AORTITIS WITH SPECTIAL REFERENCE TO

SYFHILITIC AOQRTITIS

on being demobilized from the Army I came into
contact with a great many dischargedISoldiurs both
in Hospital and at the ikedical Pensions Boards.
While working ai the Ulster Volunteer Force
Hospital Fo; discharged soldieys, I found that a

considerable number of the cases were cardiac ones.

I was greatly struck by the comparative frequency

s

with which Roptic cases oceurred. At the bepginning
most of these were men over 40 who pave a negative
history as regards Rheumatic fever and also verv ofiey
as regards Syphilié. The 1atter history could not
always be credited as in the majority of cases a
positive Wasserman was obtained. Last year I sent a
paper on the subject to the "Lancet". At that time
I had only a few cases on record but since then the
number of cases has greatly increased and in this

Thesis, I 'intend to gZo into the question frem-a -

clinical and pathological standpoint. Tn the latter,I

have beeN gomewhat handicapped owine to the difficulty

of obtaining post mortem examinations. ¥y specimens wér

typical macroscepically and microsconiecally but T wag

unahle to find the Spirochasetes even after a prolongeqd
search. My failure im this was probably due to my

not belng able to get the specimens soon

e



enough. In Warthim's work on the subject, he shows

that the specimen must be examined within two or

three hours after death. This is impossible in the
North of Ireland where people have a very deeply
rooted objection to post mortem examinations being -
held on their relatives.

I will first go into the questions of agtiology,
age incidence, physical sigms etec., and finish with

the pathology of syphilitic aortitis.
In my series of 37 cases, I so often found it

difficult to differentiate between anaortitis with

an aneurism and one without that, I also intend to

dwell briefly upon the question of aneurisms.
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AETIOLOGY

Any infection may cause Aortitis,®but some

much more frequently than others’'. The two most

important infections, however, are Rheumatic fever

and syphilis, the latter being probably much the

most common causal factor. Among the cases described

in the literature of the Subject are the followingi-

cmall pox, measles, Scarlet fever, pneumonia,
Influenza, Typhoid, Malaria and Gonorrhoea.
Tubercular Aortitis has also been described by
Mallory (66); Before coming to my own Series of
cases I should like to give the following extracts fj
recent pépers, bearing on the Aetiology of this
condition._
McCrea (31) in a series of sixty cases of dilatation

of the Aorta at the=" ' ° ol e e A

John's Hopkin's Hospital found that about one-~third

of the cases gave a history of Rheumatic fever, and
of the cases under 40 years about one half had
suffered from Rheumatic fever.

Syphilis =~ 17 cases. 8 Doubtful.

Rheumatic fever-1% cases.fdoubtful.
Iyphoid -~ 8 cases.

Uncertain - 8 cases.

Severe strain, Traumas, old age, alcohol and

*Om




muscular exertion were possible causes in some of
these cases or at least helped.

According to Clifford Allbutt, however, strain
and stress are not causes of Aortitis but are of
Arterio-Sclerosis.

Jordan (19) describes a case of an Aneurism of the
ascending Aorfa in 2 small boy age A% vears who had
had Otitis ledia since infancy. He gave a history of
headaches, vomiting and fever. His joints were
swollen, but there were no physical signs of Aortitis
or aneurism, the diagnosis being made on post mortem.
Anders (5) found in 219 cases of Aortic incompe tence
that 133 cases or 60.7 % were clearly due to Syphilis.
And even then the Syphilitic Aetiology is under-~
estimated as many of the cases had not had a
Wasserman done. He considers that in the absence of
a higtory of Rheumatic fever, a case should be
regarded as suspect oé Syphilis even if the Wasserman
is negative.

Mitchell Bruce (12) found in 100 cases of arterial
damage that 92 were in men and 8 in women. In these
100 cases, syphilis caused 2% while 50% had influenza
typhoid, acute pneumonia or some other acute condition

associated.with it.
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Klotz (21) Showed that there were two forms of
Rheumatic Arteritis, one of them being very similar
to that of Syphilis except that it tended to recover

spontaneously.

Josue and Solomons (20) described a case where lesiongd
were found in the Aorta in a case of Rheumatic fever,

Benjamin and Hevie (7) in a series of 33 cases of

Aortic Insufficiency found that only 117 gave a
positive Wasserman, while there was a history of
Rheumatic fever in 5§57% of the cases.

Bock J. (2) Found 385 cases of syphilitic Aortitis

in 9690 autopsies at the Virchow Hospital, Berlin,

’

between 1212 and 1217.

Brooks (10) in 50 cases of post mortems' on
Syphilitics found that 66% died as a result of or
with serious circulatory disease apparently of
syphilitic origin. The-peti@rdium was involved in

28 cases and the myocardium in 44 cases.
In my series of 37 cases éyphilis was found to
be the causal factor in 31 cases. Of these thirty-one
28 gave a positive Wasserman and in the remaining 3
a definite history of Syphilis was elicited - in one

20 vears previously and the others 26 and 27 years.

of the remaining 6,one was found in a case of sub-

acute endocarditis, while two others gave a definite

10



history of rheumatic fever. One had lived in the
tropics for a long time and had a high blood
pressure = 220 systolic. The remaining two cases

gave no definite history of any previous illness.

AGE
The age incidence varies with the cause. As a general
rule those due to syphilis are met with in people

over 40 while those due to Rheumatic fever or other

acute infections in those under 40. From the
following sets of statistics, it is seen that the

different forms of Aortitis may be met with at almost
any age.

Thus VcCrea (%1) in his series of 80 cases of

gilatation of the Aorta found the age incidence

as followss—=

11-20 1 case 51=-60 15 cases.
21-30 1 enst CB1=70 8 cases
3 1=40 16 cases 71-80 Egcases

41=-50 18 cases

I
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Jitchell Bruce (12) found the average age in Syphilitic
cases to be .49, In his 100 cases the average age

in the 92 men was 582 years,in the 8 women 638,
Syphilis occured in 26 of these cases.

Allbutt (2) states average age is between 30-50 years
but may get it much younger in congenital Syphilis.
Bock (2) found in his 720 cases that 214 occured
between 40 and 60.

Lemann (25) in an Article giving statistics of age
incidence of Thoracic aneurysm gives following table:=-

Lemann's Lemann's Bassett Liaximoff Maximoff Bowepky Crisp.

Touro Charity Hspl.oSmyth. from From
series.  Autopsy Literat- Litcpat-

series. Ure . ure .
= N = - 10 1 1
_ ] 6 13 4 29 11 711
50 ~40 15 17 o9 4 1 47 198
10 =50 19 20 6 over 14 100 52 199
20 =E0 3 9 - 14 56 44 15
50 =70 = a0 = 5 21 5 0 95
yver 20 T .} Te 4 - 3

mke onn 1 L1




In my Series of cases the age incidence was as

followss =

Syphilitic Non Syphilitic
20=29 e 1 ; = 2
30 =39 5 2
40 =49 1< 1
50=59 % 1
80 over 2 -

In the Syphilitic cases there is considerable
divergence in the time which elapses between the
primary infection and the onset of symptoms or
signs of Aortitis. In a great many cases there is
probably a long period of latent infection of the
Aorta during which no signs or symptoms are to bg
found.

The following are some extracts from literature
showingthe time between the primary SQre;a;d the
onset of symptoms.

Bock (9) in his series of 50 cases found that 3

developed the lesion within 10 years . Average period

ibeing 23 yearse.

Zlliott (14) quotes 2 cases in one of which rupture

/3



of the Aorta was got 3 months after the primary
lesion, and in the other there was a rapid develw
opement of anu$@ﬁﬁ§gisﬂithin a few months of the
lesion.

Mitchell Bruce (12) states that 25 years is the

average after the primary infection.

cullivan (49) showed two Post Mortem cases with

definite signs of syphilitic Antites in young men
who died suddenly, no definite history could be got
as regards the time of infection.

Brooks (10) reports a case where the patient died
from 2 wperforationf the aorta before the secondary

rash has fully appeared.

In my series of 31 Syphilitic Cases the following

was found:~

TIME BL £ _CASE
Under 10 years 2
10-12 2
20-29 12
30~30 ”

Denied infection
but Wasserman
Strongly Positive. £

Total. 31

I 44



In these the duration of symptoms be fore

admission to Hospital was:=

TIVE Numbexr of Cagses
3 months 2)
e 2
1 Year 5
1-2 Years 7
gas 8
P i i 3
45 ] it
6 Years 1)

The remaining two gave no symptoms of Asrfitis
the condition being discovered during a routine

examination at a Pension Board and confirmed in

Hospitale.




SYMPTOMS .

The early detection of any disease and more

particularly disease of a vital organ such as the

|Aorta, is of the greatest importance. That this
early recognition of Aortitds has been and still is

| difficalt - ‘
extremely/accounts for the fact that Aortica lesions

and even aneurisms have often advanbed to a consider-—
'able degree before the patient's attention has becn

drawn to the fact that something is wrong. Tven

(When he has complained of symptoms that might have

\warned the examiner of the possibility of an

nortitis, the absence of physical signs to aceount

for the symptoms has obscured the diapmosis. Thus

treatment is often delayed and the opportunity for
trying to get rid of the cause and prevent futther
damage 1s lost. '

The slow insidious spread of the diseased proceés
in the majority of cases accouhts for the long lapse
of time between the primary infection and the onset
of symptoms and the recognition of the physical signs.
This slow gradual process, is the rule, but there are

exceptional cases in which the process is much more

rapid when death may occur within a comparatively

%short time of the initial lesion. Several such

icases have already been quoted. In late primary

|
iand secondary syphilis one is constantly finding
|

s



examples of cases where there are evidences of

Cardeo~vascular changes=- changes which are very

similar to whose met with in any infection= such as

tachycardia, irregularities of the pulse, dyspnoea
on exertion, fatigue etc.,

Infection of the heart and Aorta takes placse
in .this acute stage as has been proved by Post—
ifortem evidences of syphilitic lesions.

Brooks (10) found in one case of his that died

from an minute perforation of the Aorta, pronounced

arteritis and periarteritis in the myocardium in

addition to the acute Aortitis. In the majority

- of cases, however, the early acute infection

appears to subside under treatment, but apparently
unless such treatment is sufficienty thorough, the
Spirochaetes may remain lurking in the Aorta to
flare up again at some later date. In one of the

cases in my series was a pensioner, aged 22, whonm

I saw 4% 2 ledical Beard. All his symptoms were

cardiac. He complained of dyspnoea, palpitation,

occasional feeling of tightmess in the upper chest.

He had tachycardia, pulse 130. His effort

syndrome Was poor . He had a well marked pseudo

psoriasis skin condition all over his body. His

Easserman—f{-with both Fleming'and Harrison
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technique. Examination showed little beyond the

tachycardia. He received six injections of
Novarsenpoillon with considerable benefit. His skin

condition cleared up completely and his symptoms,

pulse etc., have improved veryymuch. But ‘gnless

|anti specific treatment is carried out energetically
]over a sufficient period, this case, in the course
of time will probably show some definite physical

sign of the lesion of the aorta.

In a great many of the old standing cases where
| the onset has been slow= more especially in the type
of person who hag had to rough it and been taught to
"work off" slight symptoms - itiis often difficult
to et a correct history as to what symptom was first

in the field and when and how, this symptom first

L

appeared. In my series of cases, a variety of
symptoms were described by the patieht as the first
symptom. With most AR the history was one of
dyspnoea, fatigue and a severe constriction or pain

at upper part of sternum. In some casesthere was

pain in region of left nipple with an attack of

;palpitation;‘in others, pain between shouldsrs; while

'one case stated he had no complaint except attacks

ilike malaria every two or three months. This man had

1
%not served in a malarial zone for about ten or

/8



fifteen years.

| While these are the symptoms most complained of,
the general appearance of the patient was one of
the chief characteristics. The majority of_cas;s
looked ill and had a pecular sallow, septic appear-
ance. It was this colour which often drew my

attention to the possibility of a syphilitic basis

and made me pay special attention to the aortic
area. The symptoms met with are very varied though
each case usually shows a combination of two or

morée of the following=: pain, dyspnoea, palpitation,
fatigue, cough, hoarseness, vertigo, lassitude and
depression.

I shall describe these symptoms more fully

under their regpective headings.

- TR

t" LIy
There is no symptom in which there is such

divergence in degree as in pain. It varies from the

merest twinge- often a sense of ‘constriction rather

than pain- t6 the severe alarming condition associated




with the name of Angina pectoris. To wnderstand this
| sensation one must consider briefly the various

theories brought forward to account for its origin.

The older theories were that it arises from.

(1) Distensions of an enfeebled ventiricles

(11)Spasm of the heart muscle- analageous to the
cramp of a voluntary muscle.

(111)Intermittent claudication.

(1v) lyocardial Ischaemia generally due to an
affection of the coronaxt arteries.

(v) HNeural stimulation.

The two theories advanced by Sir James
liackenzie and Sir Clifford Albutt (4) differ in that
the former attributes the pain to a muscular spasnm,
the latter to the involvement of the outer coat of
the aorta.

(0xford LooseLeaf) iMackenzie (34) attributes pain in

any muscle voluntary or involuntary, to contraction

to an excessive degree or to continued work when the
muscle is fatigued- the degree of contraction and the

amount of work necessary to produce pain depending

largely on the health of the muscle. He, therefore,
|
|maintains that anginal attacks are due to the

exhaustion of a disesased heart muscle., He also

claims that such attacks may be found in some cases

1o



of aortic or conorayry discases whereas in other ecases
in which these areas are equally diseased pain is

absent.

In connection with this theory of cardiasc pain,
stevens (52) states = " Extensive lesions of the
vertriculaswall may be pressnt without giving rise

to either symptoms or signs because, as it has been

expressed, a large part of the myocardium is silent.

+

This term being used in preclsely the ssme sense as
when applied to certain areas of the brain".

Albutt (4) however, considers that the painihasg its
origin in the adventitial coat of the asorta due to

the stretching of this coat when diseased and so

producing the painful stimulus. He finds that a
superficial intimal aortitis is unattended by pain
so that in the acute infectioné ¥t A5 not 8
prominent symptom whereas in syphilis it is usually
quite definite. Thére is no direct relstionship

between the extent, the acuteness and the cause of

-the aortitis. It depends largely upon the extent of

the involvement of the outer coats:of the vessels,
and is most frequently found when the first portion
of the aorta and the sortic orific are involved.

The supra sigmoid portion of the aorta is

furnished with nerve end organs in its outer

2.1



invgstments. These end organs are sensitive:sto

‘ pressure and especially so to dragging tension. They
have been found in the connective tissues of the
pericardial,adventitial and other investments about
the collar of the heart and along the larger blood
vesselsf

Now of ﬁhese theories the last appears to be
the most feasible from the point of view of an
sortitis.

Although the myocardium sand coronary arteries
are involved in certain cases to a varying extent,
.the common feature in all cases is the involvement
of the middle and outer coats of the aorta. The
stretching of these sensitive nerve-endings in the
outer coat produces painful stimuli which are
conducted to the peripheral nerves most commonly to
those in the region of the upper portion of the
sternum, towards the left shoulder and algo down the
}eft arm to thg_hand and occasionally down the right
arm, to the neck or sometimes to the back.

Pain varies in depree, seat of origin and
distribution. In one extreme, it is severe and
agonizing so that the patient feels a8 if he were

in a vice, In other cases, pain may be very light

and transient, almost escaping attention . In going

22



carcfully i?to the history of such cases, one finds
thet the patient when climbing a hill may have to
stop fﬁr a few saconds,belch some wind and then
continue his journey as if in perfect health.

The usual site of origin is under the sternum,
often at the junction of the Mainubrium and body of
the sternum. It may merely be a temporary sense of

constriction or compression, the patient complaining

of a tightness in the upper part of his chest without

actual acute pain. TIn other cases the pain may be
so severe that the patient has a dread of impending
~ death.
may
This sub-sternal pain fadiate to the left
shoulder or arm or into any other paths of distrib-

ution already described. In some instances one
may find no actual substernal pain, the patient
complaining rather of pain in one or both shoulders
or in his back etc., -such pain being put down to
rheumatism and so the correct diagnosis is often
missed. In a few of my cases, the pain originated
in the region of the left nipple and was usually
accompanied by an attack of palpitation. This form

of pain is attributed by some authorities to a

myocardial lesion.

The frequency of the attacks and mode of onset

23



varies., Some cases appear to go for relatively long
periods free from pain, while éthers have much more
frequept_attacks which are brought on by any slight
exertion, excitement or even by some small error in

dlet+ A characteristic feature is the presence

of pain at night. Nix (40) states, " When a patient

complains of anginal attacks coming on chiefly in the
night, we ought not to assume that they are largely
due to posture, but one ought rather to enguire
whether they might not be due to syphilitic sortitis?

Substermal pain which comes on without effort or a
predisposing stimulus should always arcuse the
suspicion of an sortitis. In two of the cases that
died while in the U.V.F. Hospital,this pain at night,
accompanied by dyspnoea was very marked.

In certain chronic cases of aortitis without

pain to any marked degree, attacks of more acute

activity may be accompsnied by a corresponding

increase in the symptoms. Such symptoms may be clear-

€d up by treatment. A dull ache may be present
intermittently for days after an acute attack of
pain. The crisis in Tabes are attributed by some to

a syphilitic sortitis snd myocarditis and are consider

€d to be true anginal seizures.

Though syphilis is the most common cause of
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aortitis and of this pain especially the substemnal
type radiating to the shoulders- other conditions may
also céuse it. Steele (50) describes two cases
following rheumatic fever wﬁerc such pain was a
prominent feature. In two of my cases, there was al
similer history but in neither was the pain so marked
as in the average syphilitie case. This frequent
occurrence of pain in the syphilitic form of aortitis
should always make one suspect a luetic origin in all
such cases. Dr Preble (44) states that in a man

of thirty-five or under, pain near the cardiac or

aortic ares should make one suspect a specific aortit

is.

The distinction between the milder varities of
pain and those of the more severe or definite major
enginal attacks appears to be mainly one of degrese.

McCrea (%1) however, mzkes a distinction in that,
he states, that the pain of angina is aggravated by

exertion, whereas that arising from-aidilatation of

the aorta in the milder forms is frequently relisved

by moderate physical exercise. lioon (38) also
contrasts the mode of origin of the two degrees of

p2in by stating that the minor attacks often comes
on for the first timc while the patient is resting

and that the major attacks usually starts after
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de finite exertion.

Ve have seen, therefore, that pain is a
frequent and important symptom in aortic cases and
that it varies both in its extent and charactew.

What causes this great variation is not definiteé
1y knowne. Cases are found on Post lortem where

no symptoms were complained of during life but where

extensive aortitis— or even a definite aneurism-

was found at the autopsy. It may be due to the

seat of the lesion- the supra sigmoid position of the
aorta being the most important in this_rGSpect-or it
may depend on the extent to which the adventitial
coat is involved,Allbutt (3). Some attribute the
difference in degree partly to the former condition
and partly to the possibility of a difference in
sensibility to pain in different people. A stimulus
which may produce an acute psin in a sensitive
persdn may produce practically ﬁo symptoms in a lesg
highly strung person.

In my series there were several different kinds
of pain compleined of and of these I will give a
few examples.
CASE Zé.

Pens H.B. aged 46. Labourer.

Fl

Syphilis 1897. Admitted 12/6/20.
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EAIN started 1016 in upper part of chestunder sternum
was mild in character and did not radiate to arm.
At first it came on at intervals of from 1-2 months
but has gradually become more severe and more frequent,
He is practically free from pain at night. PpPain
is becoming more boring in character and is accompaniled

by attacks of dyspnoea and vertigo. Vasserman - e

Ccase (127)

pensioner H.R. age 40. lierchant seaman.,

-

Denies syphilis, admitted to Hospital ?%24)90.
This man was very deaf so that it was difficult to
get a good history of his case.

« paig between shoulders in back; also in epigastric
region after food: pain in legs. Symp toms started .
about 1206

On admission ﬁe complained of this pain betwéen
shoulders~ of a dull aching character- of pain at
lower portion of left chest : s OoF A
smothering sensation at root of neck, no radiation

of pain to the arms. Wassermen-f4 .

: ='IK’IGESE -1-1

——

- pensioner B.McC. age 9. Admitted R.V.H. 15/1/20.

History of dull pain at left interspace near




sternum; 1Z2menths duration.
Pain radiates up towards left side of neck, is
intermittent in character and may last for an hour

or more . It comes on during the night and in the

day~-time. Wasserman ++ .

Case 10.

Pencioner J.B. age 8. Iron moulder. Wassermsn ++
Pain radiéting from sternum Sown left arm; seyvere
in character, preventing patient from sleeping; also :

of intense pain at back of left lung about angle of
scapula (This man dled'. P.M. showed a dilated asorta
with marked aortitis—- an acute patch being ulcerated

through into the trachea).

ase 18
Pensioner J.T. age 40. Admitted 15/1/20 VWasserment+.
Condition started about 1215 with feeling of
fatigue and shortness of breath. No actual pain but
a censation of tightness below upper end of sternum,
This would only last for a few minutes. In 1919,
the attacks got worse and more frequent, but again

wWere more in the nature of a sudden constriction at

upper part of chest rather than of actual pain. The

attacks were brought on by any exertion, Yhen admitt-~

18
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ed to hospital he had definite pa2in as well as the

feeling of contraction; pain radiated to back between

shoulders~ not to shoulders or down arms. The feeling
of dread was very marked in this case, patient being
afraid to do anything which might predispose an
attack. patient died and P.M. showed andefinite

aortitis with myocarditis. The aortitis had many

acute patches in addition to the more chronic ones.

CASE 85 : | ;
pensioner J.C. age 46. 01d §h1diér . admitted 17/5/20.
Wasserman 44,

No pein no dyspnoea. Complained of attacks of

fever which he called lMalaria, about every two months,

Chon 30 0

Pensioner S.R.age 53. Labourer, Admitted £8/9/19.

Wasserman+ +.

Severe pain in right shoulder and right breast which
radiated down right arm: fingers of right hand get

numbed while attack is on.

CASE 4

Pengioner C. age %0. Seen a4t rension's Board.

%ell marked physical signs of aortitis, but no
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symptoms of this complained of till man was questioned

about pain etc., when he stated that he had a gripping

pain over left nipple of a fews week's duration.

CASE: 37,
pPensioner R. McC.K. Age 53. Admitted 10/12/20.
Condition started 2 years ago with palpitation and

pain near left nipple. Slight pain near left nipple

now complained of, no soreness, sometimes a sharp

catching pain making him stop for a few seconds when

it goes awaye. Wasserman++.

el

CASE 272 1T
Pensioner J.P. Case of sub-atute endocarditis with
an acute aortitis. sSubsternal pain and sense of

sorencss in upper part of sternum.
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| DYSPNOEA

| and most important symptom. Like pain it varies

Aoptitis but more to the accompanying specific

—

Dyspnoea next to pain is prpobably the most prominent

to a great extent both in its severity and character.
Its onset may be gradual increasing in severity unless
Anti=Syphilitic treatment is carried out. The usual
history in such a case is that the patient complains
of shortness of breath on exertion and inability to

perform his daily work as well as formerly. Though

this is a common mode of onset, another characteristi
one is the sudden-acute attacks of dyspnoea occurring
in a person who had previously no suspicion of any

cardiac or respiratory trouble. These attacks may be

more marked at night and are due partly to the

myocarditis. Mix (39) considers that such a sudden

onset of dyspnoea associated with rapid action of the

heart in a man about thé forties with no obvious |
origin, ghould always arouse the suspicion of a
syphilitic Aetiology.
Lbnghops.'?7) describes two types of dyspnoea.
(1) That which arises én slight exertion and which

is usually one of the first symptoms.

(2) A paroxysmal type coming on in attacks of

5-15 minutes duration and varying in number.

Sometimes there may be only two or three during

c
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the course of the disease, or there may be four or
five a day for 2 period of months. These paroxysms

are most common in cases of insufficiencf with
failing circulation. = They may come on with exertion

but usually without any apparent cause and often

waken the patient when asleep.

The dyspnoea does not seem to bear any definite
relationship to the severity of the pain. In a
typical-major Anginal attack the dyspnoea may not be
marked for though there is a desire for breath, the
patient seems to hold his breath, and the respiratory

movements are short and shallow, with little

quickening of the rate and not a true dyspnoea. lihen
dyspnoea does occur it appears to be an expiratory
one. The chest becoming emphysematous during the
attack. In some cases the attacks may simulate a

transient but severe Asthma.

Allbutt (4) describes the dyspnoea as a slight and
retarded breathing independent of exertion while
Tice (54) states that the condition is a expiratory
one and describes it as the pulmonary type of Angina
often referred tq as air hunger.

This severe type of dyspnoea was always 2 bad

prognostic sign in my series of cases. In the four

i

: r
cages that died, severe dyspnoes was one of the most |
|

1
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trouble some symp toms, preventing the patients from
sleeping. 1In three of these cases there were definite
signs of myocardial deficiency with generalized
pedemsa. In the other case the dyspnoea was not so
marked and was more intermittent in character.

é The dyspnoea may be due to pressure from a
dilated Aorta setting up a reflex stimulus; to early
cardiac insufficiency; to the nutation at the root

of the Aorta or to 2 combination of two or more of

these conditions.
The paroxysmal attacks which are asthmatic in

character, often end with the expectoration of

mucus, sometimes blood stained. One of the cases
that died from ulceration of an acute aortitic patch
into the Bronchus, gave a history of acute attacks
of dyspnoea with blood tinged sputum for some days
before it finally terminated in a large haemaptysis

which proved fatal.

Brown (11) considers that errors in diagnosis are

often made in early cases of Aortitis on account

of this respiratory trouble. Cases of speecific
Aortitis being mistaken for pulmonary T.B., Pneumonia),
Pléurisy etc., in these cases the presence of a

temperature may be confusing as meny cases of acute

Aortitis are accompanied by a temperature. T had no
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cases coming into this category though one patient

. : : : been
while in hospital( having already - diagnosed as

a specific Aortitig) developed a temperature with

areas of congestion in both lungs and definite
haemoptysis, which continued until his death, a

Few dayvs later. A post mortem examination could
not be obtained so the pathological condition of the
lungs and aorta could not be ascertained.

The majority of cases in my series showed a
much less severe fype of dyspnoea. The usual history
was that the patient was unable to carry on at his
usual job; that it was too heavy for him; that if
he exerted himself unduly he became " short of breath
In several this was the first symptom compla2ined of
and for_some time the only symptom. As a rule,
however, it was accompanied by a feeling of
constriction at the root of the neck or by a mild
degree of pain. This dyspnoea increases in severity
as the disease progresses and may vary in character

becoming more paroxysmal in type. The presence of

a positive Wasserman with mild symptoms of dyspnoea

or substernal pain should make one treat a cage as a
specific Aortitis even though the physical signs

are neglible,
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CQUGH

;ike the other symptoms, also varies in its type and
degree. In some cases there mﬁy be short dry
unproductive.cough, often worse on lying déwn at
night. In other cases a large amount of sputum may
be brought up, and as already stated when speaking
of dyspnoea, this sputum may be blood tinged. It is
most commonly found in those cases in which definite
aneurisms have formed but it is also got in cases
in which there islmerely a dilatation of the Aorta.
The Aetiology of the cough is in some cases due to
actual pressure in the bronchi; in others to reflex
effectlfrom pressure on the nerves especially the
recurrent pharyngeal - In the latter case thecough
is of a husky changing character and is usually
associated with a2 hoarseness in speaking. In cases
where the sputum is blood tinged the possibility of

a leakage from an aneurism has to be remembered.
In my series of cases cough as a rule was not

& prominent symptom but in two of the cases that died

there was cough, worse at night and accompanied by

profase expectoration. In another case with a

dry husky cough present day and night which prevented

him from sleeping. In 2nother case cough especially

on lying down at night was very marked, the patient

definite sneurism, the man's chief complaint was ashort

357



being unable to get any sleep €Xcept when well

propped up with pillows.

FATIGUE

Is an early indefinite symptom and may with slight
dyspnoea precede-the other symptoms by some months
especially in the chronic cases. It is more common

in those cases which on examination are found to

show evidence of Aortic regurgitation,and may be due

to and accompanying myocarditis.

The patient”s may be listless and feel a lack
of inclination to exert themselves, more than an
actual inability to carry out their daily routine.
Thers is a peculizr lassitude and depression which
is characteristic in many cases. They seem to fear
the worst and they have not a hopeful outlook in

life.

Abnormal sweating is sometimes found and, if the
condition is accompanied by cough, spit, and slight

fever as often happens, a diagnosis of incipient

phthisis may be made, even though there are no
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physical signe in the lungs to warrant it.

At the iedical Pension Boards, I have seen
Deen
several pensioner's who had/diasgnosed as cases of
Pulmonary Tuberculosis, and who had: been treated
XXEHXd at a Sanatorium for this condition but in
whose - gputum Tubercle Bacilli had never been found.

On examination the symptoms and physiecal signs

pointed to an Aortitis and a positive VWasserman

help to confirm the diapnosis. Unfortunately it is

impossible to follow up these cases to see what is

the result of treatment.

TEMPERATU

Another sign which is often 2 misleading is often

the presence of fever. One is very apt to fight

that syphilis alone may cause an increase in

temperature, which may vary from a daily sweep of a
degree or so to temperatures of 102-103° F. as the

_case may be.

licCrea (30) quotes a case with a temperature running

from 90°-104°for 5-6 weeks, before a diagnosis of
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syphilis was made though once Anti-Syphilitic treat-
ment was started the temperature soon became normal.
Stengel (51) describes febrile attacks in case of

Arteriosclerosis and more particularly in cases of

acute Aortitis.
In an Article on syphilitic fever,the type is

described as septic or remittent. It may last Ffor

months and is often asseociated with chills or

sweatg. It may even resemble WMalaria. One of the

3]

cases in my series gave a history very like that of
attacks of lMalaria every 6-8 weeks. No evidence of

alaris was found but there were definite signs of

an Aortitis and aneurism, and a VWasserman reaction
" was positive. His general condition greatly improved

under treatment and so far he has had no further

febrile attacks. This was the only case in my

series that showed a temperature that could be

with :
definitely associated/syphilis. One case that died

developed a sudde® temperature which continued for
five days or so till he died, This temperature,
however, appeared to be the result of a secondary

acute infectiom of a broncho-pneumonia character.

In long continued fevers for which a cause has not

been found, the possibility of its being syphilitic

should be borne in mind and a Wassermen test done.
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VERTIGO

The importance of vertigo as a symptom depends largely
on its cause. It is a coméon symptom in neurasthenics
and is dyspepsia GSpeciaily after stooping. Its origin
may be central or peripheral - in the latter cases
usually aural. A common cause of vertigo is
syphilitic involvement of the cerebral Arteries and
of the cerebellae arteries in the more severe CasSe€S.
Cabot (13) states " that cause xx syphilis has probably
also produced changes in the cerebral arteries where-
by the amount of blood passing through them does not
vary as it should, according to the demands of the
moment., One can well conjecture that such vascular
changes would produce Vertigo"..

Mix (39) quotes recent work by Otologist on the
subject of Vertigo. He states " It has been discoverpd

that in Arterio Sclerosis very many attacks of vertigp
are due not to Arterio Sclerosis of the cerebral arteries

or to possible cerebral ischaemia but rather to an

Arterio Sclerotic Aortitis. It seems that in Arterio

sclerosis of the Arch of the Aorta perverted impulses
through the Pneumogastric are responsible for the
attacks of Vertigo".

In six of my series Vertigo was a prominen;

Symptonm being described by them as a giddiness; a

dizziness or a lightness in the head. In one cas€




it was actually so severe as to cause the patient to
fall to the ground. In all cageé it was looked on
by the patient as one of the most serious symp toms of
his complaint and its presence invariably increased the
dread which this type of case usuélly presents, |
There are several other symptoms found in certain
cases but usually to a less marked degree.
Palpitation sometimes causes considerable
snnoyance to the patient.
Flatulence, indigestion and other abdominal conditiong
may be complained of. General weakness; vague
neurasthenic symptoms; lental fatigué; headaches etc.,
may a1l be discovered, and may be simply part of the
general syphilitic infection as each or all of them_

may be found in a secondary infection.

PHYSTICAL SIGNS

Important as symptoms are and in the early cases
they are often all that we have to base our diagmosis
on. Physical signs must be carefully looked for So

that we may find some evidences of a pathological

change which could account for the symptoms complained

of, and which, when all the facts and findings are put




together, enable us to make a definite diapnosis at asg
eafly a stage ac possible and thus give therapeutic
measures a reasonable chance of success.

Of the physical signs to be looked for some are
more or less general to several forms of cardiac
disease, while others especially if two or three of
them are found together are characteristic of an

Aortitis. ‘ -

In dealing with these physical signs I shall
first of all discuss those that can be seen on

inspection before going on to those made out by
palpitatién, percussion, auscultation etec.,

One of the most striking features, in my opinion
of a syphilitic Aortitis, is the general appearance
of the patient especially the peculiar colour of the

skin generalised to a certain extent but most marked

éan the face. This colour was as a rule of a yellow

sallow character, but in some the sallow tinge was

not so marked and the colour was more of an earthy

grey nature. This change in complexion was found
in most of my syphilitic cases , and in.seveml cases
- . e S

Yeadfo be on the lookout for an Aortitis,
Herbert(12) found that 707 of his cases showed this
characteristic colour- pale grey with often-a vellowigh

ot brownish tint.
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In some cases this change in the complexion may be

accompanied by a falling out of the Patient's hair.

The whole aspect of the patient$ makes them look

i1l. Vhether this condition is part of a general-

e

sed syphilis or whether it is confined to cases with

ct

involvement of the cardio-vascular system, is no
important, in view of the recent work in the
Pathology of syphilis by Warthin. He found the
spirochaetes in the Heart, Aorta etc:, in a large
pefcentage of syphilitic cases. Unﬁoubtedly the

response to treatment is ususlly shown first by a
clearing of the complexion in addition to an abate-
ment of the symptoms.

Another abnormality detected on inspection is a
fullness in the neck and a dilatation of the veins in

ig8 nesr-

43|

the neck,arms and about the shoulders. Thi

ly always due to some obstruction of the superior

Vena Cava, or some of its main branches. A common
cause of the obstruction being pressure from an
aneurism or a dilated Aorta. Though in certain cases
the pressure may arise from 2 gumma or some syphiliti
lediastinal condition which is present in addition

to the specific Aortitis . Back pressure from the
right Auricle may in some cases cause, in others

augment the dilatation of the veins.

(]
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pulsations e¢ither thoracic or @n the_vessels of the
neck, are other important physical signs,té look Ffor
these the patient should be naked to the waist with
a good light falling on the front of his chest and
inépection carried out from different angles. It ig
often a gzood plan to get the eyes on a level with

the chest wall with the patient lying flat on his
back in bed. Pulsation to an abnormal degree may be

gseen in the following vessels.

Common, Carotids Here it is due in somg cases to the

Aortic incompetence so fregquently found in Aortitis,

but in other cases it is due to a tortuosity of the
Carotids caused by their point of origin being some-
what higher than normal and in conséquence they are
disélaced.

Subelavians Also may show abnormal pulsations for
similar causes to those in the carotids. In casés of

the Aortitis especially with marked dilatation. The

-

Subclavians may be pushed upwards, being visible above

the clavicles. This apparent elongation of the Aorta
is also responsible for another type of pﬁlsation snd
one which is characteristic of an Aortitis namely
pulsation in the Episternal notch. In marked c2.8€sS
the Aorta may be visible above the Stermum as 2

de finite pulsating tumour. Thig was seen in one of
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my series. (Case No.29)

On the Anterior aspect of the chest pulsatiéns may|
be got in the first or second interspaces either on
the right or the left side or in 211 of these spnaces.
The second right interspace is the most common sipght
of pulsa?ion, then the second left, first right, first
left in this order.

Normally pulsation may be got in the second left
interspace but extensive pulsation at the upper end
of the sternum usually means an Aortitis with or

without an Aneurism. McCrea (31) considers that

the pulsation in a dilatation of the Aorta is more

diffuse than it is in a definite saccular aneurism.

In many cases the puisation is better seen than felt
though in ecases of Aneurism a pulsating tumour may

be both geen and felt. IT there is eardiac hypertrophy

pulsation at the Manubrium Sterni is sometimes

visible.

et



fns detected on palpation

Palpation The physical

193]

are very similar.tio ﬁhos& secn on inspection,
Pulsations in the neck, sternal area etec., can be
felt though in many casegs they are better seen.
Taortuosity or abnormal position of the Subeclavian

or Gﬁrotids may b? found. oOne of the most important
findings, however, 1s the palpation of the Aorta in

the Supra-Sternal notch. In this connection Babes

and Dumitrisci (5) describe a condition which the
term the sign of the Aortic arch ."It consists in
vigorous pulsation of the Aortic arch which can be
fe1lt synchronously with the heart beat at the upper
border of ifanubrium Sterni". The sign nesds the
three following conditions, either separately ot

combined.

(1) Dilatation of the Aortic Arch.
(2) Hypertrophy of the left ventricle.

(2) Raising of the heart either by fluid in the

pericardium or by intra-abdomin2l pressure, or
by enlarpesment of the 1liver especially the left

lobe .

It is, however, of less value, as a sign

of Aortic dilatation than of Hypertrophy of the

1o ft ventricle and of pertcarditis with effusion.

wormslly the arch of the Aorta can not be felt

b5



in the Suprasternal notch but, iz usually 2-2% Cn.

below it, It may be palpated in cases of high blood
pressure, as well as in Aortitis. In acute Aortitis
it is often tender to the touch.

In addition to pulsations in the first and
second right or Pirst ang second left spaces, a shock,
diastolic in time, or a thrill also usually diastolic
can often be felt. If there is a definite dilstation

shock
of the Aorta this diastolic/is usually well marked,
A systolic thrill is, however, diagnostic not of
a dilatation of the Aorta but of a stenosis of the
Aorta valve.-

The position of the Apex beat and the question
of its mobility on change of position should also
be gonc into . In cases where in addition to the

dilation therec is an elongation of the Arch, one may

find that the iﬁex beat moves on change of position
to a much greater extent thsn normal. In cases where
a pulsating tumour 1is visible palnation helps to
differentiate between an aneurism with its expansile
pulsation and the transmitted pulsation got in a mass

1ying over the Aorta. From an Aortitis standpoint

the two most important signs in palpation are the

Diastolic Shock and the Suprastsrnal pulsstion.
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Percussion also gives considerabls assistance in

arriving at atdiagnosis; chiefly by estimating the

extent of the Aortic duliness at the upper end of

the Sternum.,.

Normally the Aorta in men should measure from

E.7 cm. and over 50 vears about @ em. in women a

1ittle lesSs. In Aortitis the general rule is to

get an increase in this measurement, which increase

J-ed

n syphilitic cases rarely shows any diminution

e

under trestment whereas in cases due to some acute

infection such as rhoumatism there is a tendency to
recession as the disease subsides.

The increase in width naturally varies from a
small degree to case where the Aortic dulfness may
measure as much 2s 14 cm. This dulfness may be more

marked on oneé side of the Sternum than on the the

other-and usually extends upwards towards the Supra-
sternal notch. The commonést site in the 2nd,

right interspacs, and here the dultness is much more

d

I
[

smostic of Aortitis than say in the second Left
interspace, Duliness on percussion over the
Vanubrium is also a useful help in diagnosis.
lcCrea (31) found that in 55 of his cases this
dulness was present.

The size of the heart and the position of the
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Apex beat have also to be determined. Tt is nften
account of the depression of the Apex beat in cases

where the gorta is elongated as well as dilsted. One

case who died and on whom a post mortem was made,
was found to have a small heart with 3 large dilated
Aorta though the clinical findings gave the position
of the Apex beat-as the 6th, space almost in the
nipple~line. An X=ray in this case was not taken
as the man was very seriously ili when admitted to
Hospital. The occurrence of a large hypertrophied

heart is not so common in case 6T syphilitic regurg-

itation as in those cases due to some other infection.

sach (45). In the majority of my cases there was
1ittle or no increase in the sgsize of the heart and

practically no alteration in the position of the

Apex nbeat. In some of the cases:the heart appeared
I \
to be enlarged as the Apex beat was found in thee

6th, interspace in or outside the nipple line. On

X-ray this was found to be due to 2 dilated Aorta

the heart being normal in size but pushed dovwn by the

Aorta condition.




Auscultation The changes found on Auscultation vary

to a certain extent in individual cases but there are
‘two fairly characteristic findings. Usually the

first change met with is a aeculLar quality of the

2nd, Aortic sound described by some as a clanging

sound by others as a bruit de' tabourkd'. It varies

to a certain extent in the same individuwal. Some days

being much more marked than in oth

D

rs and thoush

it usually retains the peculiar quality there may

also be slight variations in thig. JVhen Pound/%%ould
always make one suspect a specific Aortitis though it
is not diagnostic of this condition being sometimes
found in cases associated with High Blood pressure

as in certain cases of Bright's disease, or in the
other form of Aortitis due to some non-venereal

infection.

This peculiar 2nd, sound may be accompanied by

s diastolic bruit without losing its clanging quelity.

In the earlv cases the bruit is very difficult to
detect and may only be audible when the patient holds
his breath, or it may be brought out by exercise. It
1s often accompanied by a systolic bruit in fact this
systolic bruit may precede the diastolic for a

considerable time. Ag the disease advances and a

definite pathological regurgitatiantakes;place
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at the Aortic orifice. Physical sipgns become much mord

definite and marked. On Austultati;n one now finds
a definite double Aortic bruit. The diastolic ons
especially being well marked and still as a rule hav-
ing that clanging qpality which has already been
described with the 2nd, sound.

cCrea (30) describes this ©nd, sound as a musical

pell 1like sound which is quite distinctive and which

he has never heard in any other condition.

Tice (54) in discussing the character of the 2nd,
sound in differentiating between Aortic Stenosis
and Aortitis when a systolic bruit is present, states
that if the 2nd, sound is present and is increased

in intensity it means dilatation of the Aorta.

Allbutt (3) describes a chafing sound due to a dry
e
basic per¥carditis which is sometimes got along

with an Aortitis. He states that such a pericarditis
may arise from the outside invading the surface of
; from ' '

the Aorts or/within from whence an Aortitis may

spread to the investing pericardium. T had one case

in my series which appeared to come into one or

other of these types. A pensioner J.C. ape 70.
syphilis 7 years previously Wasserman++ . He was

up at a3 Medical Board on account of an injury vo

his wrist, At first he gave no history of any




Cardeo—-vascular trouble but on the routine examination
a condition was found on Auscultation which appeared

to be a combination of a2 double Aortic bruit with Some
chafing sound superadded. On questioning him for

symptoms he stated that for the last 5 weeks he had

had occasiongl mild attacks of substernal pain with
sligﬁt dyspnoea and palpitation .

A well marked diastolic bruit usvally means
a definite and pathological insufficiency. It wss
formerly sun;osed'that this insufficiency was a

relative one, but recent investigations have proved

4t to be a true deficiency duc to the involvement

jie

of the valves by the Spirochactes. Syphilis always
acts as a dilatdr.. According to iix (40) there is
no such thing as a syphilitic Aortic Stenosis. The

presence of\such an Aortic insufficiency/ggoﬁepi&ient

years with no previous history of heart trouble, and

no histéry of Rheumatic fever, shonld always make one
consider the possibility of a syphilitic Aortitis,

Anders (5) considers that the most common Aetiological

factor of Aortic incompetence ig syphilis and that

s combined mitral and Aortic lssions may be got. He

found in £19 cases of Aortic incompetence that 133

-

or that 60.7% were clearly due to syphilis and of the

Temaining 86 cases a g had not had a Wasserman




test dene and thus the syphilitic aetiology-is
probably underestimated., He thinks that in the
absence of a history of Rheumatism or some acute
infection a case shouls be regarded as suspect of -
syphilis even if the Wasserman test is negativg,and

that vigorous should bs carried out.




S

Longhope (29) in an Article on the association of

Aortic insufficiency with syph ilitic sortitis gives

somé Interesting tables. Thus in 930 post mortems

at pennsylvania Hospital 21 cases were found in which
o

chronic Aortic endocarditis unassociated with lesions

of any other valve were found in comnection with a
mesaortitis. Then in a series of 37 cases of Aoptitig
chronic Aorta endocarditis with insufficiency occurred

1!.'1

in 13 or 35.1%. The following Table is given.

C. vure fortic Weformams. oo l10C
Endocarditis.) Pure AOTflg combired with

& L o
endocarditlis. Soptia iEh
cndocarditis.

Aortic

£ . = [
Insufficiency. 13 4 21
Chronic Aortic 3 30 00-
endocarditis with=

. |out signs of

iortic insuff-
iciencyg.
Total 21 : 74 21
e i,

‘Libman (28) also considers that syph ilis very

freguently involves the Aortic valwes and that it is

4]

second to Rheumatism in the prodiuction of valve defect
It usually attacks a health valve .
iic Ilwaine (35) also draws attenfiion to the frequsncy

With which Aortic endocarditis and Aortitis ars




assocliated. 1In contradiction to so many of those
already gquoted and to what I found in my own series,

the report of Russell Wells (59) is a remarkable.one
This report is based on the examination of ten

thousand recruitis and in the numerous heart cases
examined he was unable to find any statistical
evidence of Syphilis being a cause of valwvular lesions
ue to the fact that men at an

possibly d
hat would probably deny 2 syphilitig

infection and it would be impossible to have a

Wasserman test done which would verify, or otherwise,

their statement.
Longhope (27) again in an Article on syphilitic
cy

Aortitis states that in 22 cases of Aortic insufficien

12 or 81.5% were associated with syphilitic aortitis
while two cases of Aortic insufficiency with positive

Wassermansg were sssociated with s Mitral Stenosis.

e

This po8sibility of a mixed infection has to be

one of my series was 3 Pensioner

borne in mind.
who gave a history of Rheumatic in

L4

?}'.J-B. ap‘e ?‘:,).
In June 1917 he contracted Syphilis and

Jan. 1918,

had very inadequate treatment. He was admitted to
On admission

the U.V.F. Hospital on 1st, Jan. 1920.
he was found to have a well marked presystolic thrill

and bruit in the ventral area with no definite




physical signs in the Aortic area. The symptoms of

ain- :
substernal /stabbing in character and radiatine across

the left side of his chest

jt)

nd between his shoulders:

his general appearance and th

ck
o
e

positive Wasserman

point to a combined lesion. In cases with a double
Aortic Bruit a Mitral murmur is often heard, due
probably in the majority of cases to conduction, in

others it may be a Flints murmur while in others

it is a true mitral lesione.

ulse In the chronic ¢ases of Aprtitis with no
myocardial complications the pulse as a rule shows
no deviation from the normal. From an Aortic stand-

point the only changes got are those found when there

is an aneurism present with a difference in the two
pulses this is dealt with under aneurysms. Lven when
Aortic imcompetence is present the pulse is not
necessarily of the typical Water hammer type. In many
cases it is not so "bounding".

In secondary syphilis the pulse may be inter-

mittent, shows entrasystoles, or other disturbances

(o8
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in rhythm. It is often increased in rate. TIn the
older more chronic syphilis, with definite Aortic

changes, the presence of an Arrythmia is ususlly

o

a2 serious sign, nointing to definite myoeardial change
and is often the preliminary sign to definite failure

of compensation. A few cases in my series showed

these changes (cases 13 and 27) both of whom died,

had increased pulse rates with an irregular rhythm.

Even in cases with well mmxpked aneurysms only very

slight changes in the two pulscs were felt and these

changes were chiefly in the volume of the pulse. There

were no appreciable differences in the rate.

Te SSure. Here apgain one finds, practically
no characteristic change, As a rule, the Blood

Pressure is not raised or if raised, is only to a

véry moderats degree. In cases complicatied:s by

| Renal disease or generalized arterio Sclerotic changes

is usuvally found
an- increase  in the B.p/but without these complications

any such increase is unusual.
The average Blood pressure in mp series was

between 170 and 140. The only cases with a really




hizh Blood Pressure were one with 22 systolic ang
120 diastolic- a patient who gave no historv of

syphilis and whosé V'assSrman was neegative, and

another age: 55{ with-a history of Syphilis %0 years

previously and a positive Wasserman, also had a

B.P. of 220 systolic and R0 diastolic .

hasserman reaction Of the newer methods of examine

ation the Wasserman test has given us a very efficien
means of arriving at a diagnosis of the Aetiology of

many cases od Aortitis., Unfortunately, however,

the presence of an negative Wasserman does not
exclude syphilis. Other physical signs being
present, without a definite history of Rheumstism

or some acute infection. Anti Syphilitic treaiment

shonld bes carried out even though a negative

Wasserman is obtained. The routine examination and
newer methods of treatment of Syphilis are not of

sufficiently long duration to enable us to arrive at
a correct estimate of the benefit of this test from

& Therapeutic standpoint. In many cases in which

vVigorous Anti-syphilitic treatment has been carried
out over a long period one fails to get the blood
negative. ©..: S&Everal Authors have given us some

Statistics of the results of the Wasserman reaction

in a series of cases of cardio-vascular disease.
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Thus Benjamin and Havie (7) examined 32 eases of
Aortic igsufficiency and found that only 11 percent
gave a positive Vasserman, while 57 percent gave an
undisputed history of Rheuma tism,

Bock G. (9) in a paper on Syphilis of the Aorta ang
its relation to the Wasserman reaction found 3935
cases(B32.7%) of syphilis of the Aorta in 2890
auntopsies made in the Victoria Hospital, Berlin,
between 1912-<31017. The Vassermen reaction was
nogitive in only 585 or 47% of the cases of undoubted
luetic aortitis in this serie€'s.

Herbert (18) found in 188 cases in which the
Wasserman test was done that it was positive in 158
or 35%. 54 cages or 357 of the cases had Tabes.
Syphilis of the Aortas was the only sien of Tertiany
Syphilis in the majority of cases. He considers that
Aortic Syphilis constituted 707 of all cases of

visceral syphilis. Twothirds of his cases were in

men. In 35% of his cases there were no subjective
di;turbances and even in the few cases of Aortic
incompetence and aneurism the patient did not
complain.

In my series of 37 cases, 31 or 83.737% gave
either a definite history of Syphilis or a positive

.

Wasserman, 28 or 75.67% having a positive Wasserman.




In my series the test was of great value in determin ing

the syphilitic factiawr as a good many of the patients
déniechaving had syphilis till confronted with
the positive result and even then some of them

genied having had the disease. This was due to the

fear that it might interfere with their getting

pensions and the usual allowances associated with

treatment.

All these tests were done by me while working:
at the Royal Victoria Hospital.
Aneurisms

It is often impossible to tell when an Aoriitis

with dilatation ends and a definite aneurism begins.
The two are closely associated and it is because
of this cloge association that I intend briefly to

discuss the question of aneurism.

Shock and permanent dilatation in a normal

Aorta is nrevented by the property of extensibility,
associated with that of elasticity possessed by the
elastic element : as long as the Aortic wall remains
normal, we do not eXpeEt to find dilatation or

aneurismal formation.

In an aortitis and more especially in a

Syphilitic asortitis,,we get partial destruction of

the middle and outer cozats of the Aorta, the

S7



destruction often unvolving the elastic fibres to
a marked degree., »Such bsing the case, it is only

natural that we should so often find dilatation, even

thoughlit may be slight in degree, and in many cases
gvidence of definite aneurismal formation.

A syphilitic Aortitis is the most frequent
forerunner of aneurism.
Thus Anders (5) found in 626 cases of aneurism,
263 or SR.5 percent were definitely of leutic origin,
while some of the cases had not been submitted to the
Wasserman test.
Elliott (14) states that 30% of all syphilitic with
clinical Aortitis are found to have developed

aneurism and about an equal number sclerosis and

retraction of the Aortic valve.
Osler (43) states that 80-35% of aneurisms are due
to syphilis.

_ Syphilitic aneurisms are most commonly Ffound
in the ascending aorta and are rarest in the descend-
ing aorta. The symptoms are very similar to those ofl

an ordinary syphilitic aortitis with in addition

symptoms and physical signs, the result of pressure

on neighbouring organs. These symptoms and signs :

of pressure vary in different cases as will be seen

from the following cases quoted from recent liter=

bo



sture,

Snyder (53) describes two unusual cases one which
pressed on the superior Vena cava causing oedema
of the upper part of the chest. The other case was
diagnoged as a pneumonia on account of severe sudden
pain the left chést, worse on deep inspiration ang
accompanied by dyspnoea and expectoration of blood-

1

stained muacous, Temp. 102.7, P.M. showed a large
aneurism involving the transverse nortion of the
arch, and perforation in to the adherent lung.
¥ilson (60) describes two cases. One of these
was diagnosed as duodenal ulcer; the other as

mediastinal tumour. On P.i. they were both found

to be aneurisms of the thoracic Aorta.

Hall (16) showed a case of thoracic aneurism with
slight pain in region of swelling in front of chest.
Another case was described by Blumgartem (23) which
showed an absence of the usnal physical signs of
aneurism, such as bruits etc‘,lon acoount of a
superadded pericardial effusion.

Robey (45) describes a distinct shaking or shock

on each heart beat out of proportion to the heart

impulse. P.li. showed a large aneurism of the

descending aorta.

Jordan (19) describes an aortic septic aneurism

6/



dug to an ambolism in a young boy of 5% who had
Otitis lledia since infancy. There were no physical
signs at all of aneurism during 1ife.
Hamburger (17) desbribes 2 case with practically no
symptoms or signs other than those of a myocardial
breakdovmme.

These cases I have mentioned show unusual
symptoms and signé. What one most commonly finds,
however, are symptoms such as the followingi=
Dyspnoea,due either to direcct pressure in the
oesophagus or to reflex spasms from pressure on the
recurrent Laryngeai .

(2) Boring pain due }o erosion of the sternum or
vertebrae as the case may be.

(3)Tracheal tug which is also sometimes found in

cases of Aoptitis with dilatation and not de finite

aggﬁ?ismal formation.

(¢} Inequality of the pupils, dus to pressure on
the sympathetic. -

(8) Irregularity of the pulses.

Williamson (81) attributes this irregularity of éhe
pulses to the following factors-

(1) By anesurism extending over such a distance that

it draws a large branch such as Innéminate, into

the aortic itself angd in like menner becomes an
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aneurism of the innominate as well.

(2) By pulling on the blood vessels the innominste
being almost closed Dy the traction ( this is the

most common way),

(3) By the 3Sac pressing on the innominate from
without.
The inequality varies. There is usually very

little difference in the time in the two pulses
but one may be much more distinct than the other.
In some cases the pulse on one side may be practical
imperceptible. Thus Frothingham (15) describes a
case where the left radial was entirely absent angd
the right radial was regular and 4f fair quality.
Sailer (47) also describes = case where the patient
was pulseless. Neither in radials, carotides,
‘femorals, posterior tibials or dorsalis pedes
arteries could he detect any pulsation what ever.
The position of the heart sometimes altérs: in
céses of aneurisms of the arch. It may be pushed
to one side or further down. According to

Walsham (56) a common change is to find a transverse

position of the heart in many cases of aortic
aneurism.

Causes of dezth in-aneurism are:Rupture.

Chronic interstitial pneumonia.

Ly
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Exhaustion 25 a result of pain,

Chronic dilatation with broken-down heart, Oedema etc.
Rupture is more usually got in a small acute aneurism
than in larger ones. One case in my series showed

a rupture into the bronchus, death being due to
ae:moptysis.

Rup ture, however, may take place into a variety of
places and regions as is shown by the following cases

quoted.

Oliver (42) describes a casenéfrdissecting ameurism
between middle and inner coats which finally ruptured
into pericardium through s small opening in the
adventitia.

icCrea (32) had a case wnen a small aneurism of
transverse arch of the aorta ruptured and the blood

passed behind the Oesophagus and dissected up the

parietal plenrain the back wall of the thorax throwing

the lung forward.

Smith's case(4?) was an aneurism of the ascending
and transverse arch of the aorta which had ruptured
into the pulmonary artery. The left lung was fibrotic

(23) Case of aneurism which had become visible in

The opening was sutured and patient made a temporary

improvement,

anterior chest wall, ruptured with profuse haemqrrhage.

]
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(68)
Other positions into which an aneurism may runture

are the superior vena cava, a rare event. Here the

diamosis is made by the sudden onset of symptoms

such as Cyanosis oedema and distension nof the veins

of the upper part of the body with other evidences
of obstruction to the circulation in the tributaries

of the superior vena cava.

Rorris (41) when lecturing to his 8tudents on
Syphilitis aortitis impressed on them" the desirabili
of bearing in mind the possibility of an aneurism
especially in or beyond middle age, in any patient
who complains of chest or back pain, dyspnoes, or

cough which does not yield to treatment or for which

-~ definite cause cannot he found".

In my series of cases there were.several c2,8€8
of definite aneurism some of which will be seen
iﬁ the X-ray photos. In many cases it is very
difficult to determine where exactly a case may be
said to have developed a2 fusiform aneurism and not
merely a dilatation due to an aortitis. It was on

account of frequent finding of aneurism of'ten as an

end result of the aortitis that T have devoted as

spécial paragraph to it.

1
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X-ray HXaminations

However much one may suspect a lesion in the
Aorta, a definite diagnosis of its extent, exact
position and nature can often not bs made until an
3~ray photo of the heart and aorta is taken. By the
methods of examination already described, we may find
all the signs and symptoms of an aortitis biutby them
alone in‘th; early stages we are unable to say
whether an aneurism is forming or whether there is

general dilatation of the aorta.

To appreciate pathological changes in bhe aorta,

we must first consider the normal sortic shadows

in the radiogram .
Elliott (14) states that it lies in the first portio
behind the sternum and does not project beyond the

right auricular curve. ' It curves backwards to the
16 ft at the arch where appears 2 more or 1less well-

rounded knob distinet from the cardiac shadow. This

is called the aortic knob and alterations in its form

possess value in diagnosis. This knob varies. 1t may
be so prominent as to be mistaken for araneurism

or it may hardly show at all. It varies according to

=
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age becoming more prominent in adults and old pe€ople.,

The aorta cardiac shadows vary according to the

type of chest, A long narrow-chested person usually

has a similer type of long heart and narrow aorta.
3light variations in normal X=-ray$:s are numerous

and of'ten lead to mistakes in diagnosis. liany abnormal
types are met with in aortitis varying from slight
degrees of dilatation to a well-marked aneurism.
Tice (54) describes 3 main types of synhilitie
aortitis from the standpoint of the skiagraph. In th
first there is 1 obliteration of the aorta lmobdb

gue to @ilation~of-theraorta or because of the

filling of the space between the knob and the heart,

the shadow becomes continuous. The second shows an

increase ofthe aorta shadow to the right especially

in cage where there is no increase in the cardiac

shadows s Th¢ aorta shadow extends further to the
right than the right border of the heart. Vhen this

occurs it indicates a dilatation of the arch of the
aorta. Thirdly there is a uniform dilation of the

shadows that is,there is a definite increase to the
right and left of the aortic shadqw. In addition to

these three types described by Tite there are the

numerous varities of aneurisms which often cannot be

(a7
o
-

initely diagmosed without the aid of skiagram .
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From=za general standpoint we should look for
alterations iry. the density'of the shadow and a change
in the contour.

This brief general description is given before
Pecoming to my series of cases in a good many of
which I was able to get X-ray photos of the heart
and aorta= for these I am indebted to Dr Maitland

Beath snd lir Crymble. With each case a short clinicg

history is given, in addition to the X-ray findings.

ik
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J.P. age 25. Admitted to Hospital 20/7/20.

died 22/10/20. He joined Army in September 1916,
and was in France for 2 years. While there he iook
Trench fever and was 6 months in Hospital. He was
demobilized in March 1919 apparently fit. A few

months be fore admission he began to complain of

shortness of breath on exertion, of headaches,
vertigo. He became easily tired and was unable to
continue at his work.

On admission he looked ill with 2 pale drawn
expression, his chief complaints were dyspnoea with
occasional attacks of pain in precardial area. These
were often worse at night preventing his sleeping.
On examination his heart was found to be enlarged
the apex beat being in 6th, interspace in nipple

line. Impulse was heaving in character. Pulsation
also present at upper part of Sternum 2nd, lef%
space and in carotids and pulse one of Corrigan
type.
. There was a definite double gortic bruit with

a suspicion of a systolic thrill, Hitral systolic
also present but no evidence of Mitral ¥X. presystol

On Sth, August 1920, he developed a sharp pain|
in left side and also in Lt. ankle and knee. Spleen
became enlarged and tender,thers was definite clubbi
of fingers and petechiac haemorrhage were quite
distinect. The substemal pz2in became more marked
and he requirdéd nypnotics 2at night in order to get
any sleepe. <

Some days later a definite aneurism sbout the
size of a hazel nut developed in left posterior
tibtdl artery. His sortic dulfiness was found to be
increased though no definite signs of an aortic
aneurism. At intervals of 2-2 weeks he ran a
temp. for a few days, tefip. varied from 99-100°-101%
He died on 22/10/20.a post mortem was not ob-
tained. ' e
Wasscrman negative £7/7/20.
lecky (24) Describes a somewhat similar case which
resulted in a post tibial aneurism being formed.

e,
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aortic bruit with in addition a2 to and fro wheeze

No.5. Pens. J.B. Age 28, h}phllis 7 years ago. sSeen

at iedi ca 1 Board.

Symptoms.  Dyspnoea on exertion; palpitation.

Bhysical signg. Tachycardia. Pulse 120. Second Aortic
accentuated with clanging sound. No bruit. No dia-
stolic shock. &light pulsatioh in epistemal notch,
and slight increase in aortic dulness. Heart not
enlarged. Marked pseudo psoriasis rash. Vasserman ++

X-ray not taken.

No 4. Pen. A.C. Age 30. Syphilis 7 years sgo. Seen at

Medical Board.

Symptoms, Complains of gripping pain in region of lefit

nipple during last few weeks; of palpitation at night
with some difficulty in breathing. Also states he
has a wheezing noise in chest after exertion.

Ehysical signs, Lérge heart, apex beat 6th, space

in nipple line. Increase in aortic dulness. Double

suggestive of a pericardial condition at base of
heart.. . _

VWiassermsn ++

X-ray not taken.
No &, pen. T.M. Ape 20. Seen at liedical Boazrd, no
history of syphilis but Rheumatic fever & years ago.
Complains of dyspnoea and fatigue. Feart slightly
enlarged. Apex beat 6th, space in nipple line. Double

Aortic bruit. No definite increase in aortic dulnesg.

Wasserman negative. X¥-ray not taken.
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Physical signg. Anxious expression with greyi

e A LN Toaroven | oy s A3 Pfhaqo .- 43
complexione. .yes sunken, diffuse pulsation a

Fal

mitral brult,no increase in sortic dulness, n

144

bruits. Vasserman ++ . Aortitis not definite

» of a sudden sharp stabbing character,

sh

14

and in vessels of neck. Rough presvs

it

- Dyspnoea, pain across upper portion



No.S. Fen. T.p. Agdl 55. Adnitted 16/12/19. stated
that he was quite healthy till June 1912 when he

took influenza out of which he developed heart troubl
(He was in my unit in France and was always below
the average in fitness.)

symptomg. On admission he comnlained of pains 211
over chest lasting from one to two hours and
accompanied by weakness in the legs. He is greatly
troubled with night sweats and has also a cough which
becomes worse at night.

He denies syphilis. Wasserman;f%.lﬂ/lz/lg;

Physical signs « He looks anaemic and has a sallow

complexion.
Heart. Apex beat 5th, space in nipple line;

impulse heaving; pulsei80 ‘regular.

Mitral systolic bruit well conducted towards axilla

and associated with a reduplicated second sound.
Aortic systolic with a definite diastolic.
Slight pulsation in suprasternal notch.

In Jan. 1920, he developed a temperature; pain and
dyspnoea got worse; evidence of Broncho-pneumonisa

patches in both lungs. Haemoptysis began about

17/1/20. and continued till death on 23/1/20.

Post mortem not obtained. X-ray not taken.

®
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No.10. Pen. W.H.B. Aged 7°. History; moderate
drinker; denied syphilis; occupation iron moulder.
Influenza in France in October 1016, 4 months in
bed. Since then has been troubled with his heart.
Dischargzd Jan.1217, with V.D.H. Reenlisted in
August 1918 and served till March 1919, when redischa
with V.D.H. For 6 weeks before admission to Hospit
-21, he got no sleep at night owing to dyspnoea and

pain radiating from sternum and left side of chest
down left arm. ' On admission, he looked very ill
and very anaemicy eyes shining; could scarcely get a
breath and complained of intensc pain at back of left

lung and down left arm.

Examination? Heart enlarged at base; dﬁlness
extending higher than normal upwards. Apex beat 6tn
rib in nipple line. Veins in front of left chest
wer: markedly distended; vessels of neck pulsating;
redial arteries thigkened atheromatus; double Aortic
bruit at base; diastolic being well marked.

niastolic bruit in mitral area and systolic in

pulmonary area.

Abdomen some dulness both flanks?fluid.
hasserman +¥

Testh showed marked pyorrhoea. Discharged 1/10/19

'feeling much better and anxious to resume work, but
advised not to go back to his too strenuous job.

rged




Admitted to R.V.H. 1/1?/19. with profuse Haemoptysis
and died 2/12/19.

Post mortem showed normal heart with greatly dilated
aorta with definite syphilitic aortitis and rupture into

trachea.




of pulsation at upp
ntermittent nain in this reg
eft side of neck: of gene
on exertion.
complexion; Hear
n"]rq f‘w'l

in 2nd,left

not enlarged,
1
stolie shock

Systolic and di ¢ aortic bruits, latter is
harsh and loud. Pulse left radial much smaller than
ight

10076 1ofhs Hassermant+.

K-ray. Very elongated tubular type of heart
lswe1ling in aortic arch, to left side suggesting an
aneurism of the arch and. beginning of discending
aorta.
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Jwere worse at night and prevented his sleeping. No

NO.13. Je«Te Aged 40. Admitted 5/1/20

|
e . p |
He was discharged from Army in 1015, because of a G.S.Vd.

right arm. Shortly after discharge he began to set sagilv
| . ]

tired and short of breath at times, though between attdcks
|
he felt quite fit. 1In the spring of 1219, these attacHis
got worse and became more frequent; no definite pain byt
a sense of constriction in upper part of chest which
wa.s made worse by exertion. On admission he' looked
illand was collapsed. : ;
Pulse rapid 108; temperature subnormal”97. He had

8 slightly cyanosed complexion but otherwise it wag
of a yellow, earthy character. He complained chiefly
of the substernal pain and dyspnoea,both of which

bedema on admission.

?he feeling of dread was very marked.

Heart: Apex beat 2" cxtermal to nipple line in Sth,
| _ :

ﬁpace. Right border just outside of right edge of

sternum. There was a well marked sortic diastolic

bruit was also present.pulsation generalised over

praecardial area; slight episternal pulsation. No

tracheal tug. Wasserman +a# |

He failed to respond to the usual treatment for His

cardiac symptoms in conjunction with iodides : and mer- ‘

cury. One dose of noversenobillon was also given. His

\

condition gradually became worse and he died three weelsg

efter admission.




A post mortem was performed and a definite
syphilitic aortitis with an enlarged heart was

found. This will be described later.,
An X-ray photo could not be taken because of the

seriousness of his condition on and after admission.




=+ 4+~ A3 ‘-/r—',’r‘q
Lbed B35 5
dvspnecea on exertion with
end.of stermum and sense of

hyvsical signs Sallow complexion, ma:l

ion in second

tiec dulness. ¥ell

marked systolic and diastolic bruits . Doubtful

o

{diastolic shock. Wasserman+t#. B.P. 145.

X-ray shows definite increase in Aortic shadow in
ascending aorta. Anrta knob not well marked.

No evidence of aneurism.



Pen. W.J. Age 41. Admitted 15/3/20. Denies

- Pain across chest and dyspnoea started

1¢ On admission he complained of pain radiating

towards left shoulder. It comes on after exertion
or lying down at night. Dyvspnoea isrmost marked at

,night; He states he is afraid of choking owing to :

a catch at upper part of sternum, slight vertigo;no

~Is

COup"h, no ﬂvgnhang -
|Ehysical signs. No asnaemia, some fullness of veins in|
neck and Upp€I pir of che c~+ Pulse IC”'ﬁl]_'*.:*,qq;;‘l-, e

apsing,right bcit:r felt than left.

o

Pulsation in supra d
second right space. ﬁort ga8
Heart enlarged. Double t3 ruit S 8311
marked, slight clanging characteristicy no definite
shock,slbght trachéal tug. Right pupil larger than
le f't. B.P. 170.140. Wasserman +f.

X-ray shows dilatation of first part of Aorta with ‘
definite large aneurism of Transverse Aorta.
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shows signs of slight dilataetion of first portion
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Clarmas + [ Aa=rqot O 8 FELE T ol o P . o ~ % i
Symptoms. In August 1912 suffered from Dyspnoea.

shoulder, also of choking sensation at root of neck.

Numbness in hand, marked dyspnoea when pain is precser

no verti
Physigal sisns. Heart not enlarged; aortic dulness

increased especially in left side 3.5cm. Double aortic

bruit, diastolic clanging in character, diastolic shotk

suprasternal pulsation also pulsation in neck. Faint
Ifracheal tug. Wasserman++ . B.P. 140.
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No. 14. pen. J.ic.L. age 40. s5esn at iledical Board,
states Syphilis 12 years ago.

No symptoms pointing to cardiac condition.
Diastolic aortic bruit with diastolic shock.

2nd aortic sound has clanging characteristic, slight
increase in sortic dulness.
Wasserman++ « ¥X-ray not taken.

No.22. Pen, H.B. Age 45. Seen at Wledical Board.
Syphilis in 1895.

Complains of dyspnoea,worss at night, dizziness,
substernal pain radiating to lef't shoulder.

Heart not enlarged, pulsation in suprasternal notch.
Aortic systolic and diastolis. No definite diastolic
shock. .

Wasserman negative. X-ray not taken.

No 23. Pen. J. L. age 45. Denies Syphilis, seen at
Medical Board.

No symptoms pointing to cardiac condition. Well marke

d

aortic diastolic with definits diastolic shoeck. 2Slight

pulsation 2nd left space. Slight increase in Aorticq
dulness,

Viassermant+. X-ray not taken.
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Malaria every 2 months
rs. Attacks not

bt
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No«27 Pen. J.n. Age 43. Admitted 25/9/19. House

paintsr. Slates no previous illnesses except Syphilis
20 years ago. Demobilised Feby. 1919. 5 :

States that when “coming home from France on
leave towards the end 1212 he felt a szevere pain over
heart; felt weak and had some difficulty in bresthing.

Tt improved however, and he started work in March

1919, but had to give it up on account of a return of
were insomnia due to dyspnoea and a sense of sorensss

and constriction behind sternum. He had definite
vertigo with occasional vomiting, no oedema of legs on

admission.

Heart. Doupnle mitral and double Aortic bruits.

| Heart enlarged to left,Apex beat 5th space in nipple
!1ine. Aortic dulness increased 9 Cm. Marked pul-
|

sation in vessels in neck. Fulness of veins in neck

and across chest. Some free fluid in abdomen. Liver

slightly enlarged. Lungs show oedema of both bases.

Cough was marked and sputum copious. Insomnia was

chief complaint. Condition got gradually worse.

|Heart did not respond to stimulants. He became very
|oedmatous and died on the 5th, Novr., A post mortem
was not obtained. He was too ill to be X-rayed.

|
|
!
Wasserman ++.

the pain and weakness. On admission his chief complaints

9 4
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No.Z0. Pen. S.R. Age 53. Admitted 22/9/19.

voderate drinker, denies synhilis'buf states wife has

had two miscarriages. Joined Army in 1“14 but was
discharged in 1915 on account of dsfective vision.
Symptoms. ©On 18/2/19 he took a severe pain in the

right shoulder and breast, extending dovm to right

oy
e

(&)

h
g-_l

arm, almost to hand. This has increased in ?rﬂq usney

[

and severity. On admission he complained of this
vain, of marked dyspnoea, both were worse at night.
Fingers of right hand get a "dead" feeling when pain

is present.
Cough Brassy in character bui no spit.

Bhysical signs. Fulness of veins in neck and across

the right side of chest. Pulsation in neck, Supra-
stermal notch and an expansile pulsation at 2nd right
interspace. Aorta is palpable in suprasternal notch.
Increase in Aortic dulness, 10 cm. Pupils are equal.
FPulses are equal. Iliarked tracheal tug. Soft blowing
sysfolic bruits at mitral and Aortic areas, Well marks g
diastolic shock and low pitched sound over pulsating
area. Aneurism shows visible pulsation.
Wasserman ++4 .

X-ray photo not taken.

5
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No.Sf. Pen. P.iic.H. Aged 55. Admitted 11/%/“0
He was an old soldier, re joined Army in 1914.
Home Service. Discharged Jan. 1019.

Two years ago he complained of Bronchitis—cough,spit;

o ,IJ:

pains in back; shortness of breath. Legs began to

swell, chiefly due to varicosity of veins.

on auNTQQIOH complained of paing in back and in

muscles of left arm, of cough, shortness of breath a fi

coughing he felt a soreness in epigastrium.

Syphilis in Egypt about 30 years ago.

Viasserman +#.

Heart.

Apex beat, feeble but not displaced. Doubtful aortic

diastolic: 2nd sound clanging in character; no

increase in Aortic dulness but Suprasternal pulsation
present.
Pupils equal.

Tyacheal tug absent.

Blood pressure; systolic 220; diastolic °0.

¥-ray shows normal Aortas

Chest was scrsened. No photo available.
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Cage 37.. H.P.M. Ape 80. Married. Boiler-maker,
seen at Extern 24/0/20. Syphilis ©7 vears aco in
Chili. No trouble till a few months ago.
Complaint. Cough with profuse expectoration worse
at night . A feeling of a chill in the stomach
associated with marked flatulence.

States hasgs 2 soréness about middle of sternum,

No pain on swallowing. Dyspnoea worse at night and

after exertion. Onset was sudden. Lungs

Lungs. Show:. some oedema at both bases.

Heart. Systolic and diastolic Aortic bruit, the
1atter having the elanging characteristic. WMitral
systolic brult.alto presemti

Pulse. _Slight tachycardia 100, otherwise normal.
B.P.140. Ko tracheal tug, pupils eqgual.

He improved at first under mercury,iodides,
and cardiac tonics. Two injections of Novarsenobillor
Later, however, definite myocardial failure set in
and persisted in spite of tre2tment till his death

& few weeks later. post mortem not obtained.
Wiassermen negative even after provovative dose of

Novarsenobillon.

X-ray not taken.

/O
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Erognosis

The prognosis in Aortitis depends on the

situstion of the lesion; on the occurence of aneurisms,

I

and what form they take znd on the presence of ]

47}
o©
i
1¢)]
ct
o
L]

complications. The: unfavourable sign
occursence of aortic incompetence, and of myccardial
changes. Case of syphilitic sortic incompetemce as

a rule died within 1-86 years after a diagndésis had

been made,
Herbert (18) states that 48 of his cases died on
an average of from 12 to 15 months after the disease

wag discovered. Three of my series who died had only

L

complained of cardiac trouble for about one year ang
had been under medical care for a somewhat shorter

veriod than this. Aortic incompetence cases from

come acute infection such as Rheumatic fever,once
the disease has subsided seemed to live for a

considerably longer péeriod than this . I know pf

two such cases one of whom was found to be suffering
from Aortic incompetence 20 years ago.- He had an
active vigorous life till a few months before his
desth at the age of 75, The other case has also

had Aortic disease for many years z2nd is still alive
and taking an active part both in his work and in sport.

Cases like this do not occur in the syphilitic form




of Aortic incompetence.

L8}

Myotardial disesse, e

9]

pecirnlly when it shows
evidence of falling compsnsation is a verv serious

prognostic sign » It is a common sequel to the

incompetence. Recent work on the pathology of

syphilis has shown that the myocardium is very
frequently involved in this disease. When this causes
a failure of compensation the outlook is bad. The

usual signs one gets are changes in the pulse, oedema

severe dyspnoea etc.,

In eneurisms the prognosis depends:on the

situation; the 1liability to rupture and in many cases

on the size. A small sneurism is much more liable

to rupture than an old standing large aneurism, which
has atlhesions etc., to keep in its support.. The sgite

of perforation has alresdy been gone into under

aneurism.

The prognosis materially depend largely on the
amount of treatment given. If the actual disease
has been checked and can be kept under control there
is less chance of the dangerous signs and symptoms
appearing.

ireatment. Is mainly on Anti-- syphilitic lines,

D

to try snd limit the lesion and prevent further

damage to the Aorta and the heart muscle,

/OG5



The damage already done 8 nermanent and one cannot

i)

none for o dilated Aorta ora Selerosed valve: to

resume its normal shape and size. Rest is an essential

rgctor at first.

tiaec Lachlen. (33) Considers that all casessshowing
avidence of aneurism should rest in bed for three

months and 1limit their exercise for another nine

months.

In any case even with no evidence of aneurism
where there is evidence of myocardizl defect rest is
of the utmost importance. A few weekg in bed even

without very active treatment will show definite

improvement in the symptoms. If oedema and seve?re

dyspnoea are present 2 bed rest 1is usually reguired
as without it sleep is often impossiblee.

Medieginal treatment resolves itself into that
required to combat cértain symptoms that arise ang
the more definite antisyphilitic treatment. 1n the
Fofmer the usual cardiac tonics, diaghoretics,
Hypnotics ete., may be‘tried. lforphia may be indicated
in severe cases of dyspnoea or pain.

Of the Antisyphilitic rededies we have three
main stand-byes. Mercury, Todides, and one or other
of the arsenical compounds. Pot TIodide should be

given in doses of 10~15 or more praing 7 times a dav

/07



1t helps %o relieve the symptoms and to absorb any

gummatous lesions that may be present, but accorging
MecLaghlan and others it has no action on the Spirochas

On this account it should always be accompaniecd by

- o

mercury. This may be administered in several ways
either by inunction, entra-muscular injection, or by

the mouth.

i}

s

4

The usual arsenical compound used in my seric
was Novarseniobillon. The patients were given two
3 gms  doses, then six 45 gm. doses, at intsrvals of

1 week. In practically every case there was a marke(

improvement after this course of injections. The firft

change noticed was in the compléxion. --The yellow or

look
greyish/was lost and the patients looked rmuch better.

The symptoms improved. The patients put on weight

-

10l ¥ o «

Physical signs in the Aorta did not alter and ip no
case did the VWasserman reaction become negative, even
after the patient had had two or three courses of
injections. The patients could not be kept on
indefinitely in the Hospital but on discharge they
were all instructed to attend at one of the V.D.
Clinics for further treatment.

Dr,Preble.(44) recommends that the arsenical compound

should be given in smaller doses at an intemal

+%
b
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of a few days. BHe usially starts with 3omer,

MeLaghlan recommends 12 injections, six of 2 mer.
and 6 of 3 mgr.
In using the larger doses I never experienced any

bad effects.

/107



patholozy

A large amount of work has been done within recent

L

years in the Pathology of Acrtitis, more particularly
of syphilitic Aortitis. This?Work has made a8 grest
advance in our knowledgs of the condition and

especially in bringing to light the early stape at

which the Aorta and the other visceral organs are

liable to invasion by the spirochaeta . It has also

el

helped to diffecrentiate between atheroma and ‘Aortitis

a differentiation which 5ir Clifford Allbutt was one
of the first to make; and which other workers have
confirmed . Among the most recent work on tﬁe
subject that of Warthim has been of the greatest

importance. Hec has shown that the Spirochaetes are

present in the Aorta, the valwes, heart muscle etc.,

and he has demonstrated them~in cases, in which

s

lin

e

T

(¢}

cally, Syphilis or cardial lesions had not been
suspected during life.

The changes met with in the Aorta valves and
Wyocardium are both macroscopic and microscopic.

In the majority éf cases a definite diagnogis
can be-made from the macroscopic examination alone,
though in the early cases one has to depend on the

microscopic examination to make the diapgnosis certaini

In dealing with the subject I intend to quote

/re



from some of the older and more recent 1iterature)
to describe briefly some cases of my own and then to

describe in greater detail the various microsconic
and macroscopic changes that may be mst with,

0f the many writers on this subject none have

{ &

done more to throw 1ight on the actual conﬂi?ion an;
to stimulate others to investigate thé subject than
S 2 :
Sir Clifford Allbutt. In 1868 he first described
a condition of the Cerebral arteries asz a Syphilitic
Arteritis, showing that it was a periarteritis startin
in the outer coat and spreading inwards differentiatin
it from a true atheroma which is essentially an
intimal condition. Since then he has published many
papers on the subject and has embodied these in hisg

excellent work on Diseases of the Arteries. He consid

it difficult to estimate the starting point of Aortic
syphilis clinically as the diagnosis cannot with

certainty be made till the valves are affected. In his
recent paper, however, he_ considers that the infection
takes place in a very early stage and that the onset
of signs and symptoms pointing specially to the heart

and Aorta must be prevented by proper treatment.

Until recently at any rate he also considered that the

Aorta and heart muscle were rarely attacked simult-

aneously.

&
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£r]



1A

Warthin's work, however, shows that this is hot so

ang that the heart muscle shawe syphilitic changes

e

in most of the cases of syphilitic Anrtitis,

Oflthe other types of Aortitis the most common
one anﬁ_the one most freqﬁently described is that
following Rheumatic fever.

Josa 2nd Solomons.(20) describes a case of acute
Rheumatic fever where inflamatory patches were found in
the Aorta. These were differént from those found
in Syphilis.

Klotz. (21) describes two types of Rheumstic Arteritis)
clinically and pathologiecally different. The first

type is a simple inflamation surrounding the artsry

e 0

and accompanied by localized nain and throbbing along

its course. The second is a type where the inflamatory

n

rocess begins from within. It is an obliterating

'

T

arteritis which is also accompanied by localized pain

and it gives evidence of permanent obstruction of the

vessel. These types differ in that the former shows

change
the inflammatory X88% to be in the media and

adventitia while. the latter is a condition of primary
endarteritis associated with thrombosis znd embolism.

The medial disease may be so severe that sacculation

or aneurism may form. This hanpened in one of my

)]

eéries - a case of sub-scute endocarditis of uncertain|

=




origin in which the Aorta was Ffirst invelved and
later the Post tiblal artery showed a definite
aﬁeurismf Tn the Fir;t type_tha jnflamatnry Asmidate
is distributed about the vasa vasorum of the
adventitia and follows the fine nutrient vessels lyin
in the outerportion of the iledia, causing a & struct]
of the neighbouring muscle cells and elastic fibres.
This is very similar to what happens in syphilis
except that in syphilis the condition is a
progressive one whereas the Rheumatic type comes to
an end spontaneously as the general infection
subsides but it predisposes to recurrent attacks.

vartin (37) in the clinical Journal describes s

Fie Aortitis in which there was a sSnread of the

s

gpec
diseased condition to the valves.
0'Sullivan (492) In 1908 showed a specimen of a form

of Aortitis associated with sudden death. The cage

was that of a young soldier who dropped dead on
the darch. On post mortem the appearance of the

heart and Aorta was unusual and the following :
condition was described. "Immediately above the

commencement of the Aorta along the 1line of the valvys

there was an abrupt rise in the surface level which
1* upwards into the vessel and

ﬂontinued for about

then as abruptly descended again, forming a2 sort of

g

on
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Table land across the vessel

J=d
o)

ne quarter of an inch
or more higher than the rest of the surface., Thes left
coronary artery was obstructed by the excrescence on

the surface which he took to be the cause of death".

milar case of a young man found dead inza

(=0

A 8
lavatory. Sections of the Aorta were made. In these

the intins showed an increase in its tissue but in

the media the elastic tissue was cut, torn, and split
by masses of cell Iinfiltration which ran along the

course of the vasa vasorum. Both of these cases

were probably syphilitic but there was no direct

evidence .

Tatson (52) In the Lancet 1711 describes 2 case of

acute vegetative endocarditis due %o syphilis.

Longhope, Elliott, ¥cCrea and other Americans have alsp

written én this subject and will be quoted later.
(57) Of the more recent literature, however, that of
Warthimm (57) is about the most important . He was one

of the first to discover the Spirochasti in the Aorta,

b

Heart muscle etc., and he shoWws that active

lesions and spirochaet$ are found in the tissues of
clinically inactive or "cured" syphilis. Tn describing

his technique he lays stress on the fact that the

Cc{-rlr:»nc' miast be fresh. The tissue should be I'T:"Ot
gpeécimells I !

}

2-% hours after death if possible, fixed in formol 10¥
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for at least 24 hours but better for Z days.
The formalin should be neutral in reaction. The

tissue may be stained in bulk by the Levadite

method but he has not found this satisfactory,
preferring his own Silver Agar method.(s3) His

work is based on the result of . 4241 Autopsies at

the University of iMichigan. He divides these 41

=
[

cases in classes as follows:m=

(1) Cases in which there was s known history of
syphilis with treatment regarded as adequate al
regulting in a cure.

(2) Cases in which the syphilitic infection was

recognisged as still active, treatmen? being
continued.

(3) Cases in which a syphilitic history ®ould not

3 Y

be obtained or was specifically denied by
: «

the patient; the eclinical diagnosis not

including syphilis and no Anti- syphilitic

treatment given.

Group Number of cases. Spirochaetes foind in
Nd.lfﬂ T Almost all.

2 L o2 - 5

Se 28. 10.

In this last group, many of the patients had

been in total ignorance of any specific infection.

[£ST
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In all these casss the lesions of active Syphilis
were practically of the same nature. Active
syphilitic legions were found in the heart in 38
cases, in the Aorta in 32, in the testes in 31, Livex
in 4, adrenals 6, Spleen 6, pancreas 6, C.N.S. 5.
This shews that at a post mortem the heart, Aorta

and in the male the testes, should always be

-—h
L]

ex mined for evidence of active Syphil




In my sc¢ries of cases there were 6 deaths 5 of
them being syphilitic casses and the other the case of

sub-acute endocarditis, out of these 6 I was able to
get 2 post mortems examinations. A third post mortey
was obtained in 3 case carried in dead to the Roval

Victoria Hospital,

These with several old specimens in the Laboratol
at the Royal Victoria Hospital were the material T
cut sections from and in which I tried to put

spirochaetes.

-

I intend to give a short dsscription of the
Bost mortem findings and have three drawings to

o)

illustrate 2 of these cases. The microscoptc changes

will also be described more fully later but I first

wish to demonstrate many of pathological characteristl

by microscopic photographs which I took from my

own sections.

i
¥
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The first pos£ mortem I was ables to get on an
aortitis case was that of a Pensioner W.H.B. aged 39/
His history, symptoms etc., have slready becen
described. This man died as the result of a profuse
haemorrhage. The following condition was found
at the autopsy. The heart was small with an
apparently'healthy muscle; the mitral valve was
compe tent but thé aortic valve shewed éefiﬁite in-
competence. This was partly due to a widening of thg
ring and partly to the chronic endovarditic condition
off the valves. No vegetations were present but the

valves were shrunken and distorted. The most

tvnlcal finding was that of the aorta. Here there

were well marked chronic syphilitic patches with

considerable peri-aortie’ cadhesions, the Bronchus
being bound down to the transverse portion of the
Aorta. Here a 1arge_ulcer had eaten its way through
the aorta and Bronchus and perforated into the
Bronchus thus accounting for the profuse haemorrhage
Both the ascending and de chndlng portion of the
Aorta shewed a uniform dilatation which was very
marked in comparison with the small heart. The
coronary arteries appeared healthy, their openings
having no definite narrowing. The patches in the

Aorta were for the most part chronic but in the regig

n

of the ulcer they appeared to be more active.
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The second case was also that of a pPensioner
J.T. aged 40, who disd in the U.V.F. Hospital.
His clinipal history has already been 'given. This
case was a complete contrast to the previous one
in somé respects. Herc the heart wss definitely
enlarged and shgweﬂ nunerous: white patches scattereq
@v@r%thg inside, most marked in the left ventricle,

involving also the papillary muscles. On section

3’

of the muscle, these white patiches were found to

extend in to the muscle substance for aboul one-third

of its depth. The Aortic valves were incompetent
ana showed definite chronic syphilitic endocarditis.
The ascending and transverse gortions of the Aorta
were dilated and shewed a considerable number of
chronic syphilitic plaques but XMXX the most

striking feature here was the pressure of five or

six large, fleshy, pink patches which were obviously

acfive and of recent orizin. This finding would fit

in with the c¢linical history as he had had syphilis
about 20 years before but had been in apparently
good health till shortly before his death when an
acﬁte cardisc breakdown occurred. The coronary
arteries showed 2 moderate degree of involvement

their mouths being slightly secluded.

A



Another case where the post mortem findings dlffered

somewhat was that of a man who dronped dead in the

street, the body beingz brought into the Royal Victori

Hogpital. Here in addition to the usuzl syphilitic
changes, a large fusiform sneurism of tﬁa transverse
aorta was found. The walls were thin and covered wit
numerous chronic yellow plaques. A peculiarity in th
case was the pressure of a smooth zone about one
inch above the valves this zone was an inch in
dismeter and separated two definite syphilitic
patches above and below it. This was similar to the

case described by Klotz which has already quoted.

Drawing of heart and Aorta seen in next page.,
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by Haemotoxylin Hosin Me thod

Shewing vasa vasorum of media and adventitia with

with periivascular cellular infiltration.
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Section of Aorta stained by Haemotoxylin Hosin.

Shewing cellular infiltration round vase vasorum in

Hedia extending into intima.
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The. Arch of the Aorta has to bzar the strain of the

rush of blood from the left ventricle and as years go
on, it often shows evidence of injury which is usualls
manlifested by a varying degree of Atheroma. Stress
snd strain do not cause an sortitis but they have s
bearing on the seat of origin of the 1nfect1nn and

on its severity. Though syphilis is probably the

most common cause of Aortitis and in my serigs
decidedly so, any infection may produce the lesion.

In these infection may be due to direct injury by the
legsions on the inner coat, thoush generally the infecH
is spread by the vasa vasorum,gmong the various causes
of aortitis are found the following- Syphilis,

Rheumatic fever, influenza, pneumonia, smallpox,

ion

Tubercle, Gonorrhoea, Diphtheria, NMeasles, Scarlat fever,

Typhoid. Syphilis and Rheumatic fever are accountable
for by far the largest percentage.
Rheumstic Aortitis has slready been described

brisfly in quoting the work of Klotz (21) and I do

not intend to go into details of this or any of the

other more rare types. I shall, however, describe
the syphilitic varietly more fully.

Syphilitic Aortitis may be acute or chronic =
more often the latter. The post mortem examinationg

one frequently finds patches of varying chronicity




-

in the same Aorta. In one of the cases in my serie

97}

this was most striking. One found scars fibrous in
character, almost like healed patches, intermingled
with chronic thickened plagues having two or three
raised, soft, red patches of anparently recent acufe
‘origin. These acute patches corresponded with the
clinical facts for this patient had had no 2pparent
cardiac trouble until a few weeks before death. Then
he suddenly developed symptoms of myocardial failure
and became acutely ill. The distribution of these
patches varies and often determines whether the lesi
will cause a general dilatation or-a more localised
aneurisme.

The root of the Aorta and the arch are most
commonly affected though the condition may be found
anywhere. According to Elliott (14) and others the
supra sigmoid portion of the Aorta is most commonly
affected. The abdominal Anrta‘is some times involved
especially at the point where theccoeleac axis
branches off. This distribution of the infection
was supposéd to be due to the spreading by the
vasa vasorum but Klotz (22) considers that the
1ymphatics which follow the course of the vasa
vasorum ars the real means of spreading the disease

These lymphatics are found in greatest numbers in

2181

/34



the first part o

b
ct
s
[43]
o
o
'1
ct
W
o
[t}
]
(]
D
gt
Y
ﬂ.'
%
2
=
(4]
3
(]
e
=3
[_.i-
o

which the condition is found here. The peri vaccular

infiltration spreading from without inwards is also
accounted for in this way.

The smallest and probably esarliest patches
recognisable congist of definite elevated patches of
a pale grey and somewhat translucent appearance. The

£

patch described by O0'Sullivan comes into the category

though peérhaps somewhat larger than the average ones

which are about 1-3 cm. in diameter. These patches
in the intima are found on cutting the section to
correspond to yellowish patches in the media and they
occasionally sink beneath the level of the knife cut.
As the disease advances, the patches become larger.
They may remain isolated but in many cases form
areas eépeciallv round the circumference of the
vesseis. If, as sometimes amnppnarently happens, some
of these éatches heal we find in addition irregular
shaped séars, all these changes being scattered
between aresas of apparently normal Aortic tissue,
produce the scarred, puckereq and often distortecd
aorta, which is typical of the advanced condition.

Tarnbull (55) describes this appearance thus:-

"pearly in tint( a tint we may often see patchily

in the gaping vessels of the circle of Willis) -

o s



rubbery in consistence, crenated in outline, pitted
on the surface and passes into scar: calification,

if any, being scarce".

Though the disease usually shows itself about

7]
-
Q
H
e
ct

2=4 cme. above the valve, the tendency

to spread. It does so upwards on the vegsel wall

and also downwards towards the valves. This spreadin

can as a rule be traced in the Aorta.

-Norris (41) describes two cases one showing spread

and involvement of the Aortic valves, the other,

spread upwsrds and formation of an ansurism.
Klotz (22) however, describes a case where the valwes
were apparently affected independent of the Aorts,
85 a strip of healthy normal aorta intervened.betweeﬁ

the diseased valves and the dligeased zorta.

4

As the disease spreads the aorta is found to

consist of patches of diseased tissue with definite

destruction in the media, the-elastic.tissue also

(7]

being broken up, as will be seen later. Thic
destruction causes a thinming of the coat in the
weakest parts, the stretching of which may lead to

a generalized dilatation of the aorta or to a

definite aneurismal formation depending on the
situation snd distribution of the patches, even in

cases of seneralized dilatation ong rarely sees a

g




uniform change on account of the thickened intimal
patches which a3t places support the weakened medisa
The mouths of the branches of the aortic arch are
frequently involved and we nmay find & narrowing of
the innominate and left carotid: arteries at their
origin.

Calcification common in atheroma is rarely
got in asortitis. The downward spreading of the disea
towards the aortic ring often leads to involvement
of the mouth of the coronary arteries, which may be
partly or almost wholly occluded. The sinuses of
Valsalva ang the aortic ring becoming involved
we find pouching of the former and distension of the
latter, This‘leeds to an incompetence of the aortic
valves. This inegompetence is aupmented by the
diseased process involving the valves themselves

causing them to become thicksned and crinkled but

smaller than norm2l owing to their contraction. As
will be seen later , this valvular change is due to
a definite syphilitic infection, spirochaetes having

been found in them by Warthin. The disease. may

spread below the flaps into the endocardium, greyish

crescantic arcasbeing formed in some instances.

i
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Microscopic,

If one considers how Syphilis is spread and how

-
il

+ reachesg the Aorta, it is easier to appnreciate the

|te

changes found on microscopic exanination. As already

noted, the spread is a lymphatic one, invelving

peri vascular tissue of the vasa vasorum. This spreg

starts in the adventitial coat of the Aorta going
from thence to the uedia and finally involving the
intima, all thrse coats are therefore involved though
to a varying extent. The vasa vasorum of the

adventitia show a thickening of their walls and a

proliferatimof small round cells, plasme cells and

tigsue, Minute

@

epithelial cells; in the peri

blood,vessels extend into the media and these in

the

turm are surrounded with cells. As disease

advances we find small areas of cellular infiltration

in the media which may go on to necrosis. The elasti

tissue is broken up and frapsmented. The intima

shows a proliferation of its cells and these are

often collescted into heaps causing a protruasion from

the surface. This cellular infiltration of the Medis

often forms necrotic areas which in turn become

This in time€ may

surrounded by commective tissue,

fracments of

i)

almost completely displace the liedia,

muscle snd elastic tissue being viglible thraugh it.

£3



The intima also becomes sclerossed with definite
thickened aress.

It rarely, however, coes on to
calcification ,

mes these cellular areas in #

adventitia and iedia may resemble small cummats

All these changes are rssponsible for the
dilatation of the Aorta and also for the formation
of aneurisms.

The walls loosing their strength

and elasticity become thin and attenuated and are
unable to resist the

force of the blood as it is
pumped out of the heart.

The cellular and connective tissue inerease

may extend to within a short distance of the
attachment of the valves. The fibrous ring also
shows an increase in;blood vessels and connective
tissue, accumulations of small round cells and of

plasma cells may infiltrate the valves, ultimately

o

wd

forming fairly cellular connsctive ti

sue and causing
a3 thickening of the valves.

shrinking of this
tissue, producing ths distorted appearance of the

valves that is seen on macroscopic examination.
ily specimens showed most of the above changes
but though I tried.in two of my own series 2nd in

several old specimens from the pPathology Laboratory

of the Royal Victoria Hospital, T w

oo

a5 tnable to find
Spirochaetes in either the Aorta or heart muscle.




This I attribute to the fact that the Post mortems
were not done immediately after death which Warthin s
is essential. T used both Levdditi's/iethod and
Varthin's new Agar Silver ilethod but with neither
could I find Spirochaetes.

VWarthin (57) in his work on the subject which has
already been quoted, states that ?he number of
spirochastes in o0ld latent cases of syphilis is
small., He found them in small groups in the peri
vascular infiltrations, cspecially outside the walls
of small veins. -He never found them in the intima,
the usual habitat Deing the outer coat of the liedia
and more frequently the adventitia. Different forms
of spirochaetes éra described, such as irregular
and a typical forms - becaded forms. Straicht, thicken
or thinner spirals, frammented forms etc., He belicve
these to 58 involution forms.

The heart muscle shows changes to a varying
extent in almost all cases of Syphilitic Aortitis.

Warthin has shown that £his is due to an
invasion of the muscle by the spirochastes. The
macroscopic appearance usually shows small whitish
patches extending for a short distance into the

wuscle substance, and secn sometimés near the Anrtic

crisis but most fregquently near the tip of the left
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ventricle. oSmall gummata are sometimes got and

ABT. (1) considers that these circunsecribed gummata

3

are the most common form of congenital Syphil

e

The other common type is the syphilitic
myocarditis. In this type Warthin considers that
the lightly staining patches of prolifersting stroma
represent localised colonies of the spirochacte,
Brooks (10} found th=t the muscle cells of the heart
showed in the main a considerable dsgree of atrophy
but with certain exceptions the atrophy appeéared to
be dus to pressure and not to inherent discase of hS
muscle cells. The connective ﬁissue is increased

-~
(=

and is highly cellular: in character. The dise

m
47]

o]

lesions are often most marked in the paplllay muscle,
Small areas of infiltration and proliferation are

found round the smallest branches of the coronary
vessels especially the coronary veins. Tn these

arcas Warthin has found spirochaetes.




CONGLUSIONS. -

(1)

(z)

(5)

(6)

(73

0

(2)

(93

That Aortitis is a very common form of visceral

syphilitis.

That it is often found in cases with a negative

Wasserman and no other clinical signs of

syphilis.

That the average age is between 40 and 50.

‘That though usuvally found clinically in old

standing cases of syphilis, it may be got at
any stage- cases having been reported within
a few months of the primary lesion.

That & sudden cardiac breakdown in a man over
40 Without-any definite exciting cause should
make one suspect a2 syphilitic Aortitis.

That Aortic insufficiency is very frequently
associated with a syphilitic Aortitis,

That an X-ray photo should be taken in all
suspiciosus casese.

That a myocardial breakdown is of much more
serious significance in syphilitic than in
other forms of Aortitis.

That early and thorough treatment must be given
in 211 cases of syphilis if this extremely
serious form of vasceral syphilis is to be

eradicated.
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