greenish m a te ria l.

This was replaced by re tch in g  which continued u n t i l  the 

fo llo w in g  morning. * He had no pain u n t i l  Monday. Pain 

developed about the praecordium. Pain was stabbing but 

d id  not ra d ia te . I t  was increased by movements. At the 

same time he became very b reath less.

Pain now in  epigastrium  and d u ll in type became less intense

in  a day or two. Breathlessness continued.

p a tie n t was not confined to bed but was d e f in ite ly  ortbopnoeic.

24.4.29. Very d is tressed and breath less. Lips b lue.

F u lly  conscious. Pulse very so ft and ir re g u la r . Uncountable. 

Extremely orthopnoeic. fio oedema. Cyanosis f f ,
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25.4.29. Urine -  albumen. Praeeordial f r ic t io n

not beard. Bales at both bases.

26.4.29. Vomited and extremely re s tle s s . Abdomen distended 

w ith  f la tu s .  Oedema of fe e t and legs. Later at n igh t he 

rested a l i t t l e  but had a recurrence of h is restlessness and 

died suddenly 7-15 a.m. 27.4 .29.



Qase No* 10
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S.M* Ago 40. S teel Worker.

7. 6. 27.

19. 6. 27.

Two years ago when out walking, had a sudden a ttack o f substernal 

pain* which rad ia ted  to l e f t  shoulder* Since then he had not 

f e l t  w e ll and he was trea ted  in  R u cb ill Hospital 1926 -  February 

1927 fo r  Pulmonary Tuberculosis.

On 27.5.27 when out walking, he developed in tensive abdominal pain -  

vomiting tem porarily re lie ve d  pa in . Be was constantly s ick  u n t i l  

admission 7 .6 .27 .

He was orthopnoeic and expression was anxious. Breathing was rapid  

and shallow. There was cyanosis of lips  and ears. Feet, legs

and thighs were oedema to us.

Pulse was ra p id  but re g u la r. Heart was enlarged downwards and to 

the l e f t .

A loud systolic murmur was audible at apex and base with conduction

into a x illa  and vessels of the neck.

Two days after admission, fr ic tio n  was detected at 2nd le f t  costal 

interspace, and on 16.6.27 pulse bad become sho tty  and capillary  

pulsation was present. Apical systolic was now less and a 

diastolic murmur was audible at aortic area.

He died suddenly whilst asleep on 19.6.27.



Gasa No. 10, (contd.).

Temperature* Was normal to subnormal throughout.

Blood Pressure. 7. 6 . 27 130/60
 --------------------------  14. 6 . 27 160/60

18. 6 . 27 140/60

W.R. -#*ve.
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Admitted 8 .5 .2 8 .
J.K. Aged 57.

Died 11.6.28.

15 months before admission p a tie n t was awakened w ith  

severe p raecord ia l pain and breathlessness which lasted  3 hours, 

i i f te r  a month in  bed he f e l t  fa i r ly  w e ll but exertion  caused 

recurrence of pa in .

About a month before admission to  h o sp ita l he became 

breathless even on the s lig h te s t exertion  and was unable to  sleep 

ly in g  down.

On admission he was orthopnoeic and breathing was 

rapid and shallow. There was cyanosis o f extrem ities and back 

and face were oedematous. Pulse was regu la r and a rte r ie s  were 

hard and to rtuous. Heart was enlarged downwards and to  the 

le f t  and there was so ft s y s to lic  murmur at apex.

Urine contained albumen and many hyaline casts were 

seen on m icroscopic examination.

Pat i  e n t1 s c ondi t  i  on gr adually det er io r at ed. Oedema 

increased and breathing became c y c lic .

On 11.6.28 he had a r ig o r and died in  a few moments.

Temperature. Normal throughout.

Blood Pressure. 9.5.28 180/120.

21.5.28 142/120.

U L  -  ve.
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Case No* 12,

J.B . Aged 55.

Admitted 6/6/30.

Died 13/7/30.

He stated tha t be was fe e lin g  p e rfe c tly  well u n t i l  Sunday 4th 

May when at 10 p.m. he f e l t  h is  head was going to b u rs t.

He had no v e rt ig o .

He sat down and found th a t he was panting fo r breath.

He recovered in  a few moments and went to  bed. He bad pain 

below the breast bone. This pain persisted fo r two days.

He f e l t  h is  pulse and found that i t  was jumping irre g u la r ly .

Note on Admission Patient is a w ell developed muscular

man. Complexion is s l ig h t ly  cyanotic . The tongue is clean.

He is  edentulous. There is  no oedema. Cardiac action is  

constantly ir re g u la r  and the ra te  by auscu lta tion is  about 120.

A  short inconstant s y s to lic  murmur is audible between the apex 

and fo o t of sternum. The a rte r ie s  s h o w s li^ it  but d e fin ite  

degenerative changes.. The lungs are c lea r.

The urine contains a small quantity  of albumen.

Patient remained breathless w ith  a d is t in c t  tendency to cyanosis 

and on 30/6/30 there was s l ig h t  oedema o f the lumbo sacra l reg ion .

On 1/7/30 there was 8 l i t t l e  moist ra le  at the l e f t  base.
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Case No* 12 (Contd.)

Oedema and cyanosis g radua lly  increased*

P a t i e n t  died o n  13/7/30*

T e m p e r a t u r e  r e m a i n e d  n o r m a l  e x c e p t  on 12/7/30 a n d  13/7/30 

w h e n  it r e a c h e d  1 Q 0 ° F *
Blood Pressure was constant at 160/90*

W*B* -  ve*



D.F.

28.11.29

^ged 52.

4 .1 2 .29 .

T/oodman.

Patient had been short o f breath on exertion  for

several months. Two months before admission he was in  j

hosp ita l at Dunoon. Shortness o f breath was troublesome .j

and he required four p illo w s . Since tha t time p a tie n t had 

been more or less confined to bed -  the s lig h te s t exertion  

produced dyspnoea. He had s lig h t tra n s ito ry  attacks o f j

p raecordia l pain. This could not be associated w ith  exercise J

or tak ing  o f food. There had been no substernal pain or \

p a lp ita tio n .

complexioned man. His face was rather haggard. There was 

very marked oedema o f both fee t and legs and some ascites. •

The d ia s to lic  murmur was very va riab le  in  in te n s ity .

On 4.12.29 p a tien t complained o f fe e lin g  t ire d . 

In  the afternoon he complained of fe e lin g  s ick  

and died suddenly.
Temperature -  normal.

Temperature normal. B.P. 150/70.

On admission p a tien t was w e ll developed, sallow

Liver was enlarged and palpable.

Pulse was o f fa ir  q u a lity  and regu la r.

V.3. and V.i). murmurs were audible a t a o r t ic  area.

Blood

Leucocytes 3.12. 29. 11600.
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Case No, 14,

A.N. Aged 61. Watchman.

13.11.29. 4.12.29.

P atient had suffered from pains ra d ia tin g  down the 

arms. These pains were much more marked a fte r a heavy meal 

or on exertion . There was no substernal pain.

Pour months before he noticed tha t he was very 

breathless when clim bing s ta irs .

Three weeks previous to admission dyspnoea was much 

worse. The s lig h te s t g rad ient caused him to fe e l p raecord ia l 

co n s tr ic tio n . He continued at work u n t i l  11th November when he 

was compelled to cease work because of extreme breathlessness.

He was re s tle ss  at n ig h t; had to sleep propped up; and was 

troubled w ith  p a lp ita t io n .

On admission p a tie n t looked older than stated age.

He was s l ig h t ly  orthopnoeic. Breathing was d e f in ite ly  

period ic . There was no oedema. There was considerable 

a r te r ia l degeneration. C aro tid  pu lsa tion  was v is ib le .

Padial pulses were equal, f u l l  and sho tty . Short V.S. and 

V.D, murmurs were audible at the a o r t ic  area. Lungs were 

clear. L ive r was ju s t palpable and s l ig h t ly  tender.

On 1st December he f e l t  short of breath. Pulse was 

rapid and ir re g u la r . The cond ition  suggested Auricu lar 

F lu tte r .

Two days la te r  breathing was d e f in ite ly  Cheyne Stokes 

with long periods o f apnoea. Pulse was rap id  but reg u la r. 

There was ra le  at both bases.

On 4th December p a tie n t died suddenly.



Da36 hp.. 14

Temperature -  21 & 22/11

Blood pressure - 150/60

120/50

80/40

120/40

W.B. f -  ve .

(Continued).

99.

13/11.

15/11

26/11

2/12.



Name. Mr s McLennan,

Address, 20 Grafton St. Townhead.

Age, 49 years.

Admitted 18.3.31.

Died 31.3.31.

Hot eft from Complaint. Breathlessness and fe e lin g  generally out of 
Journal.

sorts o f nine or ten  months1 duration. Also a haziness over

the eyes o f a year’ s duration.

H istory o f present cond ition . P a tien t has not been at a l l  

w e ll fo r three years. Since then she fe l t  generally out o f 

sorts. For a t leas t two years she has been troubled w ith a 

very severe th ir s t  and used to  d rink p in ts  o f water during the 

day. At tha t time she passed a great amount o f u rin e , and had

to get up fiv e  or s ix  times during the n i^ i t ,  and th is  fac t

kept her from caning to  h o sp ita l. In  the la s t two years she 

has been complaining o f marked weakness and has been gradua lly  

los ing  w e ig jit.

About 14 months ago she noticed a haze over her eyes and went 

to  the In firm a ry  where she was found to  have re t in a l haemorr

hage. Since then she has never f e l t  w e ll.

About 12 ffljmths ago she f e l t  a numbness and t in g l in g  in  both 

feet and also in  the le f t  arm. This is  s t i l l  present, 
iienever she exerts h e rs e lf she is  very breathless, and she
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fe e ls  as i f  she is  going to  d ie . Her feet sw ell every n ig h t. 

During these a ttacks o f breathlessness she has no pain. She 

has never been jaundiced. About a year ago, she had frequent 

a ttacks o f vom iting, accompanied by pain under the sternum 

which went through to  the back. This vom iting s ta rted  about 

an hour a fte r the ta k ing  o f food and vomit consisted of stomach 

contents. She has never had heartburn or water brash. She 

is  g re a tly  troub led w ith  constipa tion  but her motions have 

never been clack. She is  g rea tly  troubled w ith fla tu le n ce . 

About a month ago she had an a ttack of p raecord ia l pain and 

breathlessness. la in  lasted  several hours and was re lieve d  

by in je c t io n . She was sick and vomited during the n ight. 

F latulence was troublesome. The fo llow ing  day she was very 

i l l  and breath less.

She has vomited every day fo r past three days and has brought 

up everyth ing she ate. She has not been troub led w ith  

diarrhoea. She has a s lig h t cough w ith  a scanty s p it .

19.3.31. Patient is  a s to u tly  b u i l t  woman, and has somewhat

flushed cheeks. She sta tes tha t she has frequent a ttacks of 

sub-sternal pa in ; sometimes very severe and on the night of 

the 15th, she had to  have an in je c tio n  to  re lie ve  i t .  The 

pulse is  in frequent and tending to couple. Vessel w alls  

are somewhat hard. There is  a short a o r t ic  s y s to lic  murmur. 

The lungs are c lear. The abdomen is  normal. The urine
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contains a good deal of albumen, sugar and much u r ic  ac id f 

w itn  a few hya line  and granular casts.

Patient had an a ttack o f breathlessness during  the n igh t.

The a ttack came on suddenly. P a lp ita tio n  was troublesome;

she f e l t  a fra id  of dying. There was no pain and the a ttack

passed o f f  g radua lly . Pulse at present, is  re g u la r.

^9.3.31. Patient has had frequent a ttacks of breathlessness 

pain in  praecordium -  passing up the le f t  side of chest -  

she fe e ls  s ick  but does not vomit.

-31. 3.31. P a tien t died suddenly today.

Temperature. 98°P.

EtiLaa* 96.
Jjam salLiafl. *4.
Blood Pressure. 154/100.
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T.C. Aged 63.

Admitted 1 /6 /31 .

Dismissed 14/6/31.

For four years previous to admission p a tie n t had su ffe red  frcaa 

recu rring  attacks o f p raecord ia l pa in  brought on by exe rtion  and 

re lieved by re s t and amyl, n it ra te .  On 31/5/31 he was awakened 

by intense pa in  in  the l e f t  lower thorax ra d ia tin g  upwards in to  

the r ig h t  breast* He stated tha t the pain which be experienced 

was qu ite  d if fe re n t from b is previous attacks o f angina. I t  

was s itua ted  in  the g a ll-b la d d e r region and above i t f and also 

below the sternum. I t  d id  not rad ia te  in to  the arm or the neck, 

yomiting soon began and w ith re tch ing  was almost incessant. He 

sweated considerably.

On admission p a tie n t was orthopnoeic and s l ig h t ly  cyanosed.

Tongue was coated and breath o ffe n s ive . He vomited a l i t t l e  

but there was no pa in . The pulse was reg u la r, very s o f t ,  and 

the cardiac sounds were o f poor q u a lity . On attem pting to 

take the blood pressure be fa in te d  w ith  convulsive movements.

At 12-30 a.m. on 4.6.1931 p a tie n t had a short a ttack  of un

consciousness w ith  s te rto rous breathing and fa i lu re  o f pu lse. 

Seizure la s te d  1^ minutes and was repeated at 1-30 a jn .

Hatient was b e tte r by morning. Pulse which had been irre g u la r
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on previous day was now regu la r and of b e tte r q u a lity , and cardiac 

sounds were b e tte r . There was no b i le  in  the u rin e . There 

was no jaundice, but the s too ls  were q u ite  w hite .

The an te rio r or l /3 rd  o f the l e f t  fo o t and a l l  the toes were d is 

coloured and co ld . No pulse could be made out in the t ib ia ls  

and d o rsa lis  ped is .

On 5/6/1931 the fo o t was warm acd the toes were s t i l l  discoloured - 

there was some oedema. P a tie n tf s general cond ition  is b e tte r . 

The pulse ra te  had r is e n  and W8S almost re g u la r. Colour was 

improved.

On 6/6 /1931 p s tie n t was ra the r b e tte r . Ir re g u la  r i t y  o f pulse 

was only very occasional. The conjunctivae were b ile s ta in e d  and 

the sk in  was a l i t t l e  ye llow . There was no b ile  in  the u rine , 

but u r ic  acid was present.

On 9/6/1931 there was marked oedema in  lumbo-sacral reg ion. Ee 

complained today o f burning sensation in  r ig h t  fo o t, which was 

much h e a lth ie r loo k ing , the c irc u la t io n  having been slow ly re 

stored.

He bad another StokesrAdam seizure at 2-30 p*n. la s t in g  fo r  a 

minute and a h a lf .

On 14/6/1931 p a tie n t who apparently had been doing w e ll while 

ta lk in g  to  h is  son during  the v is i t in g  hours suddenly f e l l  beck 

dead.
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Temperature was normal except on la s t two days when i t  rose

to 99°F.

Blood Pressure 85/65 on admission and th e re a fte r whole

course o f illn e s s except on 6/6/1931 when

i t  reached 98/68*

Leucocytes* 2/6/31 13,200 per c mm.

4/6/31 13,000 per c ram*

8/6/31 9,200 per c mm.

9/6/31 9,000 per c mm*

11/6/31 14,000 per c mm.

'.R. -  ve.



J.M. Aged 65. Quartermaster.

9.11.26. -  19.12.26.

Pain and catching of breath on le f t  side of chest o f 

s ix  months duration . Pain on r ig h t side of fo r tn ig h ts  

duration.

Pains in  kidney regions o f four days duration,

S ix months before, w h ils t in  A u s tra lia , p a tie n t had 

sudden attacks of pain over mid sternum and passing to the 

le f t  s ide ; i t  was accompanied by shortness of breath. 

Previously he had been troubled w ith  pain at lower end o f 

sternum produced by exercise.

He was under constant medical a tte n tio n  from the 

onset o f i l ln e s s .

The pain in  kidney regions, four days before ad

mission to Poyal In firm a ry , had been most severe, He had 

twice fa in te d  and was unable to pass urine for 15 hours. He 

had a racking cough ever since admission to  h o sp ita l in  

A u s tra lia  and from time to time brought up blood stained 

sputum.

Patient was orthopnoeic. in s p ira tio n s  were 

rap id  and wheezing. There was restra ined  cough. Golour was 

good but malar flu sh  was noticeable. There was no oedema, 

skin was dry and there was no enlargement o f lymphatic glands.
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Sputum was mueo purulent and mixed w ith  red blood. There 

was marked hyperaesthesia o f l e f t  a x i l la  w ith  dullness, 

diminished P.M. f r ic t io n .  Coarse f r ic t io n  was audible 

over the P. upper lobe. Cardiac sounds were weak and o f 

poor q u a lity . No adventitious sounds were heard. Pulse 

was regu la r.

X-ray o f chest on 15.11.26 showed patches of 

tumour form ation w ith  heart d ila te d .

On 20.11.26 i t  was noticed that le f t  arm was 

oedematous and there was prominence of le f t  External 

Jugular Vein.

Larynoscopic examination showed both vocal 

cords moving. L e ft was sluggish.

P a tie n tTs progress was dow nhill.

On 3.12.26 r ig h t  arm was oedematous and d is 

tended veins on le f t  side o f neck were thrombosed.

On 7.12.26 he had oedema of fed't and legs.

He died a t 6.25 a.m. on 19.12.26. Jaundice 

had been present during the la s t week and oedema o f hands, 

arms legs and fe e t had been gross.

Temperature -  S lig h t irre g u la r pyrexia  for a 

month -  subnormal fo r la s t ten days.
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Blood Pressure 17.11.26. 100/70.

24.11.26. 90/70.

1.12.26. 100/70.

Leucocytes. 13.11.26. 21500 per c.mm.

B.E. -  ve.
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J .T . Aged 55 years . Pail way Canvasser.
Admitted - 5.10.27.
Died - 9.10.27.

Five years before admission to hospital patient had 

a sudden attack of abdominal pain. Appendicectomy was per
formed. From that time patient did not feei well. he suffered 
from frequent attacks of epigastric discomfort, made worse by 
exer tion.

Six months before admission these attacks became 
much more frequent. Heartburn and flatulence were now almost 
constant.

Patient was awakened from sleep s ix  weeks before 
admission by intense praecordial pain. Pain started suddenly, 

radiated through to the back and down both arms to the finge r 

t ip s . It was v ic e - lik e . He was very short of breath and 

fe l t  that he would die. He f e l t  nauseated, had g iddiness, w ith  

some vom iting which re lieved  the pain. Pain lasted  fo r s ix  hour 

and as i t  was passing o f f  p a tie n t perspired fre e ly  and had some 

p a lp ita tio n . Frcm th a t time praecord ia l pain recurred almost 

every week and was brought on by exertion .

P a tien t was a worn look ing  man. Cheeks were red -  

There were many in je c te d  venules. Pulse was small, so ft and 

regular. Cardiac area was enlarged downwards and to the l e f t .
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Cardiac sounds were pure but of very poor q u a lity . Moist ra le  

was present at bases o f both lungs.

On 9,10,27 p a tie n t had s lig h t pain in  l e f t  side of 

chest about 5.45 p.m. This gradually increased in  in te n s ity  

and became agonising. Pain was p a r tly  re lieve d  by morphine.

He died in  extreme agony at 8 p.m.

Temperature was normal throughout.

Blood pressure -  100/75 5.10.27.

100/78 9.10.27.

W.B. -  negative.
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John Guy. Aged 61.

Was admitted 1.8.27.

On 31.7.27 p a tie n t was troubled w ith  pain in  the le f t  arm 

and extreme breathlessness. He collapsed in  °ueen S treet 

S ta tion .

On admission he looked shocked, breathlessness was marked 

and he was cyanotic. Pulse was s o ft and ir re g u la r , the 

i r re g u la r ity  being due to extra  systo les.

Heart sounds were of poor q u a lity .

The p a tie n t died tha t day.

Temperature -  Subnormal.

Blood Pressure -  80?/

Pulse ra te  - 110.
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Edwin Hoddle Aged 45.

Admitted 22.6.27.

On 13.6.27 the p a tie n t w h ils t out walking had a sudden 

a ttack o f p raecord ia l pain and breathlessness. He co l

lapsed and was taken home, and was confined to  bed from 

that date.

Hr cm 13th u n t i l  h is  admission on the 22nd he was troubled 

w ith  s lig h t cough and occasional discomfort under the 

ster num.

On the morning of 22.6.27 he had an a ttack o f severe 

pain in  h is  chest and down both arms. He perspired 

fre e ly . Pulse during the a ttack  was regu la r.

Coarse p raecord ia l f r ic t io n  was heard. Moist ra les 

were present at both bases.

Heart sounds were s o ft and d is ta n t. Pain was re lieved  

by morphia.

At 8 p.m. p a tie n t had another severe seizure and complaL ned 

b it te r ly  o f pain. He lapsed in to  unconsciousness at 

8.30 p.m. and died at 9 p.m.

Temperature -  S u ' a l .
Blood pressure - .
Pulse Pate -  110.
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Gavin A lla n ,
63 fieadowpark S tree t,

hennistoun. Age 64 years. J

Admitted 4 .9 .28. |
Died. -  5.9.28. |

Present I lln e s s .

When pa tien t was on h is  way to h is  work th is  j

morning he collapsed. He had been fe e lin g  qu ite  w e ll |

and had taken q u ite  a sa tis fa c to ry  meal before le a v ing home. 1

Follow ing h is  collapse he was assisted to  gate. When \

seen there he was qu ite  conscious, but very cyanosed. He |  

complained o f £ § 9 liq j s ick , but no pain whatsoever was p re - . I 

send.

Condition on admission. j

P. 60: T. 97 P. 20 B.P. 80/60. j
JM

P atien t was very cyanosed -  h is  l ip s  and ears :|j

were q u ite  blue and there were blue in je c te d  venules on h is  3  

cheeks. He complained of no pain but said he fe l t  s lig h t ly  

s ick . His sk in  was covered w ith  a clammy sweat and h is  

hands and ears were very cold. Pulse was regular but o f 

small force and volume; the heart sounds were poor in  q u a lity  i 

but’ no murmurs were detectable. He complained of weakness 

in  h is  legs but no p a ra lys is  was present. Knee je rks  both 

active  ana p u p ils  reactea to  l ig h t .



i
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P atient vaulted shortly  a fte r admission and 

continued to  do so frequen tly  throughout the day. ^ is  

general oonditi on-remained much the same. He complained o f 

a numb sensation in  h is  r ig h t  le g  from time to  time. Both 

lower ex trem ities  tended to  be cold and hands remained bluish# 

During the afternoon he complained o f general ab

dominal d iscom fort, and towards evening t'n is  seemed to  amount 

to  pain.

About 9 p.m. abdominal pain was severe and patient 

became re s tle ss . B .P .70/50. He had a great desire to  sleep 

but could not on aecouht of his pain. • Pain became extreme# 

Skin became moist and clammy and resp ira tio n s  rap id .

Batient was quite  conscious and was given Morphine 

g r . l /6  w ith  A tropine g r. 1/200. He died almost immediately 

at 12.20 a.m.
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Name. k rs . Isa be lla  Chambers, Admitted 7 .7.27.

Address, 8 Stanhope S tre e t, Died. 16.7.27.
Townhead,

Glasgow.
Age 57.

In  November 1926 the pa tien t had an attack of severe j

pain in  the upper part o f the abdomen, f t  commenced during !

the n ig h t, and was accompanied by nausea, but there was no 

vom iting although the p a tie n t f e l t  as i f  that would give her 

r e l ie f .  She was unable to remain in  bed w ith  i t ,  but walked 

about during tha t n ig h t, and the doctor was ca lled in  the 

fo llow ing  day. She stayed in  bed for a fo r tn ig h t and 

recovered to some e x ten t, but never f e l t  very w e ll.

From March 1927 she complained o f pain in  the same region.

I t  was very s lig h t  at f i r s t ,  and only came on a fte r exertion  

or about h a lf  an hour a fte r  food and lasted a short time.

I t  commenced in  the epigastrium , rad ia ted through to the back 

and down the le f t  arm. Pain increased in  in te n s ity  and came 

on at n ight i f  the p a tie n t lay  down. I t  was spasmodic in  

character, sometimes lasted  fo r about an hour. Occasionally |

there had been vom iting o f a clear f lu id .  mhe la s t a ttack

of vom iting was on Saturday 2nd July 1927. Her a-npetite j
|

was poor, and she was troubled very much w ith  fla tu lence  |

and constipa tion , the bowels not acting  fo r two or three days.
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She was wora in  appearance and looked older than her 

stated age. The sk in  was moist and the general appearance 

did not suggest myxoedema. ^he cardiac dullness was iacreased 

and there was marked p e ric a rd ia l f r ic t io n  over the lower h a lf  

of the sternum. A s o ft s y s to lic  murmur was audible a t the 

apex and a double murmur at the a o r t ic  area. ^here was some 

resistance and s lig h t tenderness in  the epigastrium , ^he 

r ig h t kidney was palpable.

Bespirations were regular in  ra te  and rhythm. 'Hie 

lungs were resonant to  percussion and the re sp ira to ry  murmur 

was ve s icu la r.

For some time a fte r admission she suffered from 

delusions but was very qu ie t and not re s tle s s .

At 11.30 p.m. on 16.7.27 she suddenly said she was 

choking. She f e l l  back unconscious and died 10 minutes la te r .  

Temperature -  Normal throughout.

Blood Pressure -  130/50 8 .7.27.

125/55 11.7.27.

132/55 15.7.27.

!LE. j~ ve.



D.Mc. Aged 50. Journa lis t

8. 3. 29.

Five days before admission he f e l t  t ig h t sensation in  

the chest and was compelled to res t fo r a l i t t l e .  He was 

not short o f breath. Two days la te r he bad a s im ila r a ttack 

^he day before admission he rested in  bed, but was free from 

any symptoms.

At l-50  p.m. on the 8th w h ils t er^aged a t typ ing, 

he f e l t  a very c o n s tr ic t in g  pain in  the chest. Fain 

rad iated across the mammary regions. He was not breathless 

but collapsed because o f the in te n s ity  o f the pain.

On admission pa tien t was pale and distressed. Pain 

was intense and unaffected by re sp ira tio n s .

Pulse was slow -  poor q u a lity , ^here were numerous 

’’Dropped’' beats. Cardiac sounds were s o ft but pure.

Pain was g re a tly  re lie v e d  by Amyl n i t r i t e ,  adm inistra  

t io n , and pulse became re g u la r . Dr ine 1020. C lear.

At 11 p.m. pain was less. P atient complained o f 

nausea and th i r s t .

The fo llo w in g  morning a t 4 a.m. patient vomited clear 

f lu id .  Pain pers is ted  but was much less.
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11.3.29. Over lower h a lf  o f sternum a regular high pitched 

- squeak was heard very s u p e rf ic ia l and synchronous w ith  the 

cardiac beat. This had disappeared on one and a h a lf 

hours.

home on 14.4.29 fe e lin g  very w e ll.

12.5.29. P a tien t reported today. He feels very w e ll. 

There was a shor t  squeaki ng Y.S. murmur.

B.P. 105-65.

Patient reported on 5.8.29 -  14.11.29 and 5.6.30.

He complained on each o f these occasions o f m ild  anginoid 

pain on exe rtion ; otherwise he fe l t  w e ll.

B.P. remained low 100-110/70-60.

He died suddenly w h ils t at work, a t the end o f 

March 1931.

temperature -  99 on 9th.

P a tie n t's  progress was uneventfu l. He went

Blood pressure

Leucocytes 19600 per cmm. 9.3.29 
14800 ” 12.3.29
10400 ” 16.3.29
8800 " 19.8.29
7200 ” 24.3.29.

W.B. -  ve
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J .D . Aged 52.

Admitted 7/4/30*

Dismissed 4/6/30*

Patient f e l t  p e rfe c tly  w e ll u n t i l  a fo r tn ig h t before admission, 

when, w h ile  ly in g  in  bed in the morning, he f e l t  s ick and on 

g e tt in g  out o f bed, f e l l  but did not hurt or s tra in  h im se lf.

He f e l t  no i l l  e ffe c ts  at the time but an hour la te r  had © d u ll 

pain in  the epigastrium  accompanied by fla tu le n ce . Passing 

of f la tu s  d id  not re lie v e  the pain and he did not vom it.

At the same time he had a fe e lin g  o f pins and needles in  the 

hands and arms and f e l t  loss o f power in  the arms.

A fte r a dose o f s a lts  he f e l t  re lieved  and next day went back 

to io rk .

He remained w e ll u n t i l  6tb ^ p r i l  when on r is in g  in  the morning 

he f e l t  giddy and had a re tu rn  o f the pain at the lower end o f 

sternum.

The pain increased in  se ve rity  and was made worse by deep 

in sp ira tio n  and on movement.

He returned to bed and immediately vomited. The vomit wes 

brownish green and was sour.

Hot fomentations were applied to the abdomen and the pain 

sh ifte d  to the chest.
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He vomited several times on the day before admission but th is  

did not re lie v e  b is  pain which pers isted  a l l  day.

He was sent to  hosp ita l as acute g a s tr ic  p e rfo ra tio n .

The p a tie n t was a s trong ly  b u i l t  man o f 52. Colour and 

n u tr i t io n  were good.

He was unable to l i e  on the l e f t  side because o f pain.

The tongue was coated and m o is t. A ppetite  was poor.

The pulse was reg u la r. Cardiac sounds were pure but 

d is ta n t.

There was tenderness at the lower end o f the sternum.

The abdomen appeared to be normal.

Note two days a fte r  admission

Two days a fte r  admission there was sore tenderness in  the upper

epigastrium but no r ig id i t y .  The pain was f e l t  c h ie fly  over

the l e f t  lower chest especia lly when ly in g  on tha t s ide. There

was some dullness at the base o f the l e f t  lung w ith  diminished

breath sounds. The cardiac sounds were d is ten t but pure.

The pulse was re g u la r.

On that day f r i c t io n  was detected below the l e f t  n ipple end 

i t s  presence was noted during the fo llo w in g  twelve days. 

P a tien t! s cond ition  gave cause fo r  much anxiety fo r  the

f i r s t  seven days. On the 14th, however, he f e l t  much b e tte r



C ase N o* 2 4  ( G o n t d ) .

246.

and free from pain .

His progress was steady u n t i l  the 22nd when he developed 

thrombosis o f the r ig h t  femoral ve in . Notwithstanding th is  set 

back h is  condit ion again improved and the apical f i r s t  sound which 

previously bad been almost inaudib le was o f f a i r ly  good q ua lity  

on 6 /5/30.

On 10/5/30 p le u ra l f r ic t io n  was audible in  r i^ b t  a x il la .  P a tien t 

however, f e l t  w e ll and was free from pain.

Improvement was un in terrup ted  from th is  date and be went home 

on 4 /6/30f fe e lin g  w e ll and w ithout symptoms even when walking. 

temperature. Ir re g u la r pyrexia  reaching 100°F was present 

u n t i l  14/5/30.

Blood Pressure lGQ/40 on admission a fte r which i t  remained

Lqucoqvtes•
■M6—  i i— wmmm̂

constantly about 110/70.

14/4/30 8200 per c

15/4/30 10800

16/4/30 9800 »t

17/4/30 10200 tt

22/4/30 9800 tt

26/4/30 9500 ft

5/5/30 10400 tt

W.R, -ve,
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admitted 6/6/31* Aged 64.

Dismissed 7/31

Patient bed always been in  good health u n t i l  sixteen days before 

admission when w h ils t out walking he experienced a sudden acute 

pain, l ik e  a v io le n t blow in  the reg ion of the middle of the 

sternum* The pain remained fo r twenty four hours in  the same 

s itu a tio n  and was o f severe in te n s ity , gradually changing in 

character to  a d u lle r  pa in  which f l i t t e d  about the chest a ffe c tin g  

d iffe re n t areas -  the n ipp les, the region of the apex o f the 

heart, the fo o t o f the sternum.

About th is  time he developed a short cough w ith  a dry s p it  which

was d i f f i c u l t  to b rin g  up* Coughing caused pain in the chest, 

in  the region of the sternum, the pain being severe in  nature 

and making him catch b is breath .

He bad no attacks o f breathlessness*

His previous health bad always been exceptiona lly good.

Note on 7*6*31. P a tien t is a nervous man and looks o lder than 

bis years. He has a frequent i r r i t a t  ing eough which caused 

substernal pain. ^here is a l i t t l e  cyanosis of l ip s  and lobes

of ears, but face is not so grey and worn look ing  ss when he was

on bis fe e t .  He is s t i l l  somewhat b reath less.
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Case No# 2 5  ( C o n t d . )

Pulse is  regu la r o f moderate fo rce  and f a i r ly  high tension#

Tbe ra d ia l pulses are equal# There is  no tracheal tugging

and no substernal du llness. Cardiac dullness is a l i t t l e

enlarged to r ig h t#  Apex is  palpable w ith  d if f ic u lty #

Sounds are poor# 2nd a o rtic  is accentuated# A short 

s ys to lic  murmur is  present at apex and a o rtic  area and beard 

fa in t ly  in  neck. P e rica rd ia l f r ic t io n  is heard at tbe fo o t 

of the sternum.

The lungs are c lea r to percussion# Much rhonchus and a l i t t l e  

rale are beard a l l  over the back#

Abdomen is  distended, but there does not appear to  be any ascites# 

There is  general tenderness, most marked in  epigastrium which is 

r ig id .  An in d e fin ite  mass (?polon) is  palpable in  l e f t  

bypoebondr ium#

There are no u rin a ry  symptoms#

There was steady improvement in  tbe patient»s cond ition  and i t  

was noted on 21.6.31 tha t cardiac sounds were now pure and o f 

better q u a lity  8nd blood pressure r is in g #  He ?/ent home on 

/7/31 free  o f symptoms#

Temperature was normal throughout#

Leucocytes 8#6#31 8,300

9.6.31 8,400

10.6.31 11,600

12.6.31 9,000.



Case Ho> 2 5  ( Q o n tc h )

Blood Pressure 138/95 6/6/31

125/78 7/6/31

ll0 /7 4 8/6/31

132/98 15/6/31

128/74 18/6/31

170/122 26/6/31
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Case No. 26.

Mrs. } • Admitted 17• 2. 28
11 C orn fie ld  S treet, Discharged 4 . 5. 2,8.

Gallowgate.

Age 49 years.

About s ix  years before she had an attack of influenza 

la s tin g  three weeks a fte r  which she suffered from d e b ili ty  

and breathlessness. Two years la te r  she had a second

attack la s t in g  fourteen days a fte r which she became subject 

to attacks o f nocturnal dyspnoea -  these came on a fte r a 

few hours sleep when she would waken with noises in  tbe ears 

and nsounds!r in  her th roa t and gasping fo r  breath; a fte r two 

hours i t  passed and allowed her to  sleep. These attacks came 

at regu la r in te rva ls  of about a y/eek/ and continued fo r  two 

years, since when they were very infrequent although she 

became s te ad ily  more breathless on exertion . Breathlessness 

was most severe on r is in g  in tbe morning and tended to  be 

less severe as tbe day wore on. About a year before ad

mission to  hosp ita l sw elling  began in  the feet and gradually 

extended up the legs . I t  was worse at n igh t and cleared up

with re s t. About November 1927 the th ighs were involved 

and the abdomen became swollen; a l i t t l e  la te r  the bands 

were involved. Her appetite  was always good although she 

bad occasional nausea. Her eyesight was not a ffec ted .
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Case No. 2 6  fO ontd.L

She bed never been subject to cougb during ber illn e ss  except 

fo r  tbree days p r io r  to admission wben she developed some 

cougb and mucous s p it .

On admission p a tie n t was ortbopnoeic and dyspnoeic.

Tbere was much oedema o f le g s , th ighs, 1umbo-sacral region, 

le f t  arm and band and to  a lesser extent o f tbe r ig h t arm. 

Tbere was a short ap ica l s y s to lic  murmur and the sounds 

otherwise were o f poor q u a lity . There was a cougb w ith  a 

mucoid s p it .  Tbere was much moist ra le  at both bases.

P a tie n tf s cond ition  improved gradually and progressively 

during ber stay in hosp ita l and on her dism issal 4. 5. 28 

oedema was no longer present, and lungs were c lea r, 

ip ic a l s y s to lic  murmur was s t i l l  present.



Vincent S iru s . Aged 47.

Admitted 21.5.31 

Dismissed 7 .7#3 i#

This case is  of especial in te re s t as blood pressure d id not f e l l  to 

any extent u n t i l  48 hours a fte r  onset. Patient stated tha t be 

went to bed p e rfe c tly  w e ll on tbe n igh t of tbe 2oth and was awakened 

in  tbe early  morning by a severe pain in  tbe bypogastrium. He 

rose and h is  bowels moved. Thereafter an intense burning sensa

tion  was experienced in  tbe s te rna l region and down tbe le f t  arm to 

tbe elbow so that he could not move tbe arm. Tbere was also a

fee ling  o f tightness in  tbe chest. He vomited and f e l t  b e tte r . 

Patient was a bu rly  sunburnt man but face looked pinched and 

anxious. Pulse was regular and bounding. Cardiac sounds were

soft and o f poor q u a lity  but pure. Chest in  fro n t was c le a r.

Tongue was fu rre d , but be d id not fe e l s ic k .

Examination o f abdomen was negative*

Substernal d iscom fort pers is ted  fo r  several days and tbere was 

steady f a l l  in  blood pressure.

On afternoon o f 17.6.31 be complained of severe pain over lower 

part o f sternum, be f e l t  s ick  but did not vom it.

Progress was p ra c t ic a lly  un in terrupted from tha t date and on

29.6.31 be f e l t  very w e ll, pulse was regu la r, cardiac sounds 

were of b e tte r  q u a lity  but the ap ica l f i r s t  sound was s t i l l  poor.



<£•53.

Case No* 27 (Oontd.)

Temperature was elevated to 99 F on 2lst, 22nd and 23rd and 
normal thereafter.
Leucocytes 13,500 22.5.31.

12,800 23.5.31.

14,400 25.5.31.

13,000 26.5.31.
9,500 28.5.31.

29.5.31.

8,600 30.5.31.
8,200 31.5.31.
6,400 1.6.31.

Blood Pressure See Chart*



Case No» 26-
tJ U**: •

Mrs. M Aged 64, 

Admitted 1.7.28. 

Dismissed. 3.10.28

For nine weeics p r io r  to  admission on 1.7.28 p a tie n t had suffered 

frcm frequent a ttacks o f Angina P ectoris . She was a th in  but 

w e ll coloured woman who looked older than her years, \7hen free 

from attacks she was able to  l i e  in  the dorsal decubitus w ithout 

d iseanfo rt. Pulse was regular but o f high tension. Heart 

was enlarged downwards and to the le f t .  There was much, ap ica l 

hyperaesthesia. a rough s y s to lic  murmur was audible at the apex. 

On 4.7.38 p a tie n t was d e lir io u s  w ith  praecordia l pa in  which 

lasted two hours. She was not s ick .

Blood Pressure which had been 180/96 on admission f e l l  to 100/60.

Pulse Bate rose from 68 to 112 per minute.

Following th is  severe a ttack p a tie n t had numerous anginoid 

seizures o f short duration.

On 3.10.28 she went home where she died suddenly s ix  weeks la te r .  

Temperature. Normal throughout except on 5.7.28 when i t  reached

was s lig h t ly  elevated 99°F

99 °F.

Blood Prqsqnrfl. 1.7.28
5.7.28

18.9.28

180/96

U L l -  ve.



Case Ho. 29.
255.

E.F. Aged 61

Admitted 16/6/28 

Dismissed 20/7/28.

Was admitted on 16tb June a fte r  having collapsed on the s tre e t. 

For the previous week be had f e l t  s t i f f  and sore.

On the morning o f h is admission he took a good breakfast, but 

an hour or so afterwards when out walking he became short o f 

breath and f e l t  d iscom fort in  the epigastrium. He became 

very weak and perspired p ro fuse ly . He rested and was found 

unconscious by the side o f tbe road.

On admission on 16th June. Patient was a man of weather 

beaten appearance. He complained of burning pain across 

tbe chest. He vomited tw ice since admission.

Pulse 60 p.m. in frequen t, irre g u la r and feeb le . Cardiac 

sounds were almost inaud ib le .

Temperature 96*B°F. Respirations 22 p.m.

Blood Pressure 80/50 mm. Hg.

On 17/6/29 p a tie n t was cyanosed. He was free  from pain.

Pulse was 54 per minute and re g u la r.

Cardiac dullness was sm all. Sounds were pure but d is te n t. 

Tbere was moderate emphysema w ith  much bronchia l c a ta rrh .

Urine S*G* 1030. Albumin. mh mh>

P ric tio n  was audible in  l e f t  a x il la  on tbe 20tb.



Page Ho. 29 (Cotttd.)

256.

He had improved considerably by 23rd. Tbere was l iq u id  ra le  

in  l e f t  a x i l la .  f r i c t io n  was no longer present.

Patient's progress was steady and without incident u n til b is  

dismissal.

He reported again on 3rd December. He bad been free from 

symptoms and marked f i t  fo r  work by Insurance Seferee. 

Temperature was elevated to  99°P from 17tb to 2 ls t June.

Blood Pressure 80/50 16/6/28.

Leucytes

114/78

130/80

110/70

140/80

12800

21/6/28

24/6/28

8/7/28

19/7/28

18/6/28

ve.



Case No. 30.

257.

A.G. Aged 43 years. Engineer.

Adm itted -  2 . 5. 30.
Died -12 . 5. 30.

P a tie n t had l iv e d  a f a i r l y  strenuous l i f e ,  he in 

dulged in  a l l  forms o f a th le t ic s  as a young man, p a r t ic u la r ly  

rugby fo o tb a l l .

For the la s t  tw enty years he had been troub led  w ith  

in d ig e s tio n  -  heartbu rn  a f te r  food.
For the la s t  two or th ree years he had had much 

mental w o rry .

On November 1928 w h ils t  on h o lid a y , and when passing 

through B ig g a r, he was se ized by in tense  p ra e c o rd ia l pa in  -  

which ra d ia te d  down- the l e f t  arm. He f e l t  as i f  he were go ing  

to d ie . W ith re s t and Amyl N i t r i t e  the a tta ck  soon parsed o f f .  

From th a t date he had not f e l t  q u ite  w e ll.  He had been tro u b le d  

w ith  f la tu le n c e  a f te r  food, dyspnoea on e x e rt io n , and occasional 

p ra eco rd ia l d is c o m fo rt. He was compelled to  change h is  lodg ings 

from th ree  s ta i r s  to  one s ta ir  up. On 24th March 1930 he had 

a very severe a tta c k  o f p a i n  t y p ic a l ly  ang ino id  in  type and 

p e rs is tin g  fo r seve ra l hours . Pain came on a t 8 p.m. and by 

the fo llo w in g  m orning he f e l t  co m p ara tive ly  w e ll and fre e  from 

symptoms. Since th a t date he had not f e l t  q u ite  w e ll;  he 

took l i f e  e a s ily  and a ttended s t r i c t l y  to  h is  d ie t .

Most o f  h is  d isco m fo rt was e p ig a s tr ic .  F la tu le n c e ,
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hiccough and fu lln e s s  in  the ep igastrium  were very troublesom e. 

Dyspnoea was always asso c ia ted  w ith  t h is  e p ig a s tr ic  d iscom fo rt 

and th is  had so impressed i t s e l f  on the p a t ie n t th a t he was 

convinced th a t h is  i l ln e s s  was e n t ir e ly  due to  g a s tr ic  upset.

P a tie n t had been fe e lin g  out o f s o rts  on the evening 

o f 30th A p r i l  1930. He had some d ig e s tiv e  d is tu rbance -  

fu lln e s s  in  e p ig a s triu m  and f la tu le n c e  a f te r  a sm all m eal, 

i i t  2  a.m. on 1s t May, he was awakened by in tense  p ra e c o rd ia l 

and e p ig a s t r ic  pa in . mhe pa in , he s ta ted  very d e f in i te ly  

was more e p ig a s t r ic  than th o ra c ic ,  was both b a rin g  and v ic e -  

l i k e  in  characte r (he f e l t  th a t " i t  was squeezing the l i f e  

out of h im ") . There was some p a in  down the l e f t  arm. He 

f e l t  s ic k ,  re tch e d  and vom ited b i l io u s  m a te r ia l.  At 7 p.m. he 

was re s t le s s  and o rthopnoe ic . H is  face and l ip s  were g rey .

The e x tre m it ie s  were co ld . Tohgue and toes were clubbed.

N a ils  were cyanosed. Tongue was fu rre d . Temperature 979F. 

B re a th in g  was sha llow  but re g u la r .  Periods o f  extreme r e s t 

lessness a lte rn a te d  w ith  sho rt pe riods  o f re s t  and comparative 

freedom from  symptoms. Pulse was s o ft  and e a s ily  compressed. 

'There was occas iona l e x tra -s y s to le .  Pulse ra te  a t w rifc t was 

$6 per m inu te . Cardiac sounds were s la pp in g  and o f very poor 

q u a lity  but o therw ise  pu re . There was no f r i c t io n .  There 

was a f a i r  amount o f rhonchus a l l  over the chest in  f ro n t  -  the
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the oack was not examined. L iv e r du llness  was not increased.

Blood pressure  a t 1 p.m. was 98/75 mm. Hg.

He had developed troublesome cou^r which caused 

d iscom fo rt and exhaustion . D uring the re s t  o f the day he had 

repeated a tta c k s  o f v o m itin g  w hich, consider in g  h is  c o n d itio n , 

were c u r io u s ly  e f fo r t le s s ,  ^he vomited m a te r ia l was c lear in  

colour (he was s ip p in g  water co n tin u o u s ly ) . Pulse a t one p a r t 

o f the day was o f the a l te r  nans type .

On a t le a s t  th ree  occasions he became co llapsed 

and p r a c t ic a l ly  p u lse le ss  but recovery  was ra p id  -  pu lse 

g ra du a lly  r e tu rn in g  and in c re a s in g  in  fo rc e .

Temperature 11 p.m. 97°F.

P a tie n t s le p t f a i r l y  w e ll ,  in  sho rt snatches, d u rin g  

the n igh t and on 2nd A p r i l  a t 8 a.m. was fe e l in g  b e tte r .  Pulse 

was re g u la r but s o f t .  He was fre e  M  d iscom fort but looked i l l .

He s ta te d  th a t he knew he cou ld b r in g  on h is  p a in  w ith  fo rced 

e f fo r t .

The day fo llo w in g  adm ission p a t ie n t  was s t i l l  extremely 

i l l .  H is  fa c ie s  was somewhat sunken and h is  complexion earthy 

and cyanosed. Hiccough was constant and he had frequen t a tta c k s  

of vo m itin g .

On 7 .5 .3 0  the r ig h t  fo o t and toes were somewhat blue 

and p a in fu l and no p u ls a t io n  cou ld  be f e l t  in  the d o rs a lis  ped is .

He sank g ra d u a lly  and on 8 .5 .3 0  h is  colour was
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d is t in c t ly  y e llo w  w ith  some s ta in in g  o f the con junctivae  

but no b i le  was presen t in  the u r in e . H is  s p it  was blood 

s ta in e d .

On the n ig h t o f 10.5.30 he had severa l g e n e ra lise d  

convu ls ive  se izu re s , he was unconscious fo r a b r ie f  p e r io d  

a f te r  each se izu re  but was soon f u l l y  conscious and spoke 

s e n s ib ly .

He d ie d  suddenly a t 12.45 a.m. on 12 .5 .30 .

Temperature was subnormal th roughout.

B lood Pressure -

L.eucpqy t,.Q.s -

74/40 2 . 5.30.

70/40 3 .5 .3 0 .

74/52

80/50 8 .5 .3 0 .

80/58 10 .5 .30 .

15,800 5 .5 .30  per c.mm.

15,800 6 .5 .3 0

24,600 8 .5 .3 0  "

19 , ooo 10 .5 .30  "



Case No, 31.
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A le x a n d e r  K e r r .  A ged 4 1 .

P a tient was admitted to Dr. 1 idd le ton f s Nards on 17.3.30.

For th ir te e n  months he had suffe red from ep igastric  pain and 

discom fort, -  occurring  h a lf an hour a fte r food and unrelieved 

by tak ing  more food.

He gave a previous h is to ry  o f two attacks of acute rheumatism, 

f i r s t  at the age o f 15 and again 10 years la te r .  About a year 

p r io r  to admission be had an a ttack o f haemoptysis which lasted 

a week.

He was undernourished, pale and looked anxious. Apart from 

s lig h t tenderness to pa lpa tion  in  region of umbilicus examination 

of abdomen was negative.

Pulse was rap id  but re g u la r. Cardiac area was w ith in  normal 

l im its .  Rough p re sys to lic  and s o ft s y s to lic  murmurs were 

audible at apex. The chest was c le a r.

X-ray examination on 21.3.30 showed ir re g u la r ity  o f pylorus

8nd f i r s t  pa rt o f duodenum. There was no evidence o f malignant

disease.

On 2.4.30 p a tie n t complained o f pecu lia r pain over the r ig fr t side 

of chest ra d ia tin g  up in to  the neck and into both shoulders and 

arms. He f e l t  breathless and re sp ira to ry  ra te  was increased 

to 60 and over. Temperature rose to 101°F. The fo llo w in g  day 

patient f e l t  b e tte r . There was now a l i t t l e  dullness over the 

r ig h t base and a ir  entry was poor. A few moist ra les were present

at l e f t  base. He made a good recovery and was dismissed on 

30.4.39.



Case No. 32.

Urs • S. 58. Housewife

Admitted 18. 11. 28.
Dismissed 30. 12. 28.

Patient was in good health u n til 8th in s t., at 12-30 p.m. 

when she became giddy. This was followed by burning subs ter nal

hours. I t  has not returned but breathlessness has increased* 

Patient vomited several times at the onset.

Patient is  undersized and somewhat orthopnoeic. Pulse is  reg u la r.

q u a lity . There is  a tendency to ’’t r ip le  rhythm” over the r ig h t

Patient made an uneventfu l recovery. On 7.12.28 a short 

sys to lic  murmur was detected at apex.

She went home at her own request on 30.12.28. On tha t dote 

she f e l t  p e r fe c tly  w e ll;  pulse was regular and heart sounds pure* 

Temperature. There was s lig h t pyrexia 99°P fo r  one day (20*11*29) 

Blood Pressure. 18. 11. 29 120/70 .

pain which rad ia ted  to  the r i $ i t  w r is t .  Pain lasted e ight

The apex beat is  not palpable. Cardiac sounds are poor in

v e n tr ic le . There is  a l i t t l e  moist ra le  at bases. The 

abdomen is normal. Urine S.C. 1020. Clear.

20. 11. 29 

8. 12. 29 

30. 12. 29

100/60.

110/60.

120/70

Leucocytes Count. 18. 11. 29 11600 per c.nm

t* ve.
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£ase No. 33,

Mrs E.G. Aged 53.

A dm itted . 1 7 .4 .2 9 .
Dismissed. 10 .6 .29 .

P a tie n t had severe a tta c k  o f pa in  in  the  back a fo r tn ig h t  

before adm ission.

te on A week ago she was awakened by in te nse  pa in  a t the  lower 
mission.

end of th e  sternum. There was in  a d d it io n  a d u l l  ach ing 

p a in  in  th e  l e f t  f la n k .

There had been no sickness. The bowels were re g u la r .

T. 1 Q0 °F. P. 100. P. 30.

hote on l b . 4 .2 9 . P a tie n t i s  com fortab le . The tongue is  

coated and the  th ro a t congested. Mucosa are s l ig h t ly  cyanosed.

O a p il l ia r y  p u ls a t io n  i s  v is ib le .  Pulse i s  reg u la r and s o f t .

V .3. and 7.D . murmurs are present w ith  g re a te s t in te n s ity  a t 

lower end o f sternum,

0 E Fundi norm al.

P rae & o rd ia l f r i c t i o n  was detected on 20 .4 .29  and was s t i l l  

present on 2 5 .4 .2 9 .

On 16 ,5 ,29  f r i c t i o n  had disappeared but double a o r t ic  murmur 

p e rs is te d .

P a tie n t was fre e  o f  p a in  from  adm ission. She g ra d u a lly  

improved and was d ism issed on 10 .6 .29 . She was fre e  o f 

symptoms but s igns o f a o r t ic  involvem ent were s t i l l  p re se n t.
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For f i r s t  fou rteen  days the re  was 

Remained e leva ted  throughout 120-100

p y re x ia .

Pulse B a te . 

Blood Pressure,

Leucocytes Count. 

W.B. -ve.

IB .4 .29 100/50.

25 .4 .29 175/95.

16.  5.29 185/130

14 .6 .29 130/80.

25 .6 .29 14667 per

i r r  egular

G.mm.
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Case No. 34

J.S. Aged 58 P orte r.

Admitted 14/10/28.

Dismissed 23/11/28.

At 5 p.m. on 13/10/28 p a tie n t bad a sudden a ttack o f extreme 

breathlessness w h ils t going ups ta irs . He had no pain or 

sickness.

He was helped to bed and was able to sleep propped up.

On 14th he bad a re tu rn  o f breathlessness and was admitted 

to h o s p ita l.

He was a somewhat weather beaten man and was a heavy d rin ke r.

His face was grey and l ip s  and extrem ities were cyanosed and co ld . 

Pulse was re g u la r, ra p id  (130 per minute) and s o ft .

Heart sounds were pure but of m ty  poor q u a lity .

There was much moist ra le  at bases o f both lungs.

Urine contained -p +■ albumin. Granular and hyaline casts 

were seen on m icroscopic examination.

Patient improved ra p id ly  a fte r  admission and urine was clear 

on the second day.

He went home at h is  own request on 23/11/28.

Temperature was normal throughout except on 15/10/28 when i t  

was 99*7°f#

Blood Pressure
21/10/28
20/11/28



W.G. Aged 73 years* Admitted -  30.8*27
Dismissed -  19.10.27.

P a tie n t co llapsed  w h ile  out w a lk irg  on 30 .9 .27 .

He was taken by ambulance to  Glasgow Royal In f irm a ry . He was 

a th in ,  somewhat wasted l i t t l e  man. There were obvious s igns  

o f a r t e r ia l  degenera tion . He was extrem ely b reath less and 

cyanosed. R ils e  was ra p id ,  120 per m inute and s o ft but re g u la r .  

Apex beat was n e ith e r v is ib le  nor pa lp a b le . Cardiac area was 

enlarged davnwards and to  the l e f t .  Sounds were s o ft and o f 

poor q u a l ity .  There was a s o ft s y s to l ic  a p ic a l murmur.

Lungs were c le a r . Exam ination of abdomen was negative. U rine 

contained abundant a lbum in.

P a tie n t f s genera l c o n d itio n  improved ra p id ly  and u rin e  

was c le a r on fo u r th  day a f te r  adm ission. H is  cyanosis p e rs is te d , 

however, and ca rd ia c  sounds remained o f poor q u a l ity .

He went home on 19.10.27,

Fourteen days la te r  -  a month a f te r  h is  f i r s t  a tta ck  -  

p a tie n t d ied  suddenly.

There was no post mortem exam ination.

Temperature was subnormal on adm ission.

98.8 on 1 .10 .27 . D uring the r e s t  of h is  

stay in  n o s p ita l i t  was normai.



Case Ho. 35 ( ContdJ

Blood p ressure  -  172/90 1,

150/85 4,

120/70 9,

125/70 13,

154/90 18,

10.27.

10.27.

10.27.

10.27.

10.27.

W.E. -  negative.



Case No* 36.

268.

J .  McC* Aged 58. Warehousemen.

Admitted 27/4/28.

Dismissed 17/7/28.

Patient complained o f shortness o f breath with occasional 

attacks o f pain on exertion  o f about one yearfs dura tion .

On 25/4/28 he was awakened on three occasions by extrene pain 

and breathlessness. Pain radiated down both arms snd hands. 

Pain pe rs is ted  and was unrelieved by lo c a l app lica tions.

I t  was s t i l l  present when he was admitted to hosp ita l two days 

la te r .

Patient was w e ll coloured w ith suggestion o f cyanosis.

&e was f a i r l y  comfortable and could l i e  down without d is tre ss . 

There was no oedema. Pulse was regular and o f high tension. 

Heart was enlarged to  the l e f t .  A s y s to lic  murmur was audible 

at apex and a o rtic  areas. There was m ild d iffuse  b ro nch itis  

w ith moist ra le  at l e f t  base.

Urine contained a haze o f albumen.

P a tie n t?s progress was in terrup ted  by attacks of pain on 

18/5/28 and 11/6/28. There were o f very short duration and 

he went home on 17.7.28 much improved.

Pulse ra te  on admission was 120 per minute but soon f e l l  to 

70 per m inute.



Case No. 36 (Oontd.)

Temperature w 

Blood Pressure

normal throughout.

230/130 27/4/28

190/120 3/5/28

160/118 2/6/28

220/130 8/7/28

235/130 16/7/28.



Case Ho. 37.
270.

J .ll. Aged 63, T a ilo r .

Admitted 12/5/28. Readmitted 19/10/28.

Dismissed 30/6/28. Dismissed 12/10/28.

Pa tien t complained of pains in  the praecordium ra d ia tin g  down 

the l e f t  am ; shortness o f breath and giddiness o f three years* 

duration . Patient was a w e ll nourished man. He looked

anxious. Colour wss good. There was no cyanosis or 

oedema. Pulse wss regular and s o f t . .  Cardiac dullness

was much dim inished. The note over the sternum was fran k ly  

tym pan itic . Cardiac sounds d is tan t and poor. Chest was

c lea r. Examination o f abdomen was negative. Urine was

c lea r.

On 25/5/38 he had severe pa in  at le v e l of fourth  r ib  from 

nipple to sternum, th is  pain persisted fo r several hours.

There was some byperaeesthesia over the upper part o f the le f t  

pectora l reg ion . Heart sounds were s t i l l  d is ta n t but pure. 

Pulse ra te  was elevated to 90 per minute. He had several 

s im ila r attacks during  b is stay in  hosp ita l but went home on 

30/6/28 fe e lin g  b e tte r . Patient returned to h osp ita l on 

19/10/28. His cond ition  was much as on previous admission.

He remained in  hosp ita l fo r  a month during which time he had 

frequent a ttacks o f intense praecordia l pain la s t in g  from



271.

Oase No. 37 (C o ntd .).

minutes to hours. There was no improvement in  b is  con

d it io n  on d ism issa l.

Temperature was normal during  the whole of h is stay in  h o s p ita l. 

Blood Pressure 130/90 12/5/28.

100/70 27/5/70.

100/60 2/6/28.



272.
Case No. 38.

James Roberts on. Aged 63.

Admitted 3 /5 /31.

Dismissed. 6.7.31.

Patient had always enjoyed good health u n t i l  a month before 

admission when, a fte r  working fo r  a week, having been id le  fo r  

nine months, he had a sudden choking sensation and bad to stop 

work. He f e l t  f a i r ly  f i t  two days la te r  and resumed work but 

bad to g ive up again owing to a s im ila r a ttack. During the 

period from cessation of work u n t i l  admission he had several 

attacks of breathlessness, and he noticed that these were apt 

to come on when h is  head was low, as in  stooping. The s lig h te s t 

exertion , even walking a short d istance, caused breathlessness 

and when such an* a ttack occurred he bad to stand s t i l l  fo r  a few 

minutes u n t i l  i t  passed o f f .

Patient was orthopnoeic, cyanosed and looked worn and t ire d .

There was s l ig h t  oedema o f the ankles and moderate oedema of 

lumbo-sacral reg ion . Y a rico s ity  o f veins of legs wss marked 

with much pigm entation o f both especia lly the r ig h t .  An 

u lcer about the s ize  of a penny was present on s n tr ie  and outer 

aspect o f r ig h t le g . Elands were palpable in  both g ro ins .

The th roa t was congested, teeth very se p tic , tongue d ir ty  and 

th ic k ly  fu rre d  and breath o ffens ive . Pulse was completely



Case No. 38 (Contd),
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irre g u la r and o f f a i r l y  bigb tension, Vessels were tortuous 

and e a s ily  palpated. Heart was enlarged to le f t  and sounds 

were of very poor q u a lity .  No murmurs were beard, but 

s h u ff lin g  to and fro  f r ic t io n  was audible. There wss much 

b ro n ch itis , w ith  loud rboncbi in  fro n t and rales at bases. 

Percussion note over r i ^ ) t  base was f l a t ,  breath sound was 

diminished V .R ,-r and ra les  r f -

Liver was eas ily  palpated but spleen was not enlarged. There 

was no abdominal tenierness.

Patient made steady progress u n t i l  26/5/1931, pulse became less 

irre g u la r and cardiac sounds improved in  q u a lity , Apical 

s y s to lic  murmur was .occasionally noted.

On tha t date he was not so w e ll -  oedema increased and l iv e r  

became tender and enlarged,

Gradual improvement again took place and on 16/6/1931 oedema was 

almost absent and l iv e r  was no longer palpable. This- improvement 

was maintained and he was dismissed at h is  own request on 6,7.31.

Temperature remained normal throughout.

Blood Pressure 3/5/31 140/110

Leucocytes

25/5/31

11/6/31

5/5/31

110/75

140/110.

7400

W.R.



Mr A llan . Age 58.

Vas quite well until 17th July 1931. He became 
troubled with shortness of breath and praecordial discomfort 
on exertion or walking uphill. On examination on 1st August 
1931 he complained of praecordial discomfort and shortness of 
breath on exertion. Heart was enlarged to the left. 1st &ound 
somewhat muffled. Blood pressure 178/1 <30. The electrocardio
graphic tracing was taken on ^

Notes from Dr David Smith:- 
On 15.9.31 he had severe praecordial pain lasting six hours.
He was sick and vomited.
On 16.8.31 blood pressure 140/90. Slight friction was heard.
On 17.9.31 praecordial friction was marked.
Leucocytosis 15,000.
On 27.9.31 patient felt better. Heart souuds had inproved 
in quality. No friction. Blood pressure 150/95.
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ktr Gallagher • Age 44.

Was examined on 4th April 1931. He gave a history 
of sudden attack of praecordial and epigastric pain, sickness 
and vomiting three weeks before whilst out walking. He was 
taken to the surgical department of Victoria Infirmary and de
tained for two days. Since that date suffered from pain and 
catching of breath; dyspnoea on exertion.

Was seen on 4 th  A p r i l  pu lse was re g u la r and s o f t ;  

blood p ressure  120/86; he a rt sounds s o ft and ra th e r d is ta n t .

He had definite dyspnoea and tightness in his chest when walking 
upstair s.

Ee-examined about a month later after having rested 
Patient felt better and had less discomfort on exertion.
Physical signs were unaltered.



Case No, 41#
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R.K. Aged 45 years.

Admitted 23/11/30.

Discharged 23/13/30.

During Ju ly 1929 p a tie n t f e l t  d is in c lin e d  fo r work -  be 

was depressed. He ceased work on 6th August. Three days 

a fte r  about 10-30 a.m. be had an a ttack o f severe praecordia l 

pa in , p a lp ita t io n  and buzzing in  b is ears. He walked about 

to ob ta in  r e l ie f .  The acute attack las ted  about f iv e  

minutes but the pain pers is ted  in the chest fo r  2-3 weeks.

Pain did not radiate. There was no vomiting. He was 
off work for eigbt weeks.
In  December be was compelled to  cease work because of 

nervousness. At the time pain was not excessive. He rested 

u n t i l  the middle o f March, when be again resumed work. Pour 

weeks la te r  when leav ing  work be had a nervous seizure -  be 

f e l t  "something coming up from bis fe e t” which made him power

le ss . He bad not worked since and bad not been free  o f 

symptoms. There was always discomfort and 1 i r r i t a b i l i t y *  

in  b is  chest. He occasionally f e l t  nauseated.

P atien t was a f a i r l y  robust looking man. He ley comfortably 

in  bed and complained only o f th is  "cold in  b is  chest".

He was nervous and appeared to be keen to discuss b is  symptoms.



Case No. 41 (C o ntd .).
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Teeth were a r t i f i c ia l  -  tongue wss fu rre d . Pulse was s o f t ,  

somewhat co llaps ing  in  type -  regular in ra te  and rhythm.

There were no abnormal pulsations in  the chest, neck or abdomen. 

Qbest was w e ll formed. Apex beat was neither v is ib le  nor 

palpable. There was no bypersesthesia of chest w a ll.

Cardiac sounds were s o f t ,  o f poor muscular q u a lity , but pure# 

There wss no manubrial du llness.

Abdominal examination was negative.

During b is  stay in  h o s p ita l, patient had frequent attacks o f 

praecordia l d iscom fort.

Patient reported from the home on 29/13/30. He complained 

o f p e rs is tin g  pa in  in  praecord ium. Physical examination was 

negative* He was dismissed on 29/12/30 and has reported

at frequent in te rva ls  s ince.

Praecordial d iscom fort and dyspnoea are s t i l l  troublesome. 

Temperature was subnormal throughout.

Blood Pressure remained constant about 128/75.

W.B. -  ve.
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D. Forbes. Age 47.

Was sent to the Medical Dispensary of the Glasgow 
Eoyal Infirmary on 19.3.30 with a provisional diagnosis of 
syphilitic aortitis.

His doctor stated that for the past Bfcnth patient 
had been becoming progressively short of breath. Shortness 
of breath occurred on exertion, but in addition he had oc
casional attacks whilst in bed. There was no history of 
pain. He further stated that two days before sending him 
to hospital he had heard a rough double murmur over the 
aortic area.

Patient was stout, his cheeks showed many injected 
venules, he v/as short of breath. Pulse was regular and 
soft. Blood pressure 110/75. Cardiac area was enlarged. 
Apex beat i n outside nipple line and 6th interspace. Heart 
sounds were very soft and distant. Ho murmur was detected 
at any area. An electrocardiographic tracing was taken 
at this date.

X-ray examination of the chest showed enlargement 
of the heart. Aassermann B©action negative. Urine dear.



Case No. 42 ( Co a id .) 279.

Patient reported at dispensary almost every week during the 

succeeding nine months.

Apart from frequent recurrences of inteas# dys^r:
- ■>

there was no appreciable change in  h is  physica l cond ition  

during th is  period.

The e lectrocard iograph ic trac in g  remained uneha



Case No. 43.
280.

for S .  0. Aged 51

Admitted - 8.5.27.
Died - 8.7.31.

Two months before admission patient had an attack 
of severe praecordial pain which radiated down the left 
arm. Following this attack she was breathless on exer
tion and palpitation was troublesome. Patient was a 
thin nervous woman with rather anxious expression.
She complained of constant praecordial discomfort. 
mhere was oedema of the ankles.
Pulse was regular but of poor volume.
Cardiac sounds were of poor quality. A rough systolic 
murmur was audible all over the base.
Patientfs condition gradually improved with rest and she 
was dismissed on 13.8.27 feeling much better. Systolic 
murmur persisted at the base.
Temperature. 99°P on admission - subnormal.
331ood pressure. 8. 5. 27

Patient reported again a year later; she felt well but 
unable for hard work. Systolic murmur was still present.
On 1.2.30 she complained of frequent attacks of palpitation.

25. 6. 27 
8. 7. 27

Leucocytes Count 7000 per c.mrn,



Case No* 43 (Contd). 281

Pulse was rapid and irre g u la r  in  foroe and rhythm (A uricu la r 

F ib r i l la t io n )  .

She was readmitted on 31.5.31 orthopnoeic and oedematous. 

A u ricu la r F ib r i l la t io n  was s t i l l  present. Cardiac dullness 

was increased downwards and to the l e f t ,  sounds were o f poor 

q u a lity  and rough s y s to lic  murmur was s t i l l  aud ib le .

She gradually sank and d ied on 8.7.31.



F.H . Aged 52

Had been sent to dispensary o f Glasgow Foyal 

In firm a ry  s u ffe r in g  from nervous d e b ili ty .  He complained 

o f pain in  h is  chest; shortness o i breath on exertion .

Seen on 5.6,30; he gave a h is to ry  tha t two 

months previously he had an attack of Influenza, sudden 

onset o f pain in  le f t  side o f h is  chest, shortness o f 

breath and general weakness. he f e l t  at that time that he 

was going to d ie . He was confined to bed for two weeks, 

From that date had suffered from dyspnoea and praecordia l 

pain, the pain ra d ia tin g  a t times down h is  le f t  arm.

Blood pressure 115/90.

Pest was advised and p a tie n t reported again 

four months la te r ,  fe e lin g  better but s t i l l  complaining of 

tightness in  h is  chest on exertion .



283

Case No* 45 ,

P .T . Aged 54.

Admitted 19/6/30.

Dismissed 24/6/30.

H is to ry . In 1917 he was buried fo r  10 minutes by a s h e ll 

exploding and was crushed by the earth. Since then he had 

been a l i t t l e  b reath less.

About s ix  months before admission he took a stabbing pain over 

h is  l e f t  n ipp le  which made him stop his work. The pain worked 

over t i l l  he f e l t  i t  under his breastbone. The pain was not 

extremely severe. I t  lasted  about f iv e  minutes and he eased 

o f f  h is work t i l l  i t  was over. This: pain came back now and 

again but in  the la s t  three months i t  came on a fte r  any heavy 

exercise and passed down in to  his w ris t o f le f t  arm to elbow 

leaving i t  numb. For months be had been breathless a l l  the 

time -  and when the pain came on the breathlessness was 

extreme.

On 19/6/30 p a tie n t had a ttack o f severe pain in  praecordium 

ra d ia tin g  to l e f t  arm and l e f t  side o f chest. With onset 

on seizure the l e f t  band became eyenosed and remained so t i l l  

the pain passed o f f  -  about 20 minutes.

On 20/6/30 the p a t ie n ts  face was grey, his expression some

what anxious. There bad been no vom iting. The pup ils  were



84.

Case Uo. 45 (Qontd.)

equal and small but responded normally. Radials and 

bracb ia ls  were thickened 8nd the pulses were probably equal.

The ca ro tids  were equal. The ra d ia l pulse was f u l l ,  s l ig h t ly  

sbotty and re g u la r.

There was s l ig h t  c a p illa ry  pu lsa tion  in  na ils  and l ip s .

Apex beat was not fo rc ib le .  The sounds were of poor q u a lity . 

A s y s to lic  murmur was beard at the apex, and V.s. and Y.D. 

s o ft at the lower end o f the sternum. A ir  was entering 

both lungs equally .

0n'24/6/30 a fte r  having burning pain under sternum ©11 day -  

patiend d ied suddenly.

Temperature was normal throughout.

Blood Pressure 135/50 19/6/30

100/30 20/6/30

Leucocytes 14800 20/6/30.

ve.



p .li. Aged 43.

Took i l l  in  January 1931 w ith  severe pa in  in  the l e f t  s ide  

o f h is  chest.

Temperature was s l ig h t l y  e leva ted , 99°F. He was sho rt o f 

b rea th . He was con fine d  to  bed fo r  3-4 days and f e l t  sh o rt 

o f breath  on e x e r t io n .

When examined th ree  weeks la te r  h is  co lour was poor, he was 

sh o rt o f  breath  on s l ig h t  e x e rt io n  and complained o f a 

ca tch in g  fe e l in g  in  h is  chest.

Pulse was re g u la r .

Heart sounds were o f poor q u a l ity .

Blood pressure 120/95.

P a tie n t improved od n s id e ra b ly  a f te r  prolonged re s t in  bed, 

but is  s t i l l  su b je c t to  p ra e c o rd ia l d iscom fort on e x e rtio n .



P.H. Aged 73.

Was sent from Ophthalmic In s t i t u te  fo r exam ination

on 27 .6 .3 1 .

Doctor s ta te d  th a t f iv e  months p re v io u s ly  

w h ils t  co n va le sc in g  from  a m inor eye op e ra tion  he had a 

-sudden a tta c k  o f severe no c tu rn a l dyspnoea. He was grey 

and co lla p se d , and i t  was thought th a t he would d ie  th a t 

n ig h t. He remained orthopnoe ic  fo r  f iv e  to  s ix  days and 

recovery was g ra d u a l. ^  fu r th e r  opera tion  was contem plated.

P a tie n t was a done o ld  man. He made l ig h t  o f  

h is  tro u b le s  but was o b v io u s lysh o rt o f  breath  on very s l ig h t  

e x e rtio n . H is a r te r ie s  were v is ib le  and pa lp ab le . Heart 

was en la rged downwards and outwards. F i r s t  sound a t m it r a l  

area was s la p p in g  in  q u a l i ty .  There-was a rough s y s to l ic  

murmur a t the a o r t ic  area. Blood pressure 175/128.
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J.C . Age. 62.

Was examined on 23.12.30.

He had been u n f i t  fo r  work fo r  th ree  months 

fo llo w in g  p le u ro d yn ia . He looked weather beaten and 

complained o f shortness of breath on the s lig h te s t  exer

t io n .  He s ta te d  th a t h is  i l ln e s s  began th re e  months 

before w ith  a sudden a tta c k  o f very acute pa in  in  h is  l e f t  

s ide  w h ile  re tu rn in g  home from h is  work in  the mines. He I  

was s ic k  and vom ited and f e l t  very short of breath . He 

went home to  bed and e a rly  next morning was compelled to  

send fo r  h is  doctor because o f the pe rs is tence  o f the pa in . 

P le u r is y  was diagnosed. Pain la s te d  fo r  two days. He was 

kept in  bod fo r  th ree  weeks, but a lth o u ^ i up and go ing  about 
he had not f e l t  w e ll .  Pulse was ir r e g u la r ,  the ir r e g u la r i ty ?  

be ing due to  frequent e x tra -s y s to le .  A r te r ie s  were hard 

and to r tu o u s . O g ^ ia c  area was en larged, apex beat 6 th  

in te rs p a c e . Hlood pressure  142/100.
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C ase N o, 4 9 ,

M .>M oG . * Age 4 6 .  F a r m e r .

In the middle of January whilst at work in the morning be
felt a ti^tness in bis chest. No shortness of breath.
Later in the day pain spread across his shoulder and down 
his right arm.
There was no epigastric pain.

He felt sick and vomited* 8nd had to be assisted home.
He was examined by doctor. He was grey, collapsed, 
was short of breath and complained of pain and discomfort
in the left side of bis chest.
Pain persisted for days in spite of administration of 
morphia. No praecordial friction was heard.
Systolic blood pressure 135.
He was examined by me at the end of April. He complained 
of slight flatulent dyspepsia, but bad no praecordial dis
comfort on exertion.
Pulse was regular and of moderate volume.
Heart sounds were pure.
Ohest was clear.
There was no p ra e c o rd ia l hyperaestbesia.

Blood pressure 132/86.



Mr A.

13. 7 . 31

Afeed 61.

For the oast f iv e  years f e l t  sho rt o f breath and has 

had a fe e lin g  o f w eight in  h is  chest on e x e rt io n .

He was examined by a c a rd io lo g is t  a t Easter 1931

and no a b n o rm a lity  was de tec ted . W h ils t on h o lida y  two or 

three weeks la te r  he had a sudden noctu rna l a tta ck  o f dyspnoea 
and vo m itin g . There was no p a in . ^he intense dyspnoea 

p e rs is te d  fo r hours and he f e l t  th a t he was go ing  to  d ie .

Two days la te r  he had an a tta c k  o f  pa in a t the r ig h t  s ide  o f

h is  chest made worse by deep b re a th ing . H is s p it  was 

haemorrhagic. He was in  bed fo r  a month.

Since th a t date h is  shortness o f breath has been less

and he no longer fe e ls  the "c a tc h in g  in  h is  c h e s t" . He is  now

trou b le d  w ith  f la t u le n t  dyspepsia which g ives r is e  to  p a lp ita tL  on 

and he s leeps bad ly .

He is  a p le th o r ic  man w ith  many in je c te d  venules in  

h is  face . Pulse is  re g u la r , good volume, f a i r l y  h ig h  ten s ion . 

Blood pressure 175/95.

He s ta te s " th a t  fo r  seme years h is  blood pressure 

has been over 200".

U rine is  c le a r .  Heart sounds are s o f t .

There is  a sh o rt s y s to l ic  murmur a t the a o r t ic  area.

P a tie n t d ied  suddenly w h ils t  a t work (January 1932).
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Case No. 51,

F.M. Aged 62.

P a tie n t was examined on 7 .9 .3 0 . He was considered to be 

s u f fe r in g  from d e b i l i t y  fo llo w in g  p le u r is y .

S ix  weeks before  he was awakened by sudden a tta ck  o f pa in  in  

the l e f t  s ide  o f h is  chest, He f e l t  very sho rt o f breath 

and i t  was thought tha+ he would d ie  th a t n ig h t. Next morn

in g  he was s ic k  and sickness p e rs is te d  most o f the day.

Pain was a p p a ren tly  re lie v e d  by brandy three hours a f te r  

onset, but i t  tended to recur fo r b r ie f  in te rv a ls  du rin g  the 

next day.

He was con fine d  to bed fo r  10 days but was sho rt o f  breath on 

the s l ig h te s t  e x e r t io n .

7 .9 .3 0 . On exam ination he was dyspnoeic and looked i l l .

E x tre m itie s  were co ld  and cyanosed. Pulse was regu la r and 

fe e b le . C ardiac area was en la rged, apex 6 th  in te rsp a ce .

Heart sounds were o f  very poor q u a lity .

Blood pressure 154/108.

E le c tro ca rd io g ra m  was taken on 9 .9 .3 0 .
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Mrs W. Aged.58.

Was examined on 8 .9 .2 9 .

She gave a h is to r y  o f hav ing  had two a tta c k s  o f severe p ra e c o rd ia l 

pa in  coming on a t n ig h t and p e rs is t in g  t i l l  the fo llo w in g  day.

The p a in  on both occasions ra d ia te d  down the l e f t  arm. She was 

dyspnoeic. The f i r s t  a t ta c k  occurred w h ils t  abroad about a year 

be fore . The second a tta c k  occurred a t hone nine months la te r .

She looked  w e ll and s ta te d  th a t  she was w e ll,  except fo r  a catch

in g  in  her th ro a t and chest on w a lk ing  up a h i l l  or go ing  u p s ta irs .  

Pulse was re g u la r ;  b lood p ressure  130/95; he a rt sounds were s o f t  

but pu re . There were no obvious s igns of a r t e r ia l  degeneration
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Case No. 53,

t . p . Aged 54.

B u ffe re d  from angina o f  e f f o r t  s ince November 

1930. He was examined by Dr David Smith at va rious  

in te rv a ls *

Date. Blood Pressure, Pulse Pate. U rine .

8 .12 .30 . 170/100 72 Y . f . v .

15.12.30 160/100 78 V .l1.')'.

28. 2 .31 200/105 68 V .F .'".

9. 3 .31  160/100 80 Cloud.

Prom th is  la s t  date i . e .  9 .3 .31  Angina became 
more marked and dyspnoea developed.

23. 3.31 140/100 90 Cloud.

15. 4 .31  . 200/ 105 78 V .F .T .

P a tie n t was f a i r l y  w e ll from 15.4.31 u n t i l  
6 .5 .3 1  when dyspnoea and angina o f e f fo r t  
aga in  became very troublesome.

6. 5 .31 150/100 90 Cloud.

15. 6 .31 140/100 92 Cloud.

P a tie n t was adm itted  to  Glasgow Poyal In firm a ry

fo r o b se rva tio n  and trea tm ent on 22 ,6 .31 . On day o f

adm ission he had severe a tta c k  o f s ta tu s  anginosus and

died th a t day.



Admitted 29/9/28 Readmitted 28/3/29
Dismissed 19/10/28 Dismissed 20/4/29*

Whilst walking slowly to work he had an attack of severe pain 
across the chest up to the left shoulder, and down the left 
arm* He felt sick during the attack and gaseous eructation 
brought temporary relief. He collapsed and was taken to 
hospital# On admission he was comfortable and free from 
pain, pulse was regular and had suggestion of bisferiens# 
Cardiac sounds were poor but pure# Chest was clear. 
Examination of abdomen was negative. During bis stay in 
hospital patient was without symptoms and he went home on 
19/10/28 feeling weak but much improved#
Temperature varied from subnormal to normal#

W.R, - ve.
Patient remained well for one month, when he began to have 
heavy sensation in epigastrium after food#
On 21/3/29 he had a severe attack of pain in left Xiphoid, 
lasting one hour shooting to the angle of left scapula and

Blood Pressure 125/90
100/60
115/78

29/9/28.
8/10/28.
16/10/28.
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over the praecordium.
He bad similar attacks on the following two days, the first 
lasting two hours, and the second five hours* During the 
attacks be felt sick and vomited*
He was readmitted on 28/3/29* Patient looked pinched and 
anxious* Although pain had been absent for four days
vomiting was still present* Tongue was dirty and furred* 
There was hyperaesthes ia of both subcostal areas and epi
gastrium* Pulse was regular but soft and easily compressed#
Cardiac sounds were distant and of poor quality but pure*
Chest was clear.
Patient’s condition ^gain improved during his stay in hospital 
and be was dismissed on 20/4/299 feeling well*
Temperature was normal throughout 
Blood Pressure 115/58 28/3/29

125/65 125/65
At a later date patient bad another attack of pain. He 
was seen by two medical practitioners who diagnosed typical 
gall bladder colic. Laparotomy was performed and was 
negat ive.



Hugh Alexander -  Age 33.

Admit ted 1. 3. 30.

On January. 22nd 1930 p a tie n t was tro u b le d  w ith  

f la tu le n c e  and p a in  in  the ep igastrium  a f te r  food. He 

con tinued a t work u n t i l  29th January but was compelled to  

go to  bed because o f shortness o f breath . P a tien t was 

adm itted  to  h o s p ita l on 1 .2 .3 0 .

NQte QJi Admission,
P a tie n t i s  a pa le  faced man. He s ta te s  th a t 

he has always been pa le  but has never been i l l ,  and tha t 

he fe e ls  in  h is  usual h e a lth  except perhaps a l i t t l e  weaker, 

i ’eeth are u n s a t is fa c to ry .  Tongue is  d e a n  and much c o rru - 5 
gated. n;.ere is  a. la rg e  polypus w ith  pu ru len t discharge i$ ,  

the r ig h t  n o s t r i l  and pus and c ru s tin g  in  the m iddle meatus : 

o f the  l e f t .  Pulse is  in fre q u e n t and re g u la r , f u l l  and w e jl 

sus ta ine d . ^he a u r ic u la r  p u ls a tio n s  in  the ju gu la r ve ins  ,■ 

are a t le a s t double the ra te  o f the re g u la r pu lse . The apex 

beat i s  s l ig h t .  a  s y s to l ic  murmur, is  aud ib le  a t a l l  areas, 

more marked at the m it r a l  and toward the base; a fa in t  thud 

sound i s  a u d ib le .

Prcm 8 .2 .3 0  u n t i l  15 .3 .30  p a tie n t had many 

a tta c k s  o f t ra n s ie n t  lo s s  o f consciousness; in  the  m ild e r
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o f these a tta c k s  p a t ie n t became m om entarily unconscious, 

w h ils t  in  the more severe the re  was tw itc h in g  o f the arms

and body. D uring one o f the a tta cks  v e n tr ic u la r  d ia s to l ic

pause was 10.8 secs.

P a tie n t went home on 7 .5 .30 . He f e l t  w e ll and 

seemed to  have be ne fited  g re a t ly  from andrena line and ephe- 

d r in e . P u ll Heart B lock p e rs is te d .

W.B.C. 11 .2 .30  19800

14 .2 .30  18600

B.P. rose from 130/60 on admission to 160/60 on 

d is m is s a l. ^here were occasiona l a ttacks  o f m ild  p y re x ia .

P a tie n t re p o rte d  on 4 .10 .30 . He f e l t  w e ll but was 

tro u b le d  w ith  in d ig e s tio n  and a l i t t l e  morning v e r t ig o .

Pulse was re g u la r 38 per m inute. B.P. 160/80.

In  November 1930 p a t ie n t d ied a t heme from an 

a tta c k  o f acute lo ba r pneumonia.

Temperature -  I r re g u la r  p y re x ia .

1 .2 .30  130/60.
21 .2 .30  160/85
21 .3 .30  190/90.
12 .4 .30  170/85
2 .5 .3 0  170/70.
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C ase N o . 5 6 .

John Hannah. Aged 45.

Patient had been troubled with flatulent dydpepsia for some time. 
He had a sudden attack of epigastric pain, sickness, vomiting and 
collapse. He was confined to bed - a diagnosis of gastric 
ulcer was made by his medical adviser.
Two weeks later he was sent to the X-ray Department of the Hoyal 
Infirmary where it was suspected that the primary lesion was 
cardiac. As pain was now praecordial and he had definite 
dyspnoea on exertion he was referred by Dr. McLean for electro
cardiographic tracing. This showed abnormality associated 
with cardiac infarction.



E.W. Aged 47. Engineer

P a tie n t consu lted  me because of stomach com pla in ts.

He wished some m edicine to  re l ie v e  p e rs is te n t e p ig a s tr ic  p a in  

and vo m itin g . He looked pa le  and i l l .

He gave a h is to r y  o f h a v in g  been in  p e rfe c t h e a lth  u n t i l  two 

days before  when, s i t t i n g  a t tea ju s t a f te r  h is  re tu rn  from  

work, he was se ized w ith  v io le n t  subste rna l p a in . Pain 

ra d ia te d  downwards to  ep igas trium  and upwards to  the neck and 

down botn arms. He vom ited, and s ta te d  th a t he f e l t  th a t i f  

he d id  not vom it he would d ie .

Vom iting  re l ie v e d  the acute p a in  -  which la s te d  I  hour, 20 

m inutes, but the re  was p e rs is te n t d u ll  e p ig a s tr ic  p a in  and 

food caused sickness almost ira n e d ia te ly . He was short o f 

breath on exe rc ise .

P a tien t looked dyspnoeic even when a t re s t but denied any 

d iscom fo rt.

Pulse 42 p.m. and re g u la r .  The i r r e g u la r i t y  appeared to  be 

o f an ir r e g u la r  e x tra  s ys to le  typ e . Heart sounds were o f 

poor q u a l i ty  but pu re . A r te r ie s  f e l t  hard and a r te r io -  

sc ie r o t ic .

Blood pressure  105/65. Temp. y6°F. Besp. 26.

Chest was c le a r . U rine  conta ined no album in.

The next day, p a t ie n t  f e l t  w e ll.  Pulse was re g u la r 54 p .m ., 

otherwise p h y s ic a l s igns were as on p rev ious day.



Case. No* 57 (con td ).

He would not admit that be was ill and refused any suggestions 
with regard to treatment*
On the third day after consultation, 5 days after acute onset9 
he went out for a walk* Two days later, the seventh day 
of illness, be died suddenly whilst sitting in his chair*
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Case hip. 58.

M.kcG. Aged 56.

9 .7 .3 1 .

Mine weeks before had a tta c k  of severe pain in  the l e f t  

s ide  o f the chest when out w a lk in g . He f e l t  as if life was 

being crushed ou t. He was very sho rt o f  b rea th ; and had to

be a s s is te d  home. Pain d id  not ra d ia te  from the chest.

Acute p a in  p e rs is te d  fo r  one week. Prom th a t date p a t ie n t 

had been sh o rt o f b reath  on s l ig h te s t  e x e rtio n  and had re 

cu rre n t a tta cks  o f p ra e c o rd ia l p a in . His genera l c o n d itio n  

was f a i r l y  good. He was s l ig h t ly  p u ffy  under the eyes. 

E x tre m it ie s  were co ld  and cyanosed; pu lse was regu la r and 

s o f t .  Blood pressure 122/82. Heart was enlarged to the 

l e f t ;  apex beat .was pa lpab le  6 th  in te rspa ce . Heart sounds 

were s o f t  and d is ta n t .
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Ivii* s% N .

W8S seen by Dr. Harrington in December 1928.
Sbe suffered from marked byperpiesis and myacoedema.
On 4tb February 1931 sbe bad a sudden attack of rigbt sided 
hemiplegia.
Power bad almost completely returned by the 16tb.
On the first of March sbe bad an attack of severe praecordial 
pain, felt sick, retched and vomited#
She looked collapsed, pulse was regular and soft.
Heart sounds were distant and of poor quality.
Blood pressure 180/135.
Pain was re lie v e d  w ith  morphia.

Patient had frequent recurrences of pain on 3rd, 5tb, 6tb and 
11th, pain lasting from \ hour to several hours but always 
relieved by morphia. Blood pressure fell on the 4th to 140/115. 
On the 14tb blood pressure 175/130. On the 25th blood pressure 
185/140.
Her progress following last attack of pain on the lltb was 
uneventful.
There was a leucocytosis varying from 8,000 to 14,000 during 
the whole course and on the 30th larch ’7.B.C. was 9,000.
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P.M. Aged 60.

Was troub led  w ith  f la tu le n t dyspepsia fo r the past two years.

He had no cardiac symptoms.

On the afternoon of 30th June he had an a ttack of acute pain

in  h is  chest passing down the le f t  arm. la in  lasted for a

minute or two.

He f e l t  miserable a i l  day and at night had a severe a ttack of

pain  in  h is  chest. Pain persisted during the n igh t. He f e l t

as i f  he were being crushed by a v ice . Pain d id  *iot rad ia te  

to the arms. He was not s ick.

When seen on 1st July the pa tien t was grey in  colour, l ip s

eyanosed, extrem ities  cold. He complained of pain in  h is  chest. 

Pulse was regu la r, s o ft, feeble. Blood Pressure 150/115. He 

f e l t  better a fte r  morphia and three hours la te r  was free  f r  cm pain. 

Blood Pressure 145/110.

Patient remained free  of pain but fe l t  very weak. He was in 

c lined  to  be res tle ss  but Blood Pressure f e l l  s tead ily  during 

the next three days -  120/90 -  100/85 -  90/70.

He died suddenly in  h is  sleep at 2 a.m. on 6th Ju ly .

LwQPoyt.aai-
2nd July 8,500.
3rd July 11,000.
4th July 9,500.
5th Ju ly 13,000.

P e rica rd ia l f r ic t io n  was present th rog^iou t.

Temperature from f i r s t  to th ird  day varied from subnormal to  99.5.
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Case No. 61.

T .B . A g e  33.

Seen at out-patients’ department, Glasgow Royal Infirmary on
21.6.30. Complained of pain in the epigastrium l i  hours 
after food. Pain relieved by food, 
flatulence and sour mouthfuls were troublesome.
He was sent to the X-ray Department for Barium Meal.
Shortly after the X-ray examinat ion bad been made be collapsed. 
He was soon pulseless and after a few sighing respirations 
be died. He was seen for the first time by A.V/.H. just 
when he v/as on the point of dying.
A Fiscal Post lortem was carried out and it was reported that 
deceased bad advanced degeneration of the ascending part of 
the aorta with stenosis of the entrance of the coronary arteries. 
No lesion of stomach, duodenum or intestines was revealed at 
the post mortem.



Wm. kc l Aged 42. C a r t in g  Contrac to r .

Por 2-3 years pa tien t had suffered from pain 

in  the lower abdomen on exertion and a fte r food.

On Tuesday, 5th November, pain was very severe 

a fte r h is  evening meal and he was s lig h t ly  s ick . Pain 

pers is ted  and on 6th November became very acute, pa tien t 

fa l l in g  to  the ground. He was v io le n tly  s ick  -  vomit 

contained b ile . Palpation showed tenderness over the 

u m b ilica l area and the r ig h t side.

Laparotomy -  No apparent abnormality.

Pulse 72. Temp. 96. Pesp. 22 

B.P. 100/60.

■Urine c lear.

W.B.C. 9 5600.

P a tien t was a weather beaten man, looking much 

older than h is  years. There was considerable degeneration 

of the ra d ia ls  and brachia ls and to a lesser extent o f the 

legs. ^he pulse was regu la r. ^he apica l f i r s t  sound was 

somewhat s lu rred  at the commencement.

Patient reported again two months la te r . He 

fe l t  w e ll. There was l i t t l e  change in  physical signs.



Case i»o. 62 (Continued.) 

Temperature -  Bub normal. 

Blood Pressure -  23.11.29

26.11.29

2.12.29

100/60.

100/60.

115/80.
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Case No. 63,

Mrs. M.N. Age 60*
26. 2. 39.

October 1927 Patient bad severe pain in epigastrium and vomited 
a great deal. Sbe became slightly jaundiced and "gall stones" 
were diagnosed. Jaundice disappeared soon but patient re
mained sbort of breatb. In January ber feet and legs became 
swollen.
Oedema has been progressive and within the last four weeks she 
has become ortbopnoeic.
On Admission. Patient is stout. She is ortbopnoeic and 
cyanosed. There is gross oedema of legs and lumbo-sacral 
region.
Urine - Trace of albumin.
Blood Pressure 120/90 155/95 140/80 160/90.
Much moist rales in both lungs.
Patient improved a little during ber residence.
Pulse became Irregular on 7.4.29 and on 9.4.29 (Extra systole ?). 
Patient went borne on 13.4.29 apparently slightly improved.
Two days later she collapsed suddenly and died soon afterwards.



Case No. 64.
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J.P. Aged M t.

has seen by -Or David Smith at Glasgow Boyal 

In firm ary  on 16.6.31, Seven days before he v/as awakened 

from sleep by intense praecordia l pain. This pain lasted 

for some time. He was s ick  and vomited, and f e l t  short o f

breath. He was allowed up on the fourth  day o f il ln e s s

and since then had been short o f breath on s lig h t exertion .

He gave a previous h is to ry  o f transien t hemiplegia 

s ix  years before. Heart sounds were so ft and o f very poor

q u a lity . There were no adventitious sounds.

His medical p ra c titio n e r was advised o f diagnosis 

and treatment.

No fu rthe r p a rticu la rs  could be obtained of th is

case.



Admitted 3. 7. 27. Aged 6 6 .

Complained of extreme breathlessness o f two days’ 

dura tion . Pour months previously h is le f t  leg  was amputated 

for d ia b e tic  gangrene. During the operation he had sudden 

collapse and only recovered a fte r massage to the heart.

He remained f a i r ly  w e ll a fte r the operation and was sent to 

a Convalescent Home in  June, that is  three months a fte r the 

operation.

On the evening o f 1. 7. 27 he had a sudden a ttack o f 

breathlessness. The fo llow ing  afternoon he had another.

When admitted to the Hoyal In firm ary he was dyspnoeic, 

complexion cyanosed, pulse was s o ft. Heart sounds poor.

Halos over both lungs behind.

mernperature on admission 99°F.

Blood Pressure 170/90.

Urine; S pec ific  g ra v ity  1020. No albumin.

Patient was free of symptoms the day fo llow ing  

admission and had no fu rthe r attacks of dyspnoea.

He went home on 14.7.27.

TMtoPLBATUBE -  4th *  99° -  normal.

BLOOD PBLbbUHE -

4. 7. 27. 170/90.
10. 7. 27. 170/80.



Admitted 25.8.30*
Dismissed. 20 .9 .30 . Aged 52

About 8 o ’ clock oti the morning o f admission p a tie n t 

had fro n ta l headache, was s ick  and vomited bright yellow 

m a te ria l. He stated that he had two separate cardiac a t

tacks the previous day. ^he f i r s t  came on about 11.30 a.m. -  

was ushered in  by p a lp ita tio n  which was followed by nausea, 

sickness and vom iting. He f e l t  fa in t ,  and lo s t consciousness 

fo r a short time. There was fe e lin g  of oo nstr ic t io n  of chest 

but no actua l pain. By 2-30 p.m. he f e l t  w e ll but on attempt

in g  to do some work he had a second seizure about 3 p.m. sim i

la r in  type to the f i r s t  but more severe. He was admitted 

to the Wards at 6.30 p.m. and soon a fte r admission had a 

fa in t in g  attack and was unconscious fo r a very short period. 

(Bate o f Pulse was not noted). He was a w e ll nourished rather 

weather beaten man who lay comfortably in  bed free of symptoms 

apart from s lig h t fe e lin g  of sickness. mongue was fu rred. 

There was s lig h t discomfort to palpation o f epigastrium.

Pulse was reg u la r, o f moderate volume, and easily  compressible. 

There was s lig h t pu lsa tion  in  supra-sternal notch and ca ro tid  

p u lsa tion , p a r t ic u la r ly  on the r ig h t side was v is ib le . Apex 

beat was v is ib le  a t n ipple lin e  in  5th interspace.



Case No. 66  (Contd.)

Cardiac sounds were s o ft but pure.

p a t ie n t ’ s progress was uninterrupted and be was dismissed 

20/9/30 fe e lin g  w e ll.

Temperature was subnormal throughout.

Blood Pressure 135/82 25/8/30.

118/82 28/8/30.

130/80 25/9/30.

Wassermann Reaction - Negative.
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I qqgjerfrturi?... (2-26) - 2-28 97.2°f.
(27-28) - 2-28 99°P.
(4,5 and 6) - 3-28 normal, 

Mood -frassure. 2.2.28 140/85.
18.3.28 85/58.
30.3.28 105/80.
13.4.28 65/45.

H.B. -  ve.
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Mr s E. Aged 62.

Admitted 2.2.28.
Dismissed. 16.4.28.

For a year previous to  admission she was short o f breath on 

exertion . In  October 1927 when out walking she was seized w ith  

v io le n t praecor d ia l pain -  pain lasted for several minutes and 

she had to be assisted hone. There was no sickness or vomiting. 

Two days p r io r  to  admission she had a second a ttack of prae cor d ia l 

pa in  which was re lie ve d  by in je c tio n  of morphia. Although pain 

had subsided breathlessness pers isted.

On admission, she was orthopnoeic, looked anxious and complained 

of ftte r r io le  weakness and shortness o f breathft. Pacies was 

grey and extrem ities  were cold. Pulse was irre g u la r -  (the 

ir r e g u la r ity  being due to  frequent extra systoles) and of poor 

volume.

Heart was enlarged to  the l e f t .  Cardiac sounds were d is ta n t,

poor q u a lity , but pure. There was moist ra le  at the rig fc t base.

P atient had two attacks of severe pain during her stay in  hosp ita l

27.2.28 -  la s tin g  6 hours,
5. 3.28 -  la s tin g  12 hours.

Pain was re lieved  on each occasion by in je c tio n  of morphia.

No p e ric a rd ia l f r ic t io n  was detected.

She went home on 16.4.28 fe e lin g  better but died suddenly three 

weeks la te r .
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Case Ko. 6 8 .

Robert Doig. Aged 72 years. Admitted 11.7.29.
Discharged 27.10.29.

Readmitted 27.2.31.
Died 21.4.31.

Note from Doctor.

This is  an in te res tin g  ease of complete heart block 

w ith  Stokes Adams f i t s .  His h is to ry  is  as fo llow s 

A year ago be was troubled w ith praecordia l pain 

fo llo w in g  an attack o f b ro n ch itis . His cardiac sounds were 

almost inaudible at tha t time, but his pulse ra te  was not 

a ffec ted . Some time la te r  be stated be took a giddy turn  

w hile  outside, and he had been troubled w ith  dizziness and 

shortness of breath since. About three months ago I saw him 

again and found .his pulse ra te  was 24. He was kept in bed 

and a day or two la te r  typ ica l Stokes Adams f i t s  made tb e ir  

appearance. He was kept in  bed fo r three months, the attacks

becoming gradually less frequent. He was seen by Dr. John

Gowan who took a polygraph trac in g , confirm ing the diagnosis o f 

complete heart b lock. La te ly  he has been allowed out of bed,

h is  pulse ra te  varying from 18 to 30. Early th is  morning

he took suddenly i l l  again w ith severe ep igastric  pain and 

vom iting and the f i t s  have reappeared again. He seems to  have 

developed some acute abdominal cond ition , w ith r ig id i t y  o f the
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upper abdomen and very great tenderness, extending along to 

h is  g a ll bladder. Sickness has pers is ted  and he is  again 

very i l l .  He had a quarter g ra in  of Morphine Sulphate at 

7-30 a.m.

The jja tie n t was an old but powerfully b u i l t  man. He 

looked very i l l .  He was extremely orthopnoeic. His 

breathing was ty p ic a lly  Oheyne-Stokes.

A fte r admission he had many ty p ic a l Stokes Adams seizures 

and complete physical examination was impossible.

On 14. 7 . 29 p a tie n t bad an attack o f sudden severe pain 

in  r ig h t side o f chest, ra d ia tin g  to the r ig h t shoulder at 2 a.m. 

I t  was accompanied by a fe e lin g  of tightness and breathlessness. 

I t  was very tense at 5 a.m. and by 7 a.m. had passed o f f .

The heart sounds were extremely d is tan t and feeble. No f r ic t io n

was audible over the heart o r bn r ig h t side of chest in fro n t.

Blood pressure 180/60 the fo llow ing  day.

The sputum contained blood.

The p a tie n t remained in a fa i r ly  comfortable condition 

considering h is serious sta te  on admission. He made steady 

progress and bad only two Stokes Adams1 seizures during the

rest o f h is  stay in  h osp ita l -  (27. 8. 29 and 29. 8. 29).

The second attack was p e cu lia r. Patient looked pale that
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m o r n i n g  b u t  s t a t e d  that b e  was f e e l i n g  b e t t e r .  W h i l s t  
t a l k i n g ,  h e  s u d d e n l y  b e c a m e  v e r y  p a l l i d ,  r e s p i r a t i o n s  w h i c h  
h a d  b e e n  q u i e t  and e f f o r t l e s s  w e r e  now f o r c e d  a nd s i g h i n g .  
T h e  e yes r o l l e d  and h e  w a s  u n c o n s c i o u s  f o r  about a m i n u t e .  
P u l s e  r a t e  at the w r i s t  w a s  1 2 0  and a p p a r e n t l y  r e g u l a r .
P a c e  b e c a m e  e n g o r g e d  and p a t i e n t  s o o n  r e c o v e r e d ,  e x c e p t  for 
s p a s m o d i c  t w i t c h i n g s  a f f e c t i n g  the h a n d s  and arms. P u l s e  
r a t e  w a s  n o w  3 0  p er m i n u t e .  T h e  p a t i e n t  w e n t  h o m e  o n
2 6. 1 0 .  29 i m p r o v e d  b u t  far from w e l l .  H i s  f e e t  t e n d e d  to
s w e l l  w h e n  he w a s  up a n d  be c o u l d  o nly w a l k  a very short 
d i s t a n c e  w i t h  sup p o r t  f r o m  a nurse.

S i n c e  d i s m i s s a l  p a t i e n t  h a s  b e e n  f a i r l y  w e l l  but 
o n  o c c a s i o n s  bis f e e t  b e c a m e  s w o l l e n  w h e n  he h ad b e e n  w a l k 
ing but b a d  n e v e r  b e e n  b r e a t h l e s s .  H e  w a s  able to g o  a w a y  
o n  h o l i d a y  d u r i n g  the s u m m e r .  O n  17. 2. 31 b e  felt s i c k  
a n d  v o m i t e d  a bout a p i n t  c o n s i s t i n g  of s t c m 8 c h  c o n t e n t s  a nd  
t h e n  g r e e n  b ile. H e  c o m p l a i n e d  of a h e a d a c h e .  F o r  
s e v e r a l  d a y s  h e  w a s  g e n e r a l l y  out of s orts. On 20. 2. 31 
at 8 a.m. b e  h a d  an e p i l e p t i f o r m  c o n v u l s i v e  s e i z u r e  w h e n  
h i s  b r e a t h i n g  b e c a m e  very l a b o u r e d  and he b e c a m e  v e r y  
c y a n o s e d .  H e  felt v e r y  h ot and w a s  b a t h e d  in a cold sweat, 
b e i n g  t!LcyTt c o l d  to the touch. H e  h e l d  his b e a d  b a c k  and
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g a s p e d  for b r e a t h  with c o n v u l s i v e  m o v e m e n t s  of all bis li m b s ;  
t h e s e  f i t s  l a s t e d  o nly a f e w  seco n d s .  T h e s e  attacks came 
o n  each day u n t i l  he was r e a d m i t t e d  to h o s p i t a l .

C o n d i t i o n  of a d m i s s i o n .  T. 9 6 •8°F. P. 28. R* 32. 
B . P .  120/ 7 0 .  P a t i e n t  was s l i g h t l y  c y a n o s e d  and c o l d  o n  
a d m i s s i o n .  H i s  p u l s e  was v e r y  slew, f a i r l y  r e g u l a r  but 
r a t h e r  w e a k .

r

T h e  a r e a  of c a r d i a c  d u l l n e s s  was n ot i n c r e a s e d  but l i v e r  
d u l l n e s s  w a s  e n l a r g e d  and palpa b l e .  It was not tender on 
a d m i s s i o n  but h ad b e e n  p r e v i o u s l y  end the s k i n  in t h i s  r e g i o n  
w a s  e r y t h e m a t o u s  d u e  to b l i s t e r i n g .  T h e  car d i a c  s o u n d s  w e r e  
v e r y  f r e q u e n t  and p o o r  in q u a l i t y  but no m u r m u r  c o u l d  be 
d e t e c t e d .  T h e r e  was very s l i g h t  o e d e m a  of his legs. H e  
h a d  s e v e r a l  c o n v u l s i o n s  o n  the day of a d mission.

H is  p r o g r e s s - w a s  g r a d u a l l y  d o w n h i l l .  O e d e m a  increased,  
c a r d i a c  s o u n d s  b e c a m e  p o o r e r  in q u a l i t y  and l i v e r  b e c a m e  m o r e  
e n l a r g e d  and t ender. S t o k e s  A d a m s ’ s e i z u r e s  o c c u r r e d  a lmost  
daily.

On 19. 4. 31 h e  b a d  a s u c c e s s i o n  of v e r y  a cute a t t a c k s  
D u r i n g  the p e r i o d s  of c o n s c i o u s n e s s  h e  showed e v i d e n c e  of 

m e n t a l  d e t e r i o r a t i o n  w i t h  l oss of k n o w l e d g e  of time and p l a c e .  
H e  g r a d u a l l y  s a n k  a nd d i e d  o n  21. 4. 31 after h a v i n g  b e e n  
p r a c t i c a l l y  u n c o n s c i o u s  f or 2 4  hours.

B . P .  14. 7. 29 1 8 0 / 6 0 .27. 2. 31 1 2 Q / V q .
W.E. - ve.



£ §se Ho. 69.
3 1 7 .

Wm. IcG-. A ge 51.

P a t i e n t  w a s  s e e n  in c o n s u l t a t i o n  o n  B 5 t h  A u g u s t  1928.
H e  c o m p l a i n e d  of s e v e r e  and c o n t i n u e d  s u b s t e r n s l  pain.
P a l l o r  w a s  m a r k e d .  P u l s e  w a s  p o o r  but r e g u l a r .  H e a r t  
s o u n d s  w e r e  s o f t  and of p o o r  quality.
B l o o d  p r e s s u r e  l l Q / 6 5 .
T$ b e n  b e  r e p o r t e d  f i v e  m o n t h s  later, be l o o k e d  a s o m e w h a t  
w e a t h e r  b e a t e n  but r o b u s t  m a n .  A p a r t  from s l i g h t  s h o r t n e s s  
of b r e a t h  on e x e r t i o n  he felt w e l l .  Pu l s e  w a s  i r r e g u l a r  - 
the i r r e g u l a r i t y  b e i n g  due to f r equent e x t r a  s y s t o l e s .
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Case No. 70.

Dr. B. Aged 67

Examined on 8/6/1931.

For past 30 years be had been subject to extra -systo le  

w ithout d iscom fort, but during the year p r io r  to examination 

be bad suffered from attacks of paroxysmal tachycardia la s t in g  

from a few minutes to two bours. Late ly tbese attacks bad 

become more frequent and be was having ? s lig b t syncopal 

seizures.

His previous health was good. He was a to ta l abstainer 

and smoked l i t t l e .

Heart sounds were of poor q u a lity  but pure.

Blood pressure 200/110 ?
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Case No. 71.

D1** D. .Aged 53.

Was examined on 20/5/31. He complained o f pain on e xe rtion . 

Pain was upper s te rn a l and rad ia ted up into the shoulder and 

neck. I t  was re lieved  by res t and a s p ir in . He had one 

a ttack o f pain in  bed which was re lieved  by a s p ir in . He was 

subject to f ib r o s i t is *

He bad a s im ila r attack a year before which lasted on and o f f  

fo r  a fo r tn ig h t.  He was quite  w e ll a fte r th is  a ttack and bad 

worked hard, f is h ,  bathe and play tenn is w ithout discomfort* 

During the war be suffered from Leishmaniasis o f neck and had 

b e r i-b e r i w ith oedema and cardiac weakness*

He was pale and exdited.

Pulse was rap id  and regu la r. Heart sounds were pure*

Blood pressure 145/90•

Three days la te r  be became i l l  w h ils t g e ttin g  h is car ready.

He was s ick  and vomited and suffered from praeeordial pain; 

be died soon afterwards*



Case No, 72.

k iss  LcN. ^ge 84. Dr.. I .

P a t i e n t  h a d  s u f f e r e d  f r o m  i n t e r m i t t e n t  c l a u d i c a t i o n  
a n d  p e t i t  m a l  f o r  s o m e  time. On 3. 1. 31 s h e  t o o k  ill with 
v o m i t i n g ,  p r a e c o r d i a l  p a i n  and c o l l a p s e .  S e e n  a b o u t  8 h o u r s  
after, she w a s  v e r y  ill, p a l l i d ,  r e t c h i n g  and v o m i t i n g ,  
p u l s e  w a s  very i r r e g u l a r .  C ardiac s o u n d s  of p o o r  q u a l i t y .  
Blood p r e s s u r e  9 o / ?  T h e r e  w a s  o e d e m a  of both l u n g s .

She died next day.

Case Ho. 73.

I r .  0. Age 57. Dr. D.

F o r  some t ime p a t i e n t  b a d  s u f f e r e d  f r o m  s u b s t e r n a l  d i s 
c o m f o r t  o n  e x e r t i o n .

O n  13. 2. 31 w h i l s t  at a m e e t i n g  in G l a s g o w  h e  h ad s u d d e n  
a c u t e  p a i n  in u p p e r  a b d o m e n .  B e  w e n t  to l a v a t o r y  but b o w e l s  
d i d  not m o v e .  H e  went to g e t  b u s  b u t  c o u l d  not r e a c h  it en d  
h a d  to take a ear h o m e .  T h e r e a f t e r  b o w e l s  m o v e d  but t h e r e
w a s  no r e l i e f  to p a i n .  S aw Pr. P. o n  M o n d a y  16tb - t h e r e
w a s  l e f t  s i d e d  p l e u r i s y .  O n  17th a l i t t l e  b l o o d  w a s  p r e s e n t
in s p i t .  H e  h a d  no nau s e a ,  v o m i t i n g  or r e t c h i n g  b u t  s w e a t i n g
a n d  l a t t e r l y  d y s p n o e a .  O n  21. 2. 31 he w a s  s i t t i n g  up  and p a l e
b u t  v o i c e  w a s  s t r o n g  • P u l s e  w a s  1 2 0 / 1 4 0 ,  soft and i r r e g u l a r .
B.P. 4 5 / ? .  S o u n d s  w e r e  of p o o r  q u a l i t y  with ? f r i c t i o n  o ver
s t e r n u m .  S p i t  wa s  m u c o - p u r u l e n t  and there w e r e  r ales at both
bases. H e  d ie d  that n i g h t .
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Qa.se lo *  7 4 .

M r .  S. i g e  60.

P a t i e n t  w a s  f i r s t  e x a m i n e d  o n  15. 10. 2 9  w h e n  h e  h a d  
r i g h t  b e m a n a e s t h e s i a .  P u l s e  was r e g u l a r  but f or e x t r a  
s y s t o l e .  B.P* 2 2 5 / 1 1 0 .  T h e r e  w e r e  soft a p i c a l  s y s t o l i c  
m u r m u r *  O p h t h a l m o s c o p i c  e x a m i n a t i o n  s h o w e d  a r t e r i o - s e l e r o t i c  
c h a n g e s .

H e  w e n t  a t r i p  to M a r s e i l l e s .  O n  1 4 t h  A p r i l  1 9 3 1  
v/hilst o n  d e c k  b e  f elt e x t r e m e  nausea. He went d o w n  to 
l a v a t o r y  b u t  d i d  not vom it. H e  w a s  very w e a k  and u n d r e s s e d  
w i t h  g re a t d i f f i c u l t y .  S h ortly  a fter he w a s  s e i z e d  by g r e a t  
p a i n  in low er 1 / 3  s t e r n u m  w h i c h  l a s t e d  u n t i l  the next day.
H e  v o m i t e d  a f t e r  m e d i c i n e  and p a i n  was r e l i e v e d .  T h r e e  d a y s  
l a t e r  h e  c o l l a p s e d  w h i l e  o n  deck. H e  c a m e  h o m e  r a t h e r  ill 
a n d  h a d  one f a i n t  a t t a c k  on 2 8 t h  April.

W h e n  s een o n  5 t b  May 1 9 3 1  he l o o k e d  well. C o l o u r  w a s  
g o o d .  P u l s e  was irregular, the i r r e g u l a r i t y  b e i n g  d u e  t o  
a u r i c u l a r  f i b r i l l a t i o n .  C a r d i a c  s o u n d s  w e r e  p o o r  in  q u a l i t y  
b u t  p u r e *  B. P. 1 1 0 / 7 0 .  L u n g s  w e r e  clear*



£ase J o ,  75 , 322.

Mr. B. Age 57.

P a t i e n t  h a d  an a t t a c k  of c o r o n a r y  T h r o m b o s i s  two y e a r s  
b e f o r e  he w a s  s e e n  by Dr. C o w e n  and m a d e  a g o o d  r e c o v e r y . 
B l o o d  P r e s s u r e  w a s  a l w a y s  l o w  and d o w n  to 90*

In A u g u s t  1 9 3 0  be h a d  c e r e b r a l  e m b o l i s m ,  s i n c e  t h e n  b a d  
t h r e e  e p i l e p t i f o r m  seizu r e s .

W h e n  e x a m i n e d  on 26. 5. 31 l o o k e d  w e l l  but a l i t t l e  p ale.
P u l s e  w a s  regu l a r .  B . P .  1 1 0 / 8 0 .

S oft s y s t o l i c  m u r m u r  was a u d i b l e  at the apex.

C ase Ho. 76.

M r s .  M c D .  Age 67.

F o r  three m o n t h s  b a d  not felt w e l l,  d y s p n o e a  b e i n g  
p r e s e n t  o n  e x e r t i o n .  B.P. 160. She w a s  w a k e n e d  o n  28. 5. SLl 

b y  s e v e r e  p a i n  a c r o s s  c hest. She felt very ill. T h e r e  w a s  
some v o m i t i n g  b u t  no  s w ea t i n g .  W h e n  seen, a f e w  h o u r s  l a t e r  
s h e  w a s  v e r y  ill a n d  p a l l o r  w a s  g h a s t l y .  Pulse* w a s  soft, 
r a p i d  and i r r e g u l a r .  B.P. 1 1 5 .  P e r i c a r d i a l  f r i c t i o n  w a s '  
p r e s e n t .

She d i e d  t h at  ni g h t .
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Osse Ko. 77.

Mr • -i? • Age 66 •

P a t i e n t  b a d  s u f f e r e d  f r o m  a n g i n a  on e x e r t i o n  f o r  s e v e r a l  
y e a r s.  In 1 9 2 9  he h a d  an o p e r a t i o n  f o r  g a l l s t o n e s #

O n  18. 4.  31 at I s l a y  b e  b a d  a n  a t t a c k  of s e v e r e  s u b -  
s t e r n a l  p a i n #  P a i n  w as very b a d  and a c c c m p a n i e d  by 
v o m i t i n g  and retching. T h e r e  w a s  s w e a t i n g #  H e  s t r u g g l e d  
borne f r o m  I s l a y  to Ayr, and w a s  s i c k  all the time. H e  
b e c a m e  v e r y  s hort o f  b r e a t h  and b a d  cough w i t h  b l o o d  
s t a i n e d  s p i t  a n d  s l i g h t  p y r e x i a #  W h e n  seen on 22. 4. 31 
be  w a s  o r t h o p n o e i c  and t here w a s  s l i g h t  c y a n o s i s #  O e d e m a  
of p u l m o n a r y  b a s e s  w a s  m a r k e d #  P u l s e  w a s  regular, 
iilood p r e s s u r e  1 6 0 / 9 5 #  P e r i c a r d i a l  f r i c t i o n  w a s  p r e s e n t #  
H e  w a s  s e e n  at a l a t e r  date. H e  b a d  b e e n  d y s p n o e i c  a n d  
p l e u r a l  e f f u s i o n  w a s  detec t e d .  A s p i r a t i o n  s h o w e d  t h i s  to 
b e  b a e m o r r h a g i c  in type. T u m o u r  o f  l u n g  w a s  s u s p e c t e d  b ut 
t he p r e v i o u s  h i s t o r y  i n d i c a t e d  the m o r e  l i k e l y  d i a g n o s i s  of 
i n f a r c t i o n  of l u n g  and e f f u s i o n  s e c o n d a r y  to m y o c a r d i a l  
l e s i o n #



£ase Not 78.
324.

'./•V:cL* Age 72.

T h i s  p e t  Lent w a s  examined in c o n s u l t a t i o n  in 1 9 2 9 ,  
w h e n  be  b a d  a c e r e b r a l  a t t a c k  ? i n t e r m i t t e n t  c l a u d i c a t i o n .  
H e  b a d  b e e n  very w e l l  u n t i l  19. 3. 31 w b e n  he b a d  a n  a t t a c k  
of s u b s t e r n a l  d i s c o m f o r t ,  d y s p n o e a  and s light p y r e x i a .  In 
s p i t e  of t h i s  b e  a c t u a l l y  w e n t  up to town. W b e n  s e e n  o n
2 3 .  3. 31 h e  w as v ery ill, p a l e  and c y a n o s e d .  P u l s e  w a s  
i r r e g u l a r  end of p o o r  quality. p e r i c a r d i a l  f r i c t i o n  w a s  
p r e s e n t  a l o n g  s t e r n u m .  T h e r e  w a s  o e d e m a  of b o t h  b a s e s .

H e  d i e d  s u d d e n l y  o n  31. 3. 31.

.CflSS H f l t -  -Z9 .a

L r .  !.. * Age 51.

P a t i e n t  w a s  an o l d  a t h l e t e .  O n  8. 3. 31 w h i l e  w a l k i n g  
h o m e  f r o m  f o o t b a l l  m a t c h ,  be h a d  an 8tt8Ck of s t e r n a l  p a i n  
w h i c h  p a s s e d  into l e f t  arm. H e  w a s  s i c k  and v o m i t e d .
W h e n  s e e n  4  d ay s  l a t e r  he w a s  d e l i r i o u s .  P u l s e  w a s  ir r e g u l a r .  
T h e r e  w e r e  i n f a r c t s  i n  b oth l u n g s .  T e m p e r a t u r e  w a s  e l e v a t e d .  
B . P .  1 3 0 / 6 5 .

H e  m a d e  a g o o d  r e c o v e r y .



Case Ho. 60,

3 2 5 .

M r. S# Age 64.

P atien t bad h is to ry  of previous angina o f 2 \  year13 duration* 

On 12. 5. 31 he bad a ty p ic a l attack of coronary thrombosis w ith 

intense pain sub s te rn a l. He perspired fre e ly  but had no 
vom iting. Blood pressure f e l l  from 160/100 to 115/90.

Pulse was s o ft .  Qardiac sounds were poor but pure.

When examined again on 13. 6 . 31 he had done w e ll but fo r 

several a ttacks of co llapse. Pulse was regu la r. Cardiac 

sounds were o f good q u a lity . B.P. 98/80*

P a tie n t did w e ll.

.Case No. 81*

Mr. .7• Age 51.

p a tie n t had always been w e ll u n t i l  29. 1. 31 w h ils t at 

business he had a sudden attack of praecordia l pain followed 

by e p ilep tifo rm  seizure. During the attack i t  was noted that 

b is  pulse was extremely slow. When seen some time la te r  

pulse \Yas regu la r. Cardiac sounds were s o ft but pure.

Blood pressure 140/75.

He made a good recovery©



Case No. 82#

326.

Rev. H r. 1 . Age 57.

Suffered from angina fo r  one year previous to 7. 9 . 29 

wben be bad severe attack of praecordia l pain la s t in g  s ixteen 

hours. pain radiated down both arms. He d id  not vom it. 

Heart sounds were of poor q u a lity . The fo llo w in g  dev be 

s complained of abdominal pain. P e rica rd ia l f r ic t io n  was not 

present.

When seen on 3. 10. 29 p a tie n t was now much b e tte r .

Pulse was regular and s o ft .  Heart sounds were pure but o f 

poor q u a lity .

On 7. 2 . 1931 pa tien t f e l t  w e ll.  There was i r r e ru la r i t y  

of pulse due to occasional extra systo le .

P a tien t d id very w.ell.

Blood Pressure 3. 10. 29 108/50.

7 . 2. 23 145/75.

10. 3. 21 150/80.



3 2 7
Case No. 83.

Mr. 17• Age 52.

P atien t hsd always enjoyed good health u n til'O c to b e r 1930* 

Y/ben he hod an attack o f Coronary Thrombosis complicated by 

double femoral thrombosis and in fa rc tio n  of lung.

On 16. 10. 30 he was seen in consu lta tion  by A.W.H# a fte r  

having been seen by another consu ltan t. 17ben examined again

by A.W.H. on 2. 3. 31 he f e l t  very w e ll.  Pulse was regu la r.

Bounds were poor. There were d ila te d  veins on chest end 

abdomen.

Blood Pressure 16. 10* 30 103/65.

2. 3. 31 120/65.

Case No. 84.

Miss P. Age 84.

P a tien t was a very active old lady who had been in bed 

w ith feverish  cold and b ro n c h itis . gbe wakened up early  in  

the morning of 12. 2. 29 w ith upper abdominal pain, co llapse, 

vom iting, sweating. Acute abdomen was suspected. .11 en seen 

la te r  in  the day she was very i l l  and d e lir io u s . Pulse was 

of poor q u a lity . Cardiac sounds were almost inaudible and 

p e r ic a rd ia l f r ic t io n  was heard. She remained i l l  fo r  some 

tim e. When seen again on 22. 1 . 31 she was very w e ll.

Pulse was regu la r. B.P. 210/90. Cardiac sounds were pure.

She made a good recovery and is going about as usual. 1931.
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Case Bo. 65,

Mr. J. ige 34. Dr. I.

Patient bad been golfing two rounds daily at Dunbar and

came borne on 25. 4. 30# The fo llow ing  day while boeing in

the garden be bad an a ttack of pa in  in  fro n t o f chest and down

le f t  arm. Wben seen by me six hours la te r ,  he had l i t t l e

or no pain . His face was grey and he was sweating. ^ongue

was dirty  and breath foul.^ He bad occasional vomiting.

Pulse was re g u la r. B.P. 145/90 ? There was w ell marked

pericardial fr ic tio n  a l l  over. Some rale was present at
*

bases o f lungs.

On 3. 5. 30 Dr. Ingram reported he was doing w e ll.

»ben seen again on 4. 8. 30 he was very w e ll and look ing  

w e ll.  H is exercise tolerance was good ani be was et bus Lness

d a ily . Pulse was regu la r. There was s lig h t Y.S. at apex,

d is ta n t at a o rtic  c a rtila g e . B.P. 175/85.

Lungs ',vere c le a r.
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Case Ho. 86,

H r. S. Age 52.

For some time, 2 weeks, bad been troubled w ith a l i t t l e  

praecord ia l pain on exertion . His fe e t swelled but be could . 

play g o lf .  On 3. 2 . 30 be bad a severe attack o f substernel 

pain* Pain rad iated down both arms. Wben seen the fo llo w in g  

day be was much d istressed. There was intense p a llo r .  Tongue 

was coated and breath fo u l.  Vomiting was almost continuous. 

Pulse was fa s t and a lte rn a tin g . B.P. 110/80. Cardiac 

sounds were poor but pure.

He did very w e ll.

Case Ho.,. 87.

H r. L* Age 52.

Patient bad suffered from angina fo r  three weeks and bad 

to stop frequently  w h ils t out w alking. On 5. 3. 30 be was

awakened by severe pain -  substernal and in  upper abdomen. 

Condition was thought to be acute abdomen, but pain went down 

r ig h t  arm. Vomiting was constant. When seen, h is  face 

was ghastly . He was sweating profusely and s ick  and vom iting. 

Pulse was im perceptib le. Blood pressure was impossible to 

est imate.

He died one hour la te r .
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Case No* 88.

E.B. Age 67,

P a tien t used to take a good deal o f a lcoho l.

Pain was very severe on 5. 5. 30 -  re tro s te rn a l 

and down inner side of both arms. There was no vom iting 

but a l i t t l e  re tch ing . Sweating wss profuse and alarm was 

marked. Pain was p e rs is te n t. He was given morphine and 

was qu ie t a l l  n igb t but pain came back in the morning.

Two da vs la te r  be looked a l l  r ig h t  but l ip s  were s l ig h t ly  

b lue . Pulse was regular and s o ft. B.P, 128/92. Qardiac 

sounds were poor. There was some pulmonary ca tarrh .

On the 8tb be f e l t  comfortable but died qu ite  suddenly



Case No# 89.
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Dr. A.P.G. Age 50.

81.3.30# Since June 1929 he had been troubled w ith 

substernal pa in  on exertion and once or twice when at re s t.

Of la te  attacks had been more frequent and he stated tha t they 

rad ia ted  to the r ig h t elbow. He was at O rie ff over the week

end but not fe e lin g  w e ll came home. He was f a i r ly  w e ll but 

at 11 p •in. 17. 3. 30 he had an attack o f agonising pain over 

the lower s te rn a l region as i f  be were "being crushed u n t i l  

be b u rs t" . Pain rad ia ted to r ig h t arm and there was a l i t t l e  

numbness in  the band. He began to s p it  much bloody mucus.

He was given morphine w ith  some r e l ie f .  He was seen by me at 

IB noon next day. He was re s tle ss . There was s lig h t vom iting, 

pulse was regu la r, so ft and rap id . B.P. 108/80* Cardiac 

sounds were poor. Lips.were b lu ish . Colour was otherwise 

good. A good deal o f moist ra le  was present over fro n t of 

chest. He was sweating a l i t t l e .  At 11p.m . h is  face was 

grey, a’shen and sunken. Pulse was im perceptib le. Breathing 

was laboured 8nd he was apparently dying. 1 c .c . Strophanthone 

was administered.

On,19.3.30 be was much b e tte r . Pulse was so ft and 

irre g u la r but be was s t i l l  a l i t t l e  cyanosed.

20.3.30* B.P* 100/80. •

21.3.30 98/70

23.3.30 98/68

On 25.3.30 B.P* was 95/45. He was very w e ll. Pulse



Case No* 89. (©ontd.)

was regu la r. Colour was good. Lungs were c l 

There was no cyanosis. Qardiac sounds were poor

27.3.30. B.P# 92/65. Pulse was regu la r.

29.3.30. He died suddenly at 4 p.m.
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Csse No. 90.

Mr. K. Age 54. Dr.L*

Pat ient seen by me fo r g lycosuria  8 .3 .27 . when he bad 

a very moderate m ild  diabetes (glucose curve). B.P. 160/90, 

up to 170/90.

On 19.3.29 he was very w e ll.  B.P. 158/83.

On 14.12.30 while out walking he had anginal symptoms . 

6 ix  days la te r  he had an a ttack o f anginal symptoms. He wag 

vom iting, re tch ing  and sweating. He was very i l l .

Pulse was so ft and irre g u la r . B.P. 118/80. P e r ic a rd it is  

was audible. Temperature was s l ig h t ly  elevated.

tfben seen again on 23.3.31 he was very w e ll. 

glucose in  u rine . Pulse regular and cardiac sounds were of 

good q u a lity .
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-Qs5Q-  M .i.-9 L t

Mr. A. Age 63. Dr. P.

Patient seen by me 3 f years before su ffe r in g  from 

high blood pressure. He did f a i r ly  w e ll but fo r  past year 

bad s lig h t angina on exertion , ceasing when at re s t .  Since 

May attacks were more severe but were re lieved  by amyl, 

n i t r i t e .  He came home from M illp o r t  on 8.9.30 and fo r  two 

n ights took attacks in  bed.

He was seen by Dr. P. on 9.9.30 a fte r a ttack o f 

substernal pain which rad iated down both arms and in to  

th ro a t. Dr. P. found B.P. 210/144. A ttack fo llow ed.

B.P. in  a ttack 220/156. Two minutes a fte r  amyl, n i t r i t e  

210/130. Pulse was rapid about 120. He bad another 

attack on 10.9.30. He was excited but had no vomiting 

or sweating. Flatulence was marked. Gough was troub le-* 

some. He was very flushed and exc ited . pulse was regular 

110-120o There was s o ft apica l s y s to lic  murmur. B.P.

170/110. There was moist ra le  at le f t  base.

He died in  10 days.
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A .L . Aged 49. Admitted 30 .12 .3 1 .
Dismissed 5. 1 .32 .

Insurance Accountant.

Patient had been in  good health u n t i l  9 a.m. on 30th 

December 1931 when, a fte r running for a bus, he had an a ttack  

o f severe anginal pain; swooned and fa in te d . He .was in  a 

fa in t in g  cond ition  fo r about a quarter o f an hour.

On recovery he f e l t  very weak and had constant 

g rip p in g  pain, behind the sternum and down both arms. He 

f t t l t  s ick  and vomited small amounts and had the fe e lin g  tha t 

i f  he could be properly  s ick he would be be tte r.

Patient was a moderately w e ll developed man, very 

grey haired and prematurely aged. There was s lig h t cyanosis.

Pulse’ was feeble and ir re g u la r , the ir r e g u la r ity  

being due to  frequent extra systo les.

Cardiac sounds were d is tan t and of poor q u a lity .

No murmurs were audible. ^he chest was c lea r.

He s te ad ily  improved a fte r admission and on 5. 1. 

in s is te d  on re tu rn ing  to h is  own home for treatm ent.

TEMPEBaTUBE -  normal throughout.

BLOOD PBEBbURE -

31. 12. 31. 98/78.
5. 1. 32. 100/75.

WHITE BLOOD COUNT -

5. 1. 32. 5400. per c.mm.
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Case Wp. 93.

H.G. Aged 44 years. Shopkeeper.

Dur ing the Christmas Season o f 1931 he was working

hard from 6 a.m. u n t i l  la te  a t n igh t. Apart from fe e lin g

t ire d  he was not unduly upset.

On the afternoon of December 27th, however, about an

hour a fte r running to  catch a tramcar he was seized by sensation 

o f c o n s tr ic tio n  in  h is  chest; he fe l t  that he was dying and 

collapsed. He soon made a p a r t ia l recovery but for two hours 

he was breathless, f e l t  nauseated and vomited.

These symptoms were re lieved  by the adm in is tra tion

o f a lcohol.

He was seen by me on the fo llo w in g  day and stated 

tha t apart from a s lig h t shortness o f breath he was comparatively 

w e ll. He had no pain and was quite  d e fin ite  that the sensation 

o f c o n s tr ic tio n  had at no time been p a in fu l.

His face was ashen grey and h is  l ip s  were pale .

Pulse was regular but rap id  100 per minute. I t  was o f low 

tension and poor volume. Blood pressure 105/78. Cardiac

sounds were almost inaudib le  but pure.

There were a few c rep ita tio n s  at both bases. 

Temperature was normal. Leucocytes 12000 per c.mm.

His oo nvalescence was uneventful u n t i l  the 

evening o f 22nd January 1932 when he had a re tu rn  of chost
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Case No. 93 (Continued).

c o n s tr ic tio n  and breathlessness. ^he a ttack lasted a few 

minutes. He had no sickness but complained o f a fe e lin g  

o f numbness down the inside o f both arms.

During the fo llow ing  two n ights (23rd and 24th) 

he had s im ila r a ttacks.

Since then he has remained w e ll and been e n tire ly  

free of symptoms.

Temperature was normal throughout.

Blood Pressure:-

105/78.

110-105 /  84-78.

28. 12. 31

29. 12. 31

30. 12. 31

2. 1. 32.

8. 1. 32.

15. 1. 32.

24. 1. 32.

25. 1. 32.

26. 1. 32.

27. 1. 32.

115-120 /  84-80.

White Blood Count;-

28. 12. 31. 12000

6. 1. 32. 11000

13. 1. 32. 13000

20. 1. 32. 9000

25. 1. 32. 10000

30. 1. 32. 10000
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