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Nextro Cardia.

Several cases of this very interesting
Pathological condition hsving come under my observat-
ion, I have been led to a claoser study of the sub ject

' and have embodied this work in the following thesis.

DEFINITION.
Any displacement of the heant With

its apex to tlie right of the mesial plane and with

rotation of the viscus on its antero-pogterior axis,

comes under the designation of "Mextro-tardia”.




CLASSIRICATION - on an Etiological basis.
A study of Pecorded cases readily suggests
subdivision into two great groups, vizi-

iay Congenital.

e Acguired.

! The Congenital cases may agaln be subdivided
into:=-

A Simple, l.e8. a transposition of the
vigeus (heart), wnaccompanied by displacement of other
organs.

Tes Complicated, i.e. in assoclation

with transposition of other visgera.

2 The acguired cases may be sub-
divided into threc classes, vizi-

Ae Traumatic, ~ 0f which very few &are
on record, the vast majority of acquired conditions

coming under Classes B and C of this subdivision.

B This class contains thosgse cases
assocliated with pathological conditions of the Right

Thorax, the bhest example belng Pibroid Phthisis;

5 While under ¢ Class we have those

cases assoclated with pathological conditions of the \

\
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Left Thorax, and as an example, pneumobthorax may be
- > 4 .

gited.

To 1llustrate this method of Classification
glve the foliowing examples of recorded cases under

their appropriate bheadings, 1.8,

oy Congenital.
A Simple.
1 Dy Charles Pope’s fase
{Tancet. 2/82, p9.)
Jei Prof. OGrunmach's Case.
(“BALT. 3/90, p T44L,)
R Complicated.
4 Dr H. Parker's case & P.M.
(-Fancet: T/cl. 1 BsD.)
13 Dr Moxon's case.
( Lancet. I1/76., p 749.)
0 My -Treves -~ P.B0g,s
( Lancet. I1/90., p 664.)
s Dy Yaddon.
Lancet. - IT/90, p 1156,)
o Acguired.
A Traumabilc.

£ Dr. Tibbittfs ecase diie to blow,

(Tancet, -1/76. 1 598.)




Bl Nr Stokes! case due Lo crush,
( Anolamile and Curiosities of

Medicine by Gould and Pyle,
page 626.) .

B. Complicated with Disease of Right Thorax.
1 Case No I. iilustrates this class.

{ Vide below.)

ii oto 0. Cilivi s i

C Vide page 19:)

GakaE Two cases by Dr Alex M. MCAldomie.

(Rl T, 2/= pelb6)
a5 Complicated with Disease 0f Left Lung.
15 Dr Douglas Powellls case. Increase
due to intrathoracic pressure on

left gide with collapse of lung.

Clercet. 1/78: p 157 ,)

(o7




case I.

The first case of this int@resting
pathological condition that came under my notlce was
that of & man, “.0;; residing in the Tigh Riggs,
Edinburgh, and.his condition was as follows.,

Do Covuy aman b5 Peet 6 inches in -helght
and 67 yvears of ace, was to trade a hlacksmith, though,
after spending many years ab this calling, he was some
vears ago compelled to make a change in his occupation

and chose that of "travelling draper.” This latter

occupation he was compelled to give up seven: years ago

owing %o breuthlessness causgd by exertion in the
pursuit of his new calling.

.. 0.. was born in Fife,where he spent his
early 1life, but, finding his employment becoming too
hard for him, he moved to this City, and applied him~
gelf to the drapery bﬁsinesa, as before mentioned.

.. C.. at last became alarmed at his repeat=-
ed atiacks of dyspnoea after even slight exertion, and

decidad to see a Medical man. He made a vislit-to the

Royal Infirmary seven years ago, and consulfed the-

late Professor Sir Thomas Crainger gt ewart.
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Thg history of the present illness bhegins iﬁké,‘
series of more or less severe attacks of bronehlal
catarrh gome years yreviously to his wvigit to tﬁ@
Royal Infirmary i 1894,but no_ definite date as to the
actual beginning of the trouble can be given. It may
therefore be said that the origin of the disgease was
linsiduous,beginning several years bhefore he sought
help at the Royal Infirmary.These early and neglected
lcolds! give,I believe,a very important clue to the
causation of "Dextro-Cardia" in this case,as I shall
afterwards try to prove. When admitted to the Royal
Infirmary in Iégé,thé patient was found to be suffer-
ing from Phthisis Pulmonalis of the base of the right
lung,but no mention Hf his heart condition was made.

After being treated for ahout three weeks, Batne
decided to leave the hospital and did so on his own

account. He states that he made preat improvement

while in hospital,and,aftef‘leaving,he felt quite well|

except that he was troubled with coughing at times and

slight dyspnoem. D.C.states that he has always been a
moderate man both as regards food and drink,though his
appearance indicates some indulgence in the latter of

late years,

Of the family history of my patient I can obtailn




but 1ittle information, except that his father died in
old age of cerebral haemorrhage, and his mother of
dropsy, probably of cavdiec origin. D, C.o.had two
sigsters, bhoth of wﬁom are dead - one of phthisisg, the
other of cerehral haemorrhage. An only brother died
of jaundice early in life. No ages at death could be
ascertained.

The present condition of my patient ls very inter-
esting and I hope not only to prove the nature of his
trouble, but to throw some light on the causes which
brought it about,

Do Co is about B feat G'inches in height, 18 of
slim build, and though somewhat emaciated is of a
cheerful disposition. He is both able and willing to
carry on any light employment he can obtailn. At
|present there is the usual diurnal variation in
temperature, but no nightly rise. Enlarged velns are
noticable coursing heneath the skin in several parts
of the body, notably in the temporal regions, but also
over the thorax and abdomen. The long Saphense are

only slightly more prominent than usual, .

The blood glandular system shows no evident

changes.

|
|

i
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The chief point of interest in thie case being in .

connection with the Circulatory System, I propose to

carefully study that System in the first place, and
then t0 take the Respiratory System, since it appsears

to me that the circulatory disturbance has been | ‘

|
|
|

brought about by & chronic affection of the right

|

| lung. The above arrangement will, I think, bring out
|

1
more clearly the prominent features of the case and \

the cause or causes bringing about the condition.

i C‘s flrst compiaiat referred o the Clrculatory
'gyst@m in th@.form of dyspnoeg and coughing on
exertion, with occasional fainﬁmeas.

The pulse wave was 70 per minute, re&ular‘bwth in

time and force, and of medium. fulness. The arterial

tengion was not increassed. The vessels at the wrist

were only slightly thickened, and not beyond what

i
|
‘might have been expected from the age of the
|
|
!
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individual,

Radial pulses were equal in time and force.

On inspecting the precordisa there was noticeable
bulging of the thoracic wall to the right side of the

sternum, and some flattening over the normal precordial

ares., While palpating the thorax to the left of the
sternum, vocal fremitus could be distinétly felt over
the aresa usually occupled by the heart, but no evidence
of a8 cardiac impulse could he detected. further
inepection showed distinct wavy movements in the
intercostal spaces around thg right nipple and the
nipple itself was observed to be thrown forcibly
outwards from the chest wall al each cardiac impulse.
On palpation of thisg region, a distinet cardiac -
dmpulse was felt.

Percussion of the precordia showed the region to
the left of the sternum usually occupled by the heart,
guite resonant as compared to what it usually is with
the heart in its normal place. This reﬁdnant noﬁo on
ﬁercussion of the normal precordia, was not due to-

emphysematous lung covering the heart anterilorly, as

I hope to show when studying the Respiratory System.



.

On percussing to the right of the sternum a'iarg@

area of absolute dulness was noticed. It exﬁ@nded Prov

the 2nd costal cartilage outwards to one inch heyond

the nipple, and there became continuoug with the
gulness of the base of the right lung and liver
dulness.

On auscultation at the point previously referred

to as under the right nipple, the mitral valve sound
could he readily made oub. A secénd cardiac sound
could be distinctly made out behind the sternum and
along the right border, opposite the interspace
hetween the 4th and 5th costal cartilapes. The aortic

sound wag heard most distinetly behind the Zrd right

s

costal cartilage, at,;ts junétion with the sternum.
The cacdlac sounds were guite normal , and free frouw
411 trace of bruits. No sound could be heard to the
left of the 3ternum.‘

The general cireulatory system ghowed no change,

heyond the varicoslties mentioned.

e



Coming now %to the Regpiratory Sysﬁam, we here find
practically the same subjective symptoms eomplained of
viz, cough and dyspmoea. It was owing to thesé
symptoms -that D.. 0., £ipst sought‘medical ald at the
Royal Infirmary in 1894, and became aware of the true
nature of his illness. Pain seems to have been
altogether absent, even from the beginning of the
illness, contrary to what one might expect from a
physical examination of the man's lung and pleura to-
day. &

The cough, which has been present from the very
firvst still persists. It 6f course varles much,
sometines being slight, while at other times it isg

more troublesome. The sputum has never been coplous

‘northas the patient evér sufféred from haemoéptysis,

iy@t the presence of numerous tubercle bacilli in the

sputum - demonstrated by both Grams and 7Ziel-Nlielsen
Methods - stamps the case as one of pulmonary tuber=-
aulosis.

The dyspnoes is evident after very slight. exertion
gsuch as conversation. The breathing also becomes very
noisy, and bubblings can be heard some little distance

from the chest wall.




On inspecting the thorax, the difficulty fhaﬁfﬁhe
patient experiences In breathing 1s rendered very .
evident by the exaggerated mammer‘ in which the
extraordinary muscles of respiration are br@ﬁght into
play.

The thoracic parieties are very much emacilated
below the clavicles, but not above. The Supra-
clavicular regions on hoth sides are well developed.
The intercostal spaces are deepened owlne to the
atrophy of muscle.. On the right side of the sternum,
there is the bulging of the parieties, and on the left
slight flattening as described when speaking of the
precordia. On the right side the intercostal spaces
immediately above and helow the nipple are much drawn
in during respiratianf This dis not to . be seen over
any other part of the thorax:

Respirato?y movamﬂﬁts vary from 20 to 25 or even
more, varying with the amount of exertion the patient
has been put through. In type it ig thoracico--
abdominal with exaggeration of the‘theraéic el ement.

Voecal fremitus cannot he detected over the lowest
part of the right lung, but is exagserated over the

lung above this. On the left side, the vocal fremitue

gk




is also unusually well marked.

Percusslion gives a large ares of abgolube duines&l
over the region occcupied by the.hearﬁ to the right of
the sternum from tﬁe drd right costal cartilage to
immediately above the right nipple, and outwards. The
upper part of‘the.right lung showed dulness not nearly
so marked. The lower part of left lung was however On
percussion, shown to be duller than usual, while the
upper part was hypee-resonant.

On auvsculatating the lower part of the right lung,
no respiratory murmurs could be made out. Above the
4th vib (right) the respiratgry murmurs were quite
distinet, The expiratory murmur was prolonged, &a few
moist sounds accompanying and the type was distinctly
bronchial. Vocal resonance in the lower part of the
lung was distinct, while it was marked in the upper
part., The same condi%i@n was found on examining the
lung from behind. The left lung on auscultétion
showed prolonged expiraﬁiom? was of bronchial type,
and there wege also a few molst rales. Vocal reson=
ance slightly increased in the 10Wér part below left

nipple, and over normal precordial reglon., The upper

part of the left lung, both in front and behind,showed



of expiratory murmur,

The larynx showed no change from the normal,

Thie digestive, genito-urinary, and nervous

ashowed no morbid change.

COMMENTARY,
o () e

In this case the history‘undoubtedly points to
disease 0of the Right Lung, at a time long befole any
alteration in the position of the heart was obgserved,
and,' it is-not possible,  that such a ceﬁpetemt
shserver as the late 8ir Thomas Grainger Stewart could
have failed toO noticé the digplaced condition of the
heart as now seen, had it been present when the
patient was under his care seven years ago in the
Royal Infirmary. It can therefore be very reascnably
put down,that the heart has acquiéed its pnew positdon
and precordia as noticed, during the last seven years.

The question as to how this transposition of the

put slight change from the normal, beyong prolongation

syst ems
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heart was brought about can have in my opinion, but

onev@xplanaﬁiom. A slowly spreading fibroid

inflamation of tubercular origin attacked the base of
the right lung, tﬁe pleura becoming affected,primarily
or secondarily, by adhesive pleurisy of the same type.
The base of the right lung being fixed all round by
‘the adresive pleurisy, accompanied by or followed by
interstitial thickeniné with subsequent contraction of
the newly formed fibrous tissue tﬁroughout the
iigseased hase, has brought about shrinking.
The parietal pleura, being fixed all round to the
visceral layer of the pleura.covering the diseased
o
vase (in this case the right hase) causes the Parietal
Mediastinal layer - its most yielding part - to
follow ﬁh@ shrinking and retracting lung.
Now, from the short description given of the
canatomy of the @1euré andvpericardium, (vide page 25,
it is quite evident, that that portion OF th@‘parietal
layer of the pieura which ;S less fixed and most

easily displaced is the mediastinal pleura which coverﬁ

and is attached to the parietal laver of the pericard

ium; the costal pleura belng firmly held in its place

l
by its attachments to the unyielding costal arch. The

16,
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| shrinking lung therefore drags the mediastinal
parietal pleura towards the costbal parietal pleura,
The ribs waving Slightly,inwardsvare caused to
stralghten somewhét, but the greater movement ls on
lthe part of the mediastinal pleura and pericardium.
The pericardium and necessarily its contents being
thus dragged to the right, dextro-cardia is produced.
The slight yielding (straightening) of the ribs over-
lying the affected costal pleura to my idea gives &
satisfactory explanation of the falling in of the
lateral aspect of the thoracic wall (Right), and also

to the prominence over the newly acquired precordia.
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i Mrs B.a parvied woman, thirty years of
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| age, residing at Joppays was.admitted to the Royal

S

‘

the right side.. Three wesks later the patient had

lconsulbed Dr Veiteh of Gilmore Place, when she was

ithis was decided on, and successfully carried out.The

Inficmary ben.years

. b

‘agd, suffering from Pleurisy of

severe ha@moétys&s..After a prolonged stay in hospital,
’the patiént4was‘éb1@'to retirn tohher home, much
improved iﬁ.h&ﬁ.@@neral health.  During the succeeding
vears, up to I898, the patient had several attacks of
haemoptysis, follawed by a. general depressed condition
and ili~hea;ﬁh. During the Summer of 18986 Mfs Bae
informed that hoth lungs were affected with tubercular
disease - the right'seve?ely 80, The instructions
given by the Dr were practically those of opén‘air
treatment 0 be ecarried out in her own héme,“ﬂhortly
\afterwards, falling pregnant, she apain consulted her
medical attendant, who, ﬁaking into conéideraﬁicn the
gserious condition of his patient, reco@méméed fhat the

pregnancy should be brought to a close by'grtificial

aportion. After consulting with Drs Philip and Briewls

rigid adherence to the fresh air treatment and forced

%.
\ :
|
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feeding has given great relief to lrs B.who describes
herself as in excellent health. The patient tells me,
that her Dr first drew her attention to the change of

vosition of her heart last Septemher,
P

»

The present condition of Mrs‘B ig that of a well |
developed and well nourished woman, about 30 years ofi
age. Her height 1s 5 feet 4 inches, &nd her weight Bi
stone. This is the heaviest weight attalned at any

time by the patient. Mrs B 1s very cheerful, and

Mrs B has a fine skin, and several veins somewhat

ienlarged, are distinctly noticed over the thorax.

takes a great delight in doing the work of her home, |
| and indulges in as much outdoor exercise as the !
weather will permit. There is no evening rise in ;
temperature in this case, as one might expect. \
l
|
|
1

There is no lividity, and no clubbing of the fingers

present.

[ z = .
| Tn the Haemopoetic systen, the hlood shows spme ‘

inerease in the number of leucocytbes. «here is no

,en]arﬁém@nt of the cervical or other 1ymphatic plands.

the ‘hymug and Spleen are quite normal .

|
|
|
|
|



,cond;tiqns ménhidned;in“casewi..;HWW

the patient.
The pulse waves are 70 per minute, regular both

in time and forcé_andwof,modérateustrﬁngth.x, Radial.

 signs of degeneration.

{indication of aneurism.

evidence 0f & cardiac‘impu;se,u,No cardiac~movement

_.The Clrculatory &ystem shows very .closely those .

Beyond pulsation under the right nipple, and . .
’slight_palpibation”also.referred”towthatwsﬁotﬂoccurﬂw;

_lring after much exertion, little has been noticed by

pulses are synchronous and the vessel walls show no.

QWWM Inspe0tionudfwﬁhewnormalvprecahdia,shows,nowapexb
beat or rather eardiéc;impulse,‘but,tunderuthe»rightj:
',Wnipple“andwa,littlewinternalmtbwitwa”distinctwimpulsef
wcanmbemse@n-;mzhewa§rtic-regiﬂn,“anéwgréa@wvesselswof,

the neck show no changes from the normal and give no
| . Palpating the precordia (normal) there is no

,‘canﬂbeMascertainedwatmall“inmhhewregibthormalwtp the
cardiac impulse, but,,on“palpatingmnouthe;right of the
sternum, the cardiac impulse can be distinctly felt on

|a level of the right nipple,and a quarter .of an inch

20.
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|

internal to it. 1

By Auscultation no carﬁiac sound can be heard, to \

the left of the sternum, hut on auscultating to the |

right of the sterﬁum, the Ist sound can be distinctly!

heard over the position of the apex beat, At the !

junction of the 5th right costal cartilage with the |
sternum the tricuspid sound can be digtinetly heard
and also behind the adjoining sternum. The aortic

sound can be made out at the Junction of the 3rd right

costal cartilage and the sternum. The pulmonary,

{behind the gternum at thisg level. 1he sounds are

1
|
|
absolutely normal, and free from murmurs. E
The normal precordia (to left of sternum) is quitek

|

resonant on both superficial and deep percussion,but %
on percussing t0 the right of the sternum there ig a |

ilarge area of absolute dulness, extending from the 3rd

right costal cartilage to a point immediately lnternsal

|
|
|
|
5

to-the right nipple, Here the dulness ( cardiac )

becomes continuousg with theﬁdulness of the lower lobe

lof the right lung and liver dulness.
The general circulatory system shows no evidence

of cardiac embarrassment at all, nor of any inter-

ference through the lung with the circulation, beyond

!
I
1
i
|
|
{
1
i

|
|
|
|
i
|
|
|
|
|
|
|
|
|
|
|
|
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the varicogity of the veing of the thorax before

mentioned.
In the Respiratory System, the subjective symptoms|

were slight dyspnoea on exertion, and some pain

referred to the right base of the lung.
Coughing hasg been troublesome at times, but
usually slight and now very little trouble arises

from this causae. Expectoration has heen free,

)especially when the haemoptysis was present,

Microscopical examination here also shows the tubercle

|
|
hacillus.

3 No pathological change can be detected in the left

lung, but the right lung is slightly dull throughout,

Bronthial breathing with bronchophony i8 falrly \

I
general, and creplitations can bhe heard here and there

throughout the lung,

The lower lobe of the right lung is absolutely
dull up to the 6th rib,., All respiratory murmpurs &re
abolished, vocal resonance is increased and vocal
| fremitus incfeased. The breathing throuéhaut this

lung is bronchial in character, and the expiratory

sound prolonged, as is also the act.

The other Systems are normal,




COMMENTARY .

My diagnosis 1s chronic fibroid phthisis,
chiefly affgctiﬂg the 1owér lobe of the right lung,
but throughout the whole of the right lung to a more
or less extent, &nd consequent upon this, shrinking of
the lung., Adhesive pleurisy had previougly fixed the
visceral to the parietal (costal) pleura on the one
hand, and on the other, the visceral to the parietal
layer covefing the pericardium. The shrinking has
resulted in drawing the moveable pericardianl saccand

contents to the fixed,vand resisting thoracic wall.

Doubtless the compensatbtory expansion of the left
lung contributed to this result. One has also to
remember that the pericardial sac is suspended between
'l the pleural sacs, so that any marked alteration of
poéitioa of elther pleural sac 1s bound to influence

the posgition of the pericardium and its contents.

This explanation is given in much greater detail
in the Commentary - vide page 15 et seq. -~ on Case 1;

and no other secems feaslible, A consideration of the




following facts relating to thg anatomy of the thorax

will, I think, bear this out.




SOME ANATOMICAL FACTS
RELATING TO THE

PRRICARDIUM and PLEURA.

The Pericardium is a cone~shaped,fibro=-serous sac,
having its apex above at the base of the heart, while
its base ls attached to the central tendon of the
diaphragm. The fibrous coat is strong,and non-elastic

Bélaw, the serous sac is firmly attached to the

tcentral tendon of the diaphragm around the caval

lavers of the pericardium 1s reflected on to the great

vessels { with the exception of the inferior vena

|

|

aperture, but elsewhere loosely. Above, the fibrous |
!

|

\

lcava ) forming an extra fibrous sheath to those
|
[ vessels.

i Along the great vessels of the heart, this flbrous

coat extends, and becomes continuous with the deep
cervical fascia. The pericardium is attached to the

posterior aspect of the sternum by two slender fibrous

bands, the superior sterno-pericardial band and the

inferior sterno-pericardial band,. The former 1ls

|
!

attached to the front of the pericardium at the

|
|
hage \
|
|
|
|



of the heart on the one hand, while on the other hand,
it is attached to the posterior aspect of the
adjoining portion of the sternum. The latter crosses
hotween the fibr@us pericardium, and the posterior
aspect of the sternum at the base o0f the cone-shaped
pericardial sac.

Within this Ffibrous layer is the serous layer of
the pericardium, covering both the viscus (visceral
layver) and lininpg the interior of the fibrous layer
(parietal layer) of the pericardial sac.

Within this sac the heart normally hangs freely,

' hedng suspended above by the great vessels of the
heart, and also to a less degree by the attachments
formed hetween the fibhrousg pericardial reflection

‘ along those vessels and the deep cervical fascila,
Besides these aﬁtaéhmepts, we must take into account,
that the fibr@usvlayer of the pericardium is lined
externally by the mediastinal pléura reflected on both
sides from behind, from the posterior border of the
pleural sac, which extends from the‘neck of the first
rib to the neck of the I2th rib.

N

The Mediastinal Pleura is reflected on right side
1

( anteriorly ) to the posterior aspect of the sterno -

:26‘




‘clavicular articulation, extending from that point
downwards and meeting the sternum ln mid line at the
tjunction of the Manubrium and CGladiolus. From this it

passes vertically downwards to the lower end of the

Gladiolus

{
n
1
|
|
1
|
i
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|
1
|
i
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On the left side, the Medlastinal Pleursa normally {
ig reflected from the posterior aspect of the Sterpum

| ,, % ‘ o :
lat the level of the 5th chondral sternal artlculatlon,i
and pa sed downwards and outwards behind the 5th and

i
|
|
iﬁth ribs to the 7th costo chondral articulation, and
|
ifrom this point extends outwapds as the inferior

{

border. The Mediastinal Pl&de becomes conbtinuous with

lthe Costal Pl eura, posteriorly at the posterior border

of the pleural sac, a&nd anteriorly at the anterior

border of same sac, Inferiorly, it is reflected on to

|
|
1
|
!
!

| the diaphragm (diaphragmatic pleura) and extends

i
1 :
;outhrds, loining the costal pleura at the inferior
|
{border of the pleural sac,

|

On the right side, the inferior border of the

%Jleural sac 1s formed by the reflection of the
5

\ &2

(
!

diaphragmatic pleura on to the internal surface of the
ribu and intercostal muscles and subcostal muscles to
§join the costal pleura with which it is continuous.

|
1
!

|
|
|
|
|
|
|
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Thig inferior border extends from the lower end of the
gladiolus outwards and downwards behind the 7th costal
cartilage to the 8th rib,reaching the lower border of
the ch in the mid-maxillary line and from here extend%
backwards over the I0th, IIth, and I2th ribs to become
continuous with the posterior border.

On the left side the inferior border is at a
slightly lower level, reaching the lower border of the
Ioth rib in the mid-axillary line.

Above, the Mediastinal Pleura passes into the
cervical pleura, and becomes attached to the deep
cervical pleura by means of Sibson's fascila (band).

The‘lumg normally lies within and completely fills
the pleural cavity except a small portion of the 1ower
pleural sac, belng ca%ered with its wvisceral layer of
the pleura reflected over the root of the lung. The
Ligamentum Latum Pulmonis forms an attachment between
the root of the lung and diaphragm, being simply a
reflection of the pleura between these parts.

Trom the anatomy of the Plurae and Pericardium,

f
we notice, that the pericardium is further kept in its

‘normsal position by the attachments of the mediast inum

o



pleura .to the diaphragm below, to the deep cervical
fascia above, through Sibson's fascia and anteriorly

i
}
|
!
|
|
|
|

1 to the reflection of the mediastinal pleura along its

|

anterior horder, aﬁd lastly posteriorly to the
reflection aiong the posterior border.

The Ligamentum Latum Puimonis also plays a part in
keeping up the normal position of the pericardial sac

though of less importance,

i
g
|
|
|
|
|
|
i
|
i
\
!
|
}
|
i

Referring to the definition of 'dextro~cardia’ it,

ils evident that something more than mere displacement
, :
i

is intended by the term. In Commentary on Case I,

|
|
|
|
I
1

(vide page 15) an explanation has heen given of the

|
1
1
|
|
!
|
|

displacement of the pericardium and its contents

i
!towards the right. There vet remains to be discussed
‘the rotation of the viscus on its antero-posterior

axis. ieference to the anatomical facts relabted will

|
|
1
|
|
|
i
i
i

show that the heart has but one fixed attachment ,

namely, the root of the great vessels. The viscus

being Tixed at its base and free at 1ts apex, change

in position can ohly take place in certain directions,|

It is evident for instance, that the base of the heart




| i
can move but slightly, and that rotation on its long

lor vertical axis would causge torsion of the great
vessels which, if to any extent, would be incompatible

with life.. The only movement posggible is rotation on
|
|

‘an anterosposterior axis, the axis of rotation being

situated at the base 0f the viscus. (onsequently when

the pericardium becomes dravn towards the right, the

i’ .
}apex of the heart, which is that part of the viscus
that 1s alone freely moveable, accompanles it. The

gbase of the heart together with the body of the viscus
zbeing more or less fixed, the only movement bY'WﬁiCh

éthe apex can pass to the right is therefore a rotatory]
%one on 1ts antero-posterior diameter. Tor the same

| » Wik ; T Z 7
reason thig movement of the bulk of the viscus is a
| :

{limited one. The exact angle through which the

1
{
|
{

‘movement has occurred must vary with individual cases,|
|

: ‘ |
! - . ‘
I should, however, estimate the movement as having a |

range of rather more than one third of a circle.

I submit an Appendix containing a list of cases

studied, :
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APP ENDIX.,
Base Age |Sex| Occupat~- | Classed Recorded by Taken from
ion. oL
Frofe-.
I i SEs s oo fraumatic {Dr Tibhits I .1/76 p 598, !
2 IR e e Lraumatic |Dr Stokes Anomalies and
Curiosities of
Medicine, hy
gould and Pyle.
page 626,
% Tailor JAcquired |Dr Powell T L re.p 1hI;
4 48 ' M 1Tallor . Acquired jA.M.MCALdourield 2/86 0 LhE
MeD.
5 32 v e st sl ke inlaliek s e D
6 |41 M iBriek~ | ... . . K.Pope.m.B.o.sl T 800 p o,
g layer.
T lad M oo . (Pnfriste | . cwen. |7 9/90 p 5A.
B0k 0 - . | Congenitall Dr A, Gross. |J I/88 p 657,
; Pulmonary
i Stenosis.
|
= . :
9 |I6 1M | voveee. |Pulmonayy [Prof Grunmach |J 1/90-p 1441,
| ' Stenosis
10 185 0 - Dead in bed Parker Young |J I1/6I p 630
: M ReC et
II B Beos e T 1. 11/76 p 894
{12 |48 | M |Railway |{Xilled by | Dr Moxon L 11/76 p 148,
, workman acclident
I3 hkred ¥ L Operation pMr Treves L 1/90 p 664
i for I?QRQO-Sc 5
Ovariotomyl.
I paby B s af - Wohe of Dr Haddon., . 11/90 p 1156
| twins
e = s 2 ‘
Ioc of el s - o lbortic Worman Davies I I1/79 p 789,
| killed ’
16 Jorae e Acquired Dr D, Dumont

|
|

|
{
1

oL,
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1 APPENDIX. ~ |
i i
i
Case |Ape Sex|Occupat- | Classed Reported hy Taken from
“Lon:
et FEmka o il J. Mickle M.D, | J 1/88 p 955
s emmee e o s Dr Badcock J 1/81 p 828
19 |26 | 7 |Dress- Sesvhao e TP Garravd L 1/96 p 1060
maker
20 115 SR T B e e el BTl Galla e o %/96 p 1314
PR B ST e e e e Dr Bramwell T M. T, 1881, 1864
Vol xxvii, 743
22 148 P | Tailor Cataeeeslamn s e e
2'3 38 f -}_‘1 HOUSG"‘ 50 a8 e 0000 0 OWI’[ C&S@
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